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PELVIC INFLAMMATION. 

IT is intended to include under this heading all those inflamma
tory pelvic diseases which involve the Fallopian tubes, the ovaries, 
the pelvic peritoneum, and the pelvic cellular tissue all those con
ditions lescribed by the terms j sal ingitis/'pyosalpinx,1ltovarian 
abscess . erimetritis, 1 parametritis, Jeri-uterine phlegmorrjltpelvic 
abscess, )elvic cellnlitis~)elvic peritonitis. These conditions are 
so intimately associated and so constantly complicate each other that 
it becomes impossible to treat of one without taking into consider
ation several or more of the others. Rarely does a pyosalpinx 
exist except it be complicated by a pelvic peritonitis, and in all 
probability a pelvic cellulitis, the peritonitis and cellulitis arising 
from the same source as the salpingitis, and not being independent 
lesions. The abscesses, for the most part, are results of the more 
advanced stages of these same conditions, and in themselves rarely 
exist as independent factors. It is hard to study these inflammatory 
productions without seeing a direct line of cause and effect. ,Vith 
our present knowledge of these matters it is no difficult thing to 
trace the infection from its inception, and to recognize its course in 
the lesions left behind as it pursues its destructive way. 

It is our purpose, then, to deal with this subject as though treating 
a single disease which in fact and in truth it is and with each of 
the resultant factors as simply the same disease attacking, in its prog
ress, the different anatomical portions of the female pelvis, leaving 
in each locality an apparently different and independent lesion, the 
lesions differing in accordance with the structure attacked, with the 
severity of the attack, and with the stage at which the progress of 
the disease has been stayed. It were just as rational to consider the 
peritonitis, the cellulitis, and the abscesses complicating an appendi
citis as independent of the inflamma60n of the appendix as to sep
arate these same conditions from the salpingitis. In the case of the 
appendicitis the infection comes from inside the appendix, and, 
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having passed through its walls, attacks first the peritoneum, and 
secondly the cellular tissue. 

In the same manner does the infection which destroys the pelvis 
come from the Fallopian tube, only, instead of beipg compelled to 
pass through the walls of this organ, it the more readily finds its 
way through the fimbriated opening directly into the peritoneal 
cavity and secondarily into the connective tissue. The amount of 
destruction accomplished will of course be in direct relation to the 
severity of the infection. Some attacks will not proceed further 
than the Fallopian tube itself, and often even end there without sup
puration. The inflammatory process may extend into the peritoneal 
cavity and confine it::; ravages to the )e 'itoneul1l itself, or it lllay 
extend deep enough to involve the ce u ar tissue, causing this to 
break down and suppurate. The reason these differences exist in 
individual cases is only to be explained by the character of the 
infection and its virulence. At times two given cases will not 
progress in exactly the same manuel', even where the origin hm; 
been the same. Some local condition may exist so as materially to 
modify the course of the disease in the one case, while the other one 
may proceed rapidly to an amount of destruction which can neyer 
be repaired, if not unto death itself. vVhen it is fully realized that 
this whole group of diseases originates from a common point and 
from a limiteu variety_ of -infections, the importance of a careful 
study and understanuing of these becomes at once apparent., 

Inflammations of the female pelvis and pelvic organs constitute 
a very large proportion of the diseases of women. They are the 
most destructive and dangerous, as well as the most incurable, cases 
that the physician has to treat, provided they once gain headway or 
have accomplished their ravages before they come under observation. 
At the same time, taken in their incipiency, they are readily retarded 
and cured. As in all other conditions, where it can be accomplished, 
it is much easier to prevent the subsequent ravages of the inflam
mation than to cure the resultant Ie ions. As a rule, after the fire 
has once wept over its course , such destruction ha re u1tecl that n 
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cure short of surgical methorl is out of the question, and at times 
even these are unav<liling. Once allow a woman to contract pelvic 
inflammation with all it possibilities, anu al10w the disea 'e to run 
into a chronic conuition, the chances are that she will have acquircd 
such a degree of invalidi m as to feel the resultr;; for the re-.;t of 1H'1' 

life. CH'll though the eli ea. e be 1'el11o\'e<1. Many of thc::;e womcn 



I 
PEL VIC INFLAJ.f1JLATION. 423 

never, under the most favorable circumstances, regain their former 
state of health. 

CAUSATION. Pelvic inflammations arise almost without excep
tion from either .septjc or specific infection. The exceptions are 
those rare cases in which the disease l1as had its origin in a sudden 
suppression of menstruation or where it is due to the irritation of 
neoplasms, such as fibroid tumors and ovarian cysts. Even in these 
exceptions it becomes a question at times whether or not the peri
tonitis, be it acute, has not originated from septic material contained 
in a diseased Fallopian tube or ovary. Chronic inflammation may 
readily be engendered by the irritation due to the presence of an 
abnormal growth in the pelvic cavity, but such a process seldom 
brings about such disastrous results as do the acute inflammatory 
attacks. The changes here are more of a gradual thickening and 
hypertrophy of the epithelial and interstitial elements, and there is 
little or no danger of resultant adhesions or abscesses. A very 
great many neoplasms are complicated by disea .. e of the Fallopian 
tube. It is obvious what chances there are of a leakage of infective 
material from an enlarged and diseased tube. Even where there is 
no leakage through the fimbriated end, or no rupture of the walls 
of the organ, yet it is a well-known fact that the peritoneum about 
these members is peculiarly liable to attacks of inflammation, prob
ably by extension of the disease directly through their walls. Any 
given case of pelvic inflammation complicating the growth of a 
neoplasm is always open to the just suspicion that there is, in addi
tion to the new growth, a lurking infection in the Fallopian tube. 
In such a case the canse of the inflammation would again be sought 
in a septic or specific poison, brought about in much the same man
ner as are the vast majority of cases of pelvic inflammation. It is 
well known that the rupture of some cystic tumor, and the empty
ing of part or all of its contents into the abdomen, may give rise to 
this same character of trou ble. These cases are, however, the excep
tion, and usually, when they do occur, it is not difficult to differentiate 
them. Those cases which are apparently due to the traumatism inci
dent to operations, the use of the uterine sound, the introduction of 
sponge tents, and other similar procedures are beyond doubt caused 
by the addition of septic poison to the traumatisms, and not to the 
mere wounds themscl yes. Careful u e of ordinary antiseptic precau
tions will obviate any chance of such mishaps. If a patient is 
suffering from venereal disease, and a solution of continuity of the 
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mucou membrane, either of the vagina or uterus, is made in the 
cour. 'e of an operation or an examination, it is hardly to be expected 
that there will be a universal escape from some of the di asters of 
a pread of the infection into the connective tissues through the -open wounds so made. 

If, however, the disease be cured prior to an attempt at operative 
procedures, or even if great care has been taken to disinfect the 
parts to be operated upon, the chances of infection are minimized. 
The same may be said of infection carried by dirty instruments 
during the course of an examination. It is extremely problematic 
whether or not many cases have resulted from such sources where 
even the most ordinary care has been taken with the implement 
u 'ed. A speculum or a pair of dressing forceps must be noticeably 
dirty to carry infection from one patient to another, particularly 
if the mucous membrane of the vagina is reasonably sound and 
healthy. The danger re ulting from the use of a sponge tent i 
likewise due to a septic condition of the tent or of the vaginal or 
uterine canals; and so with most other instruments usually held 
accountable for the origin of pelvic inflammations. 

As in the case of neoplasms, so in all cases that require the use of 
instruments, it is far more likely that there is already existing the 
'ource of infection in tLe Fallopian tubes, ovaries, or peritoneum than 
that the use of these instruments has originated the attack. If a) 
woman has a diseased and possibly adherent Fa]]opian tube, espe- l 

I cially if it be distended with pus, any manipulative interference will \ 
surely tend to relight an inflammation which has become quiescent, 
and ha probably rema.ined so for years. If the disea e be originated 
by the mere use of the instrument, it is almost certainly not due to 
the introduction of septic or specific poison as an additional element 
in the case. It is problematic whether traumatism per se ever orig
inates pelvic inflammation. The peritonitis due to sudden suppres· 
sion of menstruation does not, as a rule, leave behind it any such 
traces as are left after an attack of septic peritonitis. The inflam
mation is of a frank, open character, without usually any tendencies 
to the exudation of pIa tic lymph, such as will not sub equently be 
absorbed. When such an attack has cleared up, there are left no 
microscopic leNion , except it be in the ovary itself, and here the 
change~ are more likely to be of an interstitial character, such as 
follow chronic inflammation in these organ. Frequently these 
attack. do not amount to anything more than a ,evere conge tiOll, 
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stopping short of true inflammation, rest in bed and depletion 
accomplishing a speedy and permanent cure. Pelvic peritonitis 
caused by venereal excess, independent of any other factor, is more 
than doubtful. The traumatism, it is true, incident to such excess 
would tend to foster such a result, but the continued relief from 
congestion due to the repeated normal terminations of coition would 
tend to promote anemia of the parts rather than congestion. As in 
the case of many other supposed causes, a previously diseased condi
tion of the uterus or uterine appendages is in all probability at the 
bottom of the trouble, in which case it is easy to understand how the 
incidental and repeated traumatism would bring about the result. 

Septic or specific infection of the genital canal is the cause of the 
vast majority of pelvic inflammations. Septic iufection enters in 
one of two ways: either through wounds caused by operations 
(the use of tents, the use of the uterine sounds, specula, and other 
instruments) or through the wounds caused by childbearing and 
abortion. 

Puerperal septicemia outweighs by far all the other sources of 
septic trouble, and compared with this source the others are practi
c:!ally nil. Puerperal septicemia rivals, and even exceeds, gonorrhea 
as an etiological factor in these diseases. The analysis made by Ber
nutz of 99 cases of pel vic peritonitis shows at a glance the two great 
factors in the production of pelvic inflammatory troubles: 

43 occurred in puerperre; 
28 " after gonorrhea; 
20 H during menstruatioll. 

3 due to venereal excess; 
2 H syphilitic disease of the cervix; 8 traumatic 
2 H introduction of the uterine sound; 
1 " use of the vaginal douche. 

This table is susceptible of considerable modification, and if the 
whole truth were known, it is more than probable that every 
case in it could have been traced to gonorrhea or post-puerperal 
septicemia, had as much been known of these troubles in the 
time when the cases were tabulated as is known about them at 
the present time. It is more than probable that in everyone of 
the 8 traumatic cases and in the 20 recorded as occurring during 
menstruation, there was present in the pelvis a pre-existing inflamma
tory disease which was only awaiting some f~tvorable opportunity to 
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develop. That twenty of the attacks took place during the men
strual period is only what could be expected. At this time there is 
a natural congestion of the pelvic organs; this congestion, added to 
the already existing inflammation, late{lt perhaps, but none the less 
real, would place the patient in the best possible condition for any 
outside influence to determine the resulting acute attack of pelvic 
inflammation. Forty-three of the cases are recorded as occurring 
in puerperre, and twenty-eight after gonorrhea. A second glance 
is convincing that in all probability a few of the puerperal cases 
were caused by gonorrheal infection just what proportion it is 
impossible to tell. The argument. might, in fact, be brought to 
bear in every case of post-puerperal septicemia, that the woman had 
previously been infected with gonorrhea, else she would not have 
developed the puerperal disease. Such is undoubtedly the case in 
many instances, bnt, in spite of the great possibility of such an 
occurrence, there is yet a large proportion of ca es which undoubt
edly arise from a puerperal septicemia, entirely independent of 
venereal contamination; the proportion is fully as large as in 
that class where the cause is unquestionably gonorrhea. This 
is even true of many of those women whose husbands have per
chance contracted a gonorrhea in their younger days before 
marriage. Because a man has once been afflicted with venereal 
contamination, it by no means follows that he always retains the 
disease, as has been contended by some writers, nor that he is sure 
to contaminate any woman with whom he has rhtercourse. Whether 
or not the gonococcus is the cause of gonorrhea, it is notorious that 
many discharges contain this factor without being able to reproduce 
the disease. It has been shown, also, that it is not possible to infect 
the healthy mucous membranes with the discharges from some cases 
of chronic gleet. On the other hand, experiments have been pro
duced to show that quite the reverse of this is true. However this 
may be from an experimental point of view, certainly the relation 
of cause and effect in such a case as the following is apparent: 
A young and healthy woman is married to a man who some 
time previous to their marriage had contracted gonorrhea, but of 
which he was cured before the ceremony. She bears one, two, or 
three children successively, al ways making a satisfactory recovery 
and remaining in robust health. Followiug a third or fourth preg
nancy she develops puerperal septicemia, and is ever afterward a 
sufferer. It can hardly be contended in such a case that gonorrhea 
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. played a very important role in the production of the septicemia. 
Large numbers of women suffering from pelvic inflammatory dis
eases give practically the same hiEtory as this, less the fact that the 
husband had pre-existing venereal infection. 

Generally, when a woman contracts gonorrhea the first step is 
the production of a vaginitis. As it is but a short distance from 
the vagina to the uterus, this is usually quickly traversed. Occa
sionally there is no vaginitis noticeable, the first lesion being an 
endometritis. The uterus, in case the infection is of puerperal 
origin, is the original seat of the attack. vVhether or not the 
disease starts or exists elsewhere, an endometritis eventually de
velops in every case of gonorrheal or puerperal pelvic inflammation. 
This fact is important to bear in mind when it comes to the treat
lllent of the disease, both as to prophylactic m res and as to the 
final cure, even though surgical treatment has been necessitated 
and carried ont. Practically, the mUCOW3 membranes of the uterus 
and the Fallopian tubes are one and the same, the anatomical differ
ences not amounting to more than a change in the character of the 
epithelium. 

The disease has one unbroken line of membrane over which to 
extend and reach the peritoneal cavity, and it is only a matter of 
surprise that it ever confines itself to the lining membrane of the 
uterus. That it does so in many cases is, however, beyond dispute. 
If the iufectioll be confined to the uterine body, the dangers of 
a peritonitis are very small, as the chances of the poison being 
carried through the uterine walls by way of the lymphatics are not 
great. The extension is nearly always by way of the Fallopian 
tubes, the exceptions to this beillg found amongst the puerperal 
cases; and even here an example is met infrequently. In such 
cases we would naturally expect the cellular tissue a bout the uterus 
to first become affected and to undergo suppuration. As a matter 
of fact, such conditions exist only occasionally, the cellulitis being 
almost universally secondary to the inflammation of the peritoneum. 

One of the many proofs that the infection hus proceeded directly 
from the tube itself, and not from the uterus by way of the lym
phatics, is that it is rare to fim! traces of inflammation in the shape 
of adhesions on the anterior surface of the broad ligament, between 
this structure and the bladder. The evidences of the infection are 
almost universally found on its posterior snrface, between the lig
ament and the sacrum. This would seem to be accounted for by 
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the anatomical position of the tube and ovary on the posterior sur
face of the broad ligament. 

The more virulent the infection and the more rapidly it extends, 
the greater will be the chance of its reaching the peritoneal cavity 
through the open fimbriated end of the Fallopian tube; the greater, 
in cOllsequence, will be the destruction to the various organs, and 
the more will be the chance of a fatal termination. 

As the infection extends from the uterus, it spreads at once along 
the mucous membrane of the Fallopian tube, out of its fimbriated 
opening directly to the ovary and into the pelvic peritoneum. 

PATHOLOGICAL ANATOllIY. The inflammation engendered by the 
infection, whatever it may be, is in all respects the same whether 
confined to the Fallopian tube, the ovary, a part or the whole of 
the pelvic peritoneum and cellular tissue, or to the whole abdom
inal cavity. It is simply a question of anatomical limitation, 
the extent of limitation being determined by the character of the 
infection, its virulence, and the ability of Nature to quickly meet 
and confine it within a limited space. Usually, Nature is capable 
of meeting the invasion more than halfway, and she not infrequently 
shuts off the most important avenue of approach to the pelvic cavity 
by firmly sealing the fimbriated opening of the tube. If she be 
successful in accomplishing this, there is no very great danger that 
the inflammation will pass through the walls of the tube, and thus 
infect the pelvic cavity to more than a limited extent. The possi
bility of this must be borne in mind, as undoubtedly the inflam
mation has spread in this manner, but only, however, in part.icularly 
virulent cases. Such instances are the exception rather than the 
rule. 

Whatever be the source or cause of infection, the results are the 
same up to a certain point, as in all inflammations. The moment 
the tissues are involved, there occurs first a congestion, followed 
rapidly by effusion. Resolution mayor may not fol1ow later in the 
progress of the case; the rule is that it takes place to a greater 01' 

lesser degree. If resolution does not occur, either organizatiQl1 or 
suppuration is the final step. Whether the inflammation be a super
ficial one, involving only the mucous membranes of the Fallopian 
tube or the serous membrane of the pelvic cavity, or whether it 
will extend into the deeper structures of these parts, will depend in 
great measure on the virulence of the attack and its rapidity of 
advance. For the most part, the disease invades, to a greater or 
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lesser extent, the connective tissues: as a matter of actual fact, few 
cases of salpingitis and peritonitis exist without some involvement 
of the deeper and looser tissues. The exudation occurs in two 
places: on the surface of the membrane and in the underlying 
connective tissue. In the Fallopian tube the mucous membrane 
excretes serum which collects and dilate:;; the tube-cavity. This 
fluid is liable to either discharge itself into the uterine cavity 
through the uterine opening of the tube, or into the pelvic cavity 
through the fimbriated opening, or it may be retained and accumu
lated in consequence of both these openings becoming closed by the 
inflammatory process. Whether retained or not, it is extremely 
liable to undergo suppurative changes and terminate in pus-form
ation. Should this material empty itself into the uterus, it will drain 
into the vagina, and will eventually be disposed of in a comparatively 
harmless way. If it remains encysted in the Fallopian tube, we will 
have formed either a g.ydrosalp!!.1x or a £.Y....2salp!llX; more usually the 
latter. The amount poured out is variable, depending upon the 
irritating properties of the infection. Should it discharge itself into 
the pelvic cavity, whether it has undergone suppurative changes or 
not, it is liable to set up an inflammatory condition of the J2elvic 
perit9Ueuf!1, even though this membrane is not already involved. 
The exudation into the connective tissue varies also in degree and 
kind. The greater the exudation and infiltration of inflammatory 
cells, the thicker and denser become the tube-walls. So thoroughly, 
in fact, may the walls be penetrated by the inflammation that the 
peritoneum covering them may become involved. The infiltration 
may subsequently become absorbed; it may remain and undergo 
pal:tial organization or it may take on suppurative changes. Fre
quently, when to the naked eye a Fallopian tube appears to be per
fectly free from suppuration, the microscope will show indubitable 
evidence of the infiltration of pus-corpuscles into its walls. This 
may, and does, frequently extend to the degree of rendering all the 
involved tissues so thoroughly friable as to cause them to break 

, clown under slight manipulation or under the pressure of a ligature. ) 
A ligature will at times cut through such tissue like a knife, the 
blood-vessels alone offering any great resistance, and even these 
give way in many instances. It is not at all unique to see the sup
purative process extend so far that pus may readily be extruded 
from the cut surfaces of the walls of the thickened and diseased 
tube. Should the infiltrating products of the inflammation not be 
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absorbed, they may leave the tube in a permanently thickened and 
hypertrophied condition. There will result in this case an enor
mous overgrowth of the connective-tissue elements, with a possible 
permanent infiltration of inflammaxory cells. Where the disease 
in the tube has extended to either of the above conditions, the peri
tonenm will have become sufficiently involved to throw out plastic 
lymph, which will undergo partial orgauization and form adhesions. 
Should the attack prove a mild one, in all probability the exudation 
will be absorbed and the case progress toward a complete cure. At 
times, where the disease in the uterus is quite severe, it will stop 
short of an inflammation in the tube, and after existing for a time 
as a congestion may gradually disappