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As reprints seem to soon scatter and disappear | 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 1.

THOMAS S. CULLEN.
Johns Hopkins Hospital.
May, 1916.
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2 CULLEN: TUBERCULOUS STRICTURE OF ASCENDING COLON

growth, is not as prone to engraft itself on the tumor as in cases in
which appendicitis exists. The outer surface, while relatively N

smooth, may be studded by a few tubercles. At one point the gut ¢

shows a constriction, and usually around this the adipose tissue g

1 is very dense.  Where the cecum is eut into the mucosa frequently fi
L7 shows considerable alteration. It is sometimes studded with irreg- ,
4 ular or serpiginous tuberculous ulcers, while the intervening mucous i
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 1l
the finger can hardly be introduced. In some cases so small is the =
calibre of the bowel that a sound is passed with difficulty, and in

onr case a small bird-shot was sufficient to completely occlude the &
canal. The degree of alteration in the caeum varies with the indi- a
vidual ease, and it is only necessary for the reader to picture the #
tuberculous process advancing until the cecum becomes matted ¢
1 densely adherent to all the neighboring structures, and, in rare .
instances, the process gradually involves the abdominal wall until & 4
finally there is a fistulous opening on the surface.  Even in the early i d
stages the mesenteric glands are enlarged and already involved in 8
the tuberculous process, and where the cacal invasion is apparently = )
in its incipieney there may he caseation of these glands. %
Tuberculous stenoses of the gut, when multiple, are almost in- pe
variably situated in the ilenm. Anywhere from one to twelve o
strictures have been noted in the same patient. In one case Hof- 5
meister found twelve strictures scattered over a distance of about p
seven feet of gut. The bowel between the strictures is frequently I
distended, and in rare s has been known to reach 17 em. in o
circumference.  Lartigan draws especial attention to a group of these W
cases, in which, associated with the tuberculous process, there is a A
marked diffuse thickening of the bowel wall, which occasionally ()
reaches 1 em. or more in thickness. p
The appendix is usually adherent, but, except where the tuber- tl
culosis of the cwecum is far advanced, shows no implication in the of
specific process.  Our case proved no exception to the rule. Although th
hound down by adhesions, the appendix was otherwise normal. a2 i
Historogiear, Prerune.  In sections from the cwcum the edges of
of the ulcers may show tuberculous tissue, but, as a rule, epithelioid ®
cells or typicai tubercles are wanting, and nothing but granulation pe
tissue can be made out. In the vicinity of the muscle, however,
groups of epithelioid cells, and now and then tubercles, are seen. &
The peritoneal surface is usually free from tuberculous nodule al
until the disease is far advanced or unless the cmcal lesion has been 8 i,
associated with tuberculous peritoni Sections from the stricture
are composed entirely of connective tissue; sometimes with, at other o
times without areas even slightly suggestive of tuberculosis, The & [

adipose tissue surrounding the gut at the point of stricture is much I
infiltrated with small round cells, rendering the fat exceedingly tu
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il

able. At operation the cweum was found to be 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 be fairly well advanced in years, of
course, the possibility of a malignant growth must be considered.
As pointed out by Hartmann, Lartigau, and other authorities, tuber-
culosis of the cwecum, especially of the hyperplastic form, has often
been taken for sarcoma. "T'his has been due 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 luige foci,
and further, that the cells are uniform in size instead of being
large and small and actively dividing, confusion is not likely to

o R DR A

oecur,

The gross diagnosis between tuberenlosis and carcinoma of the
cum may offer numerous difficulties, but on microscopic exam-
ination no confusion ean exist, as in the tuberculous process the
epithelial elements play an entirely passive role or have disappeared.

= e

Moreover, the demonstration of the tubercle bacilli is generally easy. N
The diagnosis between cweal tuberculosis and appendicitis is
usually dependent on the tuberculous history and the slow growth
of the tumor, wgether with the absence of a temperature suggestive
of a pus accumulation.  Of course, in a case similar to the present ;
one, a differential diagnosis would be absolutely impossible. ;
‘Prearsent. If tuberculosis of the cweum be 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 operation. 1f after resect- i
ing the diseased portion of the gut very little mobility be 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 whethe: the ;
entire diseased area 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 between six and seven
feet were removed, and the patient recovered. With the diseased ;
ciecum it is always necessary to carefully examine the glands of the |
mesentery, and if they be involved, they too should be excised. The l
results from resection have been very gratifying, Hofmeister in hi ;
table of 83 operative cases showing a recovery of 62 per cent. t

Tuberculous stricture of the ascending colon, with sudden total
obstruction of the bowel; perforation of the intestine; removal of the
cacum and half the ascending colon.  Recovery.—The following is
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taken from mv case-hook, November 20, 1902: At 11 p.um. | saw, in

consultation with Dr, Charles E. Simon, Miss K. G d twenty-four

ear I'he day before she had indefinite pains in the region of the
wppendix. ‘They were, however, not very ere and lasted but a
hort time o= he did her work 1isual and prepared supper

but shortly afte rd was taken w evere P i he oht
side and was forced to go to bed ) e, Dr. Simon saw her
Il narke id f the right re er the aj cal
le temperature. On ¢ f |
D « it all philes | i eared hat t
Vil « enl Wher he late ¢
! 1'he
Y ¢ I |
A 1 1 ¢ (
1 ¢ ed from the peritone nd tl ¢
found to be completely filled with y I'he intest h
eve m the whole, presented a fairly normal appearance Here
and there they were covered by a few flakes of fibrin I'he append
¢ ly reco ed bound down b es101 It
‘ ff from \s the distal extremity appeared "
) ¢ et | perforatio ear the ciecum, but
complete removal of the wpendix it was found tha \par 1
wlhesio no alteratio 18 present After removing the | fron
the abdomen a sponge was passed into the right renal pocket to
ee if any pus was there, and, to our surprise ome dark fluid

escaped. This was entirely different from that found in the pelvi

I'he abdominal incision was continued upward to the ribs, and we
immediately saw a perforation, about 4 mm. in diameter, in the
wscending color \s there was a good deal of fluid escaping, | ten
porarily closed this fistulous opening with a purse-string suture. |

then drew the ascending colon out and made a longitudinal incisior

|1 on introducing the finger into the colon found total obstructior

e
v short distance above the ileocwecal valve I'he lower third of the
wscending colon, the emeum, and a small portion of the ileum were

tied off and removed, together with some enla | glands in the meso

color I'he ascending colon and ileum were then united by end-to
end anastomosi 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

Simon lays much stress on the fre absence of eostnophiles whe

ks that this sign is of more practieal value than the deg
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loops brought up into the ulnluuu-n, and the entire pelvis loosely 1
pucked with iodoform ganze." R
\ ganze drain was also left at the site of the anastomosis. The

patient stood the operation well.  Her pulse did not rise above 100,
T'he outlook, however, was not particularly flattering, considering
the fact that there was a commencing peritonitis and also consider-
able cedema of the intestinal'wall.  Eight days after operation, on
removing the last of the gauze, some fecal matter was found on the K
dressing.  The fistula gradually closed, and the patient made an
excellent recovery.

February 12, 1904, T'he patient has been at work for several F
months, performing general household duties without the slightest i
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 cramp-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 hefore 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,

Parnorocioar Revorr.  (Gynecologieal Pathological No. 6316.)
The specimen consists of a small portion of the ileum, of the ceecum,
and of about one-half of the ascending colon. The mucosa of the
ilenm is unaltered, that of the cacum in most places is normal, but
ata point directly opposite the ileocwecal valve is a perforation 5 mm,
in diameter (Fig. 1). The walls of the perforation are rather smooth
and the surrounding mucosa, over an area 1 em. in diameter, is
somewhat thickened. The ascending colon, about 5 em. above the
| tion, 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 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 mm. in thickness and is exceed-
ingly firm in consistence. "T'he constriction is 1 e, in length and
the ascending colon above this point is unaltered.

Histological Examination. The n]»ln-nqli\ beyond ~|mwi||g a few
adhesions on its outer surface, is normal. The ciecum in the vicinity
of the perforation has entirely lost its glandular elements, the speci-
men ('nlhl\llll’.’ dmost entirely of granulation tissue. The under-
Iying muscle shows a varying amount of small round-celled infiltra-

S

' For severnl years, where the pelvis bas been fitled with free pus, | have made it & practice,
after baving wiped the pelvis and intestines off, to place the patient for 8 moment in the
Trendelenburg posture. The pelvis has then been loosely but fully packed with gauze, the
ends of which are brought out through the appendix Incislon. 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 ylelded very gratifying results. The loops, although still liable
1o become adhierent, are on a level and are not nearly so proue to become obstructed,
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tion tissue, and the underlying muscle is evervwhere infiltrated
by small round cells.  The uleeration is evidently an old process,
as nowhere is a very acute inflammatory reaction present. The

ireof the ascending eolon with perforution of the cietim.  Direetly oppo
pertoration with slightly mgged edges. A short distance
w thicker and then form an annular constriction.
small bird-

stricture has been so narrowed that o
Iy plugged the gut

ntrodueed, lodged therein and comy

walls of the stricture are, to a great extent, mmpost'd of fibrous
tissue. Here and there we have some light areas somewhat sug-
gestive of tuberenlosis,  No giant cells are, however, demonstrable.
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General practitioners are

uterine haemorrhage and are

exact cause of the flow. In recent y

HAEMORRHAGES AND THEIR (

continually

often

AUSE.*

EN

The Johns Hopkins Hospital,

meeting with cases ot

at a loss to determine the

ears 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 ns are present and
a careful microscopical examination of 1 i s removed at
operation
I shall, in the brief period at my I, 1 1 ¢ L
et from the indpoint of the general pr ner and see )
1es | been fur | o
(n1 r i f the chief r f ut ¢ ' e
I have found that they fall int er
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{ 11 ] et ¢ "
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tyv-four I itter th 1 Y I 1 1 3
mixed with blood may escape from the ll
lisappear after the fifth or gixth day and return,  We do
not know the wmse, Again, i g irl mensty oriod
is often very irregular, sometimes not « g on f 1
a time and then amounting almost to flooding, | ! ©s 1
is n difficult to determine whether we are dealing h a
period or with an intra-menstrual haemorrhage
Haemorrhages dependent upon a 1l ndency
Nearly all of you are familiar with a few cases of t ind. 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 periods. On questioning
her closely it is frequently found that her parents or other wem-
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 nsually be
deteeted in pelvie organs and the microseopical examination of
the uterine mucosa will show that it is apparently normal. In
such cases we are dealing with a peenliar tendency toward bleed-
ing and as there i= a normal eseape of blood from the uterus at
each menstrual period the haemorrhage naturally takes place
from the endometrinm instead of from another part of the body.

Several years ago my attention was called to another group of
cases unassociated with a general tendeney toward haemorrhage.
These patients commeneed 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 mieroscopieal examination T found hypertro-
phy of the tissne between the uterine glands. Otherwise the
mucosa was normal.  This haemorrhagic tendency disappeared
about the thirtieth year in the eases with which I am familiar.
Dr. H. Meek of London, had two patients, sisters, giving simi-
lar symptoms and in each after systematie curettage every four
months for a number of years the cure was permanent. Under

this gronp we may possibly include haemarrhage due to dilated
veins in the endometrium. Here, however, the general tendency
toward haemorrhage is wanting. T have in mind a patient suf-
fering from severe haemorrhage and a diagnosis of eancer of the
body of the uterus was made and hystereetomy contemplated.
As a matter of precantion, however, cnrettings were examined
and markedly dilated veins were found in the mucosa. The
glands were perfectly normal.  After several curettings the
patient had no further tronble. Why the veins become so dis-
tended it is diffienlt to surmise but sueh conditions are occasion-
ally present.

The tendency toward uterine haemorrhage is often in evidence
where the uterine mucosa is moderately thivkened and the glands
enlarged and dilated. Given a seraping from such a case one
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UTERINE HAEMORRIAGES AND THEIR CAUSE 3

can say with almost absolute certainty that the patient is suffer-
ing from uterine haemorrhage.

Haemorrhages due to inflammatory conditions of the ulerus or
appendages. The physician not infrequently sees a patient who

gives a history of an old misearriage followed by some

of temperature or giving a fairly distinet history of gonorrhioea,

On making a pelvie examination the uterus is found to be normal
in size. Its mobility is slightly restricted and there is a faint
suspicion that the tubes and ovaries are bound down I'he
patient complains of a lencorrhoeal diseharge and of frequent
and uterine haemorrhages, In such cases the physician
it at a loss to know the exact cause of the bleeding and cancer

may be snspected, If the dia mnot be made ther

n will be to enrette and examine the serapings. Much
carc shonld, however, be exercised as manipulation of the nterns
may rekindle an old inflamation and pelvie peritonitis result,
Examination of the serapings in such a ease will show a varying
degree of endometritis but absolutely no evidence of cancer. [f
the pelvie adhesions be severed, and the uterns freed, these haem
rrhages usually disappear. They may of eourse be much ag
gravated if a polypoid endometritis exist or if there be double
pus tubes, It must be remembered that pelvie inflammatory
lesione are by no means always accompanied by uterine haemorr-
hages,

Haemorrhages incident to pregnancy. Under this heading [
refer to fonr important pathologieal conditions: (1) Misear-
riage; (2)  hvdatidiform mole; (3) chorio-epithelioma; (4)
tubal pregnaney.

Wisearridge. 1t is hardly ne

sssary 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 i clear. There are enses,

however, where the data are insnfficient and where the patient

deries pregnan Snch casce are

ften confusing. 1 have had

a patient come, saving that three weeks hefore consnlting me she

d afrer
making a pelvic examination, T felt sure that she was suffering

had had a miscarriage, and vet on earefnl questioning

from a tubal pregnancy. In all cases where donbt exists, examina-
tion of the nterine contents will give a =lne, If

he

he pregnaney

nterine then the serapings will vield placental villi

r
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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,

Hydatidiform moles. These are not very common. The 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 uterns is globular and elastie, the cervix hard
and the breasts diminished in size.  Were one not cognizant of
the facts, the diagnosis of a globular myomatous uterns might
readily be made—in fact, I reported a case two years ago where
we were almost sure that the growth was & myoma until after ex-
amination under ether.  This disease is due to a eystic degenera-
tion of the placental villi.  These eystie villi with their secondary
branches roughly lock like bunches of grapes, On enretting
large quantities of small cvsts escape. They do not resembie
anything else—so the diagnosis is certain.  All these cases shonld
be carefully watched as malignant changes are peeuliarly prone
to follow and may in fact have commenced and engrafted them-
selves on to the uterns prior to the expulsion of the mole. If
uterine haemorrhages recur within a few weeks or menths after
removal of the mole a careful vaginal examination should be
made at once to see if any nterine noJdules exist and uterine
serapings should be made to determine definitely if any maliz-
nant growth be present.

Chorioepithelioma. This is a disease, until recent years, un-
known. It never ocenrs except after pregnaney and is dve to
a malignant change in the placenta and possibly in the decidna,
It may follow a simple miscarriage or an apparently normal
labor, hut is very frequent after a hydatidiform mole. Tt has in
a few instances developed subsequent to a tubal pregnaney. Given
a recent pregnaney, miscarriage or mole followed in a few
wecks or months by copions uterine haemorrhages, we must im-
mediately suspeet chorioepithelioma or as it is frequently termed
decidnoma malignum.  On examining the uterns it is usually
found enlarged and may be nodular, while in the vagina a bright

e
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1 INE HAEMORRUAGES AND THEIR CAUSE 5

red n ir growth which readily s often detected. This

growth. In a certain number of cases both ovarics

into multiple corpus lutenm eysts which complete

ly block the pelvis. The uterine growth is peculiarly prone to
give ri to lung metastases, These soon lead to pulmonary
hae rhinge If chorioepithelioma be suspected, microscopical
examinat of the uterine mucosa should nsnally indicate clear
Iy whether the disease is present or not.  If it exists, immediate

complete hysterectomy is the only chance, The delay of a
da v prove fatal as metastases oceur so rapidly

/ nancy. To Lawson Tait we e so much for onr
ki e of tl ubject \ few vears ago the histor
( ‘ t lisense was little known.  Now it is upon as fir
ar tific a basis as appendicitis—indeed, so proficient |
801 ractitioners become that the diagnosis is frequently ma:le
before tube has ruptured.  Althongh the disease is supposed
t mparatively rarve, I have seen and operated upon six cases

n one month. Given a patient who has always been regu
lar, sudden suppression of the period, followed in a few
days or weeks hy a faint bloody discharge, and possibly, a little
pain « e or the other side of the nterns, we must at once
pect a t | pregnaney and will not often be mistaken. Sometimes
the | Jd has come on at the regular time and vet as it we
dragged along for weeks only to be followed by sudden ruprure
of the tube with the usnal signs llapse due to internal haen
orrhag Whenever the menstrual period is tive of tubal
pregnancy and a satisfactory pelvie examination is impossible
account of abdominal rigidity, then an ether examination shounl !
at once be made, as little foree as possible heing used as the tule
mav rupture. In every ease where the diagnosis of tubal pr
naney seems definite the abdomen shonld be opened at onee |
the tube removed. Before rupture its removal is easy and

fraught with little danger. After rpture the loss of blood moy
be so alarming that operation is ont of the question or if the
pelvis he filled with old elots there iz considerable danger of in

testinal obstruetion or of

faccal fistula developing. Uterine
haemorrhages accompanying tubal pregnaney are most suggestive
and the entire picture is as a rnle, not more diffienlt. A certain
nurnber of cases of pelvie peritonitis, however, present symp-

toms

selv mimie tubal pregnancy.
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Haemarrhages due to the presence of uferine tumors,

Myomata. The most conmon uferine tumors are the myoma-
y ta. With their various sitnations and size yon are fawiliar.
S 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 oeenrred,  The amount of
haemorrhage depends almost entirely npon the location of the
tumor,  If it be anbperitoneal or interstitial and does not en-

2 3 e Loy

croachi upon the uterine mueosa, then we will have little bleeding,
but if it projects into the uterine eavity, then there will almost
certainly be severe haemorrhage—in fact, a submucous myoma
not over an inch in diamefer is sometimes accompanied by such
gevere flooding that the patient’s life is in jeopardy. While a
snhperitoneal tumor of sixty pounds’ wei
panied by any bleeding whatsoever and only eanse discomfort

rht may not be ac-

v its size and by pressing upon the pelvie vessels and nerves,
In all cases of myoma with haemorrhage ve mnst remember the
possible co-existence of adeno-carcinoma of the body of the uterns
as I have noted the combination in a goodly nnmber of cases,
Sarcomatous degeneration of myomata. During the last five
vears T have paid partienlar attention to malignant changes in
myomata. These are invariably of a sarcomatous nature, Sev-
eral eases have come under observation. The older writers spoke
of recurrent fibroids. In these cases at frequent intervals sub-
mucous myomatous looking tnmors were expelled.  On histologi-
cal examination it was found that quite a number of them weve
sarcomatons in character.  The sarcomata develop in the myo-
mata. I a myoma be subperitoneal then the malignant process
soon extends to the intestines and surrounding struetures. 1
interstitial, then seconlary nodules are prone to develop in the

)

l uterine wall and may project into the cavity of the uterns, If

' a sarcoma develops in a submueous myoma, then portions will,

from time to time, be forced ont of the uterns, Given a mvoma

that has remained dorriant for vears and that commences to grow

rapidly immediate avd total hysterectomy is imperative. Tn

myoma eases with hacmorrhage fthe diagnosis is comparatively

easy, as we have an enlarged and nsnally nodular uterns to give

| us the clue. We must, however, always remember the possible
! co-existence of sarcoma or earcinoma,

Sarcoma of the ulerus. Sareoma of the nterus is relatively

rare, and cannot, elini ally, he easily differentiated from eancer.
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THEIR CAUSH

Althoug

in the body of the uterus and while showing a tendeney to bleed,

ially present in the cervix, it usually commences
Y 1

the haen is usually not so severe as is noted with cancer
The exact diagnosis is only of interest to the pathologist as it can
not be clearly established, except on histological examination and
further as the treatient of cases of sarcoma and earcinoma is
identical—namely, complete abdominal hysterectomy

1 myoma of the ulerus. This oecurs in about 2 per cer
{ myoma cases and is usually accompanied by free uterine
haemorrhage I'he inner uterine walls are converted i a
« e-textured diffuse myomatons tissue and the uterine mueosa
fl nto the chinks between musele bundle At each menstrua
period this mucosa between musele bundles naturally swe 1}
and on account of the increased tensio s produced gives ris
to much uterine pain and at tl time it pours its qu f
menstrual blood.  This added ven «
by the uterine mucosa canses \s th
uterine mucosa itself is normal 18 no el
I'he condition while very inter n ouly be
diagnosed after removal of the uter I have examined over
twenty cases of this character at the Johns Hopkins Hospital

Cancer of the Uterus. We now come to the most frequent and
dreaded cause of uterine hacmorrhage—cancer of the uterus
I'he mueons membrane of the uterus is of three varieties—that
of tl iginal portion of the cervix which elosely resembles skin,
that lining the eervieal can msisting of branching glands and

ecreting mucus and that lining the uterine cavity, consisting of

tubular glands. From each of these three varieties of mucosa

diffe forms of ¢ may develop

Cancer of the onter or vaginal portion of the cervix may

ronghly resemble a cauliflower growth, 1t bleeds so easily on
acconunt of the great number of bload vesscls it contains and the
various blood vessels have so little support that the merest touch
is sufficient to rub the tops and free oozin,

Adeno-cs icty from the cervical
canal consists of glands which penetrate in all directions and

g follows.
reinoma of the cervix or the va

muy grow entirely through the cervix but giving rise to much
bleeding

Cancer of the body of the uterus also consists of glands, Tt
forms tree-like growths in the uterine cavity and also penetrates

the uterine wal
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While eancer of the uterus may develop in early life it is most
| common after the thirty-fifth year. Whenever there is a uter-
| ine haemorrhage that eannot be acconnted for, the uterns should
| be most carefully examined to see if there be any signs of cancer
l as it is only in the early stages of the growth that a eure may be
| hoped for. If the cervix be especially hard at any one point or
show little prickle-like points that bleed easily then a wedge
alont a quarter of an inch broad and half an inch in depth should
be ent ont, put in aleohol or formalin and sent at once to the
pathologist for examination, If the cervix be normal, then the
body and cervieal ecanal shonld be thoronghly envetted on all
sides and the serapings sent to the pathologis

The mucons

membrane in health as seen nnder the microscope is just as dif-
fevent from that of cancer as are two totally different patterns
of wall paper.

Much has been said about the treatment of cancer of the uter-
ns and great improvements inangurated in the operative tech-
nigue.  As has been pointed ont 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 eancer until
the disease is far advanced and operation out of the question. As
a typieal example I may mention a lady 69 years of age whom
I saw in consnltation in St. Lonis less than two weeks ago, 1ler
first haemorrhage oceurred within a month of the time she came
for o ion and yet on vaginal examination the eutire cervix
was involved and the left broad ligament fixed by growth. 1
fully believe that in the near future the predietion of Dr. Kelly
and others will be 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 be gotten at in its
incipieney.  Our first duty as physicians is to educate women as
to the absolute necessity of having any irregularity of menstrua-
tion or any nterine haemorrhages carefully investigated at once.
When they learn the serionsness of delay and the satisfactory
resnlts that may be obtained by prompt attention many more will

L

e

R

6.7

be saved,

In the short time at my disposal no attempt has been made to
enter much into detail. 1 have given you nothing new but 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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CasE 2.—Diagnosis: Myomatous uterus.  Actual condition

Adenocarcinoma of the body of the uterus, with secondary sub

peritoneal nodules. (Fig. 2.)

Patient—Mre, C., aged 59, 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

K16, 2, ~ADENOCARCINOMA OF THE Bopy o¥ tne Urervs witn Sus
PERITONEAL NODULES

The cimen Is viewed from the front. The right round liga
ment 18 drawn upward by a cancerous nodule situnted at Its junc
n with the utery Seatt t over the surface of the uterus are

neerous nodules varying from a pea to a marble In size. The
n of the left round ligament Is at a much lower level than
of the right round ligament The gene contour of the en

and nodular uterus clusely resembles that of a myomatous

been irregular. There is a continual leucorrheal 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), we made a diagnosis of myoma,
especially as the hemorrhages could readily be accounted for by

R e L 4,

*







F10. 8. —TuMoR or THE S16M010 Frexcre Dug 70 RUPTURE 0F DIVERTICULA INTO THE

SURROUNDING ApiPose Tissue. SMmaLL PeLvic
ABSCEsS,

The lumen of the bowel below the promontory of the sacrum Is conslderably narrowed. At this point is a definite tumor made up
of adipose tissue. Projecting Into It are two diverticula, one seen i longitudinal, the other in cross section. At the point indlcated
by the three arrows the diverticulum has given way and Its contents have percolated through fat
Ination showed evidence of acute and chronic irflammation, thus accounting for the denseness of the tumor
the pelvic

This fat on histologleal exam.
Between the tumor and
floor s a small abscess.




At the point

tween the tur

ssection to release it, but th
ancer that it commenced to tea
mperative. It was decided that

{ the g th




6

diameter, remained attached to the surface of the bladder.
I'hree inches of the bowel were then resected and the ends
united by means of the Connell suture, supplemented by the
Lembert suture.  The anastomosed bowel was then placed
among healthy loops of gut as far removed from the neerotic
sible. The pelvis was drained through the vagina
ind abdomen, The patient recovered promptly, but naturally
still has a small abdominal sinus. We have employed a reten-
tion catheter continuously, as even its temporary removal was
promptly followed by the signs of ascending renal infection.
The patient is now® 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.

area as fe

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,
and this 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 eonstricted and
{riable 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 nbsolute diagnosis would have been impossible
without opening the abdomen.

Case 4.—Diagnosis: Pelvie abscess, with retroverted 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 pelvie floor.
(Fig. 3.)

History—This patient was seen early in February, 1904,
She was 60 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.

Pramination—On vaginal examination, T 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-
seess exists.

Operation—On February 13 T 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. Aug, 22, 1004,
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I'ne Normarn Vacina I'he lining of the cavity i
ed of several lavers of squamous epithelin of whicl
we superficial near the outlet tend to become horny
leepest layer which rests on the underlying stroma,
ts of cells cuboidal or low lindr

ma is made up of fibrous tissue poor in cell elements

a rule with a well-devel

ped blood supply.  Small
ts of the stroma project up into the epithelium producing
o-called papilla I'he vaginal mucosa resembles very

ly the normal skin. The pigment in the deep layer

ever, usually wanting
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VAGINAL CYSTS

Vaginal Glands. The existence of vaginal glands has
been much questioned, but v. Preuschen in 1877 after a
careful examination of 36 bodies found definite vaginal
glandsin 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 dilated glands are
little erypts. Similar glands had previously been noted in
1870 by Hennig. In Path. No. 955, where we were dealing
with a small eyst 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 bowel. 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.

(a) Giirtner’s duct.
(b) Remains of Miiller’s duct.
(¢) Misplaced ureter,
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THOMAS S. CULLEN 3
a) Persistence of Gartner's Duct.  In the embryo remains
of the Wolffian body 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 Giirtner's duect. 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

\lthough 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
I'he structure is best studied in the cow, as in this animal
the duct is easily traced. Bland Sutton gives a very good
illustration of Giirtner’s duect extending down the side of
the cervix and in the lateral wall of the vagina, forming two
distinet cystie dilatations

Remnants of Giirtner's duct are sometimes recognized asone
or more disconnected segments following the usual course of
the duet 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 words

in these cases it was patent for its entire length

\ 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 both directions and
an inner lining of one layer of cuboidal or cylindric epi-
thelium !

by Remains of Miller's Ducts in the Vagina. In some
instances Miiller's ducts fail to meet. We then may have two
uteri and two vagine. In other cases the ducts are separate
in their upper portions and partially unite at the cervix

['hus we may have a bicornate uterus with two cervices
and two vagine or a bicornate uterus with one cervix and
one vagina. Other minor variations resulting from failure
of Miiller’s duets to unite occur, but we are here chiefly in-
terested in a variety where one uterus is fairly well llt‘\t‘]\;lu d,
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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 flow 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 vagine 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 oceasionally a case is met with
in which in one lateral wall a small cystic prom
detected, from which when opened an escape of urine takes

ence is

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 hetween 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
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unite to form the uterus and the distal portions form the vaging.  In the broad ligament
between the tube and ovary we see the epodphoron, or parovarium, composed of many
corkserew-shaped tubules and communicating along the upper extremities with the
leeting duct.  They represent the tubules of the upper part of the Wolffian body.  Lying
cmbedded at the inner side of the hilum of the ovary are fragments of tubules and glomeruli
of the upper part of the Wolffian body,  In the drawing Gartner's duct ean be traced
obliquely down through the broad ligament into the uterus near the internal os. It can
be followed through the outer portion of the eervix to the vagina.  As a rule, the vaginal,
uterine, and inner broad Fgament portions disappear.
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to be carried down a little farther to have it open into or
form a blind pouch in the vagina

3. Cuanges IN THE VAGINA INcIDENT TO VaGINITIS
Adhesive vaginitis occasionally occurs, especially in young

ndividuals. 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 become adherent to
one another producing blind pocket Such a vaginitis may
be due to a general systemie infection, to gangrene following

the presence of a foreign body in the vagina or to the highly
irritative urine where inflammation of the bladder exist
I'hese vaginal ocelusions may have a definite bearing on the
future development of vaginal cysts

. CuanGes IN THE VAGINA DUE TO INJURIES AT CHILD-
BIRTH I'he different degrees of laceration of the perineum
during labor are well known. Sometimes without any
external laceration there may be 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 be 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

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 Cavsep 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 plecemes

instead of in long strips or where the field
of operation is not kept perfectly clear, small fragments of
the mucosa may be left behind.
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When the edges of the wound are approximated these
islands of mucosa lie more or less deeply embedded in the un-
derlying stroma and entirely ent off from the parent mucosa.

6. Tue Recamiox or mae Urkrnra 1o toe Vaciva. Tt
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 be seen
later, certain eyst-like dilatations arising from the floor of
the urethra should not be confused with vaginal cysts,
although at first sight they may bear a striking similarity.
Disse in v. Bardelehen's Anatomy has given us a very clear
description of the urethra which T will quote: *The posterior
wall of the urethra is firmly attached to the anterior vaginal
wall thronghout its entire length.  Both canals run parallel
to each other. The epithelium of the urethra is about 1 mm.
thick. The superficial layers of cells are all composed of
squamons epithelium. The cells of the deeper layers are
more club-shaped. The mucosa is longitudinally folded, and
as a result club-shaped and tubular depressions are produced.
Some of these ave simple lacunee, others are glandular in
nature and secrete a colloid material which may in time
form concretions.  The lacunwe 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
duets, which must also be remembered in a consideration of
vaginal cysts.

Vacinar Cyss.  Itis rather difficult to classify all vaginal
cysts accurately according to their origin, and the accompany-
ing figures should be accepted only as representing an
approximate ratio of the different varieties to each other.
1 have examined in all 53 cases, and in a few of these two
cysts were present in the same individual.
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A vaginal eyst occeurring three years after
repair of a perineal tear

Gy, Path, No, 1504, This eyst contained clear fluid and was lined
by several layers of squamous epithelium. [t was probably an inelu
sion eyst

Fia. 6.—Cyst in the anterior vaginal wall

Gyn. Path, No, 640, Situated beneath the urethra is a translucent
eyst,  On being dissected out this was found to measure 4.5 x 3.5 em
Its inner surface was smooth and glistening and it was lined by one

layer of flat eells, This eyst was in all probability a dilated portion

of a Gartner's duet
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i
Variety of Cysts. In 26 the origin was clearly the result
f a perineal tear or of a perineal operation; 4 seemed to
ginate from vaginal glands; 11 were apparently deriva-
es of Giirtner's duet; 3 were situated near the external
orifice of the urethra. In 9 it was impossible to determine
the mode of origin
Inclusion Cyst. Those due to small portions of the
al mucosa being included in the stroma Such evsts
e relatively small and are naturally found in the posterior
n the lower lateral wall of the vagina. They are often
tuated 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 em. in
eter. The smaller ones were yellowish in color, the
larger more whitish in appearance
I'he eyst walls vary from 2 to 4 mm. in thickne the
inner surface is smooth. The cyst contents vary slightly.
The smaller ones are often completely filled with a friable
material which gives a yellowish tinge to the cyst. This
at first sight slightly resembles pus, but in reality represents
INasse f exfoliated squamous epithelium
On histologic examination the vaginal mucosa over the sur-
fuce of the cyst is usually normal, but, as might be surmised,
i " hed over the most prominent part it is often slightly atrophic
' I'he cyst walls are composed of fibrous tissue; the inner
irface is lined by a varying number of layers of squamous
- epithelium. Sometimes there is a uniform covering of from
(5an : two to thirty layers of cells, but as a rule the epithelial lining
ed by one is very thick at one part of the cyst and thin at a distant
portior point. The superficial epithelial cells are often devoid of
] nuclei and are filled with vacuoles. The deepest layer is
: usually cuboidal.
: I'he cysts contain desquamated squamous epithelium,
detritus, and at times fat droplets and cholesterin erystals.
! Where the cysts are relatively large the cavity is often
3




8 VAGINAL CYSTS

partially filled with clear fluid. These cysts are usually

single, but they may Ie |n||l|||-]|-, as in Path. No. 3321.
Here we had three small irregular eysts separated by very
slender partitions. They were lined by from two to eight

layers of squamous epithelium

As has been so clearly pointed out by Stokes and others,

little doubt remains that these eysts originate from inclusions

|
|

of the vaginal epithelium.  Our own observations fully
{ substantiate this view. In 24 out of 26 of these cases we |
were able to get a satisfactory history and in every instance |
the patient had a lacerated perineum, and in 5 out of 24
the perineal tear extended into the rectum. In every case
where the site of the eyst was noted it was found either in i

the posterior or lateral wall, usually in the floor of the

perineum 1

In Path. No. 2081 T noticed a most unusual picture in the

eyst wall just beneath 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. i
Cysts Probably Originating from Vaginal 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 6 mm. in diameter,

situated in the scar tissue of an old perineal tear. It was
lined by cuboidal or almost flat epithelium.  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

S

cystic vaginal gland. In Path. No. 2133 B there was also

a small cyst in the posterior vaginal sulcus lying near the

ikl

scar in an old perineal tear and lined by cuboidal cells.
The cyst cavity was partly filled with mucus. In this

case also there was a small accompanying inclusion cyst.
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No. 2890 affords another example of a eystic vaginal

Here in the scar tissue of the vagina was a cvst
n. in diameter lined by very | cuboidal epithelium

ecreted mucu

Path. No. 2930 there had been a u,vul,l.:v tear of tl

¢
eum. There were two very small vaginal cysts lying

le and lined by cuboidal epithelium. These were
ably eystie vaginal glands, but this is only a surmise, as

t position of the evsts was not giver In Path. No

\, 2133 B and 2590 1 think we have a right to assume

d from tl |
rom the 1L | « 1nee

the exception of the latter no other evlindric or cuboidal

il structures are f d this resic Of irse, it
| | Vs prit
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Cysts of Girtner's Duct. -~ As has already been pointed out,

in the fetus Giirtner’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 duet disappears, 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 be exceedingly small, but as a rule reach
several centimeters in diameter. In rare instances they
almost completely block the vagina. The, naturally have
an outer covering of vaginal mucosa which over the most
prominent part may be atrophic. The cyst walls are usually
not more than 1 or 2 mm. in thickness. The inner surface of
the cyst may be perfectly circular, but is frequently oblong,
and now and then a cyst is met with in which there is a smali
stem, as it were, leading 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 8 x 5 em. The inner
surface presented a definite wavy appearance, being gathered
up into large and small folds.

The cysts are invariably translucent and contain a clear
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lored or pale fluid.  In all of our cases a dilatatior
f a portion of Giirtne Juct appears to have been respor
for the eyst.  In ten of these the position of the
tained. In the rem the anatomic pec
ford s sufficlent elue for the d he
t tuat n the er |
¢ rethral ¢
\ Is our 10 cases the distributior \ foll
In the anterior vaginal wall near the urethra, 6 ease
In the right lateral vaginal wall, 1 «
In the left vaginal wall, 1
In the right vaginal fort 1 case
In the left vaginal fornix, 1 case
\Where the cyst is situated in the vaginal fornix the walls
AT Wble to be considerably thicker as the duet lies more
ly eml led in the t ¢
I'he cyst walls proper are composed of fil 1s tissue;

ometimes intermingled with these are bundles of non-

triped muscle fiber I'he ere demonstrated i
case Where the cyst is small it is often possible to
ke them out, but in those of large size the muscle is so

read out that sections from various portions of the wall

]

ften fail to reveal it although at other points it may be

present I'he inner surface of the evst is lined by one laver

f evlindric cuboidal or almost flat epitheliun

jority of our cases the epithelial lining consisted
f cuboidal cells, in 3 cases of evlindrie and in 1 of flat cell

{ Very Unusual Cyst Ocenrring High Up in the Vaginal
Forniz. Path. No. 1850 must, 1 think, be incl ‘ed under
those probably arising from Giirtner’s duct on account of its
location—the right vaginal fornix. It, however, presents a
most unusual histologic picture

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

['he vaginal mucosa over the cyst is atrophic but normal.

The walls are composed 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 bheneath the inner
surface is a well-defined gland-like space lined by eylindrie
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 eylindric or cuboidal epithelium and have oval nuclei
situated near the base of the cell. A slight inflammatory
change is evident, as polymorphonuclear leukoeytes 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 Giirtner’s duct, the histologie
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, Giirtner's
duct is patent all the way from the parovarium to the vagina.
Cystie 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 be 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, but 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
meantime becoming tense. On the other hand, if pressure
be made over the parovarium, the tumor mass in this situa-
tion disappears and the vaginal portion becomes distended.
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In none of our cases did we find evidence of a patent Giirt
ner's duet

aginal C'ysts Possibly Arising from Urethral Glands. 1f

gland uch

winal cysts ever owe their origin to ureth
condition is of very rare occurrence. ‘The possibility
ever, cannot be excluded; in fact, in two of our cases

hist

) ic appearances would justify the suppositior
that the tissue is very similar to, if not identical with, that
) em

he urethra. In Path. No. 2570 we have a cvst 1 x 0
| in form I'he overlying vaginal mucosa is normal
I'he cyst walls are composed of fibrous tissue I'he epithelial
ng of the cyst presents a most unusual picture. It consists

f from three to eight layer I'he superficial layer is cylin
wnd rests oir the undetlying layers of flattened and

weral arrangement of the

ceply staining cells. The g

1e urethra

ithelium simulates that found in t
In Path. No. 1502 we have a cyst 1 x 1.5 em., in the
wterior 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 I'he cyst lining is composed of one
laver of eylindrie ciliated epithelium
In the eyst wall is a definite gland space lined by h
lindric ciliated epithelium. It is just possible that in thi
case the cvst owes its origin to urethral element An
origin from Giirtner’s duet can, however, equally well be
claimed
Although in both of these cases the features in the main
ild t their origin from urethral structure the

mecting link, namely, the direct continuity with the
rethra, is wanting

Unclassified Vaginal Cysts.  In nine of our cases, owing
to lack of ciinical details, it was impossible to venture a classifi

cation with any degree of certainty In Path. Nos. 1470

1060, 5792, 6274, and 2442 little is known of the clinical
tory. Path. No. 955 I

tation of a Giirtner's duct. The cavity was lined by one

very much like a evstie dila

ked

layer of cuboidal epithelinm
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In Path. No. 2010 the small cyst had 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 B the small eyst was lined by one layer
of cuboidal epithelium and lay in close contact with an
inclusion eyst.  In all probability it was a dilated vaginal
gland.

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 deseribed
by v. Winckel.  "T'his condition is usually associated with

pregnancy and consists of small eystic dilatations occurring

usually in the submucosa, but occasionally in the epithelium
itself.  On puncturing the cyst there is a report with the
escape of gas and the eyst collapses.  Such cysts only last
for a short time and then disappear.

von Winckel in 1886 reported three observations in pregnant
women. In a space that could be 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 1861 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 organisins into the surrounding tissue.
According to Strauss, as quoted by Veit, the cysts were
usually surrounded by connective tissue, rarely by epithelium.
Their occurrence seems to be analogous to that of gas eysts
in the liver and other organs, and we shiould not be surprised
if in the near futur. Welch’s B. aerogenes capsulatus should
be proved to be the causative factor. No treatment is nec
sary, as the cysts are of short duration.

Echinococcus Cysts.  In countries in which the echino-
coceus is prevalent, eysts may develop in the tissue between
the rectum and vagina. They may project into the vagina
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( d History of Vaginal Cyst All of the ts i I

ere relatively small, and naturall e rise t
hatever In fact, the vere detected dur
for some other trouble or, as in case of inclusio

iring operations for pe eal tear [ 'ndoubtedly

\ f the smaller evsts are overlooked as in the ordinary

tine laboratory examination we have found some of

h no account had appeared in the clinical report.  Cyst
in diameter partially blocl » the vaginag and
fere with coitu If situated in the poster

they may roll the pelvie Hoor out in such a manner

it first sight prolapsus of the wina may be diag

Cysts of the posterior wall have, in a few instances, formed
wrriers to deliver In Peters’ case, for example
t contained about one pound of clear fluid, and had

¢ evacuated with the trocar before labor could proceed

In the case of a vaginoparovarian cyst which is not full

wessure is sufficient to remove the obstruction, the

ng up to the parovarium and the vaginal portion

I
ipsing like a flaceid pouch
iginal eysts in the posterior wall may have to be differ-
tiated from an abscess in the rectovaginal septum. The
ts are not tender.  Abscesses are painful, of rapid develop-
il eyst may be mistaken for a blind vagina. The thick
s of the occluded and imperfectly developed vagina and
fact that the uterus is imperfectly developed will usually
flice to render the diagnosis clear
\ suburethral abscess may bear a striking resemblance to
ginal eyst.  In this case, however, pressure on the abscess
Il be followed by an escape of pus from the urethra and

Mlapse of the sac
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TreaT™MENT. 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 be cut off, and the edge of the
vagina united with that of the cyst on all sides. The remain-
ing portion of the eyst thus becomes a part of the vagina and
gradually unfolds until it is searcely recognized. Where the
cyst is of the vaginoparovarian type drainage or a combined
abdominal and vaginal removal may be necessary. It is,
however, seldom wise to resort to an abdominal operation,
unless there are pressure symptoms or the eyst is very an-
noying. A small dilated blind ureter must always be borne
in mind when removal of cysts in the lateral or anterior
wall is contemplated.
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Jartholinus, whe
d it in detail in the seventeenth century
Duverney' gave in detail the results of further
I and, and pointed out the resemblance i

s gland was named a

of the prostate gland; he
duct of the gland and demonstrated 3
ypening at the vulva. Huguier® (1850) published a

) article on diseases of this

it

t extensive and t

1 and referred to it as the vulvovaginal gland
In 1892 Miiller gave a résumé of the literature of the
ypment of Bartholin’s glands. He says that they

e first recognized in the fetus when it has attained |
ngth of 4.5 en Here they are seen as solid cords
g off from the sinus wurogenitalis
hlman, who has been giving this subject much study
Mall’s laboratory, tells me that the begin
ng of Bartholin’s gland becomes apparent just as soon
first differentiation of sex appears externally
t was not thought to be demonstrable before
fourth month, but Pohlman has found it in embryo
n length. The glands at this time

R e AR it

1. Oeuvres anat., Paris, 1761, vol. i1, p. 819
2. Mé maladles des appar

énitaux externce de la fe

Paris, 1860, vol x

s sécréteurs des organes
I'"Académle de Médecine,
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is ecto- or endo-dermic. Pohlman thinks that it is
probably ecto-dermie.
ANATOMY.

These glands are two in number and are situated in
the para-vaginal tissue. They are 2 to 3 mm. in diameter

Relation of Bartholln's glands to the vagina. (Redrawn
Huguler.) In this cas glands show inflammatory en-
it and from the duct on each side a drop of pus Is escap
ing. The glands are seen In the lateral vagina) walls, a short dis
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




nks that it

ire situated in
m. in diameter

na.  (Redrawn
flammatory en
f pus Is eseap
lls, a short dis

8 down on
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[uguier, who

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
fingers, when one is introduced into the vagina, while
the other palpates the outer vaginal wal Occasionally
the op ning of the duct may be detected and a small

dilated duet

Fig. 2.—Deep relations of Bartholin's glands to the vagina
Redrawn after Huguler,) In- this case the duct to the right of
e vagina has become occluded and s cystie, forcing the gland,
which is considerably enlarged, further out than usual. On the
eft of the vagina the duct is also markedly cystic. Under or
linary elrcumstances the glands lle In the adipose tissue just
xternal to the vagina and are partially covered by the band of
nuscle shown in the drawing

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

|
i
|
i
¥
‘l
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pus can be 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 it
the duct. The glands in this particular case are rathe:

larger than usual.
nder 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 Miil-
ler. The gland diminishes in size from the ninth to the
4

Fig. 8.—A sectlon through the entire Bartholiln gland (9
dlameters). @ gives us a clear Ildea of a lobule composed of
many small glands and partially separated by stroma from the
nelghboring gland elements. At b are sections of this lobule's
terminal duct. At ¢ 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.

HISTOLOGIO APPEARANCES.

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

s terminal duct e

Fig. 4.—Sectlons through the maln duct of Bartholin's gland
the center Is u somewhat distorted main duct lined by many
ayers of squamous epithelium. Opening directly lnto It are several
ands. A and B are se
is lined by squamous epithellum; at b by transitional epithelium.
¢ a few small glands open Into the duct. C is an lsolated

yudary ducts. The secondary duct at ¢

and composed of its many small glands and
dlameters.)
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which drain the secretion from the lobules. The entire
gland may be likened to a bunch of grapes, developed
more on the one side than on the other. The main duct
corresponds to the stem; the secondary and terminal
ducts to the branches ; and the lobules represent the indi-
vidual grapes. Figure 3 demonstrates very well the
gland as seen on section; ¢ and d are cross or oblique

Terminal ducts In Dartholln’s glands. a Is a secondary

ng Into four terminal ducts. These are lined by cuboldal

A eral points the small glands are seen opening

o The appearance of many layers of cells

at b is du uity of the section. The major number of
the glands are tu . The gland epithellum is high ~ylindrical
with the nuclel at the base.

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

The duct near the vagina is lined with many layers of
squamous epithelium, as seen in the central portion of
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Figure 4. As we pass toward the gland, the duct lining
s composed of transitional epithelium, still many lay-
ers in thickness. In the decper layers the cells a’«
squamous in type, but in the superficial layer

Fig. 6.—A sectlon of Bartholin's gland, showing the llning of a

condary and a terminal dact. (00 diameters.) « represents
2 secondary duct which at b Is lined by transitional epi
thellum, the surface layer belng cylindrical. Opening Into the duct
at o Is a small gland. At d the duct epithellum is but one layer
in thickness. The duct divides into the terminals e and f, the
epithellum of the gland g shows well the goblet-shaped cells, in
dicating that they are filled with secretion




the one directly in contact with the lumen of the
duct—they are of the high cylindrical type. The
secondary ducts are likewise lined by transitional
epithelium (Fig. 6 at b). But the number of .ayers
is usually much less, as seen in Figure 6 between ¢
and d, and in Figure 4 at A and B. The terminal ducts
may be 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 e. At other 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, are round or oval on cross section
and are lined by one luzer of high cylindrical epithelium
(Figs. 4, 5 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 Bartholin’s gland. (1% dlameters).
The Inner surface is smooth over a considerable area, but in the
upper portion of the drawing are large, sickleshaped 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 ¢ and in Figure 6 at ¢.
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 Miiller, amply supplied with nerves.

CYSTS OF BARTHOLIN'S GLAND.
From the observations of Miiller we learn that the
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luct 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
ny 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 chara

r, an abscess of the gland is likely to follow, but
f 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
ains patent. We then usually have multiple cys
in the substance of the gland

8—Cyst of Bartholin's gland. (1% dlameters The
surface is smooth, but opening Into the cavity are several
shaped openings—secondary ducts. To the right Is the sub
ance of the gland and In It are two small cyst spaces.

CYSTS DUE TO OCCLUSION OF THE MAIN DUCT OF
BARTHOLIN’S GLAND.

These cysts are superficial (Fig. 2) and vary from
to 4 or 5 em, in diameter ; Iln'.\ 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 duect. 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 be lined hy a varying num-
ber of layers of squamous epithelium, while that portion
of the eyst 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. 9.—Cyst
is egg-shaped. has
shows dilated sick
docts.  To the left

tholin's gland. (Natural size.) The cyst
ooth inner surface and at numerous polots
ped or rouand openings of the secondary
e substance of the gland.

CYSTS DEVELOPING FROM OCCLUSION OF THE SECONDARY
DUCTS OR THE TERMINAL DUOCTS.

These are naturally much less common. They 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 BARTHOLIN'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 a patient will enter a hos-
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eter. The walls were very thin and were composed of fibrous
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.

Case 3 (Gyn. Path,, 2051).—Age 38. Cyst 2.6 em, 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 Bartholln's gland. (6 dlameters.)
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 (Gyn, Path,, 2071).—Age 44. Cyst 5 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 cylindrieal;
several layers of squamous epithelium dipping into the stroma,
or one layer of eylindrical epithelium,

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

1
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with some non-striped muscle; the greater part of the gland
structure was forced to one side—one gland .6 mm. in diameter,
one secondury 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.

£ 8 (Gyn. Path., 3594) —Size 2.5 em, The cyst wall was
of “brous tissue; at one end was a large amount of normal
glund 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 eyst of the duct.

Case 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

S )

Fig. 16.—Wall of cyst ping from
duct and unfolding of the ‘lnds (120 diameters.) At
@ we have transitional epithellum; at d and 0’, transitional epl-
thellum at the mouth of the gland ¢, which is unfolded and now
forms part of the cyst wall. The epithellum at d also indicates the
unfoldiug of & gland. Here there Is considerable flattening of the
cells making them cuboldal.

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 uune and the cyst llnh‘ of
from 2 to 10 layers of iti helium; the superfi
layer being cylindrical and lppmtly ciliated.

Case 11 (Gyn. Path,, No. 4444).—COyst 2x1.5 em., trans-
parent. The cyst wall was of fibrous tissue, containing gland
structure, mostly normal, a few glands from thres to four
times the natural size, with flattened epithelium. The eyst
lining was of from two to eight layers of transitional epithe-
lium, the superficial layer being cylindrieal. This was a cyst
of the duct.

Case 12 (Gyn. Path., 4535).—Age 35. Cyst 4.6x3x3 em.,
egg shaped, thin walled, transparent, and showing on the inner
surface several small, shallow, sickle-like openings of the dilated
secondary ducts. The cyst wall was of fibrous tissue; the
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97 i8 covered by fat, but on the under surface over a wide area

s intimately blended with the muscle (Fig. 1). It is ex-

ceedingly hard and on section bears a striking resemblance to a

fibroma. There is a definite and somewhat globular nodule

forming abount half of the tumor. This portion is somewhat

sug-

homogeneous, is slightly vellowish in color, and at firs
gests the possibility of sarcoma,

Musele

Fig. 1. FimgoMa SPRINGING FROM THE APONEUROSIS OF THE EXTLRNAL OBLIQUE, AN
BETWEEN THE MUSCLE AND THE SKIN.

The under or posterior surface of the tumor is shown. The growth bears some
blance to a kidney in its general contour; on its lower surface is a depression w!
palpation might readily be mistaken for the renal hilum. Attached to the tur
some muscle, also a moderate amount of fat

On histological examination the growth proved to be a |
typical fibroma. The nuclei were oval, spindle-shaped or
irregular, and stained fairly deeply. The blood supply o
seemed abundant. We failed to find any areas suggestive of
malignancy.
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(891 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.

Gyvn.-Path. No, 8114, The specimen comprises the uterus
and enlarged right tube, both ovaries, the small left tube,
and a cuff of pelvie 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 em. 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.

I'he right tube at the uterus is 3 mm. in diameter. After
passing outward 1.5 em. it suddenly increases in size, reaching
a diameter of 1.8 em. It gradually increases until near the
fimbriated extremity it is 4 cm. in diameter. The entire
length of the tube is approximately 12 em. 1t is for the most

part smooth, but at two points on its inner aspeet the muscu-

lar coats have given way and we have hernial spaces .8 by 1.8
em. 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 pelvie
floor. The tube was not opened until hardened. Sections
near the uterus show that the lumen is fully 1 em. in diameter
and 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.
n thickness. Here also the tube lumen is filled with a similar
friable growth which 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 em. in length, is slightly beaded,
and varies from 3 to 5 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 ovary is very small, is approx-
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1400] entire thickness of the tube Las 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 nuelei are spindle-shaped or
irregular, very large and deeply staining. In some sections
fully three-fourths of the field have undergone coagulation
necrogis.  In such areas only a few of the cells around the

blood vessels still retain their vitality. Scattered
throughout the muscular walls of the tube are definite masses
f wrowth chiefl n the form of cell nests or penetrating
glands and on the outer surface of the tube are little bunches
f new growth We have undoubtedly a primary carcinoma
of the Fallopian tube with a penetration entire tubal
wall at numerous points,

Nections ‘rom the right ovary, which was very small, show
that the organ in some places is normal, but at many points it
has been penetrated by ma of carcinoma which send out
hranches in all direetions.  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 norma I'he left
ovary, although also very small, shows diffuse infiltration by
the growth. The structure is recognized as tyvpical, carcino-
natous glands or as isolated, large, irregular cells with irregu-
lar and deeply staining nuelei; in fact the ovary is riddled by
the growth.

sections from the omentum sl L 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 Iving 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 are particularly well formed.  Rarely 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-
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r401) 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, I 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
I cm. in breadth, it was found to contain two small blood
vessels, The mass was tied off and removed. 1t was situated
just to the outer side of the jejunum and was slightly adherent
to the gall 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
had been folded upon itself the parts looked gangrenous.
These areas 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,
Gyn.-Path. No. 8114, The entire specimen is fan-shaped

when 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 Th
acute pancreatitis. An accessory omentum is, to say the and
least, a very rare condition. Had this accessory omentuin :;'v"'m
remained in much longer, total gangrene would undoubtedly bluis
have occurred. in o
On
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LARGE CARCINOMATOUS TUMOR OF THE LIVER.

EMOVAL SEVENTEEN MONTHS AFTER NEPHRECTOMY FOR CARCINOMA OF THE LEFT KIDNEY.

FTEMPORARY RECOVERY,

THOMAS S, CULLEN, M.B, BALTIMORE

\Ithough Brunn in 1870 removed a small hepatic tu-
r, the surgery of the liver does not seem to have at-
tracted much attention until Lin, in 1886, successfully

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-
performed a partial resection. Since that date, how- ered took place, but has also published an cxhaustive

, more than 100 resections of portions of the liver review of the previous literature. Nor should it be for-
have been reported. Among the exhaustive treatises on gotten that a Baltimore surgeon, Dr. Louis McLane
the subject those of Terrier and Auvray,' in France, Tiffany,* 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 cach 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 dimimished in number. The
list of those given is as
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Fig. 8.—Auvray's liver suture

s the so-called chaln sut
and after insertion

Angloma; (a) congenital; (b) acquired
mphangloma cavernosum
wcer: (a) primary; (b) secondary
Sarcoma: (a) primary: (b) secondary
Endothelioma
Aneurism of the hepatic arteries
Echinococcus eysts, cancers and syphilomata are

most common of hepatie tumors.  The

the
growths vary
greatly in size, some being not more than 2 or 3 em
diameter, while others, as in Pfannenstiel’s ease
be o large as to render the abdomen larger in its
{ Langenbuch® in Germany, deserve especial men- mensions than that of a pregnant woman at term

In America the name of W, W. Keen® of Phila- INCIDENCE AND SYMPTOMS OF HEPATIO TUMORS

Tumors of this character may |
or in the old. They are

Te l-;lrmnly'nll ik.‘vj‘rrn;- Les Tumeurs du Fole, | . however, most common between
Langenbuch: Chirurgle der Leber und Gallenblase, Deutsche the twentieth and fiftieth year As has been pointed
i M"‘Hl:"v"- L e L S out by Keen, hepatic growths are much commoner in
Keen : Resection of the Liver, Boston Med. and Surg 2 - S )

cxxvl, p, 405, 1892 Pennsylvania Med. Jour. 1807; re. Women than in men. In 68 cases analyzed by him, 13
ase of resection of the liver for removal of a neoplasm, -
table of 76 cases on resection of the liver for hepatie 4. Tiffany,
Ann. of Surg., September, 1809, zxxill, p 631

e found in the young
Rev. de Chir.,

Louls McLane: Maryland Med. Jour., 1800, v




of the patients were males and 55 females. Ie thinks
that the relative immunity in men is probably due to the
ooseness of the clothing worn. In the additional cases
which I have collected, 4 of the patient men and
12 were women

were

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 be stout the growth
be overle

"
oked

cnr

DIAGNOSIS

Hepatic tumors are rarely correctly diagnosed until

Fig. 4—Adenoenr
hardened kidney

ot the kidney
well de

(natural size). Gynecol

ma

growth from the trabe (a) which divide t into
appearance. At inular.  In numer places it has
Httle, If at a
the abdomen opened. In the cases reported the
growths have been mistaken for tumors of the kidney
varian eysts, uterine myomata, mesenteric and pan-
creatie tumors, tumors of the colon, aneurisms of the
aorta, growths i the gall bladder and stomach, and ab-
scess of the liver. This is equivalent to saying that in
a series of cases they have at one time or another been

confused with almost every tumor that may be present
n 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
a diagnostic sign of much value. Occasionally, percus-

r capwule which consists

nite connection between the tumor and the liver
| 1 1 tl wlomen 1 been opened and t
¢ ne is often n doubt as to the ¢
ture e TV the patient has given
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\ itter of fact, it is rar e to b
1 more i a tentative diagnosis, until the growt
has been removed. In our case the left kidney
wen  removed nearly eighteen mont Wevion
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almost entirely of connective tl Passing off Intc
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tamor were quite applicable to a case of liver abse
and after the abdomen had been opened the general p
ture suggested an inflammatory process of the liver
Furthermore, on careful examination of the left rena

region no evidence of a return of the former growth

could be detected. The internal organs were in g
condition, and in the liver no other nodules could b
found. The absence of any inflimmatory reaction

the junction of the tumor with the normal liver s

stance was the only sign that pointed against the pres-

ence of an abscess

to determine with any degree of certainty whethe
tumor an a metastatic carcinomatou

wias 1hscess

In short, it was found to be impossi-




r kidney was already impaired, Ponfick, Tillmanns and Ceccher n
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was thought that, even should the swelling prove to that it was \ N
i absces y attempt at drainage would be associated  liver witho 1 that
. with considerable danger of an acute peritonitis, and in thirty d no 1
that even if this complication were avoided, the con- Regenerat mait
al discharge from the abscess wall would militate to multiy t tl r 1 ¢ N v 3
nst the patient’s recovery. On the other hand, in lobules were Ju r {r analogy, the sur-
ase the growth were malignant, it was evident that geon wou infer that in man large portions
the only hope of success lay in its complete removal of the liver might be removed and the patient recover;
Fven after the tumor had been sent to the laboratory and the reported cases prove that the restion 18
s provisional diagnosis of abscess of the liver was made well founded, as in instances larg s have
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yod after a thorough macroscopic examination, and the his- been resected and the patients have regained perfect
be tologic revelation of adenocarcinoma came as a great health,
¢ surprise. INDICATIONS FOR RESECTION OF A PORTION OF THE :
EXPERIMENTAL RESECTION OF PORTIONS OF THE LIVER LIVER
It is important to determine (1) whether the growth

[he exhaustive articles of Langenbuch®* and of Ter-
rier and Auvray' give in detail the interesting animal
experiments of Gliick, Tizzoni, Griffini, Podvisotzky, 5. Ponfick: Lancet, 1800, vol. |, 881

be malignant or not; and (2) if malignant, whether it
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is primary or secondary. In the case of metastatic necrosis of correspondingly large areas of liver sub- the tul
neoplasms, as a rule, operation is contraindicated, inas- stance and the death of the patient. If the growth be method
much as they are usually multiple. Primary carcin- pedunculated, its removal is easier, inasmuch as the gives a
oma or sarcoma of the liver is rare. Should the hepatic liver substance forming the pedicle is much tougher and bl
growth be primary, the glands along the vessels and than other portions of the organ. This toughening i nd ve
at the base of the liver should be carefully palpated due to partial atrophy of liver cells, ter.
to ascertain whether they have become involved. This ) R sma
point was first insisted on by Tuffier® In cases of NRESOD, 0¥ FNIRIOKE: ediur
lymphadenoma, with secondary nodules in the liver, After having decided that the growth is to be re ne of
operation is not advisable. In all cases of liver growths moved, free exposure of the liver is absolutely neces. ind,

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. 1In 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, 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

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. Now-a-
days, fortunately, the picture is not so disheartening
thanks to the improvements in technic introduced by
Keen, Kousnietzoff” 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 cauntery (at a dull red heat); (3) the
blunt, scissors or curette; (4) blunt dissection, peeling

7. K (K ) : Laitop, russk. Chir, 8. Peterb

6. Tuffier: Rull. et mém. de la Soc. de Chir. de Parls, 1897,
B8, xxill, p. 70

1001, 6, 888.931. Mikullcz wrote the preface to this article and
mentioned the number of cases operated on by him.

the following points should be carefully considered: =ary. The abdominal incision is lengthened, and may e
(a) Whether the growths be single or multiple; (b) be curved to the right or left as desired.  If the liver curette
situation; (e) size; (d) whether they are pedunculated is freely movable, the greater part can be brought out ich
or not of the abdomen; but if the organ is fixed, it will be
If the growths are multiple and scattered over a wide necessary to loosen it. This i accomplished by sever-
area, removal is difficult or impossible. On the other ing the suspensory and round ligaments and, if neees. Prol
hand, provided that they are near the lower edge of =aryv. to a limited extent the ligamentous attachments
the organ, resection is feasible, In fact, in the ma- of the diaphragm. Care must be exercised to avoid
jority of cases the situation is all important. injury to the pleural or pericardial cavity, and in case
of such an accident the opening should be immediately
closed with eatgut sutures. The mobility of the liver
may also be considerably increased by catting through
the evstie 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 be cut through and turned back. This free ex-
posure of the liver will be 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 working
& ontside the body instead of deep down in the cavity.
TEMPORARY MECHANICAL CONSTRICTION,
Prior to cutting into the liver, a constricting band, if
possible, €hould be thrown around the organ, at least
an inch or more from the line of section. Many sur-
geons have emploved 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.
Fig. 6.—Method of controlling hepatle hemorrbage. The cut sur When we remember the great number of blood ves-
Lt Meteh measures 1050 cn a4 sels that are present one can readily understand the dan-
overlapped the other g0 that every particle of liver substance was  gers connected with the removal of a large segment of
1;,‘;:“_‘::”::;0“".:;'“"’,}'{:‘”I;l_:,:‘“v:j:._I';"’:\"_"."“r"."fl‘i'lt:""I‘:;":‘“:"“l‘,“':“‘l"; liver substance. In Langenbuch’s most graphic account
forceps and tled frechand. After all the sutures had been tied and Of his experiences we are told that during an operation Py
litted up, @ and b tended to come together. Beginning at ¢, cor-  the hemorrhage was so sudden and severe that the ab- Ing
responding opposite sutures were drawn across and tied to each . : t
other. The approximation was good, but not quite so accurate as domen was in an instant full to overflowing with blood o
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Sutures.—Kousnietzoff has devised a rather compli-




cated continuous suture (Fig. 2), which practically
resolves itself into a series 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 go render it less liable to tear. The sutures of
Kousnietzoff and Auvray would seem, from the illus-
trations, to be 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. 6), each suture overlapping
the other so that no area was left unprotected. After
the application of three or four sutures about 1 em.
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.*

The sutures were now slowly and snugly tied; others
were then applied in a cimilar manner, and the entire
liver growth was readily removed in about ten minutes.
The mattress sutures were tied after the tissues had
been eut, instead of hefore. 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 are 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.

T'reatment 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 as 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 thau
practical.” 1In 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-
stiel* 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 blsecting 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 results. It must be sald, however, that
the llver substance removed with the tumor, In this case, was
relatively small.

0. Pfamnenstlel : Med. Centr. Ztg., Berl, 1808, Ixvil, 177179,

ties. Where the tissue is very friable the sutures may
cut through the liver substance. To overcome this dif-
ficulty Ceccherelli and Bianchi used decalcified bone
plates over the upper and under surfaces and suturcd
through them. In some cases, after removal of a nodulc
from the center of the liver, when it was impossibic
to check bleeding by sutures, the cavity was packel
with gauze, held firmly in place by sutures passcd
through the liver substance.

In other cases, where it was impossible to check oo
ing, a rubber ligature was firmly secured around the
liver, slipping being prevented by means of two hat.
pins passed through the organ at right angles t
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. Tt
may take place after a few hours or at the end of a day
or two. The employment of the suturing method of
Kousnietzoff or Auvray or the overlapping mattress
suture will undonbtedly render secondary bleeding far
less frequent. Where hemorrhage occurs, however, the
abdomen should be opened at once, for the patient is
not always exsanguinated. Tf 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 heing 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; see-
ondary carcinoma, 1; adenoma, 6; angioma, 4; tumors
of an indefinite character, 3; gnmmata, 9; biliary
cysts (non-parasitic), 4.

Of the patients, 32 recovered and 6 died. The deaths
were due to hemorrhage, shock or sepsis. Keen has
collected 74 Some of these are included in
Terrier and Auvray’s lists. Sixty-three of the pa-
tients recovered and 11 dicd—a mortality of 14.9 per
cent,

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

In thiz group of Keen's ure three of his own ecases;

CAses,

all three patients  recovered.  As  mentioned  else
where, Mikulicz has had six cases with equally happy
results,

Patient—On Jan, 6, 19003, T saw Miss T., in consultation
with Dr. E. R. Trippe. The patient was 30 years of ag
of very slight build.  For six months she had felt a small
Tump in the left side, but had hesitated to speak of it until a
week previously. Tt 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.

Examination.—On exargination the left
found to be filled by a tumor which extended upward under
the ribs, and downward almost to the pelvie brim. It was
slightly movable.

Operation—On January 8 an incision was made over the
most prominent part of the tum This incision extended
from the quadratus lumborum 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 deal
of diffieulty. Only at one point was there any escape of its
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lowing the

contents.  Here the capsule had broken slightly,
escape of o small amount of friable, carcinomaton
terial.  After liberating all adhesions and tying every bleed-
ing point with eatgut the renal vessels were exposed and
tied first en masse, 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 hrought
together with silver wire, the skin with silkworm gut. The
patient, although much shocked, wdually  recovered.  Her
temperature rose on one occasion to a little above 100 F. She

woking ma

made an uninterrupted recovery and left the hospital at the
end of the fifth week

Result.—On March 9, 1003, T received a letter from the
patient saying she was very much improved; the wound had
healed entirely and she was feeling much stronger. 1 saw her
from time to time and she showed continued improvement and
regained perfect strength

Subsequent History.—On June 2, 1004,
from Dr, Trippe saying that the patient was not so well and
that her temperafure was 1025, Five days previous to this
the 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
ays again showed marked enlargement

1 received a message

the following two

Examination.—When 1 saw her it occupied the region be
tween the edge of the ribs and the anterior superior spine. It
was round, tense and somewhat movable. We were very
ful in our examination, fearing that it might be a friable
secondary growth following the removal of the large carcino-
matons kidney in January, 1903, Her pulse was rapid;: her
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
The incision was continued upward to the
and downward almost to the

temperature was 102

from adhesions

free margin of the ribs (
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 of
the growth was the gall bladder. 1 carefully examined the
liver, but failed to find any secondary growths and also was
unable to detect any evidence of metastases in the abdominal
organs or 1 thickening in the renal region on the left
side. The right kidney was about half as large again as
usual, and was perfectly normal, considering the absence of
the other. The urine, however, contained some pus and a lit-
tle blood. On careful examination it was imposible to deter-
mine whether we were d 2 with a eystic new growth or
In the former e we were at a loss to
ret mo adhesions and why the sur-
rounding liver substance was =o firm. On the other hand, it
was diflicult to account for the elev n of temperature if no
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 cystie duct
elamped 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. Tt was everywhere walled off
from the abdominal contents hy gauze, and uze rope was
securely fastened around the liver about an inch above the
point at which the ent was to be made. A cautery was ealled
for, hut—fortunately, as after results showed—the instrument
would not work. T then took a long, blunt needle and, start-
from left to ri the
entire substance of the liver. part
and each one overlapped the other for about 2 or 3 mm. The
renstecker thread,

an abseess formation
tell why there had been as

abscess was present

it, passed mattresss sutures throngh

These were ahout 1 em

greater number of sutures consisted of Py

10. The tumor had evidently existed for a considerable length of
time. hut was not recognized until It was suddenly forced from be
neath the ribs on account of Its Increasing dimensloms,

the supplementary ones heing of eatgut.  After placing two

three mattress sutures I commenced to cut, the tumor at the
same time being held taut. The sutures were then tied. This
process of applying sutures and cutting and then tying wa
owth had been removed. Five or

continued until the entire g
six large blood vessels were encountered, which spurted freely
These were picked up with ry forceps and tied freehan
with fine Pagenstecker thread. The entire growth was n
moved without the loss of more than two drams of bloo
After the sutures had been tied there was absolutely no blee
ing from the surface. After vemoval of the growth there rn
mained a raw surface fuily 16 em, in length and 6 em. in
breadth. On making traction on the sutures T found that 1}
raw surface could be rolled in on itself so that the two halves
formed flaps. These were brought together, until little or n
raw substance remained. The ends of the sutures that hal
already heen tied were utilized to bring the opposite sides tc
gether. Todoform 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

on well, and when she was taken from the

stood the ope
operating room her pulse was only 104. On the next da
temperature dropped to 100 F. The general condition was ex
cellent and the pulse 84. To look at her one wonld hardly
have realized that any ation had been performed. She
made a rapid recovery and left the hospital in about four
and a half weeks,

Result—1 saw her on Aug. 4, 1904
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 sus us thickening in the old renal scar

Note of Sept. 7, 1004:  On examination some of the liver
seen working their v 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 6 em. in diameter and
already become slightly attached to the skin. It is bluish
in appearance.*

¢ her

She was looking very

sutures ar

PATHOLOGIC REPORT OF KIDNEY,

Miss T. Pathologic No, 6364. The specimen, roughly speak-
ing, is kidney-shaped, irregular in outline and covered by many
adhesions. It measures 20x13x12 em. 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 the growth
is firmer. On section little or no renal tissue is demonstrable,
The tumor has a eapsule 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 ecarcinoma.
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 distinetly yellow.

Histologie Examination—The capsule is composed of fibrous
tissue, sharply ontlined from the tumor, which is made up of
a glandular growth, The gland type is particularly well
marked. There are long stems earrying 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 epithelinl cells are low
eylindrieal 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. Trippe Informs me that from time to time
v stitches have come away from the liver, but have occaslonsd
olutely no Inconvenlence.  The nodules In the cleatrlx In the

¢ the kidney was removed are somewhat larger, but they
seem to canse her any Inconvenience. “Her general condl
thon seems to be v good."
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Here

The specimen was hardened en masse;

rmation is everywhere in evidence and there nuclear

gures are visible
rsequently one would not expeet to find many cells under
oing division. In the older portions of the growth the cells
we 8o multiplied that they form a homogeneous mass. At
ny points coagulation necrosis has taken place and the cells
not stain at all. Such an area, az a rule, is entirely devoid
f infiltration, but here and there are aggregations of poly-
are
right orange pigment, evidently a result of old hemorrhages
uch masses have a fuzzy appearance and closely resemble the

orphonuclear leucoeytes. At some points masses of

iter covering of a chestnut. The specimen is undonbtedly
The cells of this growth bear a
triking resemblance to those of the collecting tubules of the
idney. Sections of the ureter just helow the pelvis of the kid

v show that it is perfectly mormal

m an adenocarcinoma

PATHOLOGIC REPORT OF LIVER TUMOR

I'he specimen consists of a tumor removed from the lower
rtion of the liver. Attached to this are the
small amount of normal liver substance.
m. long, 14 em. broad and 13 em. in its anteroposterior diam
It is slightly lobulated, has a smooth surface and ap
pears gradually to blend with the healthy liver substance
P'assing over the middle of the lower surface of the tumor is
1 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 16 em. in length, 6 em. 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,

gall bladder and
The tumor is 18

clers

Ihe specimen was hardened in alcohol before being opened.
It is surrounded by a eapsule 1 to 2 mm. thick
i« composed of a very soft hom

The interior
In the out-
In the hardened
specimen the growth presents a mottled appearance; in places
t is reddish-blue, at other points yellowish-white in color.
Only a small amount of healthy liver substance is present.

neous substance,
Iving portions, however, it is rather spongy

The gall bladder is firmly attached to the upper and inner side
of the growth and measures 7 em, in length, 3 em. in breadth.

To describe the histologic appearance of this tumor would
be to repeat what has been said of the histologic appearance of
the kidney. It
words, it is an adenocarcinoma secondary to
growth in the kidney. It
degeneration

In 1892 T. 8. Westcott tabulated 20 cases of partial
resection of the liver for Dr. Keen. A second article
by Keen, in 1897, contained a tabulation of Cases 21
to 59 by G. W. Spencer.  For Keen's article, published
in 1899, H. H. Cushing and M. L. Downs have tabu-
lated all additional that date, The accom-
panying tabulation includes the coses 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.

is identical in every particular. In other
the primary
also containg numerous areas of

cases to

I'his ease 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 hlood and pus, that the
temperature was 1025 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 1 freely confess that any credit for the opera-
tion is due entirely to him. Certainly no case that 1

could find in the literature offered less prospects of even
a temporary success, but Dr. Keen, when reporting his

last case, said: “After my experience with these three
cases T should hardly hesitate to attack almost any he-
patic tumor without regard to its size.”




UTERINE ELEVATOR FORCEPS

THOMAS S, CULLEN, M|
BALTIMORE

When dealing with adhesions in the pelvis, it is often neces
ary 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 cases the tissue is peculiarly prone to tear and
onsiderable bleeding is liable to follow if much traction be

nade. The uterus may 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 annoyar nd

several sutures are often required to check it
About two years
f these difficulties. One might very well speak of the instru

that obviate most

go, 1 had forceps mad

ment as a “cross” between obstetrical and artery foreeps.  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 then

selves to the general o
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

aitour of the uterus, and if tightly ap

forceps may be fenestrated if desired
The traction forceps have the following disadvantages: |

They sometimes slip off, especially if the uterus be infantile

2. It sometimes requires both hands to apply them

pars | have, on the whole, found them very satis

with the large, be

In the two )

factory. Even when dealing v uteri, which

bleed so readily, there has been no injury nor subsequent bleed

ing, save in one instance, where a slight abrasion oe

curre Often in such uteri a depression fully

made by the forceps, but in a few minutes all trace of it has

mm, is

lisappeared
When suspension of the uterus is advisable the sutures ean
ed through the fundus between the bl

be

asily |
forceps.

Reprinted from The Jouwrnal of the Amevican Medical

Lssociation, April 20, 1905
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Report of Cases. Dg. Tuomas 8. CuLLex,

Case L—Early Tuberculosis of the Kidney.—Diagnosis (150)

of the tuberculous process made from thickening of the ureter
detected on vaginal examination.

Miss E. Q., aged 24, seen in consultation with Dr, Fenby
nd 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 diarvhea 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-

8. 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.

1 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

- examination the left ureter can be palpated through

t na, and is recognized as a hard pencil-like cord pass-
pward along the left side of the pelvic wall.

Operation, Oclober 28, 1905.—Left nephrectomy; partial

ureterectomy, On cutting down on the kidney the capsule

was found adherent and definite tubercles were easily made

out.

After tying the renal vessels separately the ureter was
freed as far as possible, but as the patient’s pulse was 140
a

impossible to
The ureter

when we started and became weaker it w
take time enough to remove the entire ureter.
was freed as far as the pelvie 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. Cysto-
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
lignment, 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 Wertheim oper-
ation. An artery clamp was then introduced into the vagina
and pressed upward. It was scen 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.

2)




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

January 6, 1906.—During her stay in the hospital she
gained fifteen pounds and at present looks very well. Mictur-
tion is still frequent and last night she had to get up at least

times. There is now much less tenesmus, whereas form-

v just a few drops of urine in the bladder were sufficient

1z on a desire to void. The site of the left ureteral

ice looks puckered. From the right ureteral orifice spurts

f urine can be seen and a tendency to eversion of the ureter

'he bladder mucosa looks somewhat injected but the ulcer-
n has apparently disappeared.

Pathological report.—The kidney is normal in size. At its

e there is an area of softening, 2 by 3 em. At this

eneath the capsule numerous fine yellowish-white

s are detected.  On section the capsule of the kidney

be easily stripped off. Near the point at which the

ibercles were noted is a cavity 2.5 by 2 em. Lining this are
numerous minute tubercles, The cavity is filled with a rather
mmous material. The cortex between the cavity and the
rface iz everywhere studded with tubercles, The greater
» kidney is comparatively free from the growth, but
iddle a few isolated tubercles are visible, and at the
several can be detected. A small portion of the

present. It is 6 mm. in diameter and very firm.
istological eramination of the area where the tuber-
sis was macroscopically unmistakable there is a great deal
iteration.  The tissue is markedly infiltrated with small
nd cells,  There is an obliteration of the usual landmarks
many tubercles are seen, sometimes lying in groups of

clioid cells: in other places arc large masses of epithe-

th
sid elements,  There is little tendeney 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
composed essentially of tuberculous tissue, and the cavity
itself containg quantities of polvmorphonuclear lencocytes,
The outer coats of the ureter are for the most part normal.
Here and there, however, a small tuberele is seen.  The tissue

(3)
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(a5 direcily beneath the mucosa shows slight invasion with

tubercles, but the epithelivm lining the ureter is intact.  Sec-
tions from the lower part of the ureter show that the epi-
thelinm has entirely disappeared, the cavity being lined
almost entively by typical tuberculous tissue.

This case demonstrates very well the pronounced vesical

gymptoms which can 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 1L—A very rapidly growing squamous-celled carcin-
oma of the inner side of the thigh.

Gyn. No. 12,330, Mrs. B, F. Admitted to the Johns
Hopkins Hospital August 20, 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 yes g0, 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 inereased only gradually, but since the last
fourteen days the growth has been very rapid. The
uleerated 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

Wl exeised without exposing the area of uleeration
was little or no bleeding. The tissues were hrought
together with ease,

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

Path. No. 8194 —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 6 ¢m. above the skin. It is
8 em. in length, 4 em. in breadth. Its outer surface, that is,

)




Case 11 A very rapidly g ing squamons.c

cinoma of the inner side high
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‘! 150 the portion nearest the thigh is covered with hrawny, glisten- append
1 ing shin, blaish-purple in appearance I'he tnner or median partly |
{ half is uleerated and presents a most sickening appearanee s patch
. ‘ the color is reddish=-blue, greeaish, or vellow @ the pietare vary tube an
ing greatly in ditferent parts according to the amount of s pelvis
charge and the disteibution of the arens of necrosis,  On s history
R : sUrface as one passes op towar e ingninal resion xS Path
b ) | s somewhat eaised, has aoeeddigh hoe and there has o ent 15 som
o ‘ ] wea an infilteation of the lvmphatios upward toward  the thicker
i ‘ ! | inguinal glands on the affecte made ¢
3o On listoluy e wothe skin a short distance from Hist
g the growth i& unaltered,  In the vieinity of the growth it quite
shows a definite tendeney to project downward, although the vasculs
y individual cells still retain their usnal appearane I'he muscul
: . underlving conneetive tissue, however, shows a great deal of 1 tube
nfiltration with small round cells, partienlarly abundant along tissue
the course of the blood-vessels,  The growth itsell is made up sisting
entively of epithelial cells. These have vesicular nuelei alread)
i I'hey are not, however, uniform in size.  There are masses most §
t of protoplasm containing fwo, three, or more nuelei,  Nuaclear contan
i 3 | aan fignres are abundant and here and there are masses of deeply in the
E. | staining ehromating  The nuelei are sometimes so areanged as abscess
1% to form large mulborry-shaped masses,  The growth is a vers In t
{ ! collular one.  There is very little intervening stroma.  Seat- Such
3 | fered abundantly throughout the superficial portions of the logical

growth and also at varvious places deeper down are large carefn

| numbers of polvmorphonuclear lencoevtes,  The superficial treatm

ad | | portions of the growth have undergone complete necrosis, left lu

| | I'here are fragmentations of nuelei and deposits of filirin,

d ; iagnosis \ very rapidly growing squamons-celled car- ("as

| cinoma on the inner side of the thig and st

! Mr.

& | Case HL—Early tuberculosis of the appendi to the
Mrs. DL Seen in consultation with Dr. Mayer, September 4 yea

| 8, 1905, The patient ig 30 years of age and has had several oA Dr

, definite attacks of appendicitis within the last vear. 1 saw toms
: her in a subaente attack with the temperature just a little I'he §
! above normal, pulse normal, but a definite tenderness over the ft v

2
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appendix.  On opening the abdomen we found the appendix 159

partly bound down by adhesions At its center was a swollen
patch that formed a ring around the appendix I'he right
tube and ovary were partially bound down by adhesions, The
pelvis was filled with clear fluid. We « not obtain an
“ story of tuberculosis

Path. No. 9040.—The append s bulging at the t ere
& 8SOI 1 tion ( 85 \part ) t ! i
thickening and the slight bulging at the tip littl to he
made out macroscopica

His nalion fac 8 0 1 with
quite L numix of adhesior v hid are recent and
vascular In one of the adhesions is a typical tuberels I'he
muscular walls are for the most part normal, but at one point
1 tubercle is to be seen, Scattered throughout the nphoid
tissue are many tubercles, some of them typical, others con-

sisting of epithelioid cells; at numerous points caseation has

iready taken place. The mucosa of the appendix is for the
et part intact and normal, The lumen of the appendix
I loas low {

morphonug es, and

a great number of po

1

the appendix, at one point 1 fairly large

1hscess

In this case we did not for a moment suspect tubereulosis.

Such instances emphasize the

gical examinat

11 operation we

treatment within the last vear for incipient t

left lung

M. Seen in consultation with Dr. Mayver and admitted
to the Chureh Home, November 13, 1905. The patient is

! vears of 1

»and for several months has heen under the care

{ Dr. McConachie for ulceration of the larynx. THis symp-
toms were relieved, but the exact cause was not determined.

e patient has also been suffering from tuberculosis of the
ft lung. During the last six weeks he has lost twelve pounds




and has complained of a great deal 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° 1

It was deemed wise to do an exploratory laparotomy, Ar
incision was made over the appendix as there was also son
thickening at that point. The appendix was found to b
more than twice its natural size. The ewcum in the vicinity
showed much induration, ecially around the hase of {l
appendix,  The area of thickening detected on elinical exam-
ination proved to be in the transverse colon. THere over an
arca fully 5 em. long the bowel was greatly thickened,  Over
its surface was a leash of blood-vessels, and beneath its pe
toneum a few definite tubereles could be detected, On further
examination T found that the small bowel at intervals of from
gix to eight inches was encireled by bluish-red areas fully 1
em. in breadth—annular uleerations, These were abundant!
dotted with small tubercles and along their blood-vessels wer
little beads of tubereles. In many places along the convexit
of the intestines were little streaks, evidently dilated lvmn-
phatics. 1t looked very much as if one had gone over the sur
face here and there with a fine brusgh and white fluid makir
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
temperature remained normal for at least a weak, Later on
he was put on tubercnlin.  Just prior to leaving the hospital
his temperature again arose and he rapidly lost ground.
Path. No. 9200.—The appendix is 6 em. long and varies
from 7 to 12 mm. in diameter, the end being considerably dis
tended and blunt, 1t is covered with delicate shaggy adhe
sions and its vessels are verv 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 eramination numerous old but ve Vilse

ir adhesions are seen on the outer surfs I'hey contair
antities of small and several large blood-vessels I'he mus-
r walls show infiltration with small round cells. Scattere
1rhout the o s<te are many typ t ‘
I'lie mucosa at nun vints is intact, but ir er places
wred, the inn 1 v cas
I'he Tumen ly filled
polymorphonuelea ucoevtes
Case \ The right int whdominal scar | ng
ration for appendir abscess
Mrs, G, Seen in consultation with Dr, Savage, Octoher §

1905, The patient complained of bulging in the scar remain-

from a former appendix incision and of a sensation
weight in the lower abdomen The family history
mimportant Ten vears ago she was operat on

by Dr. Kelly at the Johns Hopkins Hospital for a pels
scess which was opened into through the vagina. The con-
m was a very serious one and she was compelled to remain

n bed for three months

» second operation was performed
wrtly after by Dr. J. G, Clark,

r an appendix abscess, It
15 necessary to provide for free drainage and it was between
ree and four months before the patient regained her
rength.  Ever since then it has been necessary for her te
ir a bandage, and at times there has been an apparent

puffiness and tenderness in the abdominal scar. 1In the right

quadrant of the abdomen is the sear of the appendix

tion. 1t is about six inches in length. In the middle

e scar there is a small area of tenderness. The tiss
re can be pushed in to some extent. In the lower part of

1 definite and sensitive thickening. On exam-

the incision is

ination under a

wsthesia 1 found along the appendix scar

lefinite points of thickening and at the lower end a lule

5 em. long by 2 em. 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 be an adherent omentum was in

[T




(58) reality a large cystic ovary which lay directly beneath the skin.

Attached to it was a hvdrosalpinx fully 1.5 em. 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 satigfactory recovery.

Path. No. 9184—The specimen consists of a tube and
ovary. The ovary is practically normal in size and is covered
evervwhere hy 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 V19.—An obscure abdominal tumor in the right upper
quadrant consisting of an elongated right hepatic lobe, a
prolapsed right kidney, and an appendiz adherent to the
gall-bladder.

Gyn. No. 12621.—Mrs. A. D. Age 60. Patient of Dr.
Singewald. Admitted to the Johns Hopkins Hospital, No-
vember 16, 1905, This patient entered the hospital complain-
ing of pain in her 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-
gisted, 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
nrevents her from lying down on the right side; she is most

(10)




mfortable on her back. After eating she has noticed a
wl deal of discomfort in the right side. Has not lost in
tht or in strength. Dr. Rushmore on examination found
t-like mass in the it flank which was indistinet ; t
ements are restricted and the growth does not extend into
pelvis. The vaginal examination yic

eration, November 18, 190,
anwsthesia I readil
the righ

)~—0n examining the patient
made out a large firm mass occup
t upper quadrant of the abdomen

er, had a rounded contour and extenc

The mass,
led within 3 em.
, downward it could be traced to
the umbilicus, It

» median line anteriorly
nt nbout 4 cm. below

was impossible
Il whether we wer

dealing with a renal tumor, a growth
the bowel, or with some pathological condition implicat
the liver or gall-bladder. A small opening was accord-
made through the right rectus to determine
wlition.

the exact
I On opening the abdomen it was found that a part
this mass was due to a prolapsed and somewhat thickened
t lobe of the liver. The posterior portion of the mass
formed by the prolapsed right kidney; and lyving in
tween and extending up along the under surface of liver
This was considerably
ened and adherent to the gall-bladder and cystic duct

adhesions were gradually liberated, and the appendix

s removed without difficulty. The patient stood the oper-
tion well

at least 5 em. was the appendix.

ber 26, 1905.—The patient is in excellent condition.
0. 9220.—The specimen consists of the appendix
h apart from a few adhesions appears perfectly normal.
IHistological examination.—Attached to the outer surface
several dense and very vascular adhesions,

The muscular
s are normal and the mucosa is unaltered,

In this case the symptoms were undoubtedly due entirely

» the tugging of the appendix adhesions as evidenced by the
t that the discomfort has entirely disappeared, notwith-
standing that the tumor consisting of the right lobe of the
iver and the prolapsed right kidney still exist

(11)
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Casg VI1.— bscess between the abdominal peritoneum and
omentum four weeks after labor. Involvement of the lower
‘ondary exploration

edge of the liver. Opening of absc
in region of liver with marked tearing of the friable organ
Hemorrhage controlled with blunt liver needles. l'mugv[r"(“
recovery.

Gyn. No. 12456.—A. M. Seen in consultation, Oectober
20, 1905, and at once admitted to the hospital. She is 36
vears 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 seven-
teen years, has had ten children, the oldest 14 years, the
st born September 19, 1905, just one month before
Her labors have all been difficult and instru-

.\'HIIH.
admission.
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
v was instrumental. The labor was fol-
r and chills con-

a fever. The delive
lowed by a most profuse hemorrhage. Fi
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
anmemic ; hwemoglobin 26 per cent, leucocytes 11,200, There
were distinet hwemie 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 clevations 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 pelvie examination nothing could be detected. The cervix
was high up. The uterns was movable. On both sides the

Ve

appendages were perfectly free,
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Operation. Ocle A 1 m o was ade ov the
| ened and indurate \rea on ¢ side On passir
nt e peritoneum we encountered a large abscess co
nit melling whit pus.  On careful exy !
cavity was found to continue upward almost to the free
n of the ribs and downward to within about 8 ¢r W
pubi t apparent veen the ar ) ymin
I and the oment N ntestines or a yminal
e to be seen,  The eavity was loos packed with iodo:
1 )

e and the patient left the table in a precarious conditior

Cultures from the pus showed no growth.,  Anaerobie cult
not made For a few davs lar quantities of §
irged.  Her temperature kept up and she becan
s and had to be taken to the isolation wa
On October the hemoglobin was 25 per cent, the I« ’
were 15,200
1 Vovember J, the patient was brought down to the operating

condition was not progressing satisfactoril We

etect an area of induration s irgin o
g T n right side. Artery I n
revious opening and carried up to where the ind o
: letected on the right side. We then cut down upon
it 1

§ I I area in the flank. An incision was made on t

er side of the rectus; the peritoneum was found thickened

§ I'here was much cedema in the sub-peritoneal tissues. 'T!
s or was found lying just beneath the incision and appeared
we necrotic; it broke up very readily under the examining
nger and there was free hemorrhage. The insertion of thre
P r four eat-gut sutures, however, with the blunt needle checked
§ the oozing, We drained down to the edge of the liver and
o repacked the large abscess cavity. Apparently the ab-
nal abscess had its origin from the gall-bladder or had
t been a primary liver abscess, but in no way involved the pelvic
yrgans and had apparently been almost entirely anterior t
the omentum. The patient gradually improved. The tem-
ature dropped from 102 to 100° F. The appetite also
K proved.
)

Vovember 20.—She was taken out of doors although her

(s



(54 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 abominal wound completely closed ; there was no

tenderncss at any point, tl emoglobin was 76 per cent and

the mental condition was perfectly satisfactory.

Casg VIIL—The velvety feel of an unruptured tubal
pregnancy.

B, ., 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 back and right
gide for seventeen davs. 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
previoms 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
anmsthesia disclosed a multinodular myomatous uterus, the
organ heing ahout three times the usual size. Several hard
nodules could he made out. On the left side was a nodule
about 3 em, 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 vield-
ing outer covering. I ventured to make a provigional diag-
nosis of tubal pregnancy, although at that time we had not
read the history.

September 23.—O0n opening the abdomen a small amount
of clear fluid was found in the peritoneal cavity. The uterns
was multinodular, about three times the natural size. The




adherent, the right tube was also somewhat
left tube was swollen and adherent to the uterus
uterus it was 2.5 cm inmeter, purplish-red
nd contained an unruptured tubal pregnancy I'he
us and the tubes were removed in the usual way from left
The ovaries were not disturbed. On opening the
Broedel found that the fwtus was perfectly pre-
mnd the membranes were still intact. The patient
very satisfactory recovery
108is was based on a definite and yet apparent
scribed sign, which 1 think we may designate as t
velvety feel.,™ 'The examining finger detects a nodule which
on gentle pressure seems to be rather soft and vet on firm
pressure is found to be hard. The same sensation can be
lily obtained by covering a piece of wood with velvet, This
ty feel ™ is doubtless due to the soft museular covering

which encircles the pregnant sphere.

Case IXc—Pregnancy in ( of a bicornal
ving symptoms identical with those of tubal pregnancy
Mrs. R. C. F. consulted me on November 23, 1905. She
lias been married about three months.  Her period of October
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 off practically every day
gince 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

in as the ovary.

The clinical history and the pelvie examination strongly
suggested extra-uterine pregnancy. I accordingly made an
ether examination the following morning. 1 was still able to
detect the lump on the left side. After going into the ques-
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155 tion thoroughly it was decided that an exploratory operation left

should be performed, although I could not positively exclude 1
intra-uterine pregnancy. On opening the abdomen a 24

months’” pregnaney 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

Br
\ "
nrd

\." \‘\
% - \f 1
\ n
Pregnancy N S

p

2% wmonths 1
Al

FIGURE 1

To the left of
Between

the uterus, was the left non-pregnant horn.
this the corresponding appendages were attached.
the pregnant right horn and the non-pregnant left horn was a
depression not more than 1 em. in depth, a depression that
might very readily have been overlooked; in fact when the
patient was curetted some three years ago the uterus was
ipparently 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 “sympathic ™ development of decidua in the

(16)



ft uterine horn. This would natu

v for some time be

companied by a bloody harge

Cast Xo-=Path. No. 906 nocarcinoma of the ab-

mnal p riloneum con Pl thng
{

Mrs. 1 Wilmer

Brinton, October 1, 1905, Twenty years ago Dr. Brinton saw

terine myomala.

. ace D8, Seen in consultation with I

s patient and found a fibroid about the size of an adult’s

ad. He wisely advised against operation, as at that tim
mortality was exceedingly high. e did not see her again

til three months ago when she had a definite attack of per

tis and since then has been forced to sit up all the time.
she cannot lie down except with her knees drawn up. The
x is intact. There is a good deal of offensive discharge.
ihdomen is board-like, and is occupied by a tumor which

s the vaginal vault and extends almost to the umbilicus.

\lthough the patient is very anmmic her pulse is of good vol-

» and an exploratory operation seems justifia

October 10.—On opening the abdomen we found the

entum greatly thickened and a firm cord running up to the

ragm just to the left of the median line. merous

lules were found scattered throughout the abdomen, and

o be little

ere was a large pelvie tumor. There seemed

oubt that we were dealing with a malignant change in a

tastases. We removed a small

oma associated with n
¢ of tissue for examination. It was impossible to attempt
completely enucleate the growth.

On histological examination of one of the omental nodules

found that the greater part of adipose tissue had been

aced by fibrous tissue which was very vascular. Scattered
rounghout this were masses of cells, which showed a tend-
toward glandular arrangement. These cells had fairly
ly staining nuclei, in other places isolated cells of the
or are found lying in the stroma. These were very large,
my were multi-nuclear and had deeply staining nuelei. It
peared to be a most rapidly growing form of carcinoma
In this case we had evidently had a large myoma which had
n dormant for a good many years and then carcinoma,

an
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(155 nossibly of the body of the uterus, had suddenly developed and
gone on to the formation of metastases, With our present
perfection in technique early operation in the greater number
of myoma cases is clearly indicated as has been so foreibly
pointed out by Charles P. Noble, of Philadelphia.
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A SERIES OF INTESTINAL ANASTOMOSES.

BY THOMAS S, CULLEN, MK (Tow.)
Associate Professor of Gynecology, Johns Hopkins University

In going over my cases of the last few years I thought it might
be advisable to deseribe 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 earcinoma of the ceenm, 2 cases.
cum with perforation, 1 case.

Tuberculosis of the ¢

Carcinoma of the sigmoid flexure, 1 case.

Carcinoma of the sigmoid flexure, complicated by a large
uterine ”I(\'Ulllﬂ‘ 1 case,

Carcinoma of the rectum secondary to a primary growth in
the right Fallopian tube, 1 case.

Reetal diverticula, with perforation and abscess, 1 case,

Secoxpary Carcioma oF THE Smarni. Bower,

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 nsed mattress sutures
penetrating the peritoneal and muscular coats but not picreing
the mueosa. To make doubly sure we reinforeed with a running
suture entirely around the bowel.  As it was impossible to com-
pletely remove the earcinoma of the ovary, a large gangrenous
area being left behind and requiring drainage, we found it neces-
sary to push the loop containing the anasiomoses far over to the
left among healthy loops; otherwise it would eertainly have been
infected by the neerotic and gangrenous tissue. As noted in the
history the bowel gave no further trouble.

Tentative diagnosis: Subperitoneal and intraligamentary
myomala. Actual condition: Hydrosalpinz, adeno-carcinoma of
M;' 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 howel; tem-
porary recovery.*

*Extracted from the Journal of the American Medieal Association, November 19, 1904,
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1904, 1 saw the patient, who was 48

History—On Jan ”
Her wenstrual periods had continued regularly

14, Sinee then the flow had appeared every three
i aginal discharge.
aleulus, apparently from

Years ol 4
until she
or four months, and ther

had been

Two vears previously she had passed
the left kidney.

On vaginal examination | found the uterns
half as laree again as normal.  Projeeting from the fundus on
md very prominent, was what appeared to be a
The right side

Examination.

the right side,
subperitoneal myoma about 5 em. in diameter.
of the pelvis was filled by a growth which apparently sprang
from the uterns and filled the broad ligament.  This growth in
contonr and econsistence resembled a myoma,

On opening the abdomen (Feb., 2) 1 found the

Operation.
stipposed stbperitoncal

uterns  moderately  enlarged.  The
myoma proved to be a very tense hydrosalpinx, which was
kin forward, thus acconnting  for its
growth on the right side was a eareinoma of the ovary, It
filled the broad ligament and had infilteated the bladder wall,
Attached to the eancerons mass was the omentum with a loop
small gut.  As the gut at this point was markedly eonstricted,
I attempted by gentle dissection to release it, but the bowel was
<o infiltrated by eanecr that it conmened to tear and rese: on
of a portion wa- imperative. 1t was decided that the only hope
of even temporary relicf would be hys e cetomy with a< thoro: gh
wih as possible.  Thiz was done, but a raw,
green, offensive, eancerons area, fullv 6 em. in diameter, remained
attached to the surface of the bladder. Three inches of the bowe |
15 of the Counell
The anastomosed

prominence, The

removal of the

were then resceted and the ends united by m
suture, supplemented by the Lembert suture,
bowel was then plaeed among healthy loops of eut as far removed
area as feasible.  The pelvis was drained
and abdomen.  The patient recovered

from the neerotic
through the vagina

promptly, but naturally still has a small abdominal sinus. We
liave emploved a retention eatheter continnonsly, as even its tem-
porary removal was promptly followed by the signs of aseending

renal infeetion.  In November, 1901, the patient was in fairly
good condition and had been entirely relieved of abdominal dis-
tension and eramps, to which she had been subject for some 'ime

prior to the operation.
In this ease the elearly outlined subperitoneal nodnle asso-

ciated with the growth on the right side gave us a elinical picture
very charaeteristic of mnltiple myomata, and this diagnosis was
further <trengthened by the healthy appearance of the patient.
Some may doubt the wisdom of attempting any operative proce-
dure in these eases, but in the liberation of the constrieted and




friable intestinal loop the bowel was opened, and then the more
radical procedure seemed to off

the best ehanee of temporarily
relieving the patient.  In this ease an absolute diagnosis wonld
have been impossible without opening the abdomen

Privary Carcivoya or Tir Creus

We

was 5l

have operated upon tw wse< of this varicty. One patient
years of age, the other In Gyn. No. 12197 the patient
was greatly emaciated, had complained for months of strain ng
in the lower abdomen and later had I'lic
tumor was easily palpable in the ceeal ion 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
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FIGURE I SCHEME OF OPERATION IN GROWTHS OF THE CECUM

1. Lateral anastomosis bet ween the transverse colon mall howel. 2 Section of
fleutn nd closiee of et growth an of the end of the trans
ers n.  1f the pationt should suddenly collapse the operation way be abandoned at
wny one of these three steps

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

In case No. 12016 the patient had lost some weight but was
still in fairly good condition. She had never had any bloody
stools and ecomplained of very little discomfort. It is sometimes
diffieult 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 charicter of
the growth may afford the explanation. Tt was a colloid ecar-
cinoma. The greater part of the growth had been eonverted into
colloid material. Near the surface few blood vessels were present.
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Case 12197, on the other hand, was a typical instance of adeno-
carcinoma with <mall glands,

In one case we left a fistulons opening, in the other we elosed
without drainage. The latter method is, I think, the better pro-
codure.  In eases of carcinoma of the ecenm it seems wiser to
make the lateral anastomosis with Robson’s or Moynihan’s elamps
first. If the patient be too weak, the subsequent steps of the
operation ean be omitted (Fig. 1). T« she be still in r condi-
tion the growth is removed and the ends of the ilenm and aseending
colon can be elosed,

Vdeno-carcinoma of the cecum ; great cmaciation ; lateral anas-
tomosis between the tlewm and transverse colon : reseetion of the
diseased bowel: temporary recovery.

Gyn. Noo 12197, Mes, . R,y white, aged 56, Admitte] to
the Johms Hopkins Hospital, June 21, 1905, Discharged Ang.
2, 1

The patient’s elief complaint is of weakness and exhaunstion.
She has never been strong. vears ago she had general dropsy.
Has been married 37 vears,  Has had five ehildren, the youngest
25 vears old.  The menopanse ocenrred five years Two years

n to pass mueh muens by the rectum and had
il of straining in the lower abdomen.  She passed no

. This eondition persisted until four wecks ago when the
movements beeame 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 lnmp has recently been notiecd
in the right iliae fossa just above the erest.  This has become in-
ercasingly tender and for the past week the exhanstion has been
extreme.  There have been no nansea, vomiting, or stomaeh symp-
toms of any kind. On examination T found the patient very
mueh emaciated, of a sallow tint, the mueous membranes were
pale and it was with great diffienlty that <he eould walk., Just
above the erest of the ilinm on the right side, extending into the
rvight iliae fossa, a firm, irregnlar and very tender mass ean be
felt. This i= apparently situated in the eecum or in the abdominal
wall directly over the ceenm. Extending upward from this is
a tumor mass.  When the patient eame to me T told her husband,
who is a physician, that it was useless to perform any operation,
but 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

in improved to some extent and wished to have something
done. Tt was onlv after a great deal of persuasion that we decided
to do an exploratory operation, not for a moment deeming that
it would be feasible to remove the growth. On June 18, 1905,

e T




she was very much improved in ¢ and strength and her hemo-

iline

globin had inereased to 60 per eer I'he mass in the

fossa was not nearly so tender as on admission
Operation, July 5.—The tumor mass involving the ccenm waus
found freely movable,  No enlarged glands in the wmesentery or

in the omentum could be deteeted, nor was there evidence of peri
toneal metastases.  On account of the apparent limitation of the
growth we decided to remove it I'he mass was freed from the
peritoneum of the lateral wall 1o which it was adherent,  Not
knowing just long the patient conld stand the operation we

FIGURE 1L CARCINOMA OF THE CECUM

The greater part of the picture Is o led by the erater like growth with undulating
walls,  Tts line of advancement in the nding colon is indicated by a.  Its encroach
ment on the ileum by @', The pericecnl fat i~ inflltrated by discrect nodules ax scen by b, g

divided the procedure into three seps.  First we made a lateral
anastomosis between the lower end of the ilenm and the transverse
colon. Next the ileum was cut across at a safe distanee from the
growth and the end turned in and closed.  The third step con-
sisted in loosening up the growth, severing the aseending 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 we
had to be exceedingly eareful, 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 tumer and helped to make the growth seem so large.
July 8. The patient has done well since the operation; she

nansed nor vomiting sinee the first day. No disten-

has had no
sion. She is taking her nourishment well.

Several davs after this she beeame exceedingly weak and it
was thonght that she eould not recover, but she speedily regained
ground and was discharged apparently well on Aug. 2.

Sept. 6. The doctor wrote me: * 1 am glad to say that the
patient has been home from the hospital five weeks to-day and
lias inereased one ponnd a week in weight.  Her appetite is good,

in faet, better than for two vears. Her complexion is fairer than
for vears. She is on her feet the greater part of the day. Takes
breakfast in her room, but the other two meals she enjoys at the

table with the family. Her bowels are all right. At times she
lhas some abdominal soreness and swelling.”

I saw the patient in November. Her general condition was
ght side.  On careful

good, but she had some soreness in the
palpation we eonld still detect the sensitive and prolapsed right
kiduey, but there was no evidenee of met ses at any point.

She grew a good deal weaker and died on Jan. 8, 1906, free
from pain and perfertly econseions,

Path. No. 8823, The speeimen eonsists of the ceeum, of the
surrounding fat and of the appendix. The entirc mass is board-
like in eomsisteney.  The appendix is practieally normal in size
and is glued down to the cecum and to the neighboring fat. The
hollow enp of the ecenm is surrounded by a dense wall varying
from 1 to 3 em. in thickness. The eavity presents a crater-like
appearance and iz 3 em. in depth (Fig. 2). The tissnc is dark
and ernmbly.  The muessa, where present, is dark in eolor.  Pro-
jeeting from the mneons membrane are large and small nodules
of the growth.  On one end of the seetion is normal muerosa
belonging to the aseending eolon, on the other a considerable flap
of normal ileum.

Histological Examinalion.—The eavity is found to be lined
by many glands which present a tree- arrangement, the
epithelium being one layer in thickness. This tissue shows a
great deal of round-cclled infiltration. The well-advanced parts
of the growth arc composed of quantities of glands closely packed
together.  These glands are small and in many places the epi-
thelinm has proliferated to sueh an extent that the gland ecavity
is completely filled. The eell nuclei are remarkable for their
wniformity in size. The growth is a typical adenrearcinoma
which has extended far bevond the contour of the wall of the
The ontlook, of conrse, iz unfavorable,

bowel.




Ldeno-careinoma of the cccum with exlensive invilvenen! of
the lymph glands ; reseetion of the discased bowel,  Patient appap-
ently well.

Gyn. No. 12016, Mrs, F. 1L, adwitted to th
Hospital, April 2, 1905, Discharged, June 1 |

widow years of ag, whit Her family and pevio 18

Johns Hopkins

o 1

tories are not important.  She has had two ehildeen.  Her pros ut
trouble began about three years ago with an attack of diarrhoca,

loss of weight, and general i1l health.  During the past two vears
she has had several attacks of eolitis,  Repeatod exm f
the stools have been negative.  Abdominal palpation fr e
to time did not reveal anyvthing.  She has lost abo d in
weight during the last vear, but recently has g She
is quite anemic: red eorpuseles 2,700,000, 7.000,

hemoglobin 40 per cent.  She has had little or no pain ot a
general sense of soreness at short intervals,  In the right iline
fossa Dr. Nathan R. Gorter noticed a slight thickening «b ut
three weeks ago. This has boen growinz sinee that time,  Appe-
tite poor, bowels regnlar, no bleeding from the bowel at any th e,
On ecarveful palpation 1 was able to detect a distinet avea of
induration in the region of the cecnm, This appeared to b b em
in diameter, but was no index to the actual size of the growt]

April 3.—A long incision was made throngh the right rectus,
A carcinoma was found involving the eeenm and a small portion
of the ilenm and about half of the aseending colon I'he howel
freed and elamped above and below. A lateral anastomosis
1s then done by means of the Movnihan forceps. The free end
of the ascending colon was closed, the end of the ileum brought
out throngh the lower angle of the abdominal ineision and the

abdomen elosed.

April 6.—The patient has been unable to retain any novris
ment. The nansea eontinues.  The bowels have moved, per ree-
tum, several times, The free end of the ileum that was bronght

out through the lower angle of the wound is sloughing off to some
extent. There is no eseape of fecal matter through it.

Nausea and vomiting continued at intervals for a week and
there was at times free feeal discharge from the enterostomy
wonnd.  The patient gradually improved, and several attempts
were made to elose the fistulons opening, but the bowel was so much
indurated as a resnlt of fecal matter coming over it, that the
sutures did not hold.  The patient made a very satisfactorv re-
I'here

covery and was discharged from the hosnital on June 1.
however, a slight feeal fistula

Feb. 28, 1906.—The fistulons tract elosed fully three months
ago. The ient is in excellent eondition and is able to go
evervwhere,  She is in better health than for vears, Of course,
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the ontlook is very unsatisfactory, considering the histological
findings. )

Gyvn-Path. Noo 8490,—The speeimen eonsists of the eceum,
appendix and a small part of the ileum, also of several mesenterie
lymph gland<.  The growth itsclf is |p|¢x-»\|m ately 10 em. in
length, ¥ em. in breadth and about 8 em. in thice kness, The outer

nodular and at several points rather friable, It looks
gelatinons and at first sight would make one think that

FIGURE HL=PRIMARY COLLOID CARCINOMA OF THE CECUM

ayn, Patho st In the |Hm| part of the section bealthy ileum is seen. In the upper

|..|| Wnaltercd mucosa of 1 nding colon, —The lower yw th is indi
od by @, The extension in the nscending colon by b t

prajecta i placos fully 15 o, into the lmen of the bowel presents w translucent ap

e il shows very Iml. breaking down except in the vieinity of b This accounts

1 nee of hem o Ixn very large mesenteric gland, 1t was fairly riddled

\wl. the adeno-can .mem growth

it was somewhat edematous.  The enlargement, on careful exam-
ination, is found to be due to umln.m“n of the fat, cspecially in
the vicinity of the appendix, by the nodular ;:ru\\lll which here
and there is 2r:mul;n'. The walls of the eecum vary from 5 mm,

to 1.5 em. in thickness, The tissue has a gelatinous appearance
and is somewhat transparent.  In some places the growth is dirty
and neerotic-looking.  The line of junction between the growth
and the ascending colon is sharply defined, the growth projecting
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about 8 mm. from the surface. The line of demareation between
the growth and the ileum is also sharply defined, but here the

n of the ileum is undermined. The s t Iviuph gland

in the mesentery reaches 2.5 em. in diameter

On histological examination the mueosa at the edge of the

growth is seen to be normal.  As we appronch the growth, how
ever, it shows considerable small round-celled intiltration. It

then ends abruptly and is replaced by the new growth, whieh also
consists of glands. These glands, however, are large and ~mall
and not regnlar as we find in the normal muecosa.  Their epi-
and lumen

thelinm in many places has so proliferated that the g
is obliterated.  In other places large and small eolonies of glands
are seen,  The nuelei of the gland epithelinm are fairly uniform
in size; some, however, are larger than usual and stain deeply.
From the gland grouping one would not hesitate to make an
immediate diagnosis of earcinoma, In other places the glands are
exceedingly small and closely pa This is espeeially
evident where the tissue iz dense and surrounded by mueh small
round-celled infiltration. At other points the glands are separ
ated from the st

portions of the g

ma by a colloid seeretion, and in the ontlyving
vih where the eancer has run wild this eilloid

material is so pronounced that the epithelinm has almost entirely
disappeared, apparently being converted into this colloid material,

The growth has extended to the outer surface of the bowel and,

wasz noted at the operation, extended to the adjoining mesen-
tery.  Far ont in the adipose tissue is a lyvmph nodule 4 mm. in
diameter.  Along its margin at two points are large areas of
earcinomatous infiltration where the gland type is perfectly pre
served.  The large lvmph gland has bheen given over almost
entirely to the new growth and few if any lvmphoid elements are
to be deteeted exeept just along the margin of the nodule,
ease iz one of adeno-eareinoma of the ecenm, in whieh the eolloid
produeing eells predominate,

Terercvrovs Srricrure oF Tk Ascexping Corox,

The careful and exhaustive articles bearing on lesions of this
character that have already appeared render it superfluons
to enter into a detailed consideration of the subject.
wishing to study the subjeet fully are referred to the interesting
articles of Henri Hartmann and Pilliet,* and Reelus,t in the
French; of Hofmeister,d Adolf Hartmann,§ and 0ss,l| in the
German, and of Lartigan,** in this country. Hofmeister has
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tubulated all the eases he eonld tind in the literature, and his con-
sideration of the subjeet is most thorough, while Baumgarien,
1 s students, Hartmann and Gross, has eontributed not a
to the pathological aspeet of this disease. The works of
Lartigan and Hofmeistor should be carefully read by all par-
ticularly interested in this class of eases,

Tuberenlous ulceration of the intestine is relatively freqrent,
as evideneed by the findings at autopsy, but strieture of the lumen
of the bowel following as a result of this condition is somewhat
vare.  Hofmeister says that Eisenhardt, in 1,000 antopsies on
tuberculous patients, found intestinal lesions 566 times, In only
0, however, was there a more or less definite strieture of the howel,

Tubereulons strietures of the bowel are usnally single and situ-
ated at the ileoceeal valve, The eeenm is eonverted into a sausage-
haped mass, whicl is adherent, as a rule, posteriorly and oecasion-
ally laterally.  The omentum, althongh at times adherent to the
growth, is not nereaft itzelf on the tumor as in cases in
whieh app ndieitis exists.  The onter surface, while relativly
smooth, may be studded by a few tubereles. At one point the gut
shows a constriction, and usually around this the adipose tissne
is very dense. Where the eeenm is ent into, the mueosa frequently
shows considerable alteration. It is sometimes studded with irveg
ular or serpiginous tuberculons uleers, while the intervening
mueons membran: is the seat of a chronie inflammatory process,
At the point of strieture the lnmen of the gut is so narrow that the
tip of the finger can hardly be introdueed.  In some cascs so small
i the calibre of the bowel that a sound is passed with diffienlty,
and inour ease a small bird-shot was sufficient to e mpletely
ocelude the eanal. The degree of alteration in the ecenn va ies
with the individual ease, and it is only necessary for the reader to
pieture the tuberenlons process advaneing until the ecenm becomes
matted and densely adherent to all the neighboring structurcs,
and, in rare instanees, the proeess gradnally involves the abdom-
inal wall until finally there is a fistulous opening on the surface.
Even in the early stages the mesenterie glands are enlarged and
alvready involved in the tubereulous proecss, and where the eesal
invasion is apparently in its incipieney there may be caseation of
these glands,

Tuberenlons stenoses of the gut, when multiple, are almost in-

ly sitnated in the ilenm.  Anywhere from one to twelve
strictures have been noted in the same patient.  In one ease Hof-
weister found twelve strictures seattered over a distance of abnt
seven feet of gut.  The bowel between the strictures is froquently
distended, and in rare cases has been known to reach 17 em. in
cireumference.  Lartigan draws especial attention to a group of
these eases in which, associated with the tubereulons process, there

i
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is a marked diffuse thickening of the bowel wall, which oceasior
ally reaches 1 em. or more in thickness,

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

normal.
Histological Picture.~In sections from the ccenm the edges

of the uleers may show tuberenlous tissue, but, as a rule, epi
thelioid cells or typical tubercles are wanting, and nothing but
granulation tissue can be made out. In the vieinity of the
musele, however, groups of epithelioid ul' and now and then
tubercles, are seen. The peritoneal sur is usually free from
tubereulons nodules until the disease is far advanced or unless
the cecal lesion has been associated with tubereulous peritonitis.
Sections from the stricture are composed entirely of conneetive
tissue; sometimes with, at other times without, areas even <lightly

gestive of tuberculosis,  The adipose tissue surronnding the
gut at the ]mm' of stricture is much infiltrated with small ronnd
cells, rendering the fat exceedingly Lard and firm. Secetions from
the lymph glands in the region of the cecum almost invariably
vield typical tubercles.

Naturally the tuberenlosis lually extends to the musele and
onter coats of the bowel. The farther away the process extends
from the lumen of the bowel, the more characteristic will be the
specifie lesions, sinee the inflimmatory changes produced by the
intestinal baeteria have less opportunity of masking the tubereles.
The diffuse thickening or “ clironie hyperplastic tuborenlosis ™ of
the intestine yields a pieture very different from that of simple
tuberenlosis, as wen elearly pointed ont by Henri Hartmann,
Lartigan, and nv)n r<. In these eases the tuberenlons process has
been relegated entirely to the background, while the mueosa and
musele have been overrun with round eells.  Intestinal bacteria
have doubtless gained entrance to the walls through the tuber
eulons lesions and have eontinually kept up a chronic inflamma
tion of the bowel wall so widespread in character that the tuber
culosis is entirely overshadowed. At a few points, however, it
will still be demonstrable, and can be deteeted with certainty in
the mesenteric lymph glands.  Even in the eceal wall, when the
typical lesions are totally wanting, tuberele bacilli ean still he
readily demonstrated.

Clinical History—Patients presenting tuberculosis of the
ceenm are usually between twenty and thirty vears of awe. The
condition, however, mav be found in the very voung, and has been
noted in persons fairly advanced in vears. Quite commonly the
patient has suffered from an old tuborenlons process in the Tnngs
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or has a suspicious family history. o many of the cases which
have come 1o antopsy healed lesions in the lungs have been demon-
strated, while in a few instances there has been swelling of the
cervieal, axillary, or other Ilymph glands coineident 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-
strietion develops there may be an intermittent diarrhea, with the
eradual narrowing of the bowel, and fulness may be noted over the
cecum.  Where there is mueh infiltration of the intestinal wall
the gut becomes very firm and feels like a sausag shaped tumo

With the gradual growth of tubereulous tissue and narrowing of
the bowel symptoms of obstruction manifest themselves, as evi
deneed by abdominal distension, eolicky pain, marked peristalsis,
vomiting, and rapid loss in weight,

But although these symptoms may be present, in some in-
stances definite indications of the presence of the lesions may be
entirely absent. In our ease the patient felt well until the day
befora operation, complaining only of slight discomfort near the
appendix.

Diagnosis.—With the inereased attention paid to cecal tuber-
culosis the possibilities of overlooking these lesions will be less-
ened. It was only a few days after our case was operated upon
that Dr. Finney saw a patient giving symptoms sufliciently sug-
gestive of a tuberenlons lesion in the eceum to render such a diag-
nosis justifiable. At operation the cceum was found to be the
scat of a most extensive tubereulous uleeration.  Fortunately, it
was found possible to excise the whole of the diseased area.

Given a tumor in the right iliac fossa, of glow growth, a eclini-
eal history pointing to a previous pulmonary tuberenlosis, and a
comparative absenee of temperature, it is highly probable that
tuberenlosis is present. If a patient be fairly well advanced in
vears, of eonrse, the possibility of a malignant growth must be
considered. A< pointed out hy Hartmann, Lartigau, and other
authorities, tubereulosis of the eecum, especially of the lyper-
plastic form, has often been taken for sarcoma. This has been
due to the massive infiltration with small round eells.  But pro-
vided that we remember that they form a definite infiltration,
instead of one or more large foei, and further, that the cells are
uniform in size instead of being large and small and actively
dividing, confusion is not likely to occur.

The gross diagnosis between tubereulosis and earcinoma of the
ceenm may offer numerous diffieulties, but on microscopie exam-
ination no confusion can exist, as in the tuberculous process the
epithelial clements play an entirely passive role or have di
appeared.  Morcover, the demonstration of the tubercle baeilli
i nerally easy,




I'he diagnosis between ceeal tuberenlosis an

appendicitis 1s
usnally dependent on the tubereulous history and the slow growth
of the tumor, together with the absence of a t mperature sug

tive of a pus aceumulation.  Of course, in a case similar t

present one, a differential diagnosis would be absolu
sible.

Treatment.—1f tuberculosis of the cecnm be diagnosed early

ly 1mp

operation is indieated.  Reseetion of the entire diseased area is,

of course, necessary for an absolute cure. Lateral anastomosis

between the ilenm and ascending colon is the ideal operation
If after resection of the diseased portion of the gut very littl
mobility be obtainable, in order to avoid tension an end-to-end
anastomosis is the only alternativ Where there are numerons
strictures scattered over an area o

several feet of gut, the question
arises as to whether the entire diseased area should be exeised or
several anastomoses be made, removing only the diseased segments
vening normal gut. Tf the span of gut involved
by the tuberculous proce
wiser to remove this portion in its entirety. In one of

and leaving the inte

be not over three or four feet, it is

the cases
reported six or seven feet were removed, and the patient recov
ercd.  With the diseased cecnm it is alwavs necessary to care
fully examine the glands of the mesentery, and if they be in-
volved, they too should be excised. The results from reseetion
have been very gratifying, Hofmeister in his table of 83 opera
tive eases showing a recovery of 62 per cent

Tubereulous stricture of the ascending colon, with sudden
total obstruction of the bowel; perforation of the intesting
removal of the cecum and half the ascending colon.  Recovery®

The following is taken from my ease-book, November 29,
: At 11 pan. T saw, in consultation with Dr. Charles F
Simon, Mis< K. G., aged twenty-four vears. The day before she
had 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, but shortly

afterward was taken with severe pain in right side and was foreed
to go to bed. At 9 pm. 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 all cosinophiles had disappeared and that there was
an evident leukoeytosis. ¥ When | 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 eondi-

Extr I-V'-Hr-mnlm Amevican Jowrnal of Medical Seicnces, March, 1904
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full and reeular. Nevertheless, | advised

tion was good; p |s¢
immediate operation,
At 1.30 aan. the ablomen was opened and a thin, watery pus

immediately eseaped from the peritoneal cavity, and the pelvis

N OB ROULOSES OF THE CECUM WITH PERFORATION.
tion of the ascending colon,  Below and to the rvight the ileum. At

Ie v perforat f nd just above the per

At aare two

A b
th fandt
of the specimen

hickene
mph glands, interior view

Pl L
was found to b completcly filled with pus.  The intestinal loops,
however, on the whole, presented a fairly normal appearance.
Here and there they were covered by a few flakes of fibrin.  The

appendix was easily reeognized and was bound down by adhesions




It was tied off from tip to base. s the distal extremity appeared
to be normal, we expected to tind a perforation near the eecm,
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 ineision was continued upward to the
ribs, and we immediately saw a perforation, about ' in
diameter, in the asecending colon.  As there was a good deal of
fluid eseaping, 1 temporarily elosed this fistulous opening with a
purse-string suture, I then drew the ascending colon out and
made a longitudinal ineision, aud on introduecing the finger

the eolon found total obstruetion a short distanece aboy

cecal valve. The lower third of the aseending colon, the coenm,
and a small portion of the ilenm were tied off and removed,
together with some enlarged glands in the wesocolon,  The ascend
ing colon and ilenm were then united by end-to-end anastomosis
Lateral union wonld have been preferable, but we had no choice,
as the tissues wonld have been on too great a tension, .\ Connell
suture was employved for two-thirds the cirenmferenc

the remaining third being turned in with rectangular

sutures,  The entire line of suture was reinf

mattr sutures.  The pelvis was  carefully I out, the
intestinal loops were bronght up into the abdomen, and the entire
pelvis was loosely packed with iodoform ganze.®

\ ganze drain was left at the site of the anastome
patient stood the operation well.  Her pulse did not ris
100,  The ontlook, however, was not partienlarly flattering, eon
sidering the fact that there was a commencing peritonitis and also
considerable edema of the intestinal wa'i.  Eight davs after opera
tion, on removal of the last of the gauze, some fecal matter was
found on the dressing.  The fistula gradually d, and the
patient made an exeellent recovery.

February 12, 1901.—The patient has been at work for several
wonths, performing gencral honschold dutics without the slightest
inconvenience.  Her general eondition is execllent. From her 1
learned that she had had typhoid ( 1) fever six years previonsly
and was in bed for two weeks, For the last vear she has had eramp-
like pains thronghout the abdomen two or three times a month,
and reeently the bowels have been more constipated than nsual,

For several years, where the pelvis has been filled with free pus, T have ma
sractice, after having wiped the pelvis and intestines off, to place the patient for a m
N the onburk postiire. T is hins then been loosely but fully packed with

. the ends of which are brought out through the appendix incision. My object has

i down and becoming adherent or Kinked

although still liable to become adne are on a level and are not nearly so prone to
become obst ructed
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She gives no history whatever of injury or bruising of the
abdomen.  For about a weck before her admission to the hospital
she had bad 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 Report.—Gynecological-Pathological No. 6316.)

Thickened wall of Colon
around Stricture

App. oril
IFIGURESY COMPLETE OBSTRUCTION OF THE ASC ENDING COLON WITH
¥ WERFORATION ON THE PROXIMAL SIDE OF THE STRICTURE.

S The walls of the eolon are greatly thickened and the narrowed lumen is completely

obstructed by a small hird shot.  Opposite the fleo-ceenl valve is the smnll perforation and
Al the lower end of the picture the inverted appendix stump is seen

Ihe specimen consists of a small portion of the ileum, of the
cecum, and 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 and the surrounding mueosa, over an area

1 em. in diameter, is somewhat thickened. The aseending eolon,

——
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about 5 em. above the perforation, shows a marked constriction
At this point the Inmen narrows down until it is not more than
2 mm. in diameter. Indeed, so small is it that a fine bird-shot
would lodge and completely plug the eanal at this point ( Figs. 5
and 6

The intestinal wall at the point of constrietion varies
from 5 mm. to 8 mm. in thickness and is exceedingly firm in con-
gistence,  The eonstrietion is 1 em. in length and the
colon above this point is unaltered.

Histological Examination

ascending

I'he appendix, beyond showing a

few adhesions on its outer surface, is normal. The eceum in the
vieinity of the perforation has entirely lost its glandular el

ments, the speeimen consisting almost entirely of

granulation
ue.  The underlying musele shows a varying amount of <mall
d-celled infiltration.  This is especially
vieinity of the periton al covering,

Along the margin of the perforation there is also much
lation tissue, and the underlying muse
by small round ecells. The ulecration is evidently an old proecess,
as nowhere is a very aeute inflammatory reaction present.  The

abundant in the

is evervwhere infiltrated

walls of the stricture are, to a great extent, eomposzed of fibrous
tissne, Here and there we have some light areas somewhat sug-
gestive of tuberenlosis. No giant eells are, however, demonstrable,
Several mesenterie glands were removed with the intestine,  Some
of these reached 1.5 em. in diameter. On histological examination
they show tvpieal tubereles, some sections of which contain four or
five giant eells,  The tubereulous process in the lymph glands ha
here and there advanced to caseation.

The following points merit attention in this case:

1. The total absence of definite svmptoms until a few hours
before operation.

2, The presence of symptoms identieal with th
appendicitis,

3. Marked eontraction of the strictur

of acute

L. The advisability of always exploving the right renal pocket
in all cases in which there is free puralent fluid in the pelvis,

\s seen from the history, the patient had practically no symp-
toms until about five hours before operation, and then there was
n over the appendix, accompanied by rigidity of the

moderate

right rectus.

Examination of the blood showed a total absence of cosino-
philes.  The only way in which we can account for the lack of
symptoms is that for some reason there ocenrred an acute contrae-
tion of the strieture, which, up to that time, had pormitted the
free passage of feces, The possible existence of such a condition
supplies another indieation for early operation whenever trouble
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exists in the appendiccal region.  Already peritonitis lll}ll devel-
oped, although the symptoms 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, and 1 probably
should not have explored the right renal pocket had I not been
familiar with the renal work of Max Broedel, who has shown
clearly that where there is a free acenmulation of fluid in the

FIGURE VL TUBERCULOUS STRICTURE OF THE ASCENDING COLON WITH
PERFORATION OF THE CECUM,

Direetly apposite the ilecocecal valve is a small perforation with slightly ragged edges
A short distanee above this point the intestinal walls grow thicker and then form ar
annulur constriction, The lumen of the aseending colon at the stricture cen «o
narrowed that w smadl bird-shot, when introduced, lodged therein and completely plugged
the gut

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

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

Carcixoma or e Steymein FLEXURE.

We have had one uncomplicated carcinoma of the sigmoid
flexure.  The patient was 53 years of age and, when | saw
him, was very weak. He had lost much in weight and to-
ward the last had had copions hemorrhages several times a
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week.  We had no alternative but to make
mosis.  As noted in the history
but there was no evidence of

an end-to-end anasto-
sueeumbed on the teath day,
peritonitis.  He was too weak to
stand the strain and developed cardiac
attack of a year previous, at which
despaired of.

Our second case of earcinoma of the

depres

1 similar to the
time his life had been

sigmoid tlexure was acel

dentally discovered during a hystercetomy for a large myomaton

uterns which was firmly wedged in the pelvis I'he

intestinal
obstruetion was thought to be caused by the myoma. There had

been no symptoms on which one could definitely base a diagnosis

of carcinoma. In this ease the patient returned

after several
weeks and died from peritonitis in the

ight upper a
quadrant, a point far removed from the site of the anastomosis,
I'he autopsy also elearly demonstrated that metastas
scattered throughout the abdomen, and further
ntirely removed the original g

minal

8 Were |1-'|_\'
that we had not
wth., A more extensive
would not, however, have been feasible.

operation

Ldeno-carcinoma of the sigmoid
diseased arca, end-to-end anastomosis; death

Dr. A, Go W, This patient has been failing for nearly two
vears,  First he noticed that he

on the tenth day.

was losing in weight, but
able to go around and do his work fairly well.
fatigued ; eould not do as much n

e was very easily
t work as before; had been
under treatment for some time with apparently no relief.  When
I saw him there had been reetal hemorrhages f
On careful palpation we were unable to det
abdomen, and on using a short proetc
ing. As he continued to lose greatly

Oor ovVer a vear.
rowth in the
cope conld make out noth-
in strength we sent him to
the mountains, deeming that he could not stand
He improved sli

't any

an - operation
htly, but soon again lost ground as a result
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
arming symptoms that it was thought he would suceumb.
After entrance the patient improved slightly, but the hemorrhages
continued.

such s

Sept. 22, 1904+ —We made a median ineision and examined
the appendix. This we found twiee its natural size and partly
filled with fecal matter. It was removed. We then carefully
examined the intestines and found hard masses throughout the
transverse colon. These proved to be feeal coneretions. 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 eould be deteeted, but here and there fine



white lines—evidently dilated lymphaties—were soen  passing
down the meso-sigmoid.  We carefully walled off the abdominal
cavity and also the abdominal incision, elamped above and below
the growth, and after removing the growth did an end-to-end
anastomosis with a Connell suture for three-fourths the eirenm-
ference of the bowel.  The remaining portion was closed in with
matiress sntures.  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 perfeetly solid.  On aceount of the feeal eoncre-
tions, we brought up a loop of the deseending eolon into the left
ingninal region.  This loop was opened the same night.

Sept. 20 The patient sinee operation has had a praetieally
normal temperature, but on one or two oeeasions it ran up to
1007 F.  His pulse has been fairly good. During the entire
time there has been a good deal of nansea, but no vomiting. He
has had an ice bag over his stomach, which has been exeeedingly
sensitive, At no time has there been any distension.  The bowels
moved thoronghly after ealomel and magnesia.  This morning
at 12,30 he woke up in a profuse perspiration. Tis pulse was
almost impereeptible, althongh an hour before he had been in
excellent condition. I examined him  between two and three
o'elock.  The pulse was not demonstrable either in the facial or in
the radial region.  1le was given stryehnin and digitalis.  Ho
soon lost eonseiousness, was very restless, and died at 4 am. We
had here a definite cardiae syncope.  He retained his nourish-
ment from the beginning. It may be noted that a year ago he
had a similar attack, and on that oceasion his heart’s action
hecame so weak that he was not expeeted to rally.

Gyn.-Path. No. 7786, The speeimen 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 distinet and
separate growths ean be deteeted.  One is 4 em. in diameter, the
other n. Each one has raised edges and is sharply eireum-
seribed. The growth extends on an average about 5 mm. from
the surface, but in some places projects at least a centimetre into
the eavity, While the edges are markedly raised the eentral por-
tions present depressions.  The growths are rather porous in
appearance.  The surronnding mueosa looks perfeetly normal.
Seetions throngh the growths show that they are typical adeno-
carcinomata.,  All resemblanee to the bowel mucosa has, however,
entirely disappeared.  The growths show irregular invasion of
the submucosa and of the musenlar layer of the bowel. There
is considerable small round-celled infiltration.

Diagnosis.—Adeno-carcinoma of the sigmoid flexnre,




Acute intestinal obstruction

pelvis;

ardge muyoma edge i n the
non-suspected adeno-carcinoma of the
/t_r/.\/r reclomy ; resection of the
tomosis.

sigmoid  flozur

diseased bowel ; end-to-end anas

Temporary recove .

FIGURE VIL CARCINOMA OF THE SIGMOID FLEXURE

Path. No, 778, The specimen shows two distinet foel of earcinoms. @ and b each has
depression in the centre with wavy elevated margins « irply oircumseribed from the
surrounding healthy bowel.  They are separated from one another by an interval of at
jonst | e, of healthy mucosa

Gyn. No. 12000, E. 8., colored, 1 40. Admitted to the
Johns Hopkins Hospital, March 26, 1905 ; discharged, June 9.
I saw this patient in consultation with Dr. Clement A. Penrose
On admission she was suffering from intestinal obstruction. This




ist for fifteen years. The family and previous history was
tive. The menses began at 16, were always regular, and
a great deal of pain; the flow was excessive. Twelve
vears ago she had a av\nr attack of abdominal pain. This was
~h.n'|- and shooting in ¢ ter, but there was no intestinal
obstruetion.  For the past six weeks, beginning at the time of
a menstroal period, she again noticed sharp, shooting pains in the
abdomen.  These were intermittent and practically limited to the
left side.  The bowels have not moved for several days, and the
pains have been spasmodie, ocenrring at intervals of four to five
minutes,  She does not think that she has had any fever,  There
had been no blood in the stools before the obstruction. On the
morning of her admission she vomited a small amount. On
ibdomen was found distended by a mass,
The tnmor veached as high as the nmbiliens 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 rvight iliac fossa.
Around the umbiliens peristaltie movements were marked, and
were accompanied by lond gurgling in the intestines,  Tvmpany
wag marked v\r-r\\\lu 're exeept just over the nodules and above
the symphysis.  The abdomen was opened at onee, A myomatous
uterns was found reaching as high as the umbilicus, Springing
from the ion of the right cornu was a pedunculated tumor
about 10 em. in diameter.  There were no adhesions above and
the appendages appearcd to be normal.  As the tumor was free
above, but could not be easily lifted, we snspected an intra-liga-
mentary growth or inflammatory adhesions in the pelvis, The
vound ligaments on both sides were tied and the ovarian vessels
controlled.  The enueleation was begun from left to right. The
amputated through the ecervix, but its removal wi
accomplished with a great deal of diffieulty owing to the broad
cervieal attachment.

\fter removal of the uterns the reetum was found to contain
a growth which seemed to be malignant in character and was
adherent to the cervix posteriorly (Fig. 8). The reetal tumor
was loosened as ecarefully as possible from the cervix; it lay
entirely below the brim of the pelvis.  There was a nodule appar-
ently about 7 em. in diameter and the intestines for a length o
8 em. were involved.  The general peritoneal eavity was again
carcfully walled off and the bowel elamped above and below the
diseased arca.  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-fourtl by mattress sutures.
The entire suture line was reinforeed by continuous sutures. The

admission the lower

uterus




posterior vaginal fornix was punetured and the pelvis packed with
onc strip of iodoform gauze. The anastomosis was very satis-
factory and the eondition of the bowel good I'he growth was
very low down, thus rendering anastomosis difficult. It was, how
ever, too high up to permit removal throngh the anus,  In order
to give the anastomosis a complete rest a left inguinal col
was done, the deseending e
and opened later on in the
cult to get a g

tomy
don being sutured to the peritonenm
vening.  As we found it very dith
d exposure for the anastomosis we incised the

FIGURE VIIL BROAD BASED MYOMATOUS UTERUS FILLING THE PELVIS

CARCINOMA OF THE SIGMOID FLEXURE

The multi-nodular uterns is very hrond-based, rendering the hysterectomy difie
a indicates the uterine cavity, T A Breontained many cancerons area Iy ing
the =i smoid flexure is the carclnoma This almost complete luded the bow 1
upper limits are indicated by d. it erhy o

abdominal wall transversely, making

i ineision three
extending 1

eh the left reetus.  We were thus
greatly facilitate the operation and
and the omentim were fro

enabled 1t
save much time I'he liver
from nodules.  The patient was
turned to the ward in a very weak state, but in fairly good eon
dition eonsidering the severity of the operation Her tempera
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ture at that time was 101.5° F. For several days after opera-
tion the patient was very restless and it was diffienlt to keep her
quiet.  She was continually trying to remove the binder. She
gradually improved, however, and on May 13th an attempt was
made to close the feeal fistula. In this, however, we were not
suceessful, us when she left the lospital, on June 9, there was
still o slight fecal discharge from the fistulous tract. She seemed
to be in very good eondition.  The bowels moved well; there was
little pain, but some tenderness over the region of the anastomosis,
She was in weight and strength,

No. SHT. E. S, The specimen consi

Gvn.

of a
large myomatous uterns, of both tubes and ovaries and of a por
tion of the sigmoid flexure.  The myomatons uterus has been
amputated through the cervix, It is 16 em. in length, 12 em. in
breadth and 11 em. in its antero-posterior diameter,  Attached
to the surfaee are several interstitial and one pedunculated

myomata.  The pednnenlated nodule is rough, oblong in shape,
7 em. in its longest diameter.  The undereut surface is 10 em. in
diameter (whieh wonld account for the difficulty enconntered in
the enueleation),  On section many myomata are scen scattered
throughout the walls,

Our ehief interest is eentred in the section of the sigmoid
flexure,  This is 9 em. in length, The outer covering of the
bowel ks fairly normal except for some slight whitish eleva-
tions. Occupying the entire thickness of the bowel near the centre
is a hard, light-eolored growth (Fig. &). This iz 4 em. in length
and extends thronghont the entire thickness of the bowel. The
growth itself with the indurated adipose tissue surrounding it
is fully 3 em. in thickness,

Histological examination shows in some places perfeetly nor-
mal mueosa surrounded on cither side by eolonies of small glands,
In some of these colonies the epithelium is so proliferated that
the gland arrangement is lost.  The epithelial cells of the new
growth arc much smaller than those of the normal epithelium.
They stain more deeply and some of them are rather large, On
the whole, however, they are of uniform size. The museular coat
i+ involved and here the nests of eells are much denser. They are,
however, in many places surrounded by fibrillated tissue that
takes the hemotoxylin stain and resembles mucin,  The growth
has extended to the outer surface of the bowel, but the chief
thickening here is due to new conneetive-tissue formation in the
fat.

The picture is one of typical adeno-carcinoma of the rectum.

Gyn. No. 12204, The patient was again admitted on June
24, 1905, At the seat of the former e

wtomy was a small sinus




just admitting a probe.  There had been no feeal diseharg

from
this for several da

Until a week previously she had been in
good condition. The bowels became constipated, there were fre-
quent attacks of pain in the abdomen and during the last seven
days ther: had been no movement. For the last two or thre
days the pains had inereased in severity, but there had been no
vomiting.  Her temperaturc and
abdomen was slightly distended.

pulse were  normal. I'he
No peristaltic movements were
visible, Enemata were ineffectual.

On June 25 thehowels moved spontaneously.
considerable

On June 27

niting oceurred and distension was noted 3 there
was great tenderne $s on palpation in the right upper quadrant,
On June 28 enemata were given and there was some feeal dis
charge through the wound. The distension, however, eontinued
and the vomiting persisted.  On July 3 patient w
operating room, as the condition had become alarmin
tion, however, was performed.  She died the same day.

Autopsy No. 2508, Autopsy July 4, 1905, by Dr, W,
Francis. Anatomical diagnosis. Old abdominal operation wound,
hystercetomy and resection of the sigmoid for earcinoma, anas

taken to the

. Noopera

tomosis of the eolon, recurrence of earcinoma in anastomosis with
stricture of the lumen, metastases in the peritonenm, small fecal
fistula in the left inguinal region

communiecating with the de
scending colon.

Fibrino-purulent peritonitis, source not deter
mined. Atelectasis in the lower lobes of both lu

There is a small opening in the left inguinal region. The
abdomen is slightly distended and on opening it a quantity of foul
gas eseapes.  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, ete. This is walled off above
the umbilicus by reeent adhesions.  Elsewhere about the abdomen
there are adhesions which for the most part ean be broken
At the seat of the operation wound the structures
adherent to the abdominal wall. The intestines are evervwhere
bound down by adhesions which are of three varieties, fibrinous,
fibroug, and nodular. In other places throughout the small in
testines adherent coils are found to be strongly bound t
but there are also localized small areas of

ther,

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
in many places project into the lumen, but in no way
have destroved the mueosa, The nodules of

new growths

wm o
new growth in t
peritoneum are few in number, but each is apparently of

P

.




20

siderable size.  Except for these points the peritoneum scems to
be free from new growth. The lower nine inches of the colon were
removed three months previous to the antopsy and an end-to-end
anastomosis was made between the colon and the reetum. 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 seetion through this line of
junetion, it is found to consist of dense fibrous tissue with very
fine, yellowish, opaque points throngh it.  The mucosa of the
reetum is injeeted.  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, but the scar tissue around the eervix and along the line
of the peritonenm is suggestive of a new growth. There is a large
amount of eareinomatous-looking tissue between the cervix and
the rectum.

On histological examination scetions from the region of the
anastomosis ghow normal mucosa and a thickened museunlar coat.
There is a thick mass of fibrous tissue with earcinomatous alveoli
scattered throughout it.  These show the type of the original
tumor. The growth is a typical adeno-carcinoma. Sections from
the large fibrous nodules in the peritoneum whieh bound the intes-
tines together at several points show that they also consist of
fibrous tissue with abundant areas of adeno-earcinoma seattered
throughont 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
metastases before the operation was undertaken.

CARCINOMA OF 7 Recrum, SecoNparyY To A PriMary
Gurowrit 18 TuE Rionr Favroriax Tuse,

This case is of interest on account of the extent of the opera-
tion. Complete removal of the nterus by Wertheim’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 ease 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-

rated Whitehead operation, bringing down and ecutting off the
necessary amount of bowel, while still preserving the sphincter.
Althongh in the end a hopeless ease 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
ohstruetion,




Primary carcinoma of the right Fallopian tube (Fig. 9) with
sccondary imvolvement of the uterus, both ovarvies, pelvie pert
toneum, omentum, and rvectum. Lemoval of omentum, uterus
and appendages, one-third of the pelvic peritoncum, and six inches
of the bowel. The paticnt was comfortable and considered her-
self well, five months after operation.  The rvespite 18, of cours
only temporary.

’

Mrs, Z. was seen in consultation with Dr. J. Milton Lin
thienm, Jan, 5, 1905, The patient was 55 years of age, She
was sparely built, fairly well nourished, but slightly ancmie.
For months she had had some hemorrhage from the uterus and
later great pain on defecation; in faet, her discomfort had been
so great that she said she eould not endure it mueh longer. On
examination, under aunesthesia, | found the uterus sl

ghtly en
and on the right side a firm mass about 6 em. in diameter
I thought it to be a myoma.

Jan, On opening the abdomen | found the omentam
everywhere studded with nodules, some of them being very small,
others 1 em. or more in diameter, and umbilicated. I questioned
the advisability of operating, but Dr. Linthicum thought it wiser
to ope

rate, as the patient said ** she wonld rather die than go
throngh the torture that she had been experiencing for several
weeks,

The omentum was separated close to the transverse colon,

as in the vieinity of the eolon no metasta were to be found
The right tube was mach enlarged and apparently involved in a
malignant growth. It was attached to the pelvie floor and the
peritoneum at this point, over an area fully 5 by 6 em., was in
volved in the process. On the right side the ureter ran direetly
beneath the thickened peritonenm. On the left side the ovary,
although small, was glued down to the pelvie floor direetly over
the ureter. Posteriorly the uterns was firmly attached to the
reetnm, It was found neeessary to carefully dissect out the
urcters first, as it was evident that mueh of the pelvie peritonenm

must be removed.  The hystereetomy was earried ont practically
along the lines laid down by Wertheim’s operation.  Fully one-
third of the pelvie peritonenm, however, was rcmoved. T had
hoped to remove part of the reetum with the uterus in one picee,
but found that it was impossible.  Consequently it was necessary
to separate the uterus from the rectal growth, The rectum was
freed on all sides, eare being taken, however, not to interfere with
ineal

the blood supply. The patient was then placed in the pe
just as is
a Whitehead operation,  Six inches of the reetum were

drawn down through the sphineter and cut off and the upper cdge

position and the skin separated from the rectal mue
done in

From the Johns Hopkine Hospital Bulletin, Vol XVI, No. 177, Decombor, 1905
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of the reetum was sutured to the skin.  The ureters were covered
over as far as possible with the remaining peritonenm. A
medinm-sized gauze drain was introdueed into the pelvis and
brought out through the vagina. The entire operation took a little
wore than three hours, The patient had a very fecble pulse when
she left the table, which was not surprising, as she was in a weak
condition at the commencement of the operation,

Jan. S The patient is improving greatly, Her pulse is

temperature normal, respirations about 30. This evening
there has bern 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 e.e. of urine in twenty-four hours, but
the general eondition does not seem to indieate any uremia,

Feb, 1 I'he patient has steadily improved sinee operation.
Ihere has been a great deal of discharge from the pelvis, but that
i« rapidly diminishing. She oceasionally has a temperature of
1017 F. The sphineter action at first was rather tardy, but is
now much better,

March 1.—The patient is up and around and suffering little
or no discomfort,  Of eonrse, 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, jonrneyed to distant points, and
looked very well,  Abont the middle of August she beeame 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 eomparative ecomfort,

Gyn.-Path. No. 8114, The specimen compriges the uterns and
enlarged right tube, both ovaries, the small left tube, and a enff
of pelvie peritonenm, the greater part of the omentum, and several
inches of the reetum.

The uterus has been removed entirely. It is 7 by 5 by 3.
em. and is covered with numerons adhesions. The uterine eavity
is of the normal size. The muneosa is thinuer than usual and
shows nothing of interest.

The right tube at the uterus is 3 mm, in diameter. After
passing outward 1.5 em. it suddenly inereases in size, reaching
a diameter of 1.8 em. It gradnally inereases wuntil near the
fimbriated extremity it is 4 em. in diameter. The entire length
of the tube is approximately 12 em. It is for the most part
smooth, but at two points on its inner aspeet the musenlar coats

UL e 8 S,
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have given way and we have hernial spaces .8 by 1.5 e, in

ameter covered only by peritonenm (Fig, #). The under sur
f of the extremity of the tube is roughened where it has been
attached to the peritoneum of the pelvie floor.  The tube was not
opened until hardened.  Seetions near the uterus show that the
lumen is fully 1 em. in diameter, and that it is filled with a
friable, pore granular-looking growth whieh is free on the
under side, but intimately blends with the upper or eonvex side

Tube

FIGURE IX.-PRIMARY CARCINOMA OF THE RIGHT TU R

of the tube.  Sections near the onter end of the tube show that
the walls are not over 1 mm. in thickness, Here ¢lso the tube
lumen is filled with a similar friable growth which 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 em. in length, is slightly beaded, and
varies from 3 to 5 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 ovary is very small, is approximately
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1.5 by 1 by 1 em. The left ovary is also atrophie, being 2 by 1.5
by .6 em. Attached to the right side of the ecrvix is an irvegular
ares peritoneum which was approximately 7 by 6 em.  The
central portion of this is hard and indurated, the outlying portions
are smooth.

The veetum is atrophied to a eonsiderable extent.  The length
of the portion removed, in its fresh state, about six inches.
The reetal mueosa is smooth and apparently normal.  The con-
striction was due to infiltration of the adipose tissue surrounding
the reetum,  The nodules in the omentum, as noted in the elini
cal deseription, are firm.  Some of them measure fully 3 em. in
length.

Histological Eramination.—~Seetions from the uterns show
that the surface epithelinm is intact,  The glands are normal.
At numerons points the musele is becoming aetive and Owing
up into the stroma of the mueosa. It <hows us fairly well how an
adeno-myoma may develop from an in-growth of the musele
fibres,

ctions from the tube near the nterns show that springing
from the npper wall of the tube a new growth, as indieated
in the gross deseription.  The lower part of the tube is free.
Projecting from the side of the tube where the Tamen is free are
little finger-like ontgrowths eovered hy a single layer of delicate
epithelivm.  The nuelei are oval and vesieular, me of the
nuelei stain very decply and are rathor inereascd in size.  They
immediately remind one of a malignant growth,  Sprir r from
the wall of the tube and filling almost the entire cavity iz a
papillary growth.  The stroma of the ont-growth consists of
spindle-shaped eonneetive tissue eclls,  The epithelial covering is
one or many layers in thickness. In numerons places the epithelial
covering has greatly proliferated, and we have solid masses of cells
many layers thiek. e also there are large and deeply staining
nuelei.  In the deeper portion of the growth the conneetive tissue
predominates and we have solid nestz of eells, The epithelinm
tends to retract from the connective tissue, At numerous moints
large areas of the growth have undergone eoagnlation neerosis and
we have fragmwentation of the nuelei.  The outer musenlar wall
in most places is still preserved. At some points, however, the
entire thickness of the tube has been involved by the growth.
Seetions from the outer portion of the tube yield practieally the

same picture,  The papillary arrangement is particularly well
marked and manv of the nuelei are spindle-shaped or irregular,
very large and decply staining. In some sections fully three-
fourths of the firld have undergone eoagulation neerosis. In such
aveas only a few of the cells around the larger blood vessels still
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retain their vitality,  Scattered throughout the musenlar walls
of the tube are definite masses of growth chietly in the form of
cell nests or penctrating glands and on the outer surface of the
tube are little bunches of new growths,  We have undoubtelly a
primary carcinoma of the Fallopian tube with a penctration of
the entire tubal wall at numerous points

Sections from the right ovary, which was very small, <how
that the organ in some places is normal, but at many points it
has been penetrated by masses of carcinoma which send out
branches in all direetions.  The eells pr exactly the samu

charaeteristies and are manifest e depth as well as the

surface.  lere also there is some breaking down he t tube

near the uterus is practieally normal. I'he left ovary, althongh

also very small, shows diffuse infiltration by the growth, The
structure is recognized as that of typieal, earcinomatons glands

or as isolated, large, irregular cclls with irregular and deepl

v
staining nuelei; in faet the ovary is riddled by the growth,

Seetions from the omentum show a most typical pieture, In
such areas the fat of the omentum is to a great extent replaced
by voung and old econnestive tissue, and lying in the eonneetive
tissne are masses of epithelial eclls, very solid, with a definit:
rlandular-like arrancement I'he same large, deeply staining
and irregular nuclei are also here in evidenee. The nuelear figure
are partienlarly well formed. We find considerable hemorrhage
and also breaking down of the earcinomatous elements. The only
extension to the rectum is by continnity from the outer surface.
The reetal mucosa has not heen involved.

Diagnosis.—Primary earcinoma of the right Fallopian tube
with extension to the peritonevm of the pelvie tloor, to both
ovaries, and also to the rectum by continuity, general pelvie
adhesions; extensive metastases into the omentum,

For a further diseussion of the varions forms of cancer of
the tube, we wonld refer the reader to Dr. Elizabeth Hurdon’s
artiele, ]\I|'|1i~l||w| in the Johns Hopkins Hospital Bulletin, Vol
XII., p. 315, 1901, and to the recent artiele by G. J. Tomson,
published in La Gynécologic in February, 1905,

Rectarn, DIVERTICUTLA,

Reetal divertienla are not common,  They are usually encoun-
tered at antopsy, but rarely detected during life.  Had it not
been for the perforation of two of these with snbsequent develop-
ment of an abseess between the indurated bowel and the nterus,
the surgeon’s aid would hardly have been required. As noted in
the pathologieal report the greater part of the tumor is made up
of indurated fat surrounding the divertienla. THad no mic




scopie examination been made this would have been classed as a
brilliant and permanent recovery after removal of carcinoma of

the reetum.

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

A= the eontents 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 eolon and attached it to the skin, being
prepared to open the bowel with the eautery if the slightest un-
fuvorable symptoms should present themselves,

Diagnosis.—Pelvic  abscess, with relroverted myomatous
uterus.  Actual condition : Rectal diverticula, with rupture into
the surrounding rectal fat, producing a definite tumor. Small
alscess between the tumor and the pelvie floor* (Fig. 10).

History.—This patient was seen carly in  February, 1904,
in consultation with Dr. 8. T, Haffner. She was 60 years of
age.  For some time she had experienced slight diffieulty in
defecation, and for a few days had been running a temperature
varyving from 100 to 103° F.

ramination.—On vaginal examination, 1 found the uterus
mewhat enlarged.  Posterior to it, and apparently continuons
vith it, was a globular mass.  This was very hard and resembled
a myoma in contour.  There was, Lhowever, a hard ridge over its
lower portion, as is o often noted where pelvie abscess exists,

Operation.—On February 13 T made a small incision in the
vaginal vanlt just posterior to the eervix, and after peeling back
the mucosa entered Donglas® pouch with a pair of blunt artery
foreeps. A very small amount of pus and a few flakes of fibrin
eseaped, but the mass was in no way diminished in size, Realiz
ing the presence of an unusual condition, T packed the opening
in the vault and immediately entered the abdomen from above,
Filling Dovglas’ sae almost completely was a tumor mass evi-
dently sprinzing from the sigmoid flexure, which had rotated
00 deg. an! had beecome firmly embedded in the pelvis. Tt elogely
resembled a reetal cancer.  On eareful manipulation it was
brought ont of the pelviz, and on inspeetion no lymph glands were
demonstrable.  The di d segment of gut was removed and an
end-to-end anastome me with Connell and Lembeort sutures,
the former being employed at the mesenterie junetion and for
about two-thirds the eircumference of the gut. A portion of the

nding eolon was bronght up into a small incision in the left

o Journal of the American Medical Association, November 1,




inguinal region and made fast, so that if occasion demanded it
could be opened with a thermo-cantery at a moment’s notiee,
Drains were then introduced into the vagina and also through
the lower angle of the abdominal incision. At the end of the
fourth day there was considerable abdominal distension and the

FIGURE X, DIVERTICULA OF RECTUM WITH AHSCEsSS BETWEEN T
BOWEL AND UTERUS

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 recov-
ered. The small fistulous opening was a few weeks later readily
closed under local anesthesia, and the patient is now (Mareh 1,
1906) perfectly well.

T

W S et

%




34

Examination of Tumor.—On laying the tumor open we found
that there were two reetal divertienla passing out into the adipose
tissues, and communicating with the lumen of the gut by open-
ings not more than 1 mm. in diameter (Fig. 10). The larger
divertienlum was 1 em. in diameter and filled with a fecal mass.
The floor of this divertieulum 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
abcess between the tumor and the pelvie floor was due to the
extension of the inflammatory proeess to the peritoncum of
Douglas’ poneh,  The divertienla were lined by atrophic mucosa.

A rectal examination of this ease would have yiclded little in-
formation beyond the deteetion of some narrowing of the lumen
of the bowel, which is often present in cases of pelvie abscess.
In this case eancer of the bowel might very readily have been
diagnosed and a eolostomy performed.
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It has long been known that sarcomatou 1N
ceur in'myomata. In 1860' Virchow gave a very «
ccount of the gross and histologic pictures in <uc¢
In 1872* Chrobak drew attention to this class of o8
ind in 1887* Ritter gave a full survey of the literature
ip to that date. The question was fully discussed b

Williams,* as well as by Schreher,® in 1894 ; and in 1895
L. Pick.® The article of Gessner,” published in 1809

s the most exhaustive that.we possess, and will well re

ward a thorough study. Among the more recent and h

cid articles is that of Wier,* published in 1901, and that

of Jacobi and Wollstein,® whieh appeared in 1902

ut it was the excellent paper by Charles P. Noble,

* Rtead, before the Johns Hopkins Hospital Medleal Soclety
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that first thoroughly aroused gynecologists to an appre-
ciation of the possible danger of allowing myomata to
remain year after year without operative interfercnce,
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 by 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, I advised opening the uterus im-
mediately on its removal as a routine procedure to see if
by any chance carcinoma of the body existed.'® Since that
meeting 1 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
showed nothing I.  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
throngh the tumor and some degenerative changes were
noted, but 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 most
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 in-
terstitial and subperitoneal myomata. Two years later
sudden collapse due to hemorrhage from a sarcoma de-
veloping from the cervical stump (Fig. 1). Re-exami-
nation of the original tumor showed typical sarcomatous
transformation of the myoma (Fig. 2). Later intestinal

10, Thomas 8. Cullen: “Sarcomatous Transformation of Myo
mata,” Jonrnal A, M. A, Aug. 8, 1903,
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Death eight months after the second operation

Patient.—Mrs. W., aged 42, was seen in consultation on Jan
22, 1003, For several years the menstrual periods have been
exceedingly free. From time to time she has been treated for
lyspepsin and for some cardiac lesion, but not until recently
has any abdomiral 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 be normal. Filling the
vaginal vault ard extending half way to the umbilicus is an
irregular myom: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 difi
culty and the large mass felt in the region of the liver proved
to be a subperitoneal and pedunculated mycma. The uterus
was removed from left to right. The left tube «nd 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 less than three months
she was in perfect health. 1 saw her on Jan. 1, 1005, and she
was in excellent condition.

Second Operation.—Feb. 17,1905, 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. Gorter was called
to see her and advised immediate removal to the hospital

On examination, under anesthesia, we found the p« vis partly
filled by a mass about the size of a small cocoanut. This ap
parently involved the left side more than the right. The left
wary having been saved at the previous of
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 em. 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 eavity. ¥or 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

ation, we thought




Sarcoma developing in the corvieal stamp.  (Gyn Path
L The pelvis viewed from above.  Rising from the
tween the bladder and the rectum 18 a smooth lobulated

senting u somewhat searred appearance.  To (he left ix

and I left ovary. The right appendages were
at the firs ration

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, 1

For the preceding four or five
weeks she had had gn at difficulty in securing an evacuation
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of the bowels. On examination we found that the pelvis was
practically filled with a new 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,
passed it outward beneath the sheath of the rectus for about
an inch and a half, then made a longitudinal section through
the sheath of the rectus and through the fascia to the skin,
attaching the bowel to the skin. The bowel, therefore, was
brought upward, then outward and then upward again. The
patient experienced a great deal of relief. Her bowels moved
v twice a day, but she had practically absolute control,
re was no escape of fecal matter except at stool. She im

v considerably. Occasionnlly there was some discomfort

m the rectal tenesmus due to the ever-increasing growth

essing on the remaining portion of the rectum; otherwise she

1« comfortable. She remained in the hospital until about the

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

Deseription of the Sarcoma Developing from the Cervical
Stump.—The specimen (Fig. 1) consists of a mass of tissue
10 by 8 by 5 em. It is somewhat lobulated, is rather smooth
and on its under surface has a basal attachment, extending over
an aren of about 5 by 5 em. The tissue is of brain-like con-
sistency, yvellowish white in r. It tears with the utmost
readiness,  On section the mass is found to contain a large
irregular area of hemorrhage, At one point is a eystic space
2 by 1.5 em. This is divided by trabeeule into smaller spaces
and is filled with blood clots,  The general character of the
growth is elearly evident without histologic examination

Histologie Examination—The tumor is found to be made up
of a sen of cells, Most of these cells have oval, vesicular nuclei
and bear a striking resemblance to those of muscle fibers, The
cells themselves are spindle-shaped, with deeply-staining nuclei
two or three times the natural size.  Others are irregular and

ply.  Again we have masses of protoplasm con

six deeply staining nuelei. At other points

re giant cells where the nuclei are not over one-third

usual size.  In places are seen spindle cells undergoing
division, There are large irregular plagues of protoplasm con-
taining fragmented nuelei and eells showing typieal nuclear
figures.  The nuclens itself is etimes dividing into five or
six young nuclei.  The blood vessels are large and abundant
The majority of them appear to be veins. Some are filled
with thron and the tumor cells are grad v obliterating
them. In faet, dividing tumor cells can be demonstrated lying
free in such blood vessels.  In some places the tissue is much
ravified, and in such areas giant cells are particnlarly abun




Deseript the Original Tumor.—The specimen (Fig. 2
sists of o globular uterus, approximately 18 em. in diame
ter It is smooth an istening. On the surface one or two

nodules can be 1. Attached to the right cornu is »

kidney-shaped subperitoneal nod

e 13 em. in length and 8 cm
broad. It is attached by a pedicle, 2.5 by 1.5 em., and is freely
movable. The uterine cavity is 17 em. in length and is mark

edly convex, owing to the fact that the growth projects inwar

rom the posterior wall. The mucosa, on the whole, looks nor
mal, but is atrophic. Near the fundus it has undergone ir
e places almost plete atrophy, the growth in the pos
terior wall shining = 'r
I'he ater enlargement of the uterus is due t ireular

nodule, 13.5 cm. in diameter, occupying the posterior wall
This nodule is almost spherical. The central portion has, in
part, undergone typical hyaline degeneration, us is evidenced

le. On

by large and small spaces traversed by delicate trabeet

careful

xamination there are several areas presenting a homo
geneous spongy appearance. These form a part of the myoma
tous tis They vary from 1 to 4 em. 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 1.5 em. in thickness, and in

some places there
is a covering from 2 to 5 mm. of uterine muscle separating the
growth from the mucosa

Histologic Examination—The areas indicating hyaline de
generation are entirely devoid of nuclei. ¥

the tissue has
undergone the usual complete hyaline transformation. Many
sections have been taken from the areas s esting 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 size and in
staining properties, One is instantly reminded of a sarcoma
tous transformation. In the more characteristic sarcomatous
sas where the cells are still preserved we see the same histo
logic changes. The nuclei are four or five times the natural
size, 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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<ituated in the center or at the margin of the cells. Again,
<ome cells contain six or seven nueclei. The picture instantly
<uggests sarcoma, but it is impossible to tell with certainty
whether the wih really started in the muscle fibers 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 persist, but the endothelium is present and the cells of the
vessel wall are stained deeply and are irregular, sugges
that the connective tissue of the vessel wall is also undergoing
a malignant change.  The deeply staining cells stand out in
sharp contrast to the surrounding areas of hyaline degenera-
tion, Both macroscopically and microscopically areas of calei
fieation ar» evident. At no point do we 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 cases?” The supravaginal operation is the
casier one; it leaves a better support to the pelvie floor,
there iz less danger of tying the ureters, and, as the blood
supply of the bladder is little interfered with thero
is less likelihood of a postoperative cystitis. The advant-
ages of the supravaginal operation appear to more than
outweigh the dangers from malignant changes oceurring
in or associated with myomata. This cz 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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reaching as high as 103 F. She was admitted to the Church
Home and Infirmary July 27, 1906, There was considerable
edema of the lower part of the abdomen and same edema of the
legs. On admission to the hospital her temperature was 100 I
pulse 105. On the morning operation the temperatiure wis
100 F.. pulse 100, respiration normal
Operation. ~July 30, 1906 P'rior to receiving  the anes
the patient was thoroughly washed and all preparations
peration " o that she might vemain as short a
ible under ether, 10 was impossible for her 1
ntly she was operated onin the sitting post
A incision was mde over the most prominent port of the
tumor and U attempted to puncture its the growth, however,
tarted to Wesd and no ¢ wild eseaperd. 1 continned the
incision upwar e T it ny large veins pro
jected into the tume: triet o Fhe incision
vos grandually continmed upward antil the siphoid was reaelied

Fig. 10, We found that the lavge vessels going fo the tumor
were omental in crigin and that they were spread ont over the
entire upper surfie me of them were fully 7 or 8 mm. i
dinmeter,  The tumor sely adherent to the anterior a
to the lateral aldominal walls, These adhesions were gradually
shelled off with the hand, but 1 had to nse the ufmost eare an
do all liberating under sight, as the rupture of one large veir
might have cansed the of the patient’s life before the
hemorrhage could have n checked \ecessory v Is als

from the stomach and the liver to the tumor The

of the tumor was not more than 1.5 em, 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
3 em. in diameter. We had no liver needles handy, so T used
sharp Hagedorn needles, running the eye through instead of
the sharp end. This device answered admirably and the liver
sleeding was easily checked by four eatgut sutures, The uterus
and the right tube and ovary lay under the surface of the liver
Anticipating the possibility of great dificulty in controlling the
tumor, we had prior to operation sterilized a large foot-bath
and covered it over with a sterile sheet. The foot-hath held
about one-third of the tumor and the person who took charg
of it was able to guide the tumor in the desired direction with
wit allowing it to slip from his grasp. The tumor was drawn
fownward and outward and finally delive: from the ahdo
men. In the lower part it was extraperitoneal. I closed the
thdomen, but left a small cigarette drain in the extraperitoneal
souch just over the symphysis.

Postoperative History—The patient stoad the operation well,
Sut was commencing to collapse by the time we finished. She
was under ether for one hour and twenty minu
of 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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middle of the abdomen as the tissues were gradually contract
ing. After the lapse of two weeks the reeti muscles conld
and coming in and the costal

he folt gradually contracting
ireh was fMattened down to some extent.  When | examined her
ix weeks after operation the reeti muscles were well up in the
domen, being not over 10 em. apart.  The skin had contracted
lown wonderfully.  The pendulous skin over the symphysis had
vetracted to a marked extent and the ribs were almost in their

normal position At the t of operation there was a good
eal of edema of the abdominal walls, There was also edema
f the legs and of the buttocks AMthough the utmost care
vs used, & bedsove doveloped several days after the operation,
there being a black slongh over the sacrum G e in diameter
nd surrounded by a faint red halo wl el from
" re on the table The patient had vdema of the
Back, but cod to sit up during almost the ire opera
1 After she went home she rapidly vegained her strength
| lsore gradually div 1oand in time entively healed
1 nishing that \ " the
‘ n
b / 1 \li X, Ellicott, superintendent of
) the

M pie Kea ation (Gyn, and Path, No, 10382 The

hardened specimen is about 50 cm. in length, 45 em. in breadth

and approximately 25 em. in thickness or the entire anterior

ulhesions, Attached to the

surface and laterally are numer
upper border is an area of omentum 20 em. in breadth and the
Nardened vessels vange from 5 to 6 mm, in diameter. The ped
and

icle of the tumor is 1.5 em. in breadth, 1 em. in thicknes

the portion removed is L5 em. in length,  Situated just heneath

the pedicle and attached to the surface of the ovary is a picce
2). On pressure the tumor

of liver substance 3 by 2 em. (Fi
in part seems to be solid, in part cystie. At operation when
I attemy to puncture the tumor, nothing but blood was
encountered.  The growth is, however, evidently made up of
cystic space and numerous smaller ones, together

one larg
with the semi-solid are Over the part that is cystic the
muscle fibers have heen tly stretehed and thinned out and
there are little hernial projections, the picture heing ana
to that found in a shightly sacculated urin bladder. On
eater part of the tumor is found to consist of one

section the g







wome points there is typical liguefaction, The inner surface of
the evst has no epithelial liniy it is covered with hlood whicl

i« faintly organized

Dr. Herbert 1% Cole, in looking over the literature |
me. | ithout 210 cases of large tumors of
the ut

| 1} 1 1= oum Vas tha
it \\! r tumor weighed 8% powm
| W | vand mu [ the fluid wa
removed before the tumor was extirpated. Among other
wiiecessful cases is that of Eastman, in which the umor
weighed 60 pounds

There are numerous instances of tumors weighing
from 10 to 60 pounds, Keith, for example, reported one
of H¥
kins we have had very lar
ton reported an instance of a fibrocystie tumor weigh-
ing 91 pounds; Tait reported one of 68 pounds, and
Stockard one of 135 pounds,  Stockard's patient died
after tapping.  Melntyre of St. Louis ope rated on a
patient with a tumor weighing 9314 pounds.  The
n died of peritonitis,
latonofT saw a patient with a tumor weighing 90
pounds. Two unsuceessful operations were performed
and the woman died of gangrene without removal of the

pounds, and in Dr. Kelly's service at Johns Hop-
ones.  Knowslev Thorn-

worn

tumor.

Hunter speaks of a 110-pound tumor seen at autopsy
Gilliam says that 200-pound tumors have been seen
Such data, however, are hardiy 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. 16, 1902, There were
numerons adhesions, and the entire growth was removed
under Schlcieh’s solution and a few drops of chloroform

Those wishing to get full data on this subject should
read the articles by George W, Johnson,' G. Piquand,?
Joseph T. Johnson,* McIntyre! and Clarence Wehster.®

“Ihromata of the Uterus

1. Johnson (G W) ¢ Collected Cases of
with Tabl Amer. Jour, Obst., 1345, 1
2. Plquand (G.) : Les Tumeurs Fib
de Chir, 1908, xxxifl, 402
2. Johnson (Joseph T.): Amer, Jour. Obst, December, 1801,
1420,
4. MeIntyre : Tig Jounsar A, M. A, 1801, xvil, 13
A Wehster (Clarence) : Jour. Obst. and Gyn, Brit. Empire,
August, 1003, 133

Kystiques de L'Uterus. Rev.
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blood supply in the uterus.  As the pedicle be
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
vessels, 1 have studied

this case, sends in very la
a large series of such cases, which will be published
by Dr. Kelly and myself at a later date. In the more
advanced cases the omental fat disappears completely
il the vessels lie just between two peritoneal folds, In
thi¢ case the cord of omental vessels forming a rope 6
em. in diameter seems almost unique,

Cask 2., a colored patient of Dr. Scheller, of Hagerstown,
vas admitted to the Hagerstown Hospital, Ax 4, 1006, She
hadd had an aldominal tumor for five years, The tumor rose
shruptly amd projected fully 18 inches from the general alvlom

inal contour, The vagina posteriorly was greatly encroached on
Operation.—On opening the abdomen a tumor was enconn

s adherent everywhere to the anterior abdominal

Wl and also laterally Bunning into the anterior surface of
the tumor from its upper end were hlood vessels, some of them
toveranarea 16

wearly 1 em. in v, They were spread on

Jown the vight side of the tumor and

ving Deneath it was a rogular vope of blood vessels (1

poowere covered with peritonenm and were evidently

A perfeetly free from the surrounding stroctures,

ment but no fat was present. These vessels formed a mass
6 oem. in diameter and looked and felt like small n s of
nakes,  They could be traced down to the lower end of the
tumor, where they spread out over its surface and plunged into
its substance, One of the vessels, 5 mm, in diameter, passed
own by itseli and lay absolutely free, It was isolated for a

listance of 18 em., being devoid of any attachment whatever
It originated in the omentum and extended downward and
plunged into the tumor After liberating the vasenlar supply
we found that the tumor was attached to a small myomatous
em. in breadth, 5 mm, in thickness
wtained but one blood vessel of any size. The pedicle

uterus. The pedicle was
and
vas ent and the tumor delivered. In the vessels passing from
a8 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, althon
had not lost mo
wtion, the patient still retaining her my
v second myoma fully

the omentum we encounters

v she

than two ounces of blood, we ceased the oper

matous uterus and

» e, 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 meter. As soon

as the patient r ins her strength thoroughly T hope to remove

the uterus and the large parasitic myoma
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the lower part of the incision. The patient improved rapidly
and left the hospital feeling perfectly well,

Deseription of the Uterus (Gyn, and Path, No. 9810).—The
specimen consisted of an irre r and globular mass approxi-
wateiy 1SX17x15 em, in diameter. Its surface was everywhere
vovered by adhesions, and at numerons points were openings
irvegular in shape and varying from 3 mm. to 5 mm. or more
in dinmeter. Through these openings quantities of pus welled
ont during the operation.  The pedicle or et surface was 4 em
in breadth, 3 em, across and in the central portion of this was
what looked like the cervical canal. On opening the specimen
titer it had been hardened we found that this tumor was the
erns  (Fig, b he walls varied from L5 mm. to 4 mm
in thickness

Fetus: Snugly filling the entire cavity was a fetus (Fig 5)
Ihe Tength of this fetus from elbow to axilla was 7 em., from
elbow to shoulder 8 em,  The breadth of the fetus in the axillary
line was 13 em.  Other measurements could not be made on
weount of the distortion of the ¢hild, but it appeared to be
i cight-month fetus, The skin was somewhat macerated
Ihe child had evidently been a mulatto, as in many places
the mottled appearance was still present. At other points,

ver, the outer skin had been rubbed off and the surfae
lad the pale appearance of a white ehild. The hair which

15 matted up against the uterine wall was enrly and black
vnd several eentimeters in length,

Placenta: The placenta ocenpied the lower quadeant of the
il projected over the ecervis; there had been a partial

ta praevin. The placenta at the thickest portion wa
thick i Attached o the surfuee of the ehild, espe
cially in the vicinity of the hair, was mueh friable, yellowish
material. This locked very much like inspissated pus. 1t was
from the surface of the uterus at points of perforation that
the purulent discharge came during the operation
of Uterine Wall: Sections from the uterine wall
[ that the outer surface, at certain points, partienlarly
vhere it was adherent to the abdominal wall, was covered by
numerons adhesions, On the protected side euboidal eells were
visible.  The muscle at such areas showed a great deal of
small round celled infiltration.  The inner lining of the uterus
vas mch altered. There was a good deal of canalized fibrin
and also regular ribbons of hyaline and eanalized fibrin,  Just
beneath the surface and on both sides of this were numerous
small vound eclls and polymorphonuelear leucoeytes. At a fow
points ealcified villi could be made out. Decidual cells were
still in evidence, but they had become smaller,
Remarks.—There had evidently been a chronie inflammation
of the inner surface of the uterus coupled with an inflammatory
process on the outer surface at the points where the uterus was
adherent to the abdominal wall, In this case there had been







siste] «o long without giving rise to any alarming symp-
toms. The nourishment of the abdominal pregnancy
was, of course to a great extent furnished by the
omentum

Case 4, Gyn, No, 132 J. AL, coloved, married, aged 28,
was admitted to the Johns Hopkins Hospital from the dispen-
sary, Sept. 27, 1906,

History.—She complained of pain and swelling in the abdo
men, Her general health had always been g and she had
never consulted physician before Her menstrual history
vas unimportant,  She I been marvied fifteen years and had
lad four children, the st nearly 15 years old. The second
child was deficient mentally but lived five years, The third was
10 years and the youngest 8 years of age. Her labors had all
been normal; there had never been any misearriages, For some
veinrs she had had a slight amount of thick, white, foul-smell
ing discharge, more marked before and after her menstrual
periods than at any other time. For several years she had been

nstipated, the bowels not moving for two or three days at a

time. She had passed no blood nor mucus,

Present Hiness.—About four years ago she noticed a small
lump in the lower 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
nansen or vomiting. Her menstrual periods had been regular
althongh she had had a very seanty flow. She was certain
that she had felt movements of the child, About the time that
lalor should have come on she had bearing-down pains begin
ning in the eveni and lasting until early morning. The
pains ceased then and never returned.  The patient thinks that
she lias never had any other signs or symptoms since that
night.  The breasts gradually beeame soft and dried up, The
tumor seemed to decrease slightly in size. No movements
were felt and the patient suffered no discomfort. She became
convineed that she had a tumor.

Symptoms: U bout a year ago she conld go about her
work withont difficuliy, but then she began to notice a little
soreness and the “tumor began 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
nanseated but had not vomited. After walking a good deal
thers was a burning sensation in the lower part of the abdo

en, and during the last two months the headaches had been
quite severe, The patient had to stop work on account of the
burning pain that would come and go. This pain was eased by







I'ie corvix was firm.  There was slight bilateral laceration,
Ihe uterus was in anteposition, normal in size and apparently
in no way connected with the abdominal tumor. Movement of
the timor did not draw the cervix upward,  Clinieally, the
tumor was thought to be an ovarian eyst or & myoma, but no
elinite diagnosis conld be made.

Operation—Sept, 28, 1006, After making a long abdominal
incision it was found that the abdominal cavity was occupied
by a la “tumor of the left ovary,” to which were adherent
the omentum, the entive transverse colon, a portion of the sig-
woid, and the aseending colon, The uterus was densely adherent
to the vight side. The omentum was tied and cut, a portion
being left attached to the tumor, the proximal portion being
reflected backward with the transverse colon, In doing this the
thin wall of the tumor was ruptured and an ounce or two of
thick creamy, yellowish material escaped. This was rapidly
sponged up, and further escape controlled by pressure with
ganze.  In order to avoid infection, so far as possible, the right
tube which had been converted into a pus sae and was adherent
to the eystie tumor was liberated, The broad ligament on the
loft side was clamped and eut so that the tumor could be
shelled out of the pelvis and tipped over to the left side. In
this way the grumous contents of the eyst were prevented to a
sreat extent from eseaping into the abdominal ity. After
the tumor was shelled out there w great deal of bleeding
from the mesocolon.  This bleeding was checked as far as pos

by sutures and the trunsverse colon was then curved in on
v that the mesocolon formed a funnel \ ganze drain

was introduced into this as it dropped down on the pelvie

brim and was hrought through the vagina. In this w we
were able to check the bleeding almost completely. The abdo-
men was closed without drain; from ahove

Result.~The patient made a very satisfactory recovery and
was discharged Oct, 21, 1006,

Dexerviption of Tumor (Gyn, and Path. No. 10417).—The
specimen consists of an abdominal tumor which was connected
with the left broad lizament and the left tube and ovary. 1t
was absolutely free from the uterus, which was not removed.
The specimen in the hardened state measures 24 em, in length,
18 em. in breadth and 16 em. in its anteroposterior diameters
(Fig. 6).  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 down on it. Covering almost the entire upper
surface of the tumor is omentum, which is densely adherent to
the mass and furnishes a large part of its blood supply. The
walls of this tumor vary from the thickness of paper to two or
three millimeters.  From this tumor grumous material, like
fat mixed with pus, escapes and at several points hair ean be
seen.  On cutting a window out (Fig. 6) the interior is found
to be filled with a fetus, which is of at st seven or eight
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There are several points where slight uleeration of the sur
Lhese points correspond to the very thin

face has taken place.
which was

as noted in the outer covering,  The right tul

a
wo firmly gl
it, in the hardened state
tirely covered by adhesions, and at its fimbriated end reaches
25 em. in diameter. The ovary is also covered by adhesions,

but is not enlarged
The left ovary is very mueh flattened and covered by ad
hesions.  The tube runs over into the tumor mass and is lost
It is flattened out and at one point measures .8 em. in diameter
The placenta is attached to the left side of the mass.
Histologie Eeamination.—The enclosing the fetus shows

that where the omentum has been adherent it has been trans

wst entirely into new and old connective tissue

formed «

even the outer adhesions which econtain islands of adipose

tissue are for the most part made up of dense fibrons tissue

Passing inward the fibrous tissue looks older and then hyaline
1

e and form closely resemble placental

areas are seen which in
villi. DBetween these are many small round cells and spindle
cells, The inner portion is composed of similar hyaline areas
surrounded by a zone of brown pigment that has evidently re

sulted from an old hemorrh The inner surface is lined by

necrotic tissue which is especially rich in canalized fibrin, con
taining chielly polymorphonuclear lencoeytes,  In no place is

the vidence of musele fibers and it looks as if the case was

one of an abdominal pregnaney in which the sac, which was

partly pported by the omentum, had gone on to new con
neetive tissue formation

Remarks.—As noted in the deseription of the operation the
utern < in no way implicated in this growth. It was sit

wated in the center of the abdomen and gave no signs of being
half of a bicornuate uterus
Diagnos hdominal pregnancy of 4 years' standing, sup:

of the sae, dense omental adhesions

oy

CHORIOEPITITELIOMA WITH THE UTERUS TIHE SIZE
FIAT OF A FIVE MONTHS' PREGNANCY ; [IYSTER-
ECTOMY ; APPARENT RECOVERY.

This disease, although by no means rare, is not very
common. From Baltimore only two eases have heen re-
ported. In 1 J. Whitridge Williams,® under the title
“Deciduoma Malignum™ reported a case oceurring in the
University of Maryland Hospital ; and in the last edition
of Kelly's “Operative Gynecology™ a ease is cited from
the Gynecological Department of the Johns Hopkins
Hospital. Thus at the Johns Hopkins Hospital only two
cases have heen encountered in 17 vears,

6. dolins Hopkine Hosp, Rep ., vol Iy, 1505
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dence.  ‘The specimen is particularly interesting on ac-
count of the uniformity of the distribution of the growth
Jiout the entire uterine body

throt
Casg £ ivn, No. 132
Tohns Hopkins Hospital on Aug. 31, 1006, and was discharged

1.—The patient was admitted to the

on Sept, 25, 1906

Eramination—She was not very well nourished The mu
us whranes were of o fairly good color. There was no
adular enlargement.  The heart and lungs were normal
On examination Dr. Rushimore found the abdomen mewhat
istended by a firm mass which rose out of the pelvis and ex
tended as high as wimbiticus, rather more prominently on
the left than on the vight side The mass was slightly movable
wnd not fender except just ahove Poupart’s lignment on the left
ide. 1t was regular in ontline and on deep inspivation its
pper bordor was obliterated by the surrounding § y
e v nal outlet 18 moderately relaxed, the cervix high
in the vagingl vault, Tying far back and pointing downward
Ihe cervieal i ere not hyy hied: the os was slightly
adous,  There was no induration suggestive of new grow
in the pelvis was uniformly fixe.  On examination
ther, the tumor seemed to be freely movable, but re

< in dinmeter with a cystic mass

. 1 filiraid about 6 ine
n the left. The breasts contained colostrum

Dernt Soptember 31 On exposure of the enlarged
ferus the appearance suggested pregnancy very strongly, The
vessels were mneh dilated N finite nodules conld be made
it in the fundus, but on the posterior surinee \ v slight
prominence with a ecarions  vellowish  discoloration of the
tissne heneath, and there were numerous dilated Blaod vessels
uggestive of a malignant new growth. As a definite dingnosis
could not be made from palpation we decided to incise the

uterus over the prominence, at the same time earefully walling
it off, =0 that there would be no danger of infection and the gen
eral eavity would he profected.  On ineision a vasceular new
rowth was immediately seen. This had a spongy appearance
and immediately suggested a malignant growth differing en
tirely from earcinoma and in no way resembling sarvcoma. The
incision was immediately closed with silk and the uterns re
of the

thdominal wound in order to drain down to the peritonenm

nal dreain was insevted in the lower ang

The liver was carefully examined for metastases, hut none
conld be detected

Result.—The patient was examined on September 24, prior fo
her discharge. The abdominal incision was well heal neither
induration nor tenderness could be made out in the vaginal
vanlt.  Dr. Holland, writing me on Oct. 20, 1006, says: “I re-
ceived a letter from her two days ago. She was able to he abont
the house, is cheerful, and is gaining in strength. She still
comp! s of pain in the right arm which developed when she
was in the hospital







Jarge and lobulated.  Seattered throughout this decidual-like
tissne are numerons vacuoles. In the vieinity is much canalized
fibrin with isolated eells of a smaller character seattered
wghout it.  The protoplasm of these socalled decidual
wherever situated, is of a brownish tinge At numer

15 points are isolated ma 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 ent across
In some places are large plagques of protoplasm containing six

more nuclei, and in the immediate vicinity the canalized
filirin contains eollections of polymorphonuclear lencoeytes At
v few points are elongated, very deeply staining masses of
hromatin lying free in hyaline material.  The line of de

ention hetween the muscle and the new growth is at some
ts sharply defined, but in numerons places the eclls of the
growth are wandering in and completely overwhelming the
filhers In the advancing margins there is a certain
nt of small round-celled infiltration, and in the cor
ding deeper portions there is a great tendency for th
th to undergo congulation necrosis,  This is undoubtedly
vioepithelioma, but one in which no placenta villi are
onstrable.

Remarl, e contonr and general form of this growth e
fore the uterus was opened corresponded almost identically
vith those of a myomatons uterus. There was on the left side
v slightly nodular elevation which was most sug ve of
myoma,  Curettings, of course, in this case would have yielded
nothing but necrotie tissue, but this should immediately have
gt us on our guard, Such a finding would exclude myoma and
would also tend to rule out adenocarcinoma, as in an adeno
earcinoma such extensive areas of congulated necrosis are
rarely to be found

Histologio Examination of Serapings Four Months Before
tdmission 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 fow suspicious changes no positive dingnosis could
have been made.

Gyn, 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,
elongated, some of them are irregular and stain deepl
picture is not one that would enable a pathologist to
satisfactory  dingnosis.  There are, however, islands that

strongly suggest sarcoma or that, considered in conjunction
with the history, st a malignant placental growth. The
section i< one that would certainly eall for further examination
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P . | iinoly difieult ing the removel of the latee catt wtous kidney ir
of the or removal is exceedingly difficu is ki i
or impossible.  1f it is located near the edge, January, 1 He . wpid; the temperature
was 102.5° |
amputation is not difficult; but if it is near the
middle of the lobe, a very large portion of the O peration. As she was losing ground rapidly,
liver must b otherwise a cavity i in immediate operation was decided upon.  An
left, which r ource of an alarming or  incision having been made over the tumor, it
even of an ur ble hemorrhage. When  was found to be perfectly smooth and free from
the growth near the portal vein or hepatic  adhesions.  The incision was continued up

irteries, operation is contra-indicated, since  ward to the free margin of the ribs and de

large branches of these vessels are liable to  ward almost to the anterior superior spine 9
be injuree 1 resulting neere of corre growth had originated in the liver. It was {
pondingly larg re of liver substance and  larger than a child’s head and almost globu
the death of the tient. I the growth be lar in form. The edge of the liver appeared
pedunculated, its removal casier, inasmuch — as a slightly elevated ridge, forming a crescent
1s the liver substance forming the pedicle is  over the center of the anterior surface of the
much tougher than other portions of the organ.  growth. (Fig. 1 Attached to the inner side of
I'his toughenin e to partial atrophy of the growth w the gall-bladder. 1 carefully

liver-cells \ — \ \
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examined the liver, but failed to find any se
ondary growths, and also was unable to detect
any evidence of metastases in the abdominal
organs or any thickening in the renal region on
the left side. The right kidney was about hali
as large again as usual, but v perfectly

wormal, considering the absence of the other
I'he 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

" THI

Ox14X1
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¢ entire growth had been removed.  Five or
large blood-vessels were encountered, which
rted  freely I'he cre picked up tl

rter orcey nd t nd t (

I‘\‘\H [ i:l! thre I ¢ entir Towt

removed without the loss of more than two
Ir of blood \fter the tures had been
tied, there | » bleeding from the
riace \ I ( o 1 1 T
remained a ra fully 16 cm. in length
O cm. | wltl Onn traction

the sutures I found that the raw sur
face could be rol 1 upon itsclf, so that the
two halves formed tlap I'hese were brought
together until | or no T bstance re
mained I'he ends of the tures that had
already been tic util to bring the
opposite side lodoform gauz \
placed beneath ¢ of t liver and also
on it riace \lthough the patient 1
ipparently in a desperate condition when she

went upon the tab he stood the operation
cll, and when she was taken from the operat

ing-room her pul only 104, and on the
xt day her temperature dropped to 1 I

excellent, and th
would hardly

wral condition wa

I'o look at

her, ong

NEIRMARY

GYNECOLOGY

S GEESSS SSAAS: SRERE1 SESETI SREL I ARASE) 0 |
Fig. 3. At the time of n th .
aching normal on the el fa \

AND OBSTETRICS

realize that any operation had been performed

she made a rapid recovery, and left the hospital

in r and a hali weeks

November 26, 1906 \bout 15t 4, 1004

picious areas of thickening were noted along
the renal scar on the left side.  In February,
1905, Dr. T'rippe informed me that from time
to time some sutures had come away through

mall sir ind that later the wound had
healed entirely. At the present time there is
marked local return of the cancerous growth
where the Kidney was situated, but there is not
the slightest evidence of any return of the
growth in the liver I'here is no doubt what
ever that the patient will soon succumb to the

, but it is now* four ycars
removed, and the patient,

original renal growt
the

veeks ago, had been able to go
H ysteromyomectomy; excision of a large gall
bladder containing a thickened arca suggestive

reseclion of a wedge of liver sub

Figs. 4, 5 and 6

o malignancy

sall-bladder

stance u

1pproximation of the cut surjace of the liv
uliures W eul r very.
™ HURCH HOME AN L1
. e - et S es Waw/ 152

| ) Joofu
$ + {
L b fw|»

' It gradually dropped f
ws the

1 the time of operation,

temperature-curve y
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A larg addd .
or f figgure « ented
f 1 t 1 of t ' 1
bladd . aed \
bles a sausag I r rea front
ot 1he f the ga 1 At
the § 1 11
of liver, and att o the fa '
eral adhesi For t At f the
1 ce Fi

Mrs. R, aged 47, seen in consultation with Dr, E. B
O'Reilly of Hamilton, Ontario, on August 20, 1906
T'his patient for a number of years has had sugar in
the urine at frequent interval
albumin. Eight years ago she noticed a small lump in
the uterus.  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, and extends
above the e patient is a very stout, well
nourished woman, weighing nearly two hundred pound

and has also had some

umbilicu

Operation. On August 24, 1900, T operated in
the Hamilton General Hospital, assisted by Drs

RGED

RY OF THI

O'Reilly, (
of the )
rtherme
Fortunatel
il
vell out

bladder and

We had no
Hagedorn
duced ey
ind mattre
duced, whi
urface

tood the

LIVER

lal vt

needle hich mi
first. Wi ordin
ch com

liver need! th

] ¢ Here t ATy
in thickne I'he inner surface
slightly corrugated and has de
the cystic duct there i
filling the gall bladder
haped and with a litt)
tone i em. in lengt) (
facets on either end eside t
ne about 3 em. in diameter
contains seve aller st
I'he thickened portion of th
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breadth. 1
has irregul
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URGERY, GYNECOLOGY AND OBSTETRICS
Qo oty oo g o e v i Fn
< 1
)
\ I ing ot
: O ! " I t t v droppe |
) ; ‘
I t t e S ha fourteen years, and
{ t intimat d it would  had had six child veek reviously, she P
« ble 1 dl bladder from the had complained of Iden, cramp-like pains in the
to liver ¢ t I't 1 ( tently for the
3 Miscr Descr S ns f in first twe four } \ sin becan
| I \ many plac how a typical  that she had to go t s nauseated k
1 lat t 1sisting of new connective -tissuc everal emetic L vomiting gave only temporary
o Lol pt clear leucocyte relief.  She remained i d week On
| \ lin pre morning after tl « ot the patient
| Wt prot TR n is cuboidal  noticed a swelling beneath the right costal margin
i Iri | \ however, the I'his caused much discomfort. By the end of the first
lerly \ round-celled  week the pain had ceased completely, but since the
ition first attack there had been occasional sharp pain On
| rea icke noted in the upper end of the A the tumor wa aler than when first ob
rall bladder is duc part, to massive infiltration by
all round cells, but also in a large measure to the m. The tumor is situated in the right
replacement of adipose t by connective tissue. The minal quadrant. It can be n 1 around
connective tissue I-bladder merges imper to some extent. It feels in contour very much like a
1 ceptibly that of the liver capsule, and in the prolapsed right kidney. It is firm on palpation. The
3 liver we have quantities of small round cells sur-  patient gives an indefinite history of jaundice five week s
rounding the ke bile-duct Whether the gall ago, otherwise we should have felt relatively certain
antedated nilammation it is impossible, of  that we were dealing with a kidney T'he patient has
nirse, termi not been able to work si her attack five week
Diagn Chronic purulent cholecystitis, with ex She thinks she has lost in weight
0 the inflammatory process to the liver October 14, 1906, A careful cystoscopic examina
. . : - tion showed perfectly normal urine and a normal
Obscure thickening of the gall-bladder, with  pladder mucosa. On examination the blood showed
den J liver and omentum; chole a leucocytosis of 14 although the temperature and
cvsteclomy, 1 wedge of liver § x 5 pulse on her admission were normal
om I S and g); approximation of raw Operation.  October 15, 1906, On opening
sver  sur mallress sutures of calgul;  through the right rectus, we encountered a thick
recovery ened and adherent omentum.  This was fast to
F.G 1. white; referred to me by Dr the gall-bladder, and the stomach and trans
Stumy t Virginia. She was admitted  verse colon were also firmly adherent to it. The
bl ctober 12, 1906, She com- gyl bladder scemed to be exceedingly firm,
plained of sudden, cramp like pains in the epigastrium | hine b ivee )
Apart from the fact that one brother had died of “scro and was encroaching upon the hiver to some !
i fula™ about cighteen years before, her family history ~ €Xtent. It was necessary to free the gall

Her

was good

menstrual history had been of no im

bladder from the liver, but the connection e
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Fig. 6. Longitudina f the gall bladder. For the
ter appearar l It luct iht
thickne and at thick I U
It re t t fa ¢

Wi f the ere dealing
th a K ) nei
1 f edge of

v i r I'he
dency t 1 ) " ff of the gall-blad

tween the two was so intimate that we decided to
take a wedge 5 em. in breadih out of the liver
Fig. 7.) The raw areas in the liver
brought together by ecight mattress sutures of
The gall-bladder was now freed down
was not much

WO

catgut,
to a point where the cystic duc
thickened. It was tied off on both sides, and
the duct cut across with a cautery. After all
bleedingihad been checked, three iodoform
drains were carried down to the stump of the

I'HE LIVER

ad ba f I
|

ystic duct and to the under r
liver. The bleeding was sl
duced to a minimum

In thi ¢ CTe SOme 1
from the thickening of it
the densely adherent omentum
mate relation between the liver
bladder, that a malignant growth
mencing, and consequently  de
would be much safer at once 1
wedge from the liver

I'he patient was returned from th
room in good condition, and spent
der of this day fairly comfortably
once.  On the second day she vor
I'he pulse was about 130; th
dropped from 1017 to 9o” in the ¢

face of
nd \
dder
nd the
il the
wi
wed th
0 remo
¢ oper
I
1
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the second day there wa
ng, and bile-stained fluid
imounts on the dre
cut liver
ccond day

considerable vomit
was present in large
I'his evidently came
Dressings changed on the
were saturated.  On the third day
light vomiting and the pulse was
From this time on the patient made
factory

ings
from the

there wa
rregular

L very sati recovery

November 14, 1906, 1 atient's wound ha

healed

the 17th
dder
of the

No.1

1 wedg

Gyn.- path
gall-bladder
wdherent piece
are of the hardened

the liver

consist
and of a

and measurements

of omentum

I'he gall-bladder itself is o
pyriform in shape (Fig. 7
in diameter.  The cystic duct is 8 mm
considerably thickened
bladder is a wec

cem. in length and is

7), varying from 1.3 to § cm
in diameter and
Intimately attached to the gall
ver, 4 cm

in breadth and 4 cm
in length. Th of liver varies from
cm. in thickne
e ugly tucked down to the edge of
the liver, and forms an almost integral part of the free

mm. to

omentum is s

urface 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 thickne I'he inner surface pre
ents 4 worm-caten appearance, as if it were the wall of

an abscess, At the fundus is a marked softening, the

GYNECOLOGY

AND

OBSTETRICS

Here it i
Fig.oa
bladder is f

the ¢

that the omer

most densely

tum i

ed is intimate
the gall-bladder wall can e
It would
bladder from
I'he

nitely greater

have
the live

danger of infec

Coverslips from the pus show quantities
morphonuclear leucocytes with detritus,
there long and narr bacilli. N
as we wished to harden th

Sections from the

of poly
and here
culture was made,

and

specimen before examini
gall-bladder that in some
places the lining epithelium consisting of high cylindrical

}
show

cells is intact, and that the gland-like spaces, due to
depressions, present a characteristic appearance,  The
troma of the folds at such points shows small round
celled infiltration, and here and there polymorpho

nuclear leucocytes olymorphonuclear leucocytes are
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

tissue

thing but typical granulation
consisting of young connective cells, and
capillaries, with here and there on the surface numen

polymorphonuclear leucocytes, and in the deeper por

wall has given way over an arca 1.2 cm. in diameter, tions cells that have taken up the brown pigment,
and at this point the outer covering is only 1 mm, in  evidently from hemorrhage. At one point in this
THE CHURCH HOME AND INFIRMARY THE CHURCH HOME AND INFIRMARY
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Fig. 8. As will be noted, at the time of operation the temperature was normal.  On the next evening it rose to 101
and then gradually dropped to normal, only once subsequently reaching 100.5°. The wration was normal

T'he next day it reached 1 30, and remained between 12

and 130 until the end of the third day, when it gradually dropped
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bl

wdder, showir

Fig. 0. Longit ection of a gall ing
adherent liver substance and a cavity filled with pus and
gallstones ot i onsiderably thickened
I'he gall-blac « ged Attached to its surface at

ts are masses of liver substance I'he walls of the
adder are much thickened, especially at At a

atrophy, and had it not been for the adherent omen
of the gall-bladder at this place might very
The gall-bladder is filled with pu

Jculi. See Fig

hout this are biliary ca

Ider

and scattered throug
7 for the unopened gall

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. T lerlving stroma shows
a good deal of small round-ceiled infiltration, and in the
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

¢

OF THE LIVER
v ( '
t I
I
« lera ¢ W
ha \ leal
wd numerou 1
Shind the thickoned
D, " \ and A
arge quantitic f pus and | t
r nplicati t \
smmatory process; de ;

Removal of a wedge of | 1
the gall-bladder certainly ha I
restricted field. Personally, in the ma
cases | would prefer to drain t
merely, agrecing with thosc 10 1 .
thorough drainage of the dammed

only secondary in importance t r
stones so frequently found

In some cases it is impossible to )
the gall-bladder without tearing the liver u
some extent, and in a limited number of «
one cannot exclude the possibility of card
noma In all such cases T think it just a
well to be on the safe side, and to remove not
only the gall bladder, but also a wedge of 1
surrounding liver substance We have found
one disadvantage in the entire removal of the
gall bladder; that is, the sudden elevation

N SOMe cises
In both of our cases there was,
from the charts,
but it gradually dropped to normal
case of resection of a portion of the liver for

of temperature after operation

1s will be se
i clevation of tempera

In our

tumor, however, it will be noted that the tem

perature, which was over 1 it the time of
operation, gradually dropped to normal
SUTURE OF ACCIDENTAL TEARS OF THE LIVER

In

I have had two cases of this character
the first there had been an abdominal absce

which had communicated with the liver, and
in exploring the cavity 1 tore the liver sub
stance I'he bleeding was excessive, but wa

rapidly and completely controlled by four
tress sutures of catgut.  In the
removing an 8o-pound subperitoneal, ped

culated myoma, a piece of liver substance wa

ccond ca
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( I the to the free margin of the r il y
| ) t ™t | t ) ol t | ! I'
0 ind 1 lay between the anterior abdominal wall and
Hagedor ( il bleedin 1 the omentum ntestines or abdominal con
on | | [ iures of  tent cre to be seen I'he ca 15 loosel
teut packed th iodoform-gauze, and the tient
left the table in a precarious cor ion. Cul
! Tvpns FHORCUME ures from the p owed no organism, |
s Spe inaérobic culture ere not made,  After a fo
' = / "5 (ays, large quantities of pus were discharged
) & ot o ,”: I'he temperature kept up; the patient became
! ' s By ’/ " delirous, and had to be isolated
A4 gl . g On November 3, 1903, the hiemogle va
4 ; per cent, and the leucocyte ore 15
(§ 1 A M 1, O the follo \ 1 ent was brought
t Jol " wn fo the operating-room, as her condition
H‘ 1 . : "3 . "“ s not satisfactory,  We could detect an arca
) i Of induration along the free margin of the rib
| Tt enteen  on the right side Artery - foreep ere intro
tis 1y duced into the opening, and carried out to where
0 & the induration had beer on the right
¢ If : P e e We then cut down upon the indurated
t f the perineum.  Four vear irea in the flank, an incision being made on
o the per i I at the Johns Hopkins  the outer side of the rectu I'he peritoneum
1 ! ] to her labor in was thickened, and there was much adema in
: ‘ Syt el e et the peritoneal tissues. The liver was found
Raren | contivind 4 lving just beneath the incision, and over a con
f nd . t date she ha iderable arca it appeared to be necrotic It
wl chill ! Arke r has beennoted.  broke up very readily under the examining
niot pital, she was exceedingly ana finger, and there was free hemorrhage 1'he
h the ha hin 26 per cent, and the leucocytes :
i I'he listinet haemic murmurs. but the inscrtion of three or four catgut sutures, how
Ranid s L Thel nds were also normal.  ever, with a blunt needle checked the oozing
I'he right ey hite scar was visible  completely.  We cut down on the edge of the
the ! purulent exudate was  Jiver and exposed a large pus-cavity
I“. J ) Sl st by the A6 ol Apparently the abdominal abscess had had
& ABREDD ol wite ibard. v wn in. its origin in the gall-bladder or had been a
wrated area m. in diameter. This was some primary liver abscess, but in no way had im
what pointed.  The lower part of the abdomen was  plicated the pelvic organs, and had apparently
Fand suggested a large abdominal tumor. There  hoen almost entirely anterior to the omentum
WA I Sl There was more o less tendermes I'he patient gradually improved
over the ent | woially over the small tumor L .
clevation in the loft side. On pelvic examination A 1005. She was taken out of door
not v I g I The cervix was high up,  githough her condition was still precariot From thi
utery frecly movable, and the appendages  gime on her mental condition rapidly cleared up, and a

perfectly free

October 21, 19058 An incision
hardenced indurated arca
On opening the abdomen we

Operation

was made
on the left side
encountered a large
smelling pus.  On careful exploration of the
cavity I found that it continued upward almost

over

abscess containing foul

decided improvement was noted each day
She was discharged on December 21, 1005

I'here was nc

with the

Wdominal wound completely healed
tenderness at any point.  The hemoglobin was
cent, and the

tory

76 per
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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itures througl ¢ Iriahi erial
blecding was absolutely stopn Ha :
100 mu 1orce [} over nt 1 1
v I 1 ndo « hr .
- liver t It
S ul ren )
myvoma in ! 1 ’ I
roren umor (I r
) rio r
Mre, McA v M
S | § y
I 1 tunw
A\ I H { \
I
( 1 I
’ | 1
O peration 1 I
marked ab tentior Prior t
- ol he the i
oughly washed up, and all preparatior It
made for the operat
remain as short a time
It was impossible for her lie down; consc
quently she was operated upon in the sitting
posture I'he growth was removed with
great deal of difficulty, as it was evervwher
wdherent 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
ameter. ‘The adhesions were gradually shelled
£ off by my hand, but I had to use the utmost
care and do all liberating under t, as the
rupture of one large vein might have caused the-
loss of the patient’s life before the hemorrhag;
could be checked.  The pedicle of the tumor
was not more than 1.5 mm. in diameter, and
was situated directly beneath the ribs
On removal of the tumor I found that 1 had
brought away a picce of liver substance 3 cm
in diameter.  We had no liver-needles handy,
so 1 used a sharp Hagedorn needle, running
the eye through instead of the sharp end.  This
device answered admirably, and the bleeding
was casily checked by four catgut sutures, The

uterus and the right tulx
the surface of the liver.
closed without drainage,
a very

and ovary lay under
I'he abdomen was
ind the patient made

satisfactory recovery.  In this case, of

FHE LINEE

-
'/
1 lar a ¢ can learn, i the lar
[ full r " the m
the bringing a it o
r consideratior I
checked w
wre rapidly than we ar
ible to control ¢ uter
furthermore, it 1s Checked so thorougl t
we did not deem it necessary to drain 1
ibdomen
Liver surgery i auely explored field
nd will certainly near fut Cngero
much of the attention of the abdominal sur
COt We agree thoroughly with the dfctum
ol ulicz, expressed in the terse sentence
I'o my mind, Kousnietzoff's needl the «
of Columbus in the technique of liver surger
ind with W. W, Keen when he sa \fter
my experience with these three ca I should
h v hesitate to attack almost any hepat
tumor ‘«4"“ {8 ¢ 'AI‘.'\ 1 L]
APPENDIX
While operating on my first case
discovered the secret o i 1w live
An assistant gave me a long t

that had lost its point, and as we
to delav, I used this, and wa

the absolute
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merely

N nictzoll needl nd all the credit for
troducing the needle that will push the vessel
le or other instead of piercin
bele K ousnictzofl
I sent lor nd curved liver-needles to some
my frici erent parts of the country

Dr. M. H. Everett of Lin
ka, I have recently heard

ul the same satisfaction with this method

uturing the liver as we have had, the cor
ol 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 role thal 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 cases 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 ave interested chiefly in that group of cases
where the tubes and ovaries are 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 subperitoneal 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

® Read In the Section on Obstetrics and Diseases of Women of
the American Medical Association, at the Fifty-elghth Annual Ses
slon. JTane. 1007
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branches and then enter the tumor, or they may rlunge
at once into the depth. As a rule, we have found large
arteries each accompanied by two veins, The veins in

some instances reach tremendous proportions. In one
case, for example, some of them were more than 1 em.
in diameter and looked like small snakes.

Fig. 1.—The gradual disappearance of omental t when the
omentum sends many vessels to a parasitic myoma (Path, 7925).

The uterus Is about twice natural size and contalns several
small myomata. Attached to Its anterior surface by a short slen
der pedicle Is a siightly lobulated myoma and attached to the
myoma over & wide area ls omentum. At a the omental fat still
presents the usual jpearance, At b there Is atrophy of the fat
and the vessels nd out clearly. At ¢ there Is stlll further
atropby of the omentum, only Immediately around the vessels
does the fat still persist. At d all semblance of fat has disap
peared, and we see the omental vessels apreading out over the
surface of the tumor or plunging directly into the depth.




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 are 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 cha
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 are merely supported by the peritoneal folds
of the omentum. The fat continues to be absorbed until
little or no trace of omentum remains, and the vessels
are only recognized as omental on account of their rela-
tion to the transverse colon. This is strikingly well
shown in one of our cases, where a small fringe of fat 1
em. 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 eupply 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 em. The function of the omentum
is certainly marvelous, as was noted in one of our cases,
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,
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which was densely adherent to the pedunculated myoma,
were markedly dilated and tortuous lvmph channels.
In anothe: 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 ard subperitoneal. 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

ten 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 we wonld 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 tie under
sight, consequently the incision must be sufficiently long
to enable the operator to see all the vessels clearly.




Fig Parasitic myoma recelving a large blood supply trom
the_omentum riin ¥ f the omental fat (Gy
The sketch was made immediately after operation T
Is normal In size. Attac short llv'uth'r ¥ v|
fcle Is & myoma 1 cm. Covering the mnr— upper surface of
the tumor ‘are omental adhesions. and as seen from the patho
logle report the greater part of the myoma had undergone hyaline
and cystic degeneration
The pleture well deplets the gradual the adipose tis
sue that follows when many omental seln ‘are furnished s {0
@ normal omentum Is seen, whi at b the blood vessel
lost its adipose covering and stands out clearly In the lower
rqn of the omentum all trace of fat ha disappeared. ¢, and noth
ng but the peritoneal layers of omentum and the vessels remaln
At d the vessel is very clearly seen. At numerous points even
yeum s £1ving way, clear spaces resulting.  In one of
" parge, tortous ‘vessel. e filled with clear fluld, s seen.
1t'T o markedly dilated Tymph vésel

Y aleast
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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 nof
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 may 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

Y seitic fluid was detected at operation,
yn. No. 9786, where the rounded myomatous tu-
hul to within 5 em. of the umbilicus, the abdo-
ntained 200 c.c. of free fluid. A glance at the
¢ill 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 ascitie 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 em. in extent. Some of its ves-
gels entering the tumor were not 1 mm. in diameter.
The abdomen in this case contained two ounces of clear

Alow serum.




t A partially parasitic myoma recelving part of its nour
ishment from the Falloplan tubes (Chureh Home and Infirmary No
4

The uterus contains sever:! Interstitial myomata. Attached to
the posterior surface of the uterus by a short pedicle Is a broad
lobulated myoma. On the left side an artery and veln 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
side Is what might be termed an unnecessarily long adven
titlous artery passing from t end of the tube to the pos
terfor surface of the tumor, where It plunges Into the depth. The
panying veln clings like a vine to the artery, taking a very
tortuous course. The fimbriated ends of both tubes are patent
he left ovary Is normal. The right was not removed. The cystic
spaces near the outer ends of both tubes seemed to be dilated Iymph
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 thinner until finally connection
with the uterus would be severed. The tubal vessels would in the
meantime, all have materially increased In size. With the entire
welght of the tumor now on the arteries and velns any misstep
or jolting might be suficient to rupture one or both of the vessels
and fatal bemorrhage would speedily ensu




fluid

:"hent.\l« vessels
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Flg. 8.—A partially parasitic uterine myoma assoclated with fers of ascitic fluld. Attached to the fundus by a narrow
pedicle Is a subperitoneal myoma. Plunging foto the edge of the§iyonn are the omental vessels. The omental fut has almost en
tirely disappeared. The myoma Is Intimately blended with the mu surface of the bladder, from which it recelves considerable
nourlshment. The abdomen is markedly distended with ascltic tod Tio small intestines were effectually held back by the tumor
and the omental vessels.
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In Case 6418 the subperitoneal myoma weighed 29
pounds, and the abdomen contained 500 c.c. of ascitic
fluid.

In Case 3387, where a partially parasitic myoma e
isted, marked ascites was present, seven liters of free
fluid being found.

In Gyn. 1383 one-half the omentum was densely ad-
herent to the tumor and the abdomen contained 14,500

. of straw-colored fluid and about 2,000 c.c. of clear

ike material that was scooped out with the hand.
The urine contained albunun but no casts. With r
moval of the tumor the albumin dizappe:

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 Tur JourNaL of the American Medical Asso-
ciation Nov. 19, 1904 (Fig. 3). In this case the subpe
itoneal myoma was almost completely weaned away from
the uterus and received its chief blood supply from the
posterior su of the bladder and from tremendous
omental, vessels, The abdomen contained 51 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 noted.

As previously mentioned, fibromata of the ovary are
usually accompanied by ascitic fluid. Here the
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
tumor.

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 serum into the abdomen was the natural result.

On examination of the specimen from the case where
51 liters of ascitic fluid were present (Fig. 3), it will be
noted that the myoma was attached By an exceedingly
slender pedicle, and that a lateral movement of the pa-
tient was undoubtedly accompanied by partial twisting
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of the tumor, shutting off the blood supply of the enor-
mous omental vessels and favoring the pouring out of
srum. 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

heen a sign of ascites since then

A PARTIALLY PARASITIC MYOMA RECEIVING PART OF ITS
RLOOD SUPPLY FROM THE FALLOPIAN TUBES

In this case the uterus was sligthly enlarged and
contained several small myomatous nodules, Project
ing from the posterior surface was a broad lobulated 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
a8 is illustrated in Figure 4. There were no omenta
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 mor«
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
attenunted 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, RECEIVING 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. Tt lay just above
the pelvie brim and great care had to be exercised dur-
ing its removal to avoid injury of the ureter and the
neighboring vessels. The nourishment appearel to come
from the arteries supplying the small bowel,
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In this case the uterus was about three times the nat-
ural size, contained several myomata, and the appearance
at operation indicated that the myoma originated in the
uterus and had later engrafted itself on to the tissue
at the pelvie brim

ADVENTITIOUS INTESTINAL VESSELS NOURISHING U1
INE MYOMATA,

Uterine myomata, whether complicated with patho-
logic lesions in the appendages or not, are prone to de-
sions and naturally where adhesions exist the
1y be impli As a rule, these adhesions
consist Iy of fibrous tissue, but should the uterine
to the myoma diminish then arteries will
sent from the intestines to the myoma

along the already existing adhesions

In the accompanying up we depict only the most

pronounced cases,

In Case 6324 a large pedunculated mvoma 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 omental vessels, Tl
intestines were adherent to one of the tumors,  These
adhesions consisted almost entirely of blood vessels, The
main tumor in this case weighed pound

I'he multinodular myomatous uterus in Case 6774
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,
g0 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-

—




1B}

ceived 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. J, 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 myvoma
was made. At operation
Siz¢ wWas

i uterus practically normal in
und. It contained a small subperitoneal
myoma. Filling the pelvis was a parasitic cystic mvoma
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 vet the possibility of
such a serious complication should not be overlooked

ADVENTITIONS

BLADDER

VESSKLS

NOURISHING UTERINF

MYOMATA

One of the first questions the surgeon asks before mak
ing an abdominal incision when a myomatous uterns
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 lerge multinodular uterus was pres-
ent,  The ovarian and uterine blood vessels were itly
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 abdom
inal cavity. Much nourishment was furnished by the
omentum, but a portion was contributed by very vascu-
lar adhesions from the bladder, anterior and left latera
abdominal walls,

The e 3842 was so intimately attached
to the tumor that a piece 1x6 em. was excised with the

adder in (g
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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 BROAD LIGAMENT,

In the foregoing pages we have described subperito-
neal myomata that have become partially or completely
separated from the uterus, Occasionally a myoma that
has extruded into the broad ligament loses its connec-
tion with the uterus and receives a meager blood supply
from the tissue in which it lies

Gyn, 9674 was a very good example of such a condi-
tion. On opening the abdomen the uterus was found
in retroposition.  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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ADENOMYOMA OF THE I”l’li.lil'.\"

THOMAS 8, CULLEN, M.D
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 earcinoma
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 portion of the cervix or of scrapings from
the body 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 be present, this phenomenon depending entirely on
whether one or more of the myomata are partially or
completely submucous.

Uterine hemorrhage also occurs where tubal pregnancy
existe 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 cases the attending physi-
cian may gain a satisfactory clue as to the existing con-
dition from the history

Hemorrhage may be 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
are frequently responsible for nterine bleeding.' In the
first group the patients are usually from 18 to 25 years
of age. Much hemorrhage occurs at the menstrual
period.  On curettage the surface epithelium is found
mtact and the glands are normal, but there is a great
increase in the stroma cells, and in their nuelei many

* Read In the Section on Pathology and Physiology of the
A can Medical Association, at the Fifty eighth Annual Session,
held at Atlantle City, June, 1907

1. Uterine polypl are purposely omitted
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nuclear figures are found. In such cases curettage cvery
three or four months for a period of several years is often
necessary. ‘The hemorrhage then usually ceases. 1 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
character:stic, and I am at a loss to give the composite
picture a name. The surface epithelium is intact, the
glands are large and some of them are round and cystie,
but the cystic change is not due to occlusion and pres-
sure, as the epithelium instead of being atrophic is much
thickened. The stroma is very rich in cell elements and
the veins are often much dilated. 1In 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 succinet 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 1* 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 T have paid especial attention to these
growths and have been uﬁmnis‘wd 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 per 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 Breus? Schroeder, Herr
and Grosskopf were able to collect a total of 100 cases
up to 1884. Not until the masterly work of von Reck-
linghausen* published in 1896 has this subject received
much attention. These growths, as their name implies,

2. Adeno-Myome des Uterus, Verlag von August Hirschwald,
Berlin, 1903, 91 pages.

3. Ueber wahres Kpithel Fihrende Cystenbildung in Uterus
Myomen, Lelpzig und Wien, 1591,

4. Die Adenomyome und Cystadenome der Uterus und Tuben
wandung ; Ihre Abkunft von Resten des Woll'schen Korpers, Berlin,
1806
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form a distinet class of their own, and on microscopic

consist of gland elements and myomatous tissue

examination their recognition is easy. Even in the gross
pecimen it ‘s often possible to render a positive diagno
«is.  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;
per toneal or intraligamentary adenomyomata; 3, sub-
mucous adenomyomata

sub-

ADENOMYOMATA IN WHICH THE PRESERVES

RELATIVELY NORMAL

UTERUS
CONTOUR.

A

The uterus may be normal in size or it may be
found to be two or three times the natural size. Where
the organ is cons'derably 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 reuch even as far as
the peritoneum. Sometimes it is limited to the anterior
or posterior wall, but may involve both. Where such 15
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 myvomatous thickening
is diffuse in character, consists of bundles of muscle
fibers running in all directions and along the advancing
marging, gradually merging into the normal muscle in
contrri-distinetion to simple myomata which are sharply
circumseribed.  Given such thickenings of the uterine
wall, we may always suspect the presence of gland ele-
ments,

On examining the uterine cavity it is usually found
that the mucosa at one or more points 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 homogencous tissue are found lying be-
tween myomatous. bundles. These areas correspond

5. T use the word “relatively” because If operative Interference
be long delayed some of the discrete myomata so frequently found
may assume large proportions and almost completely overshadow
» adenomyoma and likewlse alter the eontour of the uterus
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closely in appearance with the uterine mucosa, and with
the lens one 1 make out punctiform openings—cross
sections of glands. Frequently such areas contain cyst-
like spaces varying from 0.5 to 5 mm. or more in diam-
eter, Other and larger eyst-like spaces are occasionally

Diffuse adenomyoma of the posterior wall of the uterus
3 15 has been o itated through the
cervix., The an‘erior uteriue wall Is unaltered. The posterior wall
from cervix to fundus Is greatly thickened, owing to the presence of
a diffuse omatous growth lying between the mu m and the outer
ering of normal muscle. This difuse growth consists of fibers
ning whirls, but also passing lo all concelvable directions. It
cronches 1o a slight extent on the utefine cavity, At a we see
the junction between the diffuse myoma and the normal muscle.
The fibers of the ., however, blend lmperceptibly with the other,
and it would be
ne with discrete myomata, Near the internal os I
The uterin ¥ s somewhat lengthened.
the anterlo
posterior wall Is considerably thickened and at two points indicated
by b, It ean be traced for
At ¢, Just along the
be seen penetrating

g
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found. These have a smooth inner surface and a lining
of mucosa often 1 mm. n thickness. They are in reality
miniature uterine cavities,  Many of these cyst-like
spaces contain fresh blood or yellowish-brown pigment,
the remains of old hemorrhag Small cyst-like spaces
may readily be mistaken for blood vessels, but the larger
ones are easily recognized.  Among the most instructive
cases reported are those of Lockstaedt.  In his Case 5
there was a diffuse myomatous thickening mvading the
posterior and part of the aaterior wall \t several
points the myoma had penctrated the outer muscular

'ring and had 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
ind in all it was possible to insert a bristle for a dis
tance of 1 to 1.8 em, (4% to 4 in.) into the myomatous
tissue, These s branched with one another and
also with the canals in the middle of the tumor. All
were lined with a clear membrane, which was easly
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 Lockstaedt 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-
press.ons of the mucosa and from these it was possible
to pass into the myoma for a distance of 1.5 em. (5% 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 eyst spaces were
indirectly connected with the uterine cavity, From
such eases as those of Lockstaedt we see that the uterine
mucosa penetrates the diffuse myoma at several points
and that these down-growths branch in all directions.

In Figure 2 we see just the earliest stage of such a

AT SR




6

condition as Lockstuedt® found. Here we find in the
fundus coarse myomatous musses welling into the cavity
and a large area of mucosa passing down into the ¢
between.,  With the continued growth of the myvoma
portion of the uterine cavity would goon be drawn into

Fig. 2. —Diffuse adenomyomatous thickening In the fundus and
posterl terine with extension en masse of the mucosa Into a
Ia e between myomatous masses. Gyn.-Path. No. 788
The myoma Is welling Into the wterine cavity and into the space
between myomatous masses a large area of mucosa is flowlng. With
the continued growth of the myomatous tissue this mucosa would
In all probabllity be nipped off and carried outward, thus forming
a large island of mucosa surrounded by myomatous tissue,

6. Ueber Vorkommen und Bedeutung von Drilsensclifiuchen in
den Myomen des Uterus, Monatsch. f. Geb, und Gyn., 1898, vil, 188,




the depth and in all probability would eventually its
cont nuity with the parent uterine cavity

rely if ever d

o we find the slightest trace of glands
n the outer covering of normal muscle.  In the majority
of these ca besides the diffuse myomatons growth, a
few circumseribed myomats are present I'hese are ir-
regu'arly seattered, being submucous, interstitial or sub-
peritoneal.  They are usually several centimeters in di
meter, but may reach 15 em. (6 in.) or more hefore
the uterus is removed,  When the uterus s not enlarged
the uterine cavity generally presents the usual appear-
ance and is in no way altered, as the diffuse myoma
does not usually press inward as a submucous mvoma
invariably does

The uterine mucosa is usually smooth save for the oe
casional depressions as noted in Lockstaedt’s case, is of
the usual hreadth or may reach a thickness of from 7 to
S mm, Polypi, so common in cases of discrete myomata,
wre usually wanting

HISTOLOGIC EXAMINATION

I'he surface of the mucosa i usually smooth and has
wmintact epithelium,  The glands present the normal
ippearance. The stroma of the mucosa just beneath the
surface epithelium is often slightly edematous or rare
fied.  The diffuse thickening in the uterine walls con
sists of the character stic myomatous tissue, but the mus
vle bundles show much more interlacing than is found
n the ordinary diserete 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
macroseopically, extends up to, but docs not encroach on,

the mucosa.  In most cases the mucosa can he seen dip
ping down into the diffuse myomatous growth, and it
will be noted that at such po 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 myvoma.  Such a gland presents a per-
fectly normal appearance and is usually accompanied by
the stroma of the mucosa which separates it from the
musgele,  In a favorable section such a gland can be
traced far into the myomatous tissue. I it meets a
harrier in the form of a muscle bundle ranning parallel
to the uterine mucosa, instead of at right angles, 'f is

b
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deflected along the 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.

e
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Diffuse
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show that the apparently
o are also continuons with the mucosa 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
rivalet, but always penetrating toward the peritoneal
surface.  While single glands penetrate occasionally,

r portions of the mucosa, a#a rule, find their way
into the muscle (Fig. 3). These glands retain their nor-
mal appearance and, as has been noted, are invariably
surrounded by normal stroma of the mucos These ex-
tensions of the normal mucosa can be trac by direct
continuity for at least 1 em. in many cases. In one of our
cases they could be followed for over 1.5 em,  Of course,
with the winding in and out of the down-growths of the
mucosa the continuity will then be lost in the depths
Nevertheless serial sections and injections in favorable
cases, as carried out by Lockstaedt, show that the
bunches of glands found in the depihs are direet exten-
sions from the mucosa.  In the outlying portions of the
diffuse myoma round, oval triangular or irregular islands
of glandular tissue are encountered. These consist, as a
rule, of essentially normal uterine glands lined by on
layer of eylindrical ciliated epithelium and surrounded
by the normal stroma of the mucosa. Some of these
glands become eystie, the dilation varving from } 1o 9
mm. or more in diameter.  Such dilatations are eas'ly
explained by the kinking and bending to which the
glands are subjected by the surrounding and ever grow
g myomatous tissue

The epithelium of the dilated glands is usually pale
staining and somewhat flattened.  The eyst spaces fre
quently contain desquamated epithelium, sometimes are
partially filled with blood pigment and also contain a
varving quantity of blood. Tn several instances we have
noted round giant cells containing from four to eight
nuclei in their centers and probably originating from the
coaleseence of degenerated epithelinl cells.  Some of the

large spaces are not dilated glands. but represent cross
sections of the deep depressions from the mucosa

as
noted in Lockstaedt’s ea Here the entire mucosa is
carried into the myoma, and on cross section we have a
space lined by one layer of surface epithelium sur-
rounded by typical uterine mucosa. Of course the mn-
cosa on one side may be thinned out on account of the
irregular stretching of the myomatous tissue and then
we have a picture suggesting the “Hauptkanal” of von
tecklinghausen. In one of my eases a miniature uterine

o gt W
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cavity was situated within 1 mm. of the peritoneal sur-
face of the uterus,

From the pathologic description it is seen that the
glands are naturally more abundant in the vicinity of
the uterine mucosa, that they gradually diminish in
number in the outer myomatous zone and are wanting
in the normal outer muscular capsule,
the myoma ends they cease.
the glands in the diffus

In short, where
In some cases, although
myoma are identical with the
uterine glands, their origin from the mucosa can not
be clearly proven. In the majority of these cases very
careful examination of serial sections will show that at
some ponts at least the glands of the mucosa are con-
tinuous with those in the depth.

SUBPERITONEAL AND INTRALIGAMENTARY ADENO-
MYOMATA

These are cons dered together inasmuch as the process
ix similar in both 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 may
be very small and completely isolated. 1 have examined
subperitoneal nodules not over 1 em, in diameter and
have had others 13 by 10 hy 8 em, (5 by 4 by 3 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 eyst walls are found to
he composed of myomatous tissue. The cavities are lined
hy one layer of evlindrical ciliated epithelium, and in
some places there is a moderate amount of underlying
stroma separating the epithelium from the musele, Neu-
mann® in 1897 reported a case of a woman 44 yvears of
age in whom he found an interstitial myoma the size
of a fist and on the anterior surface of the uterus in the
vicinity of the cervix a subserous myoma the size of a
walout.  Lying in close proximity to this was a cyst as
large as a ben's egg.  This had a broad base. The walls
of the eyst were composed of uterine muscle near the

71
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hase having a thickness of 3 mm. but becoming thinner
until at the convex and free surface they were not thicker
than parchment.  The inner surface of the evst was
smooth and the cavity contained a coagulated, friabl
gravish mass

In the vieinity of these cysts were two others the
of hazelnuts, with very thin walls,  Situated in the tis
sue, at the base of these two, was still another evst about
w large as a bean.  This was subdivided into several
smaller cavities.  The larger eyst had a wall composed
of muscular tissue and was lined by a single laver of
evlindrieal ciliated epithelium I'his rested on the «
nective tissue stroma which separated it from the 1o

attered throughout the myomatous musele wer

aring a marked resemblance to uterine
rounded by stroma simi'ar to that of the uterine mue
Neumann says that this was undoubtedly a adeno
myoma of the uterus, eystie in character I'here was
ilso an adeno-myomatous polyp in the uterine cavity and
wmother adenomvyoma in one of the uterine horns, e
was unable to trace any connect on between the uterine
mucosa and the adenomyomata

Probably one of the most remarkablesubperitonea
wenomyomata of the uterus ever reported was the
“voluminous™ one of Pick,* which occurred in a woman
11 years old, sprang from the posterior surface of
the uterus and was adberent to the anterior abdom-
inal wall and to the intestinal loops. 1t consisted of
many large blunt pap lary masses, and in the vicinity

of the median line the muss contained a glistening slimy

cystic tumor about { ¢ size of a man’s head. It was
everywhere adherent.  The cyst cavity containe
muco-colloid material.  On the surface of the growth
vere many isolated nodules consisting of myomatous
tissue and containing large and small spaces.  Pick
found that the solid port ons of the tumor consisted of a
fibromyomatons substance surrounding well-formed
glandular tissue.  This glandular tissue consisted of
evlindrieal glands lined by a single laver of evlindrical
epithelium.  Sometimes the glands oceurred in groups
were surrounded by a definite stroma. Others showed cys-
tic dilatation. From the description it is seen that this
tumor was a subperitoneal and adheront adenomvoma

8 Ein newer Typus des voluminosen paroophoralen adenomy
oms, Arch. f. Gynaek. Hv, 117
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SUBMUCOUS ADENOMYOMATA,

Submucous  adenomyomata are certainly not very
common, In one of my cases in which a myoma ex-
tended out into the broad ligament a large portion of it
also projected into the uterine cavity, The growth at
operation was thought to be a sarcoma, and consequently
the entire organ was removed, Seattered throughout the
submucous portion of the myoma were large and small
cystic spaces filled with chocolate-colored contents and
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 G855 there was a submucous nodule contain-
ing a few small uterine glands, and in Case 10872 a
myoma containing three cystic spaces each 1 em, in
diameter and having a smooth lining, which consisted
of one layer of 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, and on his-
tologic examination they were found to be miniature
uterine cavities,

In 1896, in a report of two cases of diffuse adeno-
myoma of the uterus* 1 directed attention to cases of
submucous adenomyomata reported by Diesterweg' and
Schatz  In Diesterweg’s 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 above the
external os.  The nodule was composed of myomatous
tissue 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
cvsts were lined by cylindrical ciliated epithelium and
filled with brownish-black blood. Two vears later. after
the administration of ergotin. a submucous myoma meas-
uring 9 by 7 by 6 em. (314 by
expelled.  This contained a

y 234 by 23§ in.) was
st the size of a walnut.

9. Adeno-myoma Uterl diffusum benignum, Johns Hopkins Hos
pltal Reports, 1804, vi
2in Fall von Cystofibroma uterl verum, Ztschr. f
Gyn., 1888, Ix, 191
11. Ein Fall von Fibro-aden:
corporis et colll uterl. Arch, f.

Geb. u.

e cysticum diffusum et polyposum
yn., 1884, xxii, 450,
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The cyst was lined by cylindrical ciliated epithelium and
filled with blood

In Schatz's case the uterus was 16 cm. (61 in.)
long, 8.7 em. (314 in.) in diameter, Its walls var ed
from 2 to 2.5 em. (%4 to 1in.) in thickness, The uter-
ine cavity contained five rows of broad-based polvpi,
cach row consisting of from two to sixteen polypi. Be-
tween the rows were deep depressions.  The polypi
pointed toward the internal os and varied from a pea
to a hen's « n size, The uterine cavity was filled with
them. On section the polypi were found 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.  Seattered
throughout the uterine wall were small myomata, which
were not easily shelled out.  In the myomata near the
peritoneal surface no cysts were to be seen, but in those
near the uterine cavity and also in the muscle they were
present.  The outer portions of the uterine wall were
entirely free from cysts. The polypi consisted of spin-
dle-shaped cells, and scattered throughout them were
gland-like cavitics lined by high eylindrical epithelium
It would appear that in these cases there had 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
polypoid condition had naturally resulted,

Remembering the diffuse adenomyomata of the uterus
and subsequent extension of the growth to the 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 polyp we do
not generally expeet much eystie dilatation of the glands,
gince the growth is continually subjected to the uterine
pressure on all sides,

RVICAL ADENOMYOMATA,

From the study of adenomyomata of the body of the
uterus we have scen 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 subperitoneal or intra-ligamentary and may
form a large eystic adenomyoma. Portions of the diffuse
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growth were also found to project into the uterine cav-
ity, forming submucous adenomyomata,  Should an
adenomyoma develop in the cervix we would expeet it,
judging from analogy, to consist of cervical glands en-
closed in a tissue made up of myvomatous muscle and
the dense stroma characteristic of the cervieal stroma
In Case 3898 there was found a small myomatous uterus,
in which remnants of an adenomyoma were present atong
the outer border of the cervix, that s, 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 internal os, Lan-
dan and Piek'™ reported a case in which the cervieal
canal was entirely obliterated by an adenomyomatous
nodule which completely shut off the uterine cavity from
the vag'na. In this case also typieal uterine glands with
their accompanying stroma were the epithelial elements
present

In 1896, when reporting two typical cases of diffv.e
adenomyoma of the body of the uterns,'® 1 described
an adenomvoma of the cervix consisting of cervieal
glands, musele and a moderate amount of fibrous tissue.
This finding is very rare, as from the literature we have
been unable to glean a single similar case. In this case
a round submueous nodule 2.5 em. (1 in.) in diameter
projected from the cervix,

On histologie examination the outer surface of the
nodule is found to be in places covered hy evlindrical
epithel um.  Scattered everywhere throughout the mus-
cle are gland-like spaces varyving from a pinhead to 3
mm. in diameter. These are lined by a single layer of
epithelium, which in the smaller glands is of the high
eylindrical variety. In the dilated glands, however, it
is cubo'dal or has become almost f The cell proto-
plasm takes the hematoxylin stain, as is so characteristic
of the cervieal epithelivm,  The nuelei are oval and
vesicular and in many places it is possible to make out
cilin. The gland cavities are empty or contain granular
mater al that takes the hemotoxylin stain. The glands
tally in every particular with the cervical glands, This

e dle m irische  Atresle der Muller'se Gilnge,

n Reltrag zur Lehre von den mesonephrise Adeno
myomen des Welbes und zur Kiinilk der Gynatresien, Arch. f.
Gynaek., 1901, Ixly, 08

13 Adenomyoma  Uterl Diffusum  Benlgnum, Johns  Hopking
Hospital Reports, 1804
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nodule is undoubtedly a cerveal myoma and appears to
be 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

ADENOMYOMA IN ONE HORN OF A BICORNATE UTERUS

It is rather interesting to find one horn of a bicornate
uterus the seat of an adenomyoma, Whether the op-

posite horn was likewise involved 1 can not sav

uterus was not removed,  From a elinical stam

is also instructive, as in this case there was a

no connection between the vagina and the uterine eav
ity, there being practically no cervix.  The condition in
th's case absolutely excluded the possibility of preg
naney having had any causal relation to the develop
ment of the adenomyoma

HYPERTROPIIY OF THE CERVIX AND DIFFUSE ADENO
MYOMA OF THE BODY OF THE UTERUS

In the examination of thousands of specimens this
i= the most unusual one which 1 have ever seen.  There
is such a marked increase in the size of the cervix due
to simple hypertrophy, while the fundus has kept pace
hy the development of an adenomyoma.  We accordingly
have a uterus which, although greatly enlarged, st/ has
retained its relatively normal proportions

CONDITION OF THE TUBES AND OVARIES WHERE ADENO
MYOMA OF THE UTERUS EXISTS

In forty-five careful examinations of the tubes and
ovaries to find a causal relation between them and the
development of adenomyoma in the uterus, 1 have
failed to find any proofs of such relation. In fifteen

s | found the appendages on both sides normal.  In
the remaining thirty eases the appendages on one or hoth
sides were covered by adhesions, there being a mild de-
gree of pelvie peritonitis, in part probably due to the
discrete myomatous growth, but 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 pelvie adhesions are present the normal matur-
ing of the follicle i often interfered with, and we con-
sequently fird small Graafian follicle or corpus inteum
cyste,  These pathologie changes in the ovaries are not
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in excess of those usually found in a corresponding num-
ber of abnormal adnexa examined in the laboratory
Adenomyoma of the uterus does not seem to increase ma-
terially the pathologic changes in either the tubes or
ovari

In forty-nine cases where I 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 orgs
rarely was the anterior surface involved,

PHE CLINICAL PICTURE IN CASE OF ADENOMYOMA OF
THE

This will, of course, depend on the situation of the
growth, also on the size and situaton of the discrete
myomata so often associated with adenomyoma. Where
the diffuse growth is the chief factor the patient usu-
ally gives a history of lengthened menstrual periods
accompanied by a great deal of pain, sometimes limited
to the uterus hut 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-
rha discharge, as was observed in several cases, or
alarming bleeding may oceur. This hemorrhage is read-
ily accounted for when we take into consideration the

increased amount of uterine mucosa ex g
such circumstances, comprising that lining the
uterine cavity and also that liberally distributed thro
out the diffuse myomatous growth. The pain is also
easily explained when we remember that the myomatons
tissue is treated as a foreign 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
imterwoven with the normal musele. At each menstrual
period the uterine mucosa is congested and thickened.
In adenomyoma 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 case
for uterine discharge we find that twenty-six were free
from any flow between menstrual periods or between




hemorrhages. In eleven there was a distinet flow, chiefly
lencorrheal in character and usually non-irritating. In
a few instances it was greenish or yellowish in color and
oifensive. In Case 3192 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 sce that so few of the patients
gave a distinet 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 dscharge is readily
explained. In those cases in which the adenomyoma
hecomes subperitoneal or intra-ligamentary and forme
large cysts pressure symptoms may oceur, and such cysts
are usually firmly fixed in the pelvis. 'This is especinlly
true in the intra-ligamentary variety, where the tumor s
prevented from arising into the abdomen by the broad
iment.
AGE,

I have found this disease in women as young as 19
and as old as 60. In sixty-six patients in whose cases
the age was obtained the following result was noted

One was 19

Three were between 20 and 30

I'wenty-one were between 30 and 40,

Nineteen were between 40 and 50,

I'wenty one were between 50 and 60,

One was 60,

Showing that the period between the ages of 30 and
60 is the most frequent for this disease. The process
seems to be a slow one, as is evidenced by the clinical
history. Some patients date their trouble back 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.

RELATION TO PREGNANCY,

I have examined the clinical histories in forty-nine
of the cases to determine the relative frequency of preg-
nancy, with the following results:

Nine were single

Six were sterile.

Two had had miscarriages,

Thirty-two nad had children
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One of the sterile patients had not married until over
10 vears of age and might accordingly be equally well
classed with tne single patients from that standpoint. In
thirty-one of the thirty-four patients that had had either
children or miscarriages 1 have accurate records of the
number of childven.  In all 141 c¢hildren were born, ap-
proximately four children to each woman. In a few
instances a woman had but one child, while in one case
the patient was the mother of thirteen, in another of
eleven, in a third case 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 pregnaney.

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
carly 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 cystie and lies in the abdominal
cavity it is impossible to differentiate it from an ordi-
nary myomatous uterus pure and simple or associated
with an ovarian eyst. 1f the growth be intra-ligamentary
it is more firmly fixed in the pelvis and is then com-

pazable to a broad ligament myoma or to an intr
ment

abscess,

-liga-
v cvst, although it may simulate a large pelvie
The clinical history of pus will, however, be

wanting.

From the foregoing it will be seen that the diagnosis
of adenomyoma of the uterus is difficult. 1f 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 diserete myomata and
vielding on  curettage normal, although moderately
thickened, mucosa, we may reasonably suspect an adeno-
myoma, althongh 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
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its surface, and vields adeno-careinoma instead of normal
mueosa on curetta Where the growth is subperitoneal
or intra-ligamentary the diagnosis is impossible until
the abdomen is opened, but then given a myomatous
uterus containing large cvstie areas with smooth velvety
inings and chocolate-colored contents adenom yoma will
usunally be found

TREATMENT OF ADENOMYOMATA OF THE UTERUS

In the majority of these the case will be looked on
15 one of simple myoma and its true character only
determined after operation Should a diagnosis Iw
made, abdominal hysterectomy is indicated,  Myome
tomy is inapplicable, as the growth iz so interwoven
with the normal musele that it can not be shelled out
In cases of intra-ligamentary and cystic adenomyomata,
evacuation of the eyst contents will often be found neces
sary before it is possible to shell the tumor and the
uterus out from the pelvie floor,  As these growths wil
lift up the peritoneum of Douglas’ sae, it will he advis
able to dissect the peritonenm back so that it can be
placed after removal of the tumor, thus avoiding a raw
area on the pelvie floor, 1f this preeantion be not taker
ntestinal loops are apt to drop down and bhecome ad
herent

FHE BENIGN CHARACTER OF ADENOMYOMA OF THI
UTERUS,

When considering these growths in 1896, 1 agreed
with von Recklinghausen that they are benign I'he

glands are perfectly normal uterine glands and are sur
rounded by the normal stroma of the mucosa. They
are confined entirely to the new growth and do not show

the slightest tendeney to invade the normal musel

Wherever possible, it is always well to back up the im
pressions gained from histologic study by the ¢linical
SN And in two of my cases this has been uncon-
sciously and vet admirably done, In Case 3600 (Fig
1), on opening the abdomen, a diffuse myomatous thick-
ening was found in the posterior uterine wall, Tt was
considered to be only a myomatous thickening and «
shaped piece of the growth was removed ; in other
words, a partial myomectomy was performed
The histologic picture showed the growth to be adeno-
myoma of the uterus,  The patient remained perfectly
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well for years, A similar wedge was removed in Case
115, The patient also remained perfeetly well,

SQUAMOUS CELL CARCINOMA OF THE CERVIX AND ADE-
NOMYOMA OF THE BODY,

In a previous communication® 1 reported one ease of
squamons-coll carcinoma of the cervix associated with
diffuse adenomyoma of the body of the utery Sinee
then 1 have examined five similar eases,  The simul-
tancous occurrence of both these processes in six cases
in the records of one laboratory certainly indieates that
the coexistence of these two diseases is no rarity, When

we see what a large number of adenomyomata have

Fig. 4. A portlon of a diffuse adenomyoma In the posterior

wall of the

Gyn. Path. 777, At operation the posterior
uterine wall was found mue thickened A was cut out
and the surfaces brought to as in a mectomy

@ Ix the peritoneal surfa
muscle. The growth § the
Al or margin it
b corresponds 1o the point nea
cavity posteriorly was not ope
myomn are small round, oval or
dilated glands, others cross see
the thne the operation was pe
these adenomyomntons growths

of normal
appenrance of diffuse
®es into normal

the uterine cavity

Seattered through
g spaces.  Some are
Il blood vessels. At
e not famillar with

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 adenomyoma. Consequently the marked exien-
sion of the uterine glands into the depth would net he
suspected until after removal of the uterus,
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ADENOCARCINOMA OF THE BODY OF THE UTERUS
DEVELOPING FROM AN ADENOMYOMA

From the consideration of adenomyomata of the

uterus, it is seen that the gland elements are practically

th in their histologic and

normal uterine glands, |
physiologic peenliarit es,  From normal uterine mucosa
we often have developing an adenocarcinoma.  Conse
quently we should not be surprised if an adenocarci
noma were sometimes detected in an adenomyoma.  Von
Recklinghausen, in his entire series of adenomyomata

found only two casges where he thought there was a

carcinomatous change Meyer also had a suspicious
ription | would hardly venture a
positive diagnosis of malignaney,  In Case 4656, wher
Iy of the uterus was present, I noted

case, but from his d

carcinoma of the
several dark areas deep in the muscle and surrounded
by definite zones of stroma.  They consisted of typical
islands of uterine glands surrounded by the, stroma of
the muecosa., Some of the glands were dilated, forming
eyst-like cavities. In one of these cavities lined by a
single layer of eylindrical epithelium and separated
from the muscle by a definite stroma, the epithelinm
had proliferated, forming new glands and papillary
outgrowths consisting almost entirely of solid masses
of cancer cells, Th's case is undoubtedly one of adeno-
carcinoma developing in part from a cystic gland situ-
ated in the adenomyoma

In Case 1852 1 also found a similar condition. The
body of the uterus was the scat of a typical adenocarei-
£ of adenomyoma

noma and deep in the musele
were found. At one point the carcinoma was seen de
veloping from one of the glands in the adenomyoma
in this case the histologic peture also st
gested the independent development of sarcoma of the

igly suy

body
ORIGIN OF ADENOMYOMATA OF THE UTERUS

In 1896 von Recklinghausen reviewed the literature
of adenomyomata 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 Wolflian duet.  This opmion was
based on the supposed close analogy between the ele
ments of the Wolffian duct and the glandular structures
present in adenomyomata of the uterns, 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-
Imghausen’s was included in the appendix to his most
instruetive treatise.  Since his  publication  appeared,
widespread attention has been directed to this subject
and quite a number of new cases have been reported.
Many writers have espoused von Recklinghausen’s the-
ory, but 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 Miiller's duet. 1t would be unneces-
sary for me to review at length this hively controversy,
but to those wishing the fuli details 1 would recommend
the careful presentation of the subject as given by von
Recklinghausen, Mever, Pick and Kossman,

in my previous publication,® 1 reported 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 1
have subjected each myomatous uterus to the most care-
ful scrutiny, and wherever adenomyoma was suspected
I have had very large seetions made from many parts
of the uterine cavity, I adenomyoma was present and
no connection between the glands in the depth and the
uterine mucosa could be detected, then I kept on cut-
ting more tissue until finally in the vast majority of
the cases 1 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-
fory assistant,

I have examined fifty uncomplicated cases of diffuse
adenomyoma of the uterus, some very extensive, others
in their early stage In every one of these cases [ have
been able by persistent search to trace the uterne mu-
cosa into the myomatous tissue.  In other words, islands
of mucosa in the diffuse myomata orviginated from the
mucosa lining the uterine cavity in every case, The
reader can verify this statement for himself by se anning
the pathologic description of the eases which will later
he n ported in detail,

In six other cases there was squamous-cell earcinoma
of the cemvix and diffuse adenomyoma of the bhody, In
five of the six eases the origin of the gland elements in
the myoma could be traced to the mucosa. In the re-
maining case (Gvn,

071). where the process was g
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show the or

rather indefinite one, it was impossible
gin of the glands from the mucosa

We thus see that in 55 out of 56 cases of diffus
the body of the uterns the gland ele-

adenomyoma of
ments were, in part at least, derivatives of the uterine
mucosa,
SUBPERITONEAL ADENOMYOMATA

In eight cases 1 have found subperitoneal adenomyo
mata.  In Case 4838 there was a large subperitoneal
adenomyoma, and examination of the uterine mucosa
showed that the glands extended 1.5 mm. into the mus-
cle.  Of course, no continnity with the subperitoneal
nodule could be traced. In Case 3203 subperitoneal
evstz of an adenomyomatous type were found, but in

this case the uterine mucosa was normal.  In
where the most typical adenomyoma lay perfeetly free
from the uterus, being attached to the utero-ovarian
ligament, the uterine mucosa extended into the muscle
and the uterus was also the seat of diserete myomatous
nodules,  In Cage 5782 the adenomyomatous nodule was

small and the uterine mucosa was completely destroved
by the adenocarcinoma. In the remaining case of sub
peritoneal adenomyoma only the nodule was removed
and we have had no chance to examine the uterine mu-
cosa to determine if any continuity with the adeno

myoma persisted
SUBMUCOUS ADENOMYOMATA

I have had seven cases of submucous adenomyomata
Some congisted of diffuse myomatous growths containing
only a few small glands. In others the glands became
eystie, while in one case the myoma was riddled with
miniature uterine cavitics. In this case the direct con-
tinuity with the uterine mucosa was readily established
Where the uterine glands are seen penetrating the myo-
is no question as to their being

matons musele there
derivatives of the uterine mucosa, and, as will be seen
r from a study of these cases, in the majority of which the
uterus was removed the mucous membrane origin was
established. This fact is very significant when com-
pared with the figures of those claiming the Wolflian
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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is after a time lost, as is evidenced by the formation of
cysts,

It is not necessary that the uterine glands be traced
by continuity to establish the mucous membrane origin
The islands of glands lying deep down in the myomat-
ous muscle correspond identically with these seen in
cases in which the continuity s traceable and also,
moreover, they are precisely the same as in normal
uterine mucosa.  Furthermore, they are surrounded by
a stroma identical with that surrovnding the uterine
glands. In some cases miniature uterine eavities are
scattered throughout the myoma. From the uterine
mucosa there is a periodie hemorrhage every month,

According to Hartz, Senger, when speaking to his
i students of the uterine mucosa, said: “This is no sim-
ple mucous membrane, but it is an organ which has an
important funetion to fulfill.”  With Sanger’s view |
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 be far removed
from the parent mucosa, we should still expeet them to
retain their function, aud this they do. In nearly every
instance in which cyst spaces are present the cavi ties
are, in part or almost, completely filled with blood ; and
even in the small and undilated 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 hecome 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 portions of these growths, islands of typieal uterine
mucosa are still demonstrable. It is so easy to under-
stand how interstitial myomata become subperitoneal or 2
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 becomes subperitoneal 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

¢'¢4" " x’;
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Breus'™ illusteates very well the intra-ligamentary va
riety. In Kronig's' case we have all the elements of
normal uterine mucosa and also large cysts. In Breus'
case we find the same, but fortunately the communica-
tion between the uterine mueosa and the eystic tumor
still persists, showing bheyond a doubt that the gland
elements in this case were from the uterine mucosa,

A definite example of a portion of a diffuse adeno
myoma becoming subperitoneal is furnished by Lock
staedt.®  The adenomyoma occupied the posterior wall
ross specimen it was possible
the mucosa extending deeply

and right side, and in the g
in at least five places, to
into the myoma. In this case there was a subperitoneal
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 thes
iglands of mucosa are identical with rmal uterine
mucosa, the case reported by Williams would certainly
tend to convinee 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 had been converted into
typieal decidua,

SUMMARY.

In the examination of fifty uncomplicated diffuse
adenomyomata of the uterus the mucous membrane ori-
gin of the glands conld be traced in every case. In 6
additional s where squamous-cell earcinoma 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 hy adenocarei-
noma of the body. Thus in only one case out of 56
where 1 expected to find the glands originating from
the mucosa, if my view as expressed in 1896 wag cor-
rect, did 1 fail to find it substantinied. In the remain-
4 ing 15 cases of subperitoneal or submucous adenomyo-
mata we would naturally not expect to trace the rela-
tionship between the mucosa and the glands in the

14. Usher wahre Epithel fuhrende Cystenblidung in Uterus My
Lelpzig und We 1804
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myoma; nevertheless in one case (Gyn. 10314) the
mucosa literally flowed into the myoma. 1t will thus
be seen that when we include adenomyomata of every
kind, whether subperitoneal, submucous or diffuse, [
have been able in 56 out of 73 cases to trace the origin
of the gland element to the uterine mucosa,'®

All adenomyomata 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 mueasa or to Miiller's duet, no
matter whethor they be interstitial, subperitoncal or

intra-ligamentary, solid or cystic.

it Is impossible for me to give a de-
They will be reported with lllustra
broids,” which Dr. Kelly and I hope te

16. Owing to lack
talled report of these
tions in a hook on
publish Iater

17. Fre

ntly there are small cyst-like spa parently just
niterus.  These are llned by a
single layer of cuboldal cells and rest directly on the muscle. They
are due to depressions from the peritoneal surface cut at another
favorable sectlons thelr continuity with the peritoneal
n be traced. Meyer has recently polnted them out. 1|
thoroughly agree with his fladings and have also often met with
them on the under or protected side of tubal adhesions or lning
the small depressions occurring on the surface of the ovary. The
peritoneal cells, where protected, tend to become cuboldal
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I'HE CONDITION OF THE UTERINE MUCOSA
IN MYOMA CASES

oMas S ’ MD

SINCE I T have been paying especial attention to the
varions degenerations that ocenr in uterine myvomata and
incidentally to the condition of the uterine mucosa in such
cises I'he myoma cases admitted to the Johns Hopkins
Hospital from its opening in 1589 to July 1, 1906, together
with those oceurring in the private practices of Dr, Kelly
and myself up to that date, amounted to between 1100 and
1500, In the majority of these the uterine mucosa has been
carefully examined histologicall In most of onr cases in
which the uterus was removed supravaginal amputation was
emploved.  As a consequence only in a relatively small num-
ber of the eases have we been able to ascertain the histological
appearance of the vaginal portion of the cervix

In nearly all cases in which the uterus was removed we
have carefully opencd the uterine cavity and studied its
appearances both macroscopically and histologicall Iieces
of mucosa have been removed from various portions of the
cavity, especial attention hein

£ given to any area suggesting

the least pathological ehange. Tt will readily be understood
that a histol

gical examination of the mucosa from all parts

of the cavity in over 1000 cases would be out of the ques-

tion, and that the p:llln.l..«_m al changes in a few cases have
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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 svpnm(vly.

CHANGES IN THE CERVICAL MUCOSA,

Edema.

Hypertrophy.

Atrophy.

Dilatation of the cervical glands.
Cervical polypi.

Unfolding of the cervical glands,
Cervieal endometritis.
Suspicious changes in the cervical mucosa.
Carcinoma of the cervix.
Epema.  In only one case was edema of the mucosa
noted. Here the uterus was partially inverted by a sub-
mucous Ill.\ﬂlllll.

Hyperrrorny, 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 papille projecting into
the squamous epithelium are longer than usual and show
marked branching.

Arropny.  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

area.
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DiraratioN oF THE CErVICAL Graxps. Enlarged glands
are very common in the cervix and are often recognized as
slightly raised circular translucent areas. In our experience
dilated glands are not more frequent in myoma cases than in
those in which no tumor exists. The dilated glands are
usually spherical, but may be irregular. The gland contents,
as a rule, are viscid and semitranslucent.  Oceasionally the,
are whitish yellow or opaque, owing to an abundance of
exfoliated epithelium, Their v|>il|u~lim|l may be high eylin-
drical or considerably flattened.

Cervicar Poryer.  Polypi of the cervical mucosa in our
experience have been comparatively 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 nipped 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.

UsroLpinGg oF THE Cervican Graxps, 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 gland

epithelium thus forms part of the lining of the cervical canal.

Although the squamous epithelium usually ends at or near the
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external os, it may extend far up into the cervical canal.
If such be 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.

Cervican Expomerrimis,  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 points replaced by granulation tissue. In
Case 28500 (Gyn, Path. No. 312) the omentum was adherent

to the

arge multinodular uterus over a wide area, and the
appendages were bound up in adhesions. The cervi

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 vears before, and at that time a pelvie abscess had been
evacuated per vaginam. When the abdomen was opened the
omentum was found glued to the myomatous uterus and
general pelvie adhesions were encountered.  Sections from
the cervix showed that the surface was covered with poly-
morphonuclear leukoeytes. The epithelium was intact, but
the underlying stroma showed much small-round-celled infil-
tration.

Svseictovs Cuances IN THE CeErvican 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. 661) was the seat of a diffuse adeno-
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myoma of the posterior wall. The cervieal glands were in
some places normal, but here and there showed proliferation
"The epithelium lining the cervieal 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 euboidal 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. 610) the nodular myomatous uterus meas-
ured 10 x 12 x 16 em. 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 cuboidal ciliated epithelinm, and had round
or oval nuclei situated near the centre of the cells. The pie-
ture instantly suggested commencing adenocarcinoma.  The
myomatous uterus in Case 12221 (Gyn. Path. No. 8832)
measured 6 x 7 x 10 em. 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 squamous 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 indieated that a malignant
growth was starting in the mucosa. In Case 3133 the abdomi-
nal cavity was occupied by a myomatous tumor, 36 x !
em.  On histological examination some very interesting
changes were found. In one gland 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 cireular
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
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surrounding these large cells showed marked small-round-
celled infiltration (Fig. 1).  The entire picture was suggestive
of commencing carcinoma of the uterus. It will be noted that
in each of these five cases the picture was suggestive of a

beginning carcinoma, but in no instance was the evidence
conclusive. In 2 of the 5 cases an inflammation of the cervix
was present.

Carcrsoma oF e Cervix.  In I8 cases carcinoma of the

cervix was associated with uterine myomata. All of these
cases will be deseribed in detail in a forthcoming publication
by Dr. Kelly and myself.

CONDITION OF THE MUCOSA LINING THE CAVITY OF THE
UTERUS,

(a) Size and shape of the uterine cavity,

(b) Partial obliteration of the uterine cavity.

(¢) Blood in the uterine cavity.

(d) Pus in the uterine cavity,

(¢) Glands running parallel to the surface of the mucosa.

(f) Extension of the musele into the mucosa.

(g) Alteration in the bloodvessels in the mucosa.

(k) Thrombosis of the veins in the mucosa.

() Unusual shape of the glands.

(j) Edema.

(k) Dilatation or hypertrophy of the uterine glands.

() Uterine polypi.

(m) Atypical changes in the epithelium lining the uterine

cavity.

(n) A small myoma developing in the uterine mucosa.

(0) Endometritis.

(p) Tuberculosis of the endometrium,

(¢) Adenocarcinoma.

(@) Size axp Suare oF THE UrkriNe Caviry, The size

and shape of the uterine cavity depends in great measure
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on the size and situation of the uterine nodules, If a myoma
develops in the upper part of the fundus the cavity may remain
normal in size. If the tumor is intraligamentary it may reach
very large |m-]wr(iun\ without causing the cavity to increase
in size. On the other hand, when a myoma remains inter-
stitial and reaches large proportions, w ith the gradual enla

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 2019
(Gyn. Path. No. 380) the multinpdular myomatous uterus
measured 11 x 13 x 14 em.  The myomata were interstitial
and subperitoneal. The cavity of the uterus was scarcely
more than 1 em. 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 em. thick. In Case 12086
(Gyn. No. 8727) the myomatous uterus was 22 em. in breadth
and 12 em. in its anteroposterior diameters, The uterine
cavity formed a cavernous space 5 x 6 em.  Its walls could not

drop together because the uterine cavity was literally paved

with myomata so that there had resulted a non-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 em.  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 em. long and averaging 1.5 em. in diameter.  In Case 3491
(Gyn. Path. No. 713) the globular uterus measured 16 x 16
x 16 em.  Occupying the posterior wall and projecting into
the cavity was a myoma 12 em. in diameter. The uterine
cavity was 13 em. long and 9 em. broad in its upper portion.
The globular uterus in Case 5617 (Gyn. Path. No. 1962) was

em. in diameter and resembled a pregnant organ. Situ-
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ated in the anterior wall was a myoma 17 em. in diameter.
T'he uterine cavity was 22 em. in length and 13 ¢n. in breadth
at the fundus.

One of the largest uterine cavities we have ever s
furnished by Case 3133 (Gyn. Path. No. 404). The uterus
was pear-shaped, measuring 32 x 32 x 36 em. The great

en was

increase in size was due to a myoma which occupied the

terior wall. The uterine cavity was 31 em. long and varied

om 9 to 14 em, in breadth, Situated in the posterior wall
about 12 em. from the fundus was a yellowish area 3 cm. in
diameter, and from this mucus mixed with blood escaped
into the uterine cavity. T'his 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.

(b) Pawrriar Opureration o e UreriNe Caviry, 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 disappearing. In Case
3008 (Gyn. Path. No. 435), for example, in which the multi-
nodular myomatous uterus filled the pvl\'i~, the uterine cavity,
which was 6 em. 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-celled infiltration.  Still further
toward the upper part of the cavity the mucosa graduall
reappeared and near the top of the cavity regained its normal
appearance. In Case 3111 (Gyn. Path. No, 470) the multi-
nodular myomatous uterus measured 9 x 10 x 9 em. The
uterine cavity was 5 em. in length. The mucosa covering
the small submucous myoma in the anterior wall had hecome
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 continuons with
that from the posterior wall. The mucosa became still more
atrophied, and over the most prominent part of the no
entirely disappeared. Here the muscle from the posterior
wall was directly continuous with that covering the sub-
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 greatl
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.

(¢) Broop ix tne Urerine Caviry.  As a rule, when the
cavity of the uterus is opened little or no blood is found, hut

occasionally, as in Case 87345, the cavity will be found par-

tially or completely filled with blood. In this ease the con-
tents were tarry masses and recent coagulated blood, 1If
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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(d) Pus iz tne UreriNg Caviry., A definite pyometra

is rarely associated with myomata, but occasionally at opera

tion a small amount of pus is found in the uterine cavity. In

Case 2008 the lower abdomen was filled with a myomatous
s found in the cavity.

uterus, and a small quantity of pus
In Case 12439 the large multinodular uterus was adherent

in the pelvis and also firmly fixed to a loop of small bowel.
Both tubes were filled with pus. The cavity of the uterus
contained pus. The uterine cavity had evidently long been
the seat of an inflammation as the mucosa had been replaced

by granulation tissue.
In all cases in which there is a foul discharge from the

uterus any abdominal operation should be postponed until
the discharge has heen eliminated, as there is great danger of

infection. Of course, in some ¢ immediate operation is

imperative irrespective of risks.

THE MUCOSA,

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, be assumed that the uterine
mucosa is normal. The mucosa may occasionall
be somewhat thicker than usual or in rare instances ma
gathered up into irregular mounds which produce iocalized

v, however,

v be

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

as great as heretofore, and will naturally be
1l thickness, If the myoma is

or more time

only one-quarter of the u
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 becomes thin (Fig. 2).
"I'his thinning out becomes more and more marked until finally
little or no mucosa can be detected over the more prominent
part of the tumor, and sometimes it is clearly evident even to
the unaided eve 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 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. 4959) that we will describe it in detail. The specimen
consisted of a globular uterus averaging 15 em. in diameter.
The great increase in size was due to an interstitial myoma
approximately 17 em. in diameter, and occupy ing the pos r
wall. The uterine cavity was 15 em. 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 x5 em.
(Fig.4). The myoma here was dark brown in color and some-
what roughened. On histological examination the mucosa
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 had undergone hyaline
transformation formed the surface.  Scattered thronghout the

hyaline material were quite a number of polymorphonuclear
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leukoeytes. The next stage would be breaking down of the
degenerated myomatous tissue with a speedy formation of a
sloughing submucous myoma.

In some

ases myomata are very abundant and literally
fill 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 2658 (Gyn.
Path. No. 213) affords an excellent example of such a con-
dition. The uterus was approximately globular, measuring
13 x 11 x 11 em.  Seattered throughout the walls were many
small myomata. The uterine cavity was 5 cm. in length.

Projec
mata. The entire inner surface of the uterus was filled with
myomata varyving from 0.3 to 3 em. in diameter. The inter-

ing into it from the top were two pedunculated myo- S

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 places virtually absent and in
others reached 8 mm. in thickness, That covering the sub-
mucous nodules over their most prominent portions was
represented by one layer of eylindrical 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.

(¢) GrLANDS RUNNING PARALLEL TO THE SURFACE OF THE
Mucosa. Itis no uncommon thing to see the deeper portions
of the glands running parallel with, instead of at right angles I
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 portion. This will
only apply to a certain percentage of the cases, as we have




Fra. 1. Suspicious epithelial changes
from a large myomatous uterus,  ( 300

Gyn. No. 31338, Path. No. 491, a represents the normal thickness
of the surface epithelium; b« v nuieleus of normal si "
wre granular ma i protoplasm of various They resemble
miniature puff-balls and are devoid of nuelei is an exceedingly large
nucleus containing aggregations of chromatin and large and small
hyaline droplets,  This nueleus is str v suggestive of an earl
malignant change Nature evidently fears trouble partiall

walling it off with many small round eells, ¢

Fig. 2. ~Thinning out of the mucosa over a submucous myvoma
54.)

Gyn. No. 3008, Path, No, 435, « indicates the normal thickness

of the mucosa and b the layer of muscle separating the submucous

myoma from the mucosa, Toward the left the myoma becomes mors

prominent and the muscle and mucosa gradually become thinner until

at ' all traces of the glands have disappeared and the mucosa is
represented merely by the surface epithelium and  certain amount of

underlying stroma
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Rupture wit uhsequent throm
meosa over o submiueous myor 100
Gyn. No. 8354, Path, No
atrophic uterine mucoss covering 1
the underlying musele.  Oeenpying the upper
large vein  The vein at ¢ still contains norma
with a thrombus which reaches up and oper

has undoubtedly been o recent hemorrhage from

Markedly dilated uterine glands. 0
Gyn. No. 3232, Path, No. M3, a is the nonaal mueosa, At b the
glands show cystie changes,  The smaller evsts were irregular, the
larger spherieal. ¢ is one of the markedly dilated glands Ihee surfae

epithelium is continued over it. Al trace of the epithelial lining ha

disappeared from the inner walls of the g atly dilated glands, althougl

still present in those showing only moderate dilatation




Fra. 8, Gland hypertrophy in it between myomatous nodules
|
San., December 9, 1899, Path. No, 3674, The slightly irregular

myomatous uterns measured 13 x 10 x 10 em.  Seattered throughout

its walls were myomata, the largest 7 em. in diameter. The uterine
cavity was approximately 10 em. in length, but much distorted and
narrowed by submueous nodules.  The mucosa was smooth over the
:n

submueous nodules, but was thin as parchment, and where not

subjected to pressure, reached from 2 to 3 mm. in thickness, On
histolk

i intact surisee epithelinm,  Over the prominent portion of the sub-

rical examination the mucosa presents an undulating surface and

mueous myomata it consists merely of a narrow layer of stroma covered
e the

picture represents such an ares

with epithelium but devoid of glands. In the protected an
nu

s much thickened. Tl

" Wi

At ¢ and @ the surface epithelium rests directly on the muscle, but in
the cleft becomes even thicker than normal. It shows typieal gland
hypertrophy, well seen at a.  Some of the glands, as at b, are dilated ;

m is 4 small myoma,
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not infrequently seen this deflection of the glands where no
\IIII‘II‘H'H”\ |||_\!ll||i| a were Iir"\l'lll

() Extession oF mHeE Muscre ixto tie Muecosa, It

is a common oceurrence to find one or more uterine glands
extending a short distance into the muscle, especially if there
is an adenomyomatous tendeney, but extension of the muscle

bundles into the mucosa is relatively rare.  In Case 2852
(Gyn. Path. No. 347) some of the uterine glands were much

dilated. The stroma of the mucosa showed moderate hemor-

and there bundles

rhage in its superficial portion and he
of muscle fibers extending into it.  The picture in Case 3113
(Gyn. Path. No. 487) was even more marked.  The mucosa
was atrophied.  The surface epithelium was intact. The
glands were few in number and small and round on eross-
section,  The stroma of the mucosa showed considerable
infiltration with small round cells, and non-striated musele
fibers were seen passing up into the stroma of the mucosa
nearly as far as the surface epithelium.

(g) AureraTion 1N THE Broopvessers or e Urering
Mucosa. "n myoma cases, as a rule, the mucosa presents
the usual appearance 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.
e number of cases the mucosa is of a bright-red

In a moder:
color, apparently due to congestion of the capillaries. More

common are foci of ecchymosis. The ecchymotic spots, if

r and appear as splotches of red.

recent, are bright red in ¢
They are irregular in outline and sharply differentiated from

the surrounding normal mucosa.  Sometimes they are found
in a mucosa of the normal thickness, but are more likely to

be noted over the more prominent surface of a large sub-

mucous myoma. As the hemorrhagic areas become alteres
they change in color, being in turn dark red and then almost
thin, dilated veins

black. When the mucosa is exceedir
beneath the mucosa are often clearly visible, These veins are
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frequently greatly increased in size when large myomata are
present 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 oceasionally a blood pigment
remains, Thus in Case 3960 (Gyn. Path. No. 971) the
uterine cavity was 3 cm. in length, 3 em. 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-
celled infiltration, and there were deposits of pigment. In
Case 3492 (Gyn. Path., No. 711) a myoma, 10 em. in diam-
eter, projected into the uterine cavity. Seattered 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

espec

l 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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k) Taromposis oF THE VEINs iy THE Muecosa,  In Case
6667 (Gyn. Path. No. 2000) the patient gave a history of
studden hemorrhage four vears before and 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 thin-walled veins of the
atrophic mucosa were found thrombosed.  In Case 8354
(Gyn. Path. N
result of subperitoneal, interstitial, and submucous myomata

). 4530) the uterus was greatly enlarged as a

e polyp.  The mu

and the uterus contained a very lar,
lining the uterine cavity was very thin. Its surface epithelium
was intact but flattened. The glands were small.  The
ion,  Oceasionally we found a

stroma showed slight infilt
thrombosed vessel simulating, 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 6).

(1) UNUSUAL SHAPES OF THE GLANDS ASSOCIATED WITH
UrkriNe Myosmara. 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 appearance 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 gland of one or more branches;
sometimes five or six branches are noted.  None of these
pictures, however, in any way suggests malignancy.

j) EpEMa 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 di

nosis can be made only on histological examination. Edema

' This agrees with the previous findings of Dr. John G. Clark
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of the mucosa is usually limited to the superficial portions
and is absent near the muscle. 1t 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.  Oceasionally the exudate is exceptionally rich in albu-
min. It then forms a homogeneous mass that takes the eosin
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
in the under-

ionally the lymph vessels it

by serum, O
lving muscle may be dilated as in Case 4203 (Gyn. Path,

No. 1116).

(k) Dizararion oF THE UTeriNe Granps. 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
The smaller ones

where submucous myomata are present.
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 are also especially noticeable in uterine polypi.

In rare instances the cysts become relatively large and project
Case 3232 the uterine

from the atrophied mucosa. In
'y illlil |l|l' mucosa over a

cavity was much increased in siz
large submucous myoma had numerous eysts or blebs pro-
jw'lin;: from its surfuce. These cysts tended to arrange
themselves in rows, had exceedingly thin walls, and ramify-
ing over their surfaces were delicate traceries of bloodvessels.
They were 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 epithelial cells.
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On histological examination it is found that the glands
showing moderate dilatation have an intact cylindrical epi-
thelium. They may be either empty or contain a granular
detritus or a solid coagulum resembling a hyaline cast. When
the glands become still more dilated the epithelium may vet

retain its normal form, but is usually flattened (Fig. 7). In a

few instances, as in Case 3437, the epithelinm shows proli
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. 404).  The uterus was pear-

shaped and 36 x 32 x 32 em. The uterine cavity was 31 cm.

long and varied from 9 to 14 em. in breadth. Its mucosa

was atrophied and projecting into the cavity from the upper

part were three large polypi. Situated in the posterior wall

about 12 em. from the top of the cavity was a yellowish area

3 em. in diameter. From this mucus mixed with blood
escaped into the uterine cavity. This cavity had smooth
walls,  On histological examination marked atrophy of the
mucosa was found. Most of the glands had disappeared.
The cyst-like cavity near the middle of the uterus and com-
municating with the uterine cavity was lined with one layer
of 1-|>ilhv|iu|n 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 macroscopically 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. §).
e in the dark.

As to the cause of gland hypertrophy we ¢

In Case 7795 (Gyn. Path. No. 4055), in which a right tubal
) i

pregnancy existed, the exciting factor was of course evident.
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(1) Urering Poryer. On opening the cavity of a myo-
matous uterus one or more polypi were not infrequently
found.  These may be situated in 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-
ment,

Some of the polypi were very small and appeared as little
flat and yet sharply outlined elevations from the surface of
the mucosa. "They appear to be nothing more than small
portions of the mucosa which are heaped up.  As the polypi
grow larger they become somewhat pedunculated. The
majority have broad bases and are relatively thin, being
not over 1 to 2 mm. in thickness. Nearly all of them point
downward.  The polypi in Case 3038 (Gyn. Path. No. 452),
however, is one of the rare exceptions. This was 1.5 em.
long and 4 mm. broad; it was attached near the internal
os and pointed upward. The polypi are usually smooth
and consist of a whitish-yellow semitranslucent substance—
uterine mucosa. Scattered throughout it one often sees small
cvstic spaces—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 polypi 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
(Gyn, Path.
No. 1484) the globular uterus had a cavity 15 em. long and

7 em. broad. The mucosa covering the posterior wall was

no definite polypi had developed.  In Case 4¢

pale, smooth, and averaged 2 mm, in thickness. The surface
was concave, having been subjected to pressure from a tumor
oceupying the anterior wall.  Near the fundus the mucosa
was gathered up into a broad flat mound 3 em. in diameter
and 1 em, thick, Its margins were slightly injected.

Histological appearances of polypi from the body of the
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uterns.  Uterine polypi are nothing more than portions of the
mucosa that have been partially extruded, and with the sue-
ceeding and frequent contraction of the uterus have heen
forced out into the cavity, If the uterine mucosa from which
the polypi is nipped off is normal, then we should expect the
polypi to consist of normal mucosa. “The surface of the polypi
is usually smooth. "The majority of the glands present the
usual appearance, but asa result of obstruction some of them
tend to become evstic and their epithelium flattens.  In the
stroma or pedicle of the polyp non=striated muscle is not
infrequently found. "T'his 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. 487).  When the uterine mucosa
is the seat of gland hypertrophy the polypi will, as a rule,
also show h_\ln-rlrnplll\ of the glands.  "T'his was v~|wri;|l|\
noticeable in Case 12021 (Gyn. Path. No. 8502)

(m) Arypeicar Cuances iy e Eprrnecios LiNiNG o
Urerise Caviry,  In addition to the cell changes found 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, h. No. 580), 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 points.

Proliferation of the surface epithelium was also noted in
Case 3408 (Gyn. Path. No. 659) and in Case 6479 (Gyn

Path. No. . Occasionally a small papillary growth

may be detected arising from the surface of the mucosa. In

Case 3133 (Gyn. Path. No. 494) the uterus was tremendously

enlarged as a result of an interstitial myoma. The uterine
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. being 31 em. long

cavity was also greatly increased in siz
and varving from 9 to 14 em. 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 (Gyn. Path. No. 607) the uterus was the seat
of subperitoneal, interstitial and submucous myomata, and
the uterine cavity was 6 em. 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 ontgrowths 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 by a moderate number of
polymorphonuclear 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 be much more frequently found.  Some of them
undoubtedly indicate a commencing malignant change, while
others would advance no farther.

(n) A Ssmarr. Myoma Deverorine v toe UTERINE
Mucosa.  In Case 5808 (Gyn. Path. No. 2101) the uterus
formed a globular tumor 14 em. in diameter. Projecting
from its posterior surface was a subperitoneal nodule 4.5 em.
in diameter, and the anterior wall contained an interstitial
and slightly submucous myoma 12 em. in diameter. The
uterine cavity was 12 x 11 em.  Its mucosa was atrophied
and some of its glands dilated. Projecting into its cavity
was a tongue-shaped polyp 3.5 em. long, 1.5 cm. broad. On
histological examination the mucosa apart from atrophy and
s little altered, except at one point, where

gland dilatation v
lying in the mucosa was a definite flattened myoma. This
myoma apparently had originated in the mucosa, probably

from some preéxisting muscle fibers that were located there.
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(0) Expomerritis.  Inflammation of the endometrium has
in our experience been relatively rare.  About ten years ago
I reported 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 enconntered, and were still
further surprised to find that even when the Fallopian tubes
showed definite evidence of inflammation the endometrium
was often unaltered. 1f an inflammation of the uterine

mucosa does exist the excessive vascularity, together with the

excellent drainage afforded by the more or less perpendicular
position of the uterus, favors the speedy restoration to normal
What applies to the endometrinm in general is equally

le in mvoma ca

In our experience the mucosa

applics

rarely shows any inflammation when the uterus contains

myvomata.  After carefully tabulating the cases in which

there was an endometritis, usually very mild, we have found
3 that with one or two exceptions the nterus either contained

a submueous myoma, usually disintegrating, or the tubes

a recent or old inflammation,

showed definite evidences of
The

can with almost certainty sayv that if the

f importance to the surgeon in that he

» findings are

itient has no vagi-

nal discharge and if the appendages 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

worne Expomermios.  From the

(p) TrnErcrLOSIS
accompanying table it will be seen that we have had 7 cases
in which, in addition to the myoma, tuberenlosis of the endo-
metrium was noted.  In 6 of the cases the uterus was rela-

tively small.  Only in Case 3319 did it reach fairly la

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 4065 the small uterine cavity was filled with
creamy fluid. In Case 3319 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 G
us a specimen showing definite involvement of a myoma

age, of Worcester, Mass., sent

by tuberculosis. The interstitial myoma was approximately
globular and 7 em. 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 vielded tuberele bacilli in moderate numbers.  On
making sections from the endometrium we found normal
mucosa in places, but at other points the stroma showed
small-round-celled infiltration, and at one point in the mucosa
a definite tubercle was found. The myoma over a small
area presented the typical appearance, but it was everywhere
riddled by 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 adenomyoma, 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 from the table our
es 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 look upon the association of tuberculosis of the
endometrium with uterine myomata as accidental.
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TURERCULOSIS OF THE ENDOMETIIUM ASSOCIATED WITH

Uremine Myomara

Size of utery Condition of tube

Tubercul

Gx 6.5 x6em
tubercles over surfn

Slightly enlarged.  Tube
tube

Tubereulosis

7 Several Tubere

mata on surface, tube

Inrgest 14 % 11 x
M

Wi

(g) Avexocarcivoma or e Booy o tie Urenvs
have had 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 I have in press.
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Early Diagnosis of Cancer
Technic.

of the Uterus: Operative

By THOMAS S. CULLEN, M. B,
Baltimore, Md

In the various portions of the muecous
wembrane 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 mueus:
whereas in the portion that lines the cavity
of the uterns are 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
cancerons tissue in the beginning is so rich
in blood vessels that the slightest disturb
anee of the growth is liable to eause 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
Cancer of the

reached large proportions
uterus is most common between the thirty
fifth and fiftieth years, but it is occasion-
ally noted in patients under twenty-five
vears of age

Any bloody or watery vaginal discharge
that ean not be definitely accounted for

demands an immediate and eareful 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 oceurred, the
surface is usually nodular, and springing
from it are fine fingerlike outgrowths
which bleed readily

In every case a eareful history should
be taken but, even after all possible data
have been obtained and after a thorough
bimanual examination, it will not rarely
happen that the physician ean not deter
mine to lus satisfaction  whether ma
lignancy exists or not. In such cases a
wedge of the suspicious area (about one
em. deep and two or three mm. broad)
should be eut out, dropped at onece 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 eervix, on bimanual exam
ination, appears normal, the lesion is
usually sitnated in the cervieal eanal or in
the cavity of the uterns. The finding of
1 and nodular uterus renders

an enlarge
it probable that myomata are
When myomata are of the submucous va-
riety, the monthly periods are usually
ssive, but as a rule no intermenstrual

present

bleeding occurs and no fetid discharge
exists, unless slonghing of a submucous




In the latter case, how-
ever, portions of the growth are apt to be

the ecervix, and
are readily dis-
the cervix,
because they are tough and not friable, and
because the finger can be swept around
them, proving that they have originated at
a point higher up.

nodule is going on

found projeeting from
such sloughing masses
cancer of

tinguishable from

Extranterine  pregnancy  frequently
gives rise to intermenstrual bleeding and
to a slight menstrual

, but in these cases we usually have

a history of a missed period or of a period

dis-

that has persisted, and in addition there is
frequently the localized pain eaused by the
gradual distention of th Finally,

the bimanual examinatiou will often reveal

tube

the definite, velvety mass to one side of the
uterus

are at
times accompanied by a bloody or watery

Pelvie inflammatory conditions

In these cases we ean
there

vaginal discharge

that
loeal vaginal
old pelvie lesion h
kindled,
or less elevation of temperature, whereas

usually learn has been some

infection or that an
recently

recent
been  re-
In such cases there is often more

in early eancer there is no fever.

When the patient is stout, a satisfactory

bimanual examination is often impossible,
When
the cervix feels normal and we have exelud-
ed myomata of the uterus and lesions of
the adnexa, the the
usually lies in the cervieal canal or in the
cavity of the uterus. Whatever the uterine
growth, it must drain into the uterine
canal, otherwise there would be no vuginal
discharge.

unless an anesthetie is employed

cause of bleeding

In such cases the uterus should be most
thoroughly cureted. The should
be brought away from the anterior, pos-
terior and lateral walls and likewise from
the cervieal eanal. If mueh tissue is ob-
tained, it is probable that malignancy
All of this tissue, including the

mucosa

exists.

blood, should be thrown into a ten per
cent. formalin solution without preliminary
washing and sent to the pathologist.

In some ecases the pathologist has consid-
erable diffienlty in saying whether a given
specimen is cancerous or not, but, as a rule,
there is just as much difference 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 miero-
scope in the examination of serapings that
in every instanee during the last sixteen
have
scopie diagnosis of eancer and have later

years in which we made a miero-
examined the uterns, definite macroscopie
evidence of eancer was present.  Natural-
Iy, a thorough knowledge of the various
pictures due to fanlty hardening of the
tissues, to gland hypertrophy with or with-
and those peeuliar to the
in carly life, during men

out pregnaney,
normal muecosa,
struation and in old age,is necessary before
one ean undert to pass judgment on the
character of serapings

From no other part of the body is it
possible to so ecasily obtain material for
diagnosis. Take, for
the stomach; how thankful the operator
would be were it possible to just introduee
a straight euret to the pylorus and bring
away some tissue for diagnosis, without
the necessity of making any incision or of
doing any suturing. For the ecarly dia
nosis of cancer of the stomach, an explora
tory operation is usually necessary. We as
general practitioners and surgeons have ab-
solutely no exeuse for failing to diagnose
cancer of the uterus within one week after
the first time the patient comes under our
observation.

THE BEST OPERATIVE TECIHNIC,

To speak of the operative technie for
cancer of the nterus before a Pennsylvania
audience is akin to bringing coals to New-

stle when among others of your number

instance, cancer of




old friend of mine, Dr. John Clark, has
ntributed so much to our knowledge of

subjeet. The operation as elaborated
Wertheim seems to offer the best results
the of the

and parametrium

consists in removal uterus,

pendages and often
so of the pelvie lymph glands.

It is now generally recognized that the
reatest dangers of the radical operation
¢ due to the that

More recent experience has shown

shock immediately
llows.
it it is possible to lessen this shoek in two
ivs, (1) by shortening the duration of
e operation, (2) by keeping the patient
arm while she is on the
ards.

With the abundant flood of *‘sunshine,”’
s furnished by Kronig's light, the oper
tor ean often save from fifteen to thirty
iinutes,  This light should be in
where

table and after-

every

perating much abdominal

work is done

room

The chief bleeding encountered in the
radical operation is from the vaginal
plexus of The long, short-curved,
Wertheim foreeps enables one to elamp and

veins.,

cut the vessels with great facility, thereby
ften saving from ten to fifteen minutes
\s was said before, this shortening of the
peration by even ten minutes is all im
portant

By means of Krinig's eleetrieally heat
ol table the patient ean be kept at
equable temperature and usnally leaves the
operating room in an infinitely better eon

an

dition than when the table is
The patient is cleaned up on the
regular table, and after being thoroughly
dried is placed on double blankets
over the cleetrie table
essary to have a speeial nurse or assistant
auard against any danger of burning the
patient, and the current shonld be turned
on and off as nceessary in order that a rea
sonably equable temperature may be main
tained.

ordinary

nsed

laid
It is always nee

In the course of a few weeks I
operated on six cancer patients in suceces-

them
one

the

and

sion and, althongh in some of

operation was a most extensive
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 T 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 ean not refrain from
quoting an appeal made by the late J
Kunowsley Thornton some years ago, at
once an appeal to us as medieal men and
one of the severest arraignments of our pro
that

management of caneer of the uterus

fession has ever been made in our

How is an early dlagnosis to be made? Clear

by neglecting no menstrua
the normal, how
but at once to encourage the patient
to accurately deseribe symptoms

departure from
ever trivial it may at first sight
appear
and above all
to ingist in the most determined manner on a
Here it will be
a consultant, appeal for help to the

local examination

that I. as

apparent

gieat body of those who are now listening to

my remarks. to my professional” brethren en

with
too seldom have an op:

ed in general practice. |, in common
gituated as |

portunity of

am

dlagnosing early, because ma

the patients come to us too lat
has already ad

the limits

when

nso anced nearly or
ald. Let

n appeal to all engaged in family prac-

qrie beyond

of surgieal

tice who listen to me b and to that larger
body who may read my v
in the medieal
that
treat ns
take

every

rds when reproduced
cast aside

tendency to

journ to sternly
that

symptoms

too great
trivial

mode: or
small and to at
and carefully investl-
gate. casge In which there I8 brought to
their votice an abnormality in menstruation, or
v vaginal discharge of any kind
fiing

about

however tri
A very grave responsibility lies at the
deors of the medical profession for the small
progress made in the early diagnosis of uterine
cancer and jts successful treatment. 1Tow con-
startly is the consultant told “I mentioned
it to my doctor weeks or months ago, but he
‘Oh, it is nothing; T will send you a little
medicine or a little injection’ and never even
suggested any Internal examination, so I did

sald




not like to trouble him again till the paln be
came so bad or the discharge so troublesome,
and then he examined me and said I must have
egpecial advice at once”? Invaluable weeks or
and then the verdict of the con-
“It 18 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. T admit that the false modesty of the
patient, especially in some classes of soclety,
makes the position a difficult one, especlally
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,

months gone,
sultant

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

opinion. I will go one step further,
ask you, If there should be any to

such a temptation comes, never to
go on treating a case 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-
gleal treatment which can avall, and that of
g0 severe a kind that it requires the knowledge
of the speclalist if ever any disease did or does
require special knowledge and special skill in
operative trestment,

sound
and
whom
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SOME POINTS IN THE

HYSTERECTOMY

FHOMA

ometime 1
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ginal va L certain number
i cases. how 1l . d prola §
the uter \ redundancy
the anterior wall
weasionally
A In
terectomy  combined
rrounding vagin
ault and repair
the following par

I'he ace

ve employed this pr

erinetm

mpanying ¢

e cervix al
lar but

elium

removed at the o
through the vaginal
as indicated by the
I then dissected the vaginal mucosa
bladder, entered
cul-de-sac behind in order that T might get my
bearings (Fig. 2), removed the uterus and joined
the vaginal mucosa to the peritoneum of Douglas’
pouch (Fig. 3) I'he 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. No. 83459. The specimen consists of a
prolapsed uterus together with a large cuff of

I outlined the area to I
mencement by cutting just
mucosa all the around
dotted line
downwards

m-
way

from the Douglas

OPERATIVE 1
I

ECHNIQULE Ol
'ROI

VAGINAL

FOR APSUS

the cervix

Som. In its

vaginal mucosa ervix itself i
wide, and wnteroposterior
Surrounding the cervix is a cull

7 cm
diameter
of vaginal mucosa
varying from 2 to 7 em. in breadth
In such a case
cavity 1s ol the

removed

this one finger in the pelvi
greatest After the
itlined and the

Assistance

area to e has been «
vaginal mucosa has been carefully dissected down
wards in front being taken not to enter the
bladder, an incision is made behind the

Douglas’ pouch is entered I'he left index tinger

care

ervix and
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Fig The er

fin a guid the bla
wards from the bladder. Dougls

carried down in front of ¢ 1 1o shove t
dissected it from the cervix. Ir ase the tissue |

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

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
drawn up as it were into the pelvis, no slack being
left (Fig. 3), and the bladder which

has been

was then opened up along the dotted line

etweer

der jrom the cervix I'he vaginal flap was dissected down

and the left index finger
he bladder upward and away from injury while the knife
the bladder and cervix was denser than usual

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 or a hematoma may
follow

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
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A Large Cystic Tumor Developing

from the Iliopsoas Bursa




A LARGE CYSTIC TUMOR DEVELOPING FROM
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posterior aspects, but on the outer
the ilewm, and below intimately related to the anterior
portion of the hip-joint.  After being walled off with gauze it
was opened and there was an eseape of clear viseid fluid, yel
dor,  Lying free in the cavity were five irvegularly
ginous masses (Figs. 1, 3) After these
sisth was found fastened down heneath
When this nodule had been taken out a

e was firmly at

lowish in
lobulated, I

had been remoy
Poupart’s |

"

—ant sup.

Opencng
mlﬂjOHlf

Publs

Fig. 1A eystle tumor developing from the left illopsons bursa

large free cart masses and_ communicating with
the hip-joint. Oceupylng the left half of the pelyis s a cystie tumor
which on its outer side was firmly attached to the pelvie wall
cyst walls were composed chiefly of fibrous tissue. The thickenin
in certain areas noted in the walls Is due to deposits of bone. The
cyst cavity was distended clear yellowlsh, tenaclous fluid and
wlso contained five free irregninr cartilagluous masse
narrow prolongation of
beneath Poupart's ligament and opened directly into the hip-joint.
Filllng this portion of the cyst was a lnrge cartilaginous mass

All the cartilaginous masses are shown in thelr natural size In
Fig. 3

rried downward and forward passed directly into the
it anterior to the head of the femur. The bones of the
joint were perfeetly smooth, The pelvie sac was gradually ¢




sected free

3

low 1™

il the

It was then

ut

AWl

the

entrance

into the

iint was trimmed

turned

margin of the

in on itself

and snugly

brought 1

ret he

T

W

urely

osing

hip-joint

A

small ¢

thus

wound far

removed fron

the
the

an

ine

ision ¢

Result

then became

that

in dinmetoer
it contain

of the

or

delirions and talked i

Bon

R
Caranee

v few

1 previons o

e

tumor _dey
the Inner
In thickne
In other

ystl
present

patient did remark
colierently

had shown similar

erebia

1 bt
e




ssary to confine him for o

turbances and that it had Iy
time in a sanitavium,  Dr. Henry J. Berkley, who saw him in
consultation, felt that his mental condition had nothing to do
with the operation. The wound after draining for a few days
elosed completely and the patient left the hospital in e
1 and mental condition five and a half weeks afterward

Physic
He was able to walk without much diffien)ty

Subsequent Wistory.—Dee. 6, 1909: Dr. Mayer informs me
that the patient oceasionally has some discomfort in his leg but
no pain in the hip joint. He still uses a ¢

Deseription of Speeimen.—The walls of the sae were com

t them w

ed of fibrous tissue and seattered throug
tilage and definite bony masses | Figs, 1
fragments of bone wore very small; “others

in dinmeter.  The inner surface of the
presented a trabeculated appearance (Fig. 2) evidently due
to the unequal and gradual distention of the eystie tumor, Not
the inner surf:

T
plagues of ¢
of 1
ched 3 em. or me

withstanding the uneven appeara
by a smooth membrane.  The fluid
were clear, wish in color and rather sticky

Tar, white, eartilagin

wn in their natural

wits

ontents
The six
cavity are

everywhere ¢

T

masses filling 1)
n Figure 3. They were lying per
tly free and five of them popped out as soon as the sae was
The sixth could not eseape as it was firmly held down
by Poupart’s ligament and its lower end entered the hip joint.!

70

ORIGIN OF TIHE

CYSTIC TUMORS

One of the largest, if not the largest, bursa in the
body is that situated heneath the tendon of the iliopsoas
muscle,  This eomplex muscle arises from the hody of
the twelfth dorsal vertebra, from the bhodies of all the
limbar vertebrw, from the transverse processes of all
the lnmbar vertebrae and from the iliac fossa, The com-
hined tendon is inserted in the trochanter minor. In
order to reach this the iliopsoas muscle must curve
around the crest of the ilium. Tt is beneath the muscle
where it eurves over the bone that the bursa is found.
It lies beneath Poupart’s ligament below and lateral o
the iliopectineal eminence.  According to some authors
it may attain the size of a hen's ogg.

1. The specimens were demonstrated to the class and then
drawn.  During ¢ In Europe they were unfortunately
mixlaid and hay ot yet been located ; consequently | have thus far
been unable to make a careful histologic examination to determine
definitely whether the centeal portlon of the cartilaginous masses
ntained bone or not
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According to Joessel® the iliopsoas bursa or the bursa
mucosa subilinea lics between the partly tendinous por-
tion of the iliac muscle and the front of the iliopectineal
eminence.  Anteriorly, it is firmly attached to the ili-
opsons muscle, posteriorly to the iliopectineal eminence,
and likewise to the thin portion of the capsule of the
hip-joint.* It is bounded on the outer side by the
femoral ligament, helow by the pubofemoral ligament
and on the inner side by the cotyloid ligament.

Joessel 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 the bursa.  Occasionally the synovial membrane
is lacking at the thin point and in these cases there is
a direet communication between the hip-joint and the
bursa. "This opening explains how purulent accumula-
tions of the joint may extend to the iliopsoas bhursa 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 discases of the hip and would natu-
rally lead us too far afield. 1 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 inflimmation has existed

When consulting the literature I found a most instruc-
tive and painstaking article on “Disenses of the Bursw
of the p” by R. Zuelzer® T 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 burswe 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 subeutaneous bursa
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 bursw consist of dense connective tissue

2. Topographisch-Chirurgische Anatomle, i, 169,
4. This thin spot s well seen In Figure 232 of Cunningham's
Anstomy, 1909, p. 206

4. Deutseh, Ztschr, £ Chir, 1800, L, 148,
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part’s digament. It lifted up the femoral artery. On pressure
the tumor diminished in size,

Mommsex:  The same author reported a case of a man 50
vears old who without apparent trauma complained of diffi
culty in walking on account of a gradually increasing swelling
in the right inguinal region. The tumor was as large as two
fists and was situated deep in the right iliac fossa. 1t was
firm in consistency and 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 3 to 5 mm, in thickness and the failure to
detect fluctuation was due to over-distention of the cyst.

ScnAren:  The patient, a man coming to Volkmann's clinie,
complained of a tumor the size of a child’s head situated at the
m of the thigh and lying under Pouyart’s lignment. The
1 had fallen and injured his hip a year and a half before
The tumor projected only slightly above the normal skin sur-
face. 1t was buried deeply in the musele 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
fluctuation could be 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
beeame softer.  Its contents could be made to disappear and as
a result the anterior tumor became more distended. The eystie
tumors communicated with one another. The movement of the
hip joint was free, The pain radiated from the hip to the knee.

Fricke:  This author described a case of a carter who with
out apparent cause had a tumor in the hip regic It lay over
the right trochanter and 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
us 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
thigh 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.

Herseke:  This author observed a case in the Greifswald
clinie in which after a rheumatic inflammation of the hip-joint
a prominent and distinetly fluctnating 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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exists it is often possible to press the fluid from one
tumor into another.  On releasing the pressure the fluid
at once comes back.  The tumor may extend forward
beneath Poupart’s ligament and then backward along the
course of the iliopsoas muscle as in our case,

In some cases fluctuation can be detected, but in others
the tension is so marked or the cyst walls so thick that
the tumor is supposed to be solid,

The skin 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 and puts
it on marked tension as in the case reported, it is but
natural that any exgessive movement of the hip-joint
should be accompanied not only by local pain but also
by pain referred to the knee, f

Zuelzer found that the typical position of the leg in
these cases 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 mu

s cnses the hip-joint is, as a rule, periectly nor
the great trochanter bears its normal relation and
is no shortening of the leg. In this way it is pos-

sible to exclude completely fracture of the neck of the
femur, fluctuations and diseases of the hip. In my case
there was three-quarters of an inch shortening. The
joint itself was perfectly normal,

10LOGY

The majority of these cases have followed some injury,
although syphilis and rheumatism are also supposed to
be contributing factors.  In my case the connective-tissue

Is of the cyst contained hone. 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 unusnal, but
when we remember that small free cartilaginous hodies
are not infrequently found in the knee-joint, it should
not appear strange that a communicating with the
hip-joint might contain similar products. The foreign
bodies in the case reported, however, were exceptionally
la
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CARCINOMA OF THE RIGHT FALLOPIAN TURE
READILY PALPABLE THROUGH
THE ABDOMEN

By Tuomas 8. Curren, M. B,

Issoctate Professor of Gynecology, Johns Hopkins University

Cancer forms a very small percentage of the pathological [20)
conditions of the Fallopian tube. As pointed out by Hurdon,'
carcinoma was noted only three times in the tube, as compared
with some four hundred cases of cancer of the uterus that
ame under our observation in the Johng Hopkins Hospital,
Among the more important American articles on this subject
ire those of LeCount® and Hurdon.' In the Johns Hopkins
Bulletin of 1905, Vol. XV, p. 399, I reported a case of adeno-
carcinoma of the tube in which as a result of extensive involve
ment of the pelvie peritonenm 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
thout one-third of the pelvie 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 author"’

appeared a few months ago. In thic the number of cases of
carcinoma of the tube had been increased to one hundred

! Elizabeth Hurdon, Kelly, H. A, and Noble, C. P. Gynecology
and Abdominal Surgery, Phila, 1907-08, I, 175,
LeCount. Johns Hopkins Hosp. Bull, 1901, Vol XII, p
Elizabeth Hurdon. Johns Hopkins Hosp. Bull, 1901, Vol. XTI
p. 316,
lban Doran. J. Obst. & Gynsc, Brit. Emp., Lond., 1904, VI,

*Alban Doran J. Obst. & Gynee Brit. Emp., Lond., 1910,
Xvi 1
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After such thorough presentations of the subjects as have
been furnished by these authorities a further survey of the
literature would be simply a repetition and 1 shall merely
report a case which came under my observation in the labor-
atory. 1ts chiel interest lies in the large size of the growth.
When 1 first saw the hardened specimen before learning the
a very large hydrosalpinx

clinical history, I considered it to
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 ulerus

San. No. 233 ~Mrs. M. H,, aged 46, Admitted to Dr. Kelly's
private sanitarium on May 14, 1907, The patient entered com
of & mass and great pain in the lower part of the abdo

plainir

men. The family and past history were negative

The menses bezan 14, we 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 lencorrhoeal discharge which, for the past year, has been
associated with some odor and with blood

Present Hiness.—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 cramplike in character, It
has persisted in this region and for the last year has also heen
present in the left side The pain radiates into the leg and for
the last four or five months both legs have heen swollen
Operation.—The uterus was removed by bisection; a small
piece of intestine was also removed on account of a little sub-
real eyst which was supposed to be secondary to the tubal
ent and no evidence of

™
growth. There was no g

ndular involve

any peritoneal implantation

Path. No. 11536, The specimen consists of a small uterus, of
a ereatly enlarged right Fallopian tube and of an enlarged left
Fallopian tube.

The body of the uterus is 4 em. 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 em. it curves or
itself, b tedly convoluted end 5 em. from the uterus is
5 em. in diameter. 1t continues to increase in size until at
its outer end it is 10 em. in diameter. Roughly it forms a
sausage-like tumor 14 cm. long, 12 em. hroad, and about 10 em. in

0mes mi

thickness, Anterforly it I8 covered with adhesions. Posteriorly
it is perfectly smooth and springing from its surface is a sub-

2
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peritoneal eyst L5 em. in diar ' ge congeries of bloo.
Xt are seen ramifying beneath tl toneun

On section It I8 seen that reat increase in siz due
n large measure to 4 new growth Ihis has extended into tl
imen of the tube, but at no point does it appear to have rea
the outer surface, Where the tube is b em. in diameter the growtl
completely fills the lumen, It s composed of a granular-lookir
new growth which presents a somewhat ar scent appeara
The growth apparently springs from all parts of the wall of t}
tube Near the fimbriated extremity here the tube m. |
liameter, for over fully half of its extent the wa Are cover
with a new growth This in places reaches 2 cn n thickne
At other points the tube seems to be free from the grow I
entire central portion of the tube has been filled with fluid tha
has undergone coagulation in the b dening fluld In the flu
next the growth here and there are large blood clot I r
leture leaves litth t that we are Aling with a ma i
rowth. If it be malignant the reason wk has not ex 1
outside seems evident, because the point of least resista wou
be toward the center of (he tube

T'he left tube, near the uter mm. in diamet
passing outward a short distance it is dilated tor5em |
kewise on section is found to be the seat of a similar grow
I'he tube {8 covered with adl or

Histological Eraminati Sections from the growth of t
T tube show in some areas little t teat-like

ons extending into the cavit They remind one very much of
the small folds noted where a hydrosalpinx exist At other
points the epithelium has proliferated forming gland-like are
In more advanced portions over wide areas papillary outgrowtl
are seen, These present a distinet arborescent appearance a
the projections are covered with cne or several layers of y
high, excecaingly regular eylin Al epithelium. Over lar Areas
there is not the slightest evidence of breaking down. 1 1
other portions of the growth one secs nuclei two or 1} time
the usual size. These stain somewhat deeply. In other portio
cross and longitudinal sections of finger-like processes with lar
blood ve in their interfor are seen. Here and there ()
epithelium proliferated until solid masses of glands ha on
formed Masses of epithelium without evidence of gland mn
tion are also noted In only a few places is there evide of
breaking down

The growth is, without doubt, a carcinoma, but is characterizod
by a marked tendency toward gland formation and papillary out

growths, and by its stability |

ing down. One might, with

50

ad of its tendency toward hreak

me propriety, clai




to a marked degree, a very cellular and branching

It s interesting to note that the other tube presents a similar
appearance,  One tube may have picked the earcinoma 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.

Post-Operative History.—Sept. 30, 1910, Dr. Curtis F. Burnam
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 patient, however, is able to
do her work most of the time and her general health has been but
little affected,

The growth has evidently been a rather slow one as it is nearly
three years and a hall sinee operation

DESCRIPTION OF FIGURES

Fig, L.—Primary Carcinoma of the Fallopian Tube. (Natural
size. )

The small uterus has been bisected and one-half is seen in the
lower part of the ture. The tube at the cornu i8 small, but
after passing outward a short distance rapidly Increases In size
Its outer end is g0 much distended that it might readily be mis-
taken for an ovarian cyst. The surface of the tube is covered by
numerons adhesions and its vessels are large and tortuous.  The
interior of the tube is shown in Fig, 2

Fig, 2 —Primary Carcinoma of the Fallopian Tube. (Natural
size.)

For the general contour see Fig. 1. In the lower part of the
pict is a cross gection 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
great 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 coagulum is seen retracting from the tube
wall and could readily be lifted out of the tube in one plece, It
will be noted that where the tube is so much dilated its walls
over a considerable area ars totally devoid of new growth
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I In the summer of 1904 T vemoved from a man 4

4 ears of age an umbilical growth which on histolo

! amination was found to be an adenocarcinoma.  Being

y loss to account for a glandular growth at the nmbil

{ cus, and at the time being unfamiliar with the fact that
ancers of some of the abdominal organs sometimes give

: rise to metasgtases at the umbilicus, 1 started to review

4 the literature of digeases of the umbilicus, It was n

' ntention to present to the Section a digest of these

| <tudies, but, notwithstanding the fact that few surgeons

£ ave observed more than one or two pathologic con

litions of the umbilicus, 1 found that the sum tota
gives such an abundant and varied material that to do

4 lie subject justice and to consider it carefully from all
'; tandpoints would require several hours,
i I'ndoubtedly one of the best articles on the umbilicus
s that by Reginald Fitz,' published in 1881, Other val
i uable contributions have also been published by Freer
ind by Morris.®
d The French have dealt with the subject in a most
{ exhaustive manner, and especially good articles have
J been published by Villar,* Lannelongue and Frémont,®
* Read o the Section on Sargery of the Ameriean Medical Asso
intion, at the Sixty-First Annual Session, at 8t. Louis, Juge, 1910
1. Fitz, HReginald Omphalomesenteric mains
Ihele Tmportance in the estinal Duplication, Cyst
formation and Obstruction, Am. Jour. Med. Sc. 1884, Ixxxvill. 30
2. Freer, James A.:  Abnormalities of the Urachus, Ann. Surg
IS8T, v, 107
Morris:  Mallgnant Disenses of the Navel ax o Secondary
Complication. Ann. Nurg. 182 1
Villar: Tumeurs de l'ombilic, Thése de Parls, 1886
5. Lannelongue and  Frémont: Do quelques  variéteds  d

tnmeurs congénitales de icmbille et plus spéclalement des tnme
adénoldes diverticulalres, Arch. gén. de méd, 1884, Siegenbeek 7,
xiii, p. 86




and by Quénu and Longuet.® In the Gorman literature
the articles of Kolaczek,” Kiister,® Hertz" Ledderhose,!
Fillmans'" Pernic Siegenbeek van Heukelom™ and
Schroeder™ stand out prominently,

then, 1 shall limit myself to the con
i pictures due to partial or total

sideration of patl [
lnck of closure of the omphalomesenterie duct and to

primary and secondary cancer of the umbilicus

On this occasion

NONMALIGNANT ABNORMALITIES OF THE UMBILICUS

of the Umbiiicus.—Occasionally when the
vosmall red, peduncalated nodule
the umbilical depression,  This
a small cherry or a red

ldenoma

 comes away s
fonnd springing from
nodule may he the size of
vaspberry, 1t is bright red
small amount of mucus and s
delicate pediele,  On

el velvety,  On his-

e,
v color, has a velvety sur
attached

face, seeretes g
to the wbilieal depression by a

pressure this small nodule is firm
tologic examination the outer surface is found to I
covered w mucosa identical with that lining the smal
intesting There is an outer covering of evlindrical

and then come the typieal Licherkiithn glands
Beneath the mucosa is a
center is com

epitheliam,
with the intervening stroma
certain amount of fibrous tissue and the
» fibers

posed of non-striped mus

Funnel-shaped Umbilicus,—Sometimes after
the umbilicus is

the cord
comes away t nurse notices that
somewhat moist and on investigation the umbilical de

The outer

pression is found to be deeper than usual,
portion is covered with normal skin, the deeper portion
of the funnel has a reddish, velvety lining and partially

Fombille

I cancer secondalre

G Quénn and

itome des Nabels, Arch [ kil
"

ene und Ihr

K e Nenbildungen o Nabel erwach
operative Behandlung, Arch. . klin. Chir, (Langenbeck's), 1874
i, 2

0 Hertz: Ueber elnen Fall von
fgen Fran, Inang. Diss, Wilrzhurg
Erkrankungen  des  Nabels
nt 45 b,
Prolaps von Magensehleim
und fiber sonstige
Chir

Adenocarcinom des Nabels bel

hirnrgisc
Chirurgle, ), Instalm
M nns Ueber angeborenen
baut durch den Nabelring (Ectopla ventricall)
hwillste und Fisteln des Nabels, Deutsch. Zischr, f
, 161

Die Nabelgeschwillste, Halle, 1
15 Stegenbeek van Heokelom © Dle Genese Ectopin ventri
cull am Nabel, Virchows Acch. £ path. Anat,, 1888, exi, it

14, Schroe eber div Divertikel-Bildungen D Darm-Kanale

'

Innng Diss, Augsburg, 1IN
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avity s transparent, = ) ten

muens,  Sections from the red lining show that it
st of a mucosa identical with that of the intest
nd that it has an outer coat of non-striped m
( ¢ Cavities in the Abdomin Wa {1 Umh
In a few cases there was noted a slight water
d arge from the umbilicus and on examination
fistulous opening was detected  leading dire
wed for from one te eral centimeter |
pant filled with n il w

I

T'he

rface | red by 0 mucoss sting tiall ghand
the small intestine.  (Lannelongue and Frémont © Arch d
néd., 1884, clill, 62

a velvety membrane which proved to be intestinal mucosa
I'hese cystic spaces may lie external to or beneath the
aponeurosis and in at least one instance the cystic cavity
had no connection with the outside

Weckel's Diverticulum As is wel' known, Meckel's
diverticulum, when present, usually projects from the
onvex surface of the ileum a few inches from the ileo




cecal valve and represents a portion of the omphalo
mesenterie duct which has never closed. 1t may or may
not have a mesentery. It tip may be free or attached to
the umbilicus by delicate threads—remmnants of the
omphalomesenteric arteries and veins or of the outer por-
tion of the omphalomesenterie duct which has not totally
disappeared,  Meckel's divertienlum may extend up to
and be firmly attached to the peritoneum at the um-
hilicus,

Intestinal Cysts—Intestinal eysts occasionally oceur.
Meckel’s diverticulum may be nipped off and form a
closed sae lined with intestinal mucosa having muscular
walls and an outer peritoneal surface. Several such
cases are on record,  These eysts usnally contain noth-
ing but mucus, indicating that they have been cut off at
an early period, at a time when no meconinm is present
in the mtestine,

Pateat Omphalomesenteric Duct.—A large number of
cases Lelonging to this class have been reported. In
some the cord is of unusual size at the umbilicus and
shortly after it has dropped off a red mass is found. This
i« sometimes very small: in other cases one centimeter
or more in diameter. It usnally projects about 1 cm.
from the surface, but in some cases is fully 4 em. long
In the center is a depression into which a sound can be
passed for several centimeters, At first only mucus es-
capes, but later more or less fecal matter. Where the
opening is small and a projection is scarcely noticeable
only a faint moisture may be 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 and Invagination of the Small Bowel
T'hrough the Omphalomesenteric Duct.—1f the fistulous
opening be large, serious consequences usually follow.
When the cord comes away a red nodule at the umbilicus
i« noted and fluid escapes.  Fecal matter is usually
passed through the rectum. In the course of a few days,
when the child eries or strains, the umbilical picture
changes and a little dome-like elevation is seen in the
fistulons 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
i being turned inside out through the fistulous opening,
At either end of this sausage-like mass one finds a




men. the upper and lower ends of the prolapsed part
of the bowel, 1f one were able to put a hand into the
abdomen the minute the bowel begins to mvert and make
entle traction, the bowel would at on turn in 1
become straight, with the fistulous tr

in
8, A8 one

ot right angles and ending at the wmbilicu
rom the upper enq

may surmise, fecal matter comes

the prodapsed howel, nothing but n s from the

end and sometimes mueus and possiblv oa littl

\ \
\
\
| |
| ! |
J
|
[
] '
| |
| ]
| {
| l 1
|
) 3 f
e Inver n of the d tien and 1t
Diention with intestiy At y
nmbilicns a woon as the way Throu, th
I fecal matt d N normn 1 ]
ctun ™ " n z, bl 1red in col
and  looked | peted  Intestinnl n " It was
Hameter and wmesed In 4 em ive day 11
tumor had been transformed into th ALISAZe
noted In  the figure Projecting  from the umbilic
was a cylindrieal tumor 25 cm long and 1
T'his tamor a was continuw with the VSRR k
tumor b, ¢ The tumor was dark red and covered oy

which bled easily. Funnellike openings were present
and ¢. The opening at b passed inward through a canal in t
tumor a and then was continuous Into the abdomingl cavit

Al matter es

From the opening at b
projection. The child was
of crylng more loops of intestine eame

From this description It Is seen that there was a prolapsus
inverted intestine. The child died sixty hours after o
CArthur Barth - Dentseh. Ztsehr. £, Chiv, 1887, xxvi, 195.)

aped. At d was & blind
werved for several days and as a resul
own. An attempt was mads
to carry these back into the abdomen and the bowel was injured
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from the rectum.  The child dies in from one to three

with signs of shock and occasionally of a general

B

avs

tonitis

G sl o o) & 2

B i A

Origin Vdenoma the Umbilicus I'he term

a misnomer, hut as the name has been usied

denoma™ is
o long it has heen generally aceepted. When we remen
er the funnel-shaped umbilical depression with the in
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these children a Meckel’s diverticulum exists and is
firmly attached to the umbilicus, If at any time signs
of intestinal obstruction develop an exploratory section
should at once be performed.  Several cases have been
reported in which small adenomata existed, attached by
a fibrous cord to a Meckel’s diverticulum

Where a funnel-shaped umbilicus is present and the
deeper portion i 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 iz attached to the umbilicus, 1f =0, it should bhe

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. 1f it is still open at the expiration of
uld be dissected out down to the ilean

six months it
and removed.  Even should it close the child should e
carefully watched for signs of obstruction

Where the fistulous opening is large it should be re
moved at once,  With the child in good condition the
dung s not very great.  When pre
with inversion has ocenrred, however, as a rule signs of

ipsus of the howel

shock have already supervened and the chances of suc
Cess even with operation are very remois
MALIGNANT GROWTHS OF THE EMBILICUS

These may be divided into four varieties

1. Primary squamous-cell carcinoma

2. Primary adenocarcinoma

3. Sarcoma

. Secondary carcinoma.

Primary Squamous-Cell Carcinoma.—Cases have heen
report 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 glow one and on histologic examina
tion the typical appearance of squamous-cell growth is
clear

Primary Adenocarcinoma of the Umbilicus.—This ap
pears to be more frequent than that of the squamons-cell
type. Here also much confusion exists from the fact
that the umbilical growth may be nothing more than a
secondary manifestation of a primary growth in one of
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the abdominal organs.  As has been tin tl

andular

preceding  paragraphs
omphalomesenteric duct are often pre

nt at or near tl

umbilicus and one w
ionally undergo malignant changes

should oces

Bonvoisin'® observed a case in Tillaux’s chinie t
seemed without doubt to be a primary umbilical car
noma. A man, 64 vears old, had heen ill for two mont
At the umbilicus was a brawny excrescence.  Whea t
nodule was first noticed it was no larger than a pea. |
fifteen davs it had uleerated and the surrour

Fig. 5. Adenocarcine umbiliens
very much ke an | {nomat
present a fne nodular The dot
Hmit f e Induration On th right Is a

b the nmbilieus. T much thickening ¢

matous Infiltration porit i beneath the umb .
from adhesions
was eczematous, On his admission to the hospital

umbilical zone was replaced by a shallow uleer witl
blackish er and surrounding this was an inflam
tory zone. The entire mass was as |
bile, 'The nodule was removed hut
f

piece and imm
man died
eareful examination fail
cinoma in the abdomen. Dueellier, who examine

autopsy no peritonitis was

to reveal any primary «

15, Bonvolsin . Iépiihélioma de ombl Those, Parls, 1801

as a five-fry

| naturally expect that thes

it

n
AN«
the
ind




specimen, came to the conclusion that the growth was a

primary adenocarcinoma of the umbilicus originating

from remains of the omphalomesenteric duct.

Sarcoma of the Umbilicus—Pernice, in his splendid

1 monograph, says that he was able to colleet accounts of
only six cases,  On reading over the reports of thes -
cases, however, one cannot help gathering the imp

it most of the growths were in reality fibromata

Ihe evidence of their sarcomatons nature is hardly

sufficient to be convineing
Levdhecker'™ reported the case of a girl of 14, poorly
nourished, who had a nodule at the umbilicus, This
grew slowly until nine months before operation, when
it suddenly became painful and rapidly became la
At operation the tumor was found to he oval m
! ghtly pendu

an orange It was smooth and s
us I'he skin over the tumor was very thin an

| i-red. Over the lower part of the tumor were uleer
blood and pus, The tumor lay

s covered wit

n the superficial fascia.  On section it was vellow

omogencous and resembled  pork Histologically it

1 to he a spindle-celled growth, 1t was probably a <
d

Secondary Carcinoma of the Umbilicus.—From a ¢lin

arcoma, The subsequent history was not recor

al standpoint this is by far the most interesting and

important pathologic change that may be encountered
it the umbilicus,  Without a doubt many

this Section have had one or more patients come to
1

em complaining of an uncomfortable sensation at

umbilicus. On examination some thickening was ¢
]

tected or possibly a small nod There was, howeve
no evidence of any inflammation and the patient was
probably in good healtl

Such patients frequently give a history of having had
a blow on the abdomen or a sudden abdominal strain a
few months before 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 b

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 usnally manifest themselves, and the pa

16, Leydbecker: Zur Diagnose der sarcomutisen Geschwillste,




tient loses weight and dies, The diagnosiz may still b
in doubt, but an autopsy will usually reveal a carcinoma
f the stomach, which in many of the cases has beer
latent, and which occas'onally has given rise to no loca

anifestations whateve




In 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 fascin,  From this point it gradually spreads through
the surrounding fat as a rather diffuse growth. This
growth on section reminds one more of dense fibrous
tissue than of a carcinoma (Figs. 3, 5 and 6.) 1In the
early stages there are no definite discrete foci that could
be recognized as earcinomatous. Their absence is dae
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 in existence for

severa. months the lymph-gland ay be implicated
Ihe superficial lymphatics from 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 iline 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-
15, cancer of the small or large intestine or of the
uterus or ovaries may be followed by a secondary um
hilical growth. In these cases the extension to the
umbilicus may be by way 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.

lisserand'” 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 de deux cas de cancer secondaire de
l'ombille, La Loire méd., 1906, xxv, 131
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In my last case the umbilical cancer was secondary te
cancer of the gall-bladder I
In the cases 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, transvers
- 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
s 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 Dr. Haggard, of Nashville
the umbilicus, apart from being much larger than usual
and being markedly indurated, shows little change. T'he !
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 be detected until the umbilicus was lifted
§ ip between the fingers. In my first case I removed the
mnbilicus thinking that it was the seat of a primary !
growth, In my second case it was removed on account !
of the severe pain experienced by the patient.
From what | have #aid, 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. 1f 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
growth.
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The last case came under my observation a few weeks
ago after my attention had been especially directed to this
subject, The typical history of gall-stones coupled with
the non-inflammatory umbilical thickening at once sug-
gested carcinoma and 1 made a provisional diagnosis of
cancer of the stomach or gall-bladder associated with
gall-stones and interpreted the umbilical growth as a
secondary manifestation. At operation | found gall
stones, cancer of the gall-bladder with involvement o
the periportal lymph glands, and small metastases in
the lesser omentum : histologic examination also revealed

owtl

sence of a secondary adenocarcinomatous

the |
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 positively say
that cancer of an abdominal organ exists, removal ot the
umbilical growth is of little value because the disease is
pread to permit of total eradication

already too wic
On the other hand, in some of the cases the symptoms are

<0 obscure that a diagnosis cannot be 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

SECONDARY ADENOCARCINOMA OF THE UMBILICUS ; ILLUS
ITRATIVE CASES

20),—The specimen sent me by Dy
1 the

Case | (Path. No. 15
Tenn,, in April, 1910, consists
al of surrounding tissue. The entire

Haggard of Nashvill
umbilicus with a good
specimen measures 10 em. in length, 7 em. in breadth. The
2.5 em. ncross and is covered with skin. 1t pre
and is much more

umbilicus is
sents w rather uneven, nodular surfa
welled up in the center (Fig. 3)
point

prominent than usual, having
There is, wever, no evidence of uleeration at
On section the distance between the umbilicus and the perito
neal surface is 2 em. The tissues look fibrous and in the
vieinity of the umbilicus show infiltration apparently with
fibrous tissue. At one point is an area of what looks like
s thickening 2. i The adipose
tissue has been almost entirely replaced at this point.
Histologie Examination.—The squamous epithelium is intact
and there is 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

loealized fib
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Scattered everywhere throughout the thickened fibrous tissue

are glands, Some of them are small and round. others elon

gated or tubular; others are dilated Ihe glands are lined
with eylindrical or cuboidal epithelinm which in most places
is one layer in thickness, The nuclei of the epithelial cells
are for the most part oval and stain uniformly A few of the

epithelial cells have very aining nuclei
Where the glands are dilated the epithelium te
cuboidal. At other points tl

are undery

rge and deeply »
(4

st

ands are exceedingly abundant

ving disintegration and are filled with mucvs, |1

some places the epithelium is several layers in thicknes

Here and there gland epithelium has iferated to such at
extent that new glands are being formed. The wih s
of a glandular type and simi

that originating either in the stomach or intestin

mdoubtedly a earcine

CASE 2. —Secondary carcinoma of the umbilicus: met

in the right inguinal glands. Mr. G., 42 vears of age
was seen in consultation Aug. 30, 1904, The patient was

nourished, and complained of a discharge from the umbilicus
Nix we before he was struek in the abdomen with a sh
and the umbilicus e ymmenced to discharge thr weeks later

I'he umbilicus itself presented a granular appearance (Fig. 5

A the tissue surrounding it wis indurated. The patient had

ad for years: als n in the lower abdomen ov
the ap) He was admitted to the Chureh Home. Under
anesthesia the inguinal glands were earefully palpated \
lefinite enlargement was found in the right side An incision

10 em. in length was made and the inguinal glands removed

together with the surrounding fat. 1 then made a long ellipti

cal ineision around the umbilicus and removed the umbilical

tumor, giving the hardened area a wide berth The growth a

the umbilicus closely v retracted  nipple h
patient took the anesthetic badly. Consequently 1 could not
make as thorough an abdominal explorction as desired. Wit}
the finger carried in all directions | was unable to deteet an
thickening

Histologic Examination (Path. No. 7720) The umbilical
growth proved to be a typieal adenoearcinoma. The squamons
epithelium in many places was normal, but along the edge
of the growth it was impossible to distinguish between the
cells of the adenocarcinoma and those of the us epithe

wn owth in

lium, There was as yet little breaking «
the inguinal glands macroscopically looked like eancer (Fig

4). On histologic examination it presented exactly the same

pattern as that noted at the umbilicus

wod health
also had
4, & firm globular
ldle of th

¢ considerably en

On Jan 1905, the patient was in fairly
He still had considerable
great difficulty in
s fully 10 em. in
and the left

onstipation, however. |
February

oceupied the m

glands w




The umbilical growth was undoubtedly secondary to
tinal eancer. In May, 1905, 1 again saw the patient.
s and he was so

larged
the inte
His bowels had not moved for ten du
emaciated that one would hardly recognize him. The ab-
were everywhere palpable. He died a few

dominal nodu)
days later
Case 3.—Adenocarcinoma of the umbilicus secondary to
carcinoma of the gall-bladder. Mrs. B, aged 58, was seen in
consultation with Dr. George L. Wilkins and admitted to the
Church Home and Infirmary, April 24, 1910, The patient
complained of an “umbilical nodule and of gall-stones.” Her

ative. The menopause had oceurred at 50

past listory was neg
Ihe patient had had five ehildren. 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, 1909, 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 prese of gas and from constipation.
I'here had been no clay-colored stouls, The heart and lungs
were normal.  The urine was practically normal.

From the history and general condition a provisional diag
was made of ¢'her eancer of the stomach or of the
ndary nodule at the wm

nosis
gall-bladder, associated with a se
bilieus. On examination of the umbilicus there was just a
slight rolling out, but nothing to suggest a nodule until one
picked the umbilicus up between the fingers, when marked
psitiveness beeame apparent (Fig. 6).

Operation—April 25, 1010, on making a right rectus in
cision 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 em. in diameter. We were dealing with a
carcinoma of the gall-bladder, together with metastases in
the lesser omentum and the umbilicus. On account of the
marked involy t 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
ions. The patient made a good temporary recovery
and was discharged May 9, 1910,

Pathologic Examination (Path. No. 14068).—The specimen
consists of the umbilicus and surrounding skin. It is 7 em
in length, 5 em. in breadth. The umbilicus is slightly prom
inent. It is commencing to unfold a litlie as seen in Fig. 6

from adhes

4
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)
It was not quite so prominent, however, in the fresh stat
The nodule could be readily felt on lifting th mbilicus v
)t \ | ppear ol \ 1 ' "
I | he hardened specimen  the
\ inging the effect out mw promi
! rywhere intact.  The peritoneal i
puckered, but was fioe fron 0 fon of t
umbilicus the ti fit n n it e portion
t appeared be a litt) en of hemorrha \
m. in diame At first it o 1 for '
t the presence of earcinoma
Histalogic Exami I mous epit
t and immedintely bLeneath it in a few p! !
at-glands.  Approaching the perit ' nies of gl
found elosely packed together with very little connectis
tissue between them.  The gland epithelion
part one layer in thickne In some places it
other points cylindrieal, and the Are very 1
| clei of the epithelial s stain uniforn

rably in si In

places the epit

to have a tendeney to be arrange

without doubt a earcinon Ihe small n

und in the lesser omentum | hborho

bladder present a precisely sin
ubtedly dealing with a

Uladder, involving the Iymphaties around the portal
I'here have been metastases in the | menty N
involvement of the umbilic

3 West I n Sty
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A MALIGNANT INTESTINAL GROWTH REQUIRING
THE REMOVAL OF AN UNUSUAL NUMBER
OF ABDOMINAL STRUCTURES

By

I'momas 8. Cunies, M.B

Baitimo==, Maryland

My object in reporting this case to the society is to show
what may be done in some cases in which the surgeon, on
opening the abdomen, feels completely baffled, 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,
4 but the family physician, Dr. Ira MeCurdy, of Frederick,

insisted that the patient had been suffering from exeruciating

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
i further examination of the combined tumor, and found that
j 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 a 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.
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MALIGNANT INTESTINAL 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 pelvie examination I found what appeared to be a
myomatous uterus, which was firmly plastered to the left
side of the pelvis 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.

(peration. 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
whut 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, but on being
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 were 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 loop of small bowel near the cecum; to this a clamp
was applied. The other end of the same loop, about 18
inches distant, was also clamped and the intervening bowel
cut 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 appendix, 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 between 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, T 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 abdominal pain, and from the present
indications will not survive over a month or six weeks,
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1 MALIGNANT INTESTINAL GROWTH

Deseription of the Tissues Removed.

Path. No. 14, Examination of the hardened specimen:

The specimen (Fig. 1) is made up of 15 em. of the descending

1
5

colon, containing a malignant growth, of between two and
three feet of small bowel, of the uterus with its appendages,
and the appendix, all in one mass,

The descending colon is occupied by a newgrowth, 8 cm.
in length. This involves the entire circumference of the
bowel, the walls varying from 5 mm. to 1 em. 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 perforation. The
growth has extended directly through and has communi-
cated with a loop of small bowel. It has likewise eneroached
on the mesentery of the small bowel, forming a tumor,
globular in shape and about 7 em. in diameter. This has
extended to the peritoneal surface of the mesentery, but
does not appear to have broken through the surface. At one
point, however, it forms a subperitoneal nodule 1 em. in
diameter. At the point where the fistula has extended from
the colon into the small bowel, the walls have evidently
become exceedingly thin and the right cornu of the uterus
has become plastered on to the mesentery at that point
(Fig. 2), evidently acting as a cork and preventing the broken-
down area from bursting into the peritoneal cavity. The
cornu of the uterus is firmly attached to the mesentery over

an area 5 cm, in diameter.

The uterus itself is a little enlarged. The tubes and ovaries
are normal.

The middle portion of the appendix is glued to the mesen-
tery. The tip of the appendix is free, but the surface is
in places covered with adhesions.



F 1.—Removal of a carcimona of the sigmoid, several feet of small bowel, the
uterus, tubes, and ovaries, and the appendix in one muss. The entire circumfer
ence of the sigmoid is involved by a earcinomatous growth, The advancing margin
of the growth is sharply defined, and from the lower edge a long tongue-like polyp
is growing. The cancer has eaten through the sigmoid and grafted itsell upon 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 peri-
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 ms
For the tumor on section, see Fig. 2
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Cancer
of sigmoid
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This figure

Fia. 2. Carcinoma of the sigmoid breaking through into the ileam.
The carcinoma oceupies the entire

represents a transverse section through Fig. 1.
cireumference of the sigmoid at this level and hus formed a fistulous opening into
The uterns has become intimately blended with the growth, reinforcing

The

the ileum
it at the point where it tended to rupture into the general peritoneal cavity

adherent appendix is seen in the upper part of the specimen
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ogical 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 opened 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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corresponded to t
ovarian ligament
have been unahl
in the literature
Mrs. M. W

I apart fr
o, apart from

vas in oexeellent healt I hadd ¢

periods had ceased at 50

vight ovarvian region for fifteen years, and for
she had notiee o little tumor situated in the
dominal wall slightly above a line drawn bet
ws and the anterior superior spine

jon, seemed to have been abont the size

the Tast ten months this small lump had i
wtil it formed a lobulated mass, clongate in forn
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hsolute relationship conld ne Teterming
the presence of o considerable amount of adipe




Operation—Nov. 1, 1910, on making a pelvie examination,
under anesthesia I found that the uterns was normal and that
there was no thickening laterally. Not being sure of the exact
condition, I made a median incision.  The uterus was normal,
the left tube and ovary presen 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 em. broad.
This led 1o a hernial opening with smooth margins in the right
lateral abdominal wall below and to the right of the umbilicus,
but at least 12 em. from the inguinal region (Fig, 1), After
obtaining exposure 1 found that this flattened band of
the utero-ovarian lignment passed directly into a hernial open
em, in diameter, and into this opening a fing
ed. The intra-abdominal portion of
the pediele was clamped off and sutured.  An ineision was then
over the prominent part of the abdominal tumor, which
¢ prominent part of
» tissue,

ing about
could readily be intrody

ma
proved to be extra-abdomingl.  The »
this tumor lay directly beneath the skin in the adip
and was very easily freed by blunt dissection to the point

where the hernial ring entered the abdomen. T then cut the
peritoneum around the hernial ring and delivered the tumor,
with its | neal covoring intact. The space where the tur
had existed ing been obliterated and the inner inecision
having been sutured, the outer wound was also closed. The
ovarian tumor was multilocular

There had evidently been a hernial protrusion through the
vight lateral abdominal wall, into which the ovary had dropped
and remained for several years. During the last year it had
ven rise to a multilocular ovarian cyst
of the ovary

inereased in size and g
Naturally with the increase in size, the esca)

from the sac was impossible

Vacroscopic Examination of Hardened Specimen (Path. No
s about 2.5 em, in dinmeter
Its margins consisted of itoneum, outside of which was a
ipose tissune,  The tumor itself was Kidney-shaped
7 em, and 6 em. in thickness. It
» with peritoneum, which could be read
attached to the outer

15.723). The hernial openin

zone of

12 em. long

1 everywhe
1 from it. Here and the
o of the peritonenm were tags of adipose tissue

tumor itself was in lar sure solid,

re and th
<, ublong, irre
in dinmeter.  The majority of

It presented a lobulat arance. |

nodules it

ved exstie spac

mm. to
nxparent and contained clear flnid,  Some of
So muech could be made out
ritoneum.  On
peeping in throngh the hernial ring, were seen cysts varying
from 2.5 em. to 3 em. in diameter and apparently filled with
el fluid.  After the drawir n made the tumor was
eut in two,  The ap
drawing in the right upper corner of

them were slightly blood-tin,
v, which was eut in the pe

throngh o winde

had be

well shown in the

gure 2

arance on section
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Histol
consisted
or spindle
dant, in
siderable
character

Graafian

numerous sections a typical corpus fibe

some sections a few bundles of non striped muscle were visible
The stroma had a meager blood-supply except in a few areas
where there were groups of rather large veins

Seattered sparingly through the stroma were small civeular
or irregular glands ocenrring sing roin groups of
three They were found to be lined wit ndrical epith "
and were similar to those so frequent wl in the !
of the ovary. Some of the very small cystic spaces, noted
macrascopically, were lined with eylindrical ciliated epithelinm
and had an underlying stroma that stained rather v I 1
that consisted of cells with oval vesicular nuclei. This stroma

out in sharp contrast to the surrounding fibrous tissue
eysts frequently contained a little fairly fresh bloo

I evsts reminded one very mw f the vt TR -
frequently noted in enomyoma, but 1 believe that t
ey nted only the earlier of the larger ¢

Ihe large cysts were lined with one layer of
whieh might be eylindrical, euboidal or almost flat
into some of the cysts were papillary folds, These oceasionally
weurred as delicate, irregular, finger-like projections, but in
the main as blunt, single or branching outgrowths. Al of
them w covered over with one layer of epithelium. The

stroma of
1 Imost co!

tl

tion ¢
f the In
present
some plac
ellow or
at some |
On the
cular adh
the perite
under side
From t
matrix of
that seatt

measure s

lary masses projecting into them, Had the tumor develog

the alx

have |

Abdominal

minal cavity, 1 believe that in all probability it would

¢ Examination—The solid portion of the tumor
in large part of fibrous tissue containing triangular

shaped nuelei.  In some places the nu

others scanty n numiswr The t w s el a "
e of hyaline degeneration. At ene or two points
(EA AT ovarinn  stroma  was  still n o lenee \No

follicles could be found, but after an examination of

the papillary masses had in many places undergone
mplete hyaline degeneration, and in a few liquefa
iis hyaline material had taken place. Even in some

rger cysts a moderate amount of fre

The stroma cells beneath the eyst epithelinm had i
es become swollen and spherieal and were filled with
brown pigment indicating the absorption of blood
revious time
sturface of the tumor were a moderate number of vas
esions, and on the under and protected side of these
menl cells had become cuboidal as is common on th
of tubal

v ovarian adhesions

he above deseription it will be seen that the
the tumor consisted essentinlly of fibrous tissue and
ered throughout this were multiple eysts, in large
imilar in character, some of which had small papil

a multilocular eystoma, but as it lay between the

museles and skin a rapid eystie g

wih wvas much




more dilienlt, and the filirons tissue was thus allowed to keep

e With the exstie formation

There was no sign of malignaney

THE PRESENCE OF OVARIES IN HERNIAL SACS

I'he oceurrence of ovaries and ovarian tumors in her
o particular interest in this connection,

nial saes s
shall, therefore, hriefly discuss the more
teibutions made in this field

Hnportant con-

rros Urenes, Oer Turoran

Flg. | Ovariay Penicnr Passisg
A TTERNIAL RING 1N THE ABDOMINAL WALL. A schemntle representn
thon of the pelvie steuctures as found ot operation i
The right tube unaltered, but piss

teft upendages were norul
from the uterus where the right ovary d have been wis i
broad. This ran upward and ontward and passed out
abdominal ving to the outer side of the right rectus. At
the Tifk & fingee could be passed completely nround this pedicie. It
wis nowhere adherent to the ving. A glanee at the umbilicus will
indicate the exact foeation of the ving. om looking through the ring
a small portion of the glistening tamor conld e rendily seen.  The
dotted lne indicntes the relutive size of the tumor
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I'he ovary has a rather free exeursus, and it 1ot
to be wondered at that where an inguinal or femorn
hernia exists the ovary and often the tulw 1 it
of the contents of the hernial sac. P NS e
tributed a most interesting article on hernm the
ovary, In addition to his own cases, he refers to thos

ssis, Deneuy, G

of Pott, | sant, Parker, Brony, Wa
ren, Méadows, Cusco, Coote, Englisch, Weinlechner
MacCluer, Sonnenburg, Werth and Rheinstaedter,  In

brief his paper savs that the ovary may porss out at an

of the 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 is the more

frequent, may he congenital or accidental, The con

genital hernia s produced by a condition analogm
the descent of the testi

In cightyv-cight cases

hernia containing the ovary, fifty-four were ieonte
ably congenital, seventeen doubtful and seventeen a

dental he  congenital  hernias  were  unilateral in

twenty-seven cases, hilateral in twenty-seven cases  In
the unilateral cases the left side was more frequently

mvolved,  Inoeases of double hernia the presenc

the ovaries in the hernial sac was sometime Wit

\

with defective development of the generative organs

Puech had records of sixteen cases i which the ovary

was contained in oa femoral hernia,  In eleven of 1

s the hermia was on the right
the left

ind in

The uterns or one of its cornua was found ten times

in the sac in cases of uinal hernias, three th

ot
the femoral hernias

Dr. Joseph C. Bloodgood tells me that he has had
two eases of femoral hernia with the ovary Iving in the

hernial sac

Several vears ago I operated on a child in Cambrid

for an inguinal hernia.  The

contained the rnight

tube and ovar 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. Puech, A.: Nouvelles recherches sur les hernles de Fovalre
Kynée Parls, 1870, xI, 40
This case was reported and 1l ted In an article published
Frank 7 Andrews (Hernin { the Ovary and Tulw Ty
vrNAL A M AL Novo 24, 1006, p 1T0T). Dr Andrews’ artd
un exeellent vésumé of hernla of the ovary and tube, and 1k

containg a long tabulation of eases heretofore olseryed




My experience with ovaries in hernial rings associ
lack of development of the generative organs

ated with
las been Timited to one case,

\ postoperative hernia oceasionally contains an ovary,
I veported a case of this character severnl vears .

The patient had Lad an appendix abscess, which it had
wen necessary to dreain liberally,  The resultant hernia
in the scar was very tender and in dissecting it out |

found that the sensitiveness was due to the presence o
the right ovary contained in and adherent to the hernial

sl

OVARIAN TUMOERS DEVELOFING IN THE INGUINAL CANAL

Since one or both ovaries may oceasionally be found
in the inguinal canal, we should not he surprised to find
now and then a case in which such an ovary unde
lter® in 1838 reported
the case of a woman, 68 vears of age, who had an elon-
gate oval twmor in the neighborhood of the clitoris,  In
addition, there was a right-sided globular mass, which
wis found to be a right inguinal hernia.  The oval
appar

tumor development,  Rheinsta

timor was larger than a child’s head, elastic and

entlv luctuant,  The overlving skin was nor \
ft inguinal

probable diagnosis of ovarian tumor in a
hernia was made,  Six months later the left hernial sa
was opened,  The tumor was easily raised and its broad
|

pedicle apparently containing the tube and round
ment was tied off, some adherent
up into the abdomen, and the

ips of small bhowel

were loosened and pushe

osedd, The tumor weighed 330 g Careful

wound «
examination of the right hernia revealed the presence
ol the ovary i the sa

Marchand, who made the microscopic examination,
diagnosed the tumor as an ang
heinstaedter, in reviewing the literature on the sub

ArCOn

ject, was able to find only one ease in which an ovarian
tumor in an inguinal hernia reached the size of a child’s
head . This was the case observed by Cazati and quoted
by Beigel. The hernial sae contained a portion of an
ovarian cvst, the remainder of which lay in the pelvis

LoCullen, Thomas 8. ;A Right Pelvie Kidney ; Absence of the
Loft Kidney : Absence of the Uterns, Both Ovaries in the Inguinal
Canals, Surg, Gynee, and Obst., July, 1910, §

4 Callen, Thomas The Right Ovary in the Abdominal Scar
Following an Operation for Appendix  Abscess, May, 1906, Tull
Johins Hopkins 1 avil, Noo IN2

Rheinstacdter Kindskopfarosses arkomn  Ovaril 1o

elnem Lelstenbrach, Centealbl, 1 Gyniik,







OF solid ovarian tumors contained in hernias he men
tions only a case of Guersant reported by Englisch.

Fargas,® in 1890, deseribed the case of a woman, aged
I8, who had a tumor the size of 4 man’s head oceupying
the right inguinal and labial region.  On the left side
was an inguinal hernia containing an ovary, which was
casily reducible. The patient said that until eight vears
previous the vight side had presented the same appear
ance as the left, and Fargas, therefore, diagnosed the
tumor as a right-sided ovarian evst. Six years prior to
observation the right hernia had become irreducible, and
alter that had gradually increased in size,

The hernial sac was opened and the evst lay free from
adhiesions,  Tts pedicle was tied off as in an ordinary
ovariotomy and the tumor removed,  The patient made
a good recovery,  The evst was reticulated (multilocu
lar).  Fa confessed that it might have heen con-
founded with a cyst of the round ligament, hut its topog
raphy rendered its sourvce certain, The woman had had
normal menstruation and had horne two children dur
ing the existence of this tumor

Sevmour” in IS9T reported the case of a woman aged
IS, T'wo years hefore coming under observation a small
tumor Lad appeared in the right groin, It was some
what sensitive, hard and irveducible.  An inguinal her
nin with possibly an incarcerated  omentum  without
strangulation was thought of. At operation the tumor

was found attached to the uterus by a pedicle, 4 inches

long and 35 inch in diameter. This passed out throngh
the inguinal ring to the under surface of the upper end
of the tumor in the ingninal ml. The pedicle was
tied off and the sac closed. The tumor was ovoid in

shape, 1 inches in length and 8 inches in circuamference

The microscopic report was spindle-celled sarcoma.®

6 Fargas: Note sur un cas de hernle inguino-labiale de Vovaire
droit avee gros kyste rétlentaire do méme or reh, de tocol
Parls, 1800, xvil,

7. Neymonr: Hernk E matons Ovary, Pr. Med. Soc
State of No Y., 1807, p. 470

N If the fibrous charact a solid ovarlan tumor is defind
one s safe in making a ding and If the growtl
sists of spindie colls and has many figures and atypl
changes, one can with justice make a diagnosis of sarcoma
are ite 0 number of solld tumors of the ovary

In which 1t Is fmpossible to say from the
whether the growth Is a sarcoms o a fibroma
dingnosis ean never be definitely determined nnless
the patient subsequently develops metastases




AN OVARIAN CYST PROTEEDING N
CANAL
Baldy® in 1898 g

character I'wo

observation the

ported ( of this
under  Baldy's

P i small pedune

lated tumor in the

tinued to

vars  hefore

W o I'his had con
grow until it I g and had
then been removed \ larger and sinnlar
growth had been present and had

heen removed

1Al Finpocys
I which th

surrounding pr
wether by by

manner e

“haract
'

When Baldy saw the patient the wth was as lar \
n fist

A pedvie examination revenled a mass filling the
right side of the

pelvis

At operation, an incision was made

directly over the
growth and the t lown to a thick. broad
W Baldy, 3. M Ovarian Oy trading The gh the ITnguinn
Cannl, Am. Jour. Ohst | 1808
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short pedicle which passed into and through the inguinal
canal, The attachiments of the pedicle in the canal were
and the finger forced into the abwdomen when it

was found that the tumor was a continuation of
intra-abdominal mass

When ihe abdomen was opened in the median line,
the pedicle of the ingninal growth was found springing
from a large intraligamentary tumor similar in charac
ter I'he left uterine appendages were normal \
supravaginal hvsterectomy was performed and the her
nial ring closed. The patient wade an uninterrupted
Fecovery

AN OVARIAN CYST LYING PARTIALLY IN A FEMORAT
HERNTA

This condition is exceptionally rare.  Dellhaes' in
1885 cited the case of a woman, aged 55, who entered
the hospital in 1859 on account of ascites.  For four
vears she had complained of discomfort in the lower
abdomen, and there had heen an inerease in size in the
vight side.  Thereafter <he had had a crural hernia on
the vight side and for the last nine months a similar
hernia on the left. The rvight was reducible, the left
irreducible,

\fter the patient had heen huilt np to some extent
and after t ascitic: flnid had been removed  several
times by puncture, a right-sided ovarian tumor, partly
solidd, partly cvstic, was removed

The left ovary was evstic and enlarged. Tt was partly
situated i the pelvis and had to he separated from a
solid cord which passed into the femoral canal.  Th
major portion of the large cystic left ovary in the
fold of the oin and fourteen davs later was removed
through a herniotomy incision,  This portion was
large as a child’s head, The patient made a complet
recovery

A SMALL PORTION OF AN OVARIAN CYST INCARCERATED
IN THE ABDOMINAL WALL JUST BELOW THE UMBILICUS
Hopkins' in 1804 reported an interesting emergency
case.  The patient, aged 57, was admitted for a sup
posed strangulated umbilical hernia.  Protruding just
10. Delthaes : Eine Hernin cruralls cystovaril sindstel, Zischr
Geburtsh. w 1885, xi, J
11. Hopkins An Ovarlan Cyst Simulating n Strangn

y v
Iated Umbilieal Hernla, Boston Med. and Surg, Jour, July 24,
1804, . 84
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1 1] opening was an wt | Kk tumor
the walnut.  Still thinking wis a stran

gulated hernia, the operator cut the constricting band
and the tumor at once disappeare 1'he yminal
opening was enlarged and serous and gelatinous mate
rinl began to pour out,  On further exploration a mul
tilocular ovarian cvst, weighing abont 25 pounds, was
found.  This was removed and the patient promptly
recovered

A small portion of this evst had become strangulated

in a small hernial defect just below the nmbilicus

DEFFCTS IN THE ABDOMINAL WALL

\ study of the w spots abdominal wall is
of interest,  Levadoux™ made a most exhaustive exam-
ination of the inner appearance of the umbilicus, of the
final sition of the umbilical the umbilical
vein and the wrachus, and deseri in detail how the
sometimes blended in such a manner as to form a fihrous
sheath that completely covered over the inne
opening In the cours { his studies
weak spots fascin just heneatl
I'hese openings were usually small
or irregular in shap

On careful serutiny | { = been noted that
wernias, supposed al, were inoreality per
imbilical and  that 1 weus itself  was intact
These defeets in the fascia are undoubtedly the cause of
such hernias.  In July, 1910, 1 saw, in consultation
with Do AL HL AL Mayer, a bov, aged
small hernial protrusion + em, above and
the umbilicus,  This hernial prot
throngh the fascia and was lobulated,
beme in diameter, The patient was of
eutting down on the hernial sac 1 found a small defs
n the abdominal wall with a small portion of
tum projecting through i, The omentun
returned and the opening obliterate
sutiires

Dr. Bloodgood tells
hernia of the abdon
wis between the o

12, Lovadous.  Michol Jo

v Ll

Annex Vs il
m




lateral abdominal wall I'he =ac contained non-adher
ent loops of small howel. The condition was readil
|

CUre In our case the opening was also at, or near, the

semtlunar line, and instead of small bhowel passing into
it the ovary had for some reason occeupied the space and
later had gone on to tumor development., 1t is just
possible that this weakness m the wall had become par-
ticularly accentuated during a pregnancy and that the

ovary during its ascent with the pregnant uterns had

dropped into the cavity

In conclusion. T wish to thank D, Fred iy for his
ness in ferret omt the references to t articles read by
me in the preparation of this paper, and T oam especially
indebted to Mro Max Braddel amd the Foundation of Art
Medicine the Johns Hophins Medical School for the exe
lent illustrations
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UMBILICAL TUMORS CONTAINING UTERINE
MUCOSA OR REMNANTS OF
MUELLER'S DUCT

By Tuosmas 8. Cuonees, M.B,
Baltimore, Maryland

From the Gynecologieal Department of the Johns Hopkins Hospital
and the Johns Hopkins University

Wik gathering together from the literature the numeron
cases of primary tumor of the umbilicus, I 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 m,
mind that when reading the deseription of a case recorded
in 1899, by Dr. Green, of Romford, Englaud, 1 felt so sur
that his case came under this category that 1 wrote him

asking if perchance he still had a section of the tumor

An examination of the slide which he 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 found
only in women—is as follows: At some time between the
thirticth and fifty-fifth year a small tumor develops at the
umbilicus, reaching its full size in the course of a few month
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 at 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 hrownish cysts just heneath 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 bands of fibrous tissue.  Seattered throughout the
nodule one sometimes finds small spaces  presenting a
sieve-like appearance.  These spaces are filled with brownish
fluid.  Ocecasionally there may be a small eyst several
millimeters in diameter filled with  brownish  contents,
Exceptionally grayish somewhat neous areas are
distinguishable in the tumor.

On  histological examination the superficial squamous
epithelium is usnally 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.

Seattered throughout the field are glands, round, oval,
or irregular.  They oceur singly or in groups and are lined
with eylindrical epithelium.  When occurring singly, they
frequently lie in direct contact with the fibrous tissue, hut
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
eyst spaces noted macroscopically 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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THOMAS S, CULLEN J

From the above description it is clearly seen that the
gland 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 evideneed by
the pain in the nodule at the periods, the accumulation of
old menstrual blood with the formation of small eyst

and in at least one instance by the occasional discharge o

blood from the umbilicus.  In this case (Fig. 1) one or
two of the glands opened directly on the surface, thus
allowing free escape of the menstrual blood

In all nine cases have been recorded.  Green's case (Fig. 1
Mintz's first and third cases (Figs. 4 and 7), and Ehrlich's
case (Fig. 10) owe their glandular origin without doubt to
the uterus or to a portion of Mueller's duet from which
the uterine mucosa originally come Although the case
reported by Wullstein, (

annettasio, von Noorden and Mint

Case 2) also probably belong to the same group, the
evidence is not quite clear, and without the opportunit

of carefully studying the original sections 1 should not feel
Justified in claiming with certainty they do

The most common glandular elements at the umbilicu

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 eyvstie 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 appearanc

We have in this group of cases glandular elements that,
from their histological appearance 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 tofo, provided
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no other embryonie foei 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 Ehrlich’s case, in addition to typical uterine mucosa,
there was a definite tumor formation that had 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 ease. The descriptions of the illustra-
tions naturally differ from those given by the various
authors. 1 have redeseribed each picture in the light of
our new knowledge of the subject.

A case of umbilical papilloma w hich showed some activity
of growth in «a patient, fifty years of age, and which was due
apparently to inclusion of a portion of Meckel's diverticulum.
By Charles D, Green.!  [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 identieal with those
of the uterine mucosa, as seen from the accompanying
illustrations which have recently been made.—T. 8. C.]

The patient, a woman, fifty years of age, had complained
of irritation about the umbilicus for about two and a half
vears, and there had been an occasional discharge, brownish
in color.  When Dr. Green saw her fourteen months before
‘matous

the growth was removed there was some ec
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.

! Transactions Pathologieal Society, London, 1809, vol. |, p. 243,
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The umbilicns with the growth and a portion of the
surrounding skin was removed I'he omentum was not
adherent to the umbilicus and no intestine was seen at
operation.  The wound healed by first intention and ther
was no subsequent trouble so far as could he learned

On microscopic examination the skin was found to e
normal.  The stroma of the growth was made up of fibrou
which

tissue and  nonsstriped  muscle, seattered  amor
without any definite arrangement  were numerons gland
elements. Some of these were very near the free surfac
others more deeply placed.  They were for the most part
tubular, and lined with columuar epithelinm showing large
deeply staining nuelei.  They were thought to be reproduc-
tions of Licherkiihn's erypts, hut ditfered from them in their

exaggerated dimension Some of them were so large that

they might almost have been deseribed as eyst Dr
Green thought that the growth was a remnant of the vitello-
intestinal tract

On reading this history 1 noted that there had been some
discharge of blood from the umbilicus as indicated hy 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
reply

“The Ferns, Romford

June 22, 1911

" DEear S In reply to your query about my case of
umbilical growth, T herewith send yon a section from
the same, so that you may form your own judgment as to

its histology. I did not think it was malignant. 1 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, 1 have not subsequently
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heard of her, so I cannot say what ultimately happened to
her. 1 enclose a copy of my paper which T happened to

have kept.

“Yours faithfully,
“Chaaries D, 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. Green's Specimen, No. 125, The skin surface is intact

and practically normal, although at a few points the epithe-

lium is considerably thickened. In one or two places, directly
heneath the skin, there is a small round-cell infiltration,
chiefly in foei, At one point the surface epithelium extends

a short distance into a cavity 1, ¢). 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 non=striped muscle. Seattered here and :
there throughout the muscle are glands. They are small, ;‘
round, oblong, irregular, or large (Fig. 2). A few of them B
oceur singly and lie in direct contact with the surrounding :
stroma.  The majority, however, occur in groups or in 5
chains, and are separated from the surrounding stroma by 2
definite stroma of their own (Fig. 3), which is recognized ’ "Vx
by its deeper stain and its abundance in vesicular nuclei f

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
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from Figs. 1, 2, and 3. The growth is an adenomyoma
of the umbilicus.  Dr. Green at the time felt sure that the
condition was a rare one, as indicated from a second com-
munieation dated Aug. 1, 1911

“Dear Dr. Cullen I am glad you found m

specimen so interesting I had some photographs

prepared, but the Committee of the Pathological Society
did not think them of sufficient interest to insert them in
the Transactions. 1 was a little disappointed at the time,
for 1 thought that the condition was uncommon
“With kind regards,
“Yours faithfully,
“Cuances D, Grees!'

[On looking up the Transactions 1 found that two of the

Committee diagnosticated the growth as a columnar-celled

carcinoma, but whether primary or secondary they were
unable to decide.  The Chairman of the Committee said
ome of the members present who examined the specimen
were not inelined to regard it as malignant.  There is little
wonder that at that time confusion existed, and had it not
been for the specially favorable opportunity 1 have had of
examining so many cases of adenomvoma 1 should have

undoubtedly overlooked the true origine T, S, ]

W. Mintz, “Das wahre Adenom des Nabels™ (True
Adenoma  of the Umbilicus), Deutsch. Zeitsehr. f. Chir.,
1509, Band i, 8. 545

Case L—In 1883 a woman acquired an umbilical hernia
f about
two months, a dark blue tumor, the size of a hazelnut

after labor.  Ten years later, within the space

developed on the umbilical elevation.  This had two cystic
areas on its surface,  During 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 microscopie examination was made.  In 1597, four
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vears later, there was a return of the hernia, and at the
umbilicus were two hard nodules about the size of hazelnuts,
On microscopic ¢

imination they were found to contain

glands lined with eylindrical epithelium and surrounded

by a definite stroma.  Here and there bundles of non-
striped musele were in evidence.  The dilated glands con-
tained blood pigment.  Mintz thought he was dealing with
remains of the omphalomesenterie duet.

[When discussing this case two years ago, just after making
the abstract, I made the following note: “The elinical
history, the macroscopic appearance, the picture of the
glands, the stroma, and the contents of the dilated glands
all point to adenomyoma, although adenomyoma of the
umbilicus has never been reported.—T. 8. €]

We are fortunate in again hearing from Mintz on the
subject.  Ten years later he published an article entitled
“Das Nabeladenom,” (Areh. f. Elin. Chir., 1909, Band Ixxxix,
S, 385, Here he deseribes, 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 scar 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 sear tissue.
The gl

ils are lined with one layer of exlindrical epithelium.
Their lumina are 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 ceylindrical 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
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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 topographic arrangement in relation with the
glands.  The microscopic examination shows an adeno-
matous growth in the scar tissue. This has stimulated the

growth of the scar tissue and thus originated the young

connective tissue surrounding the new glands.  In the
meantime the periphery of the nodule in the scar has been
converted into sarcoma.

After giving this description he says in a footnote that
at the time of writing, that is ten vears later, the tumor
has nevertheless not returned. The explanation of the origin
of this tumor he gives as persistent remains of the omphalo-
mesenteric duct which had remained latent for 42 years
n the umbilical sear 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
heen deseribed. We have the inerease in size at the menstrual
period, the eysts 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 T 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. C.]

Mintz, Case I, p. 392, The woman was thirty-eight
vears 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 stopped growing.
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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 em. 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 tubular growths and
cavities, some more or less filled. By strong magnifica-
tion one could see that the canals and spaces were lined
with eylindrical epithelium. At other points the cavities
contained exfoliated epithelium.  Around the glands the
connective-tissue cells here and there were star-like, and
contained large quantities of collagen, suggesting the tissue of
the 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 lenkocytes,  In some of the connective-tissue
cells hemosiderin was visible,

[In 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 IIL. The patient was a woman forty-five
vears of age  Nine months before she had noticed a harden-
ing at the umbilicus. During the first four months the tumor
remained stationary in size, but later it grew and was painful.
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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 dilated veins, The tumor passed
in a cone-shaped form into the umbilicus

The tumor on section was found to consist of firm scar

tissue in whicl

numerous small cysts filled with brownish
contents were noted.

Microscopic Examination. The conneetive-tissue portion
of the skin passes directly into the connective tissue of the
tumor, This consists of parallel and irregular connective-
tissue 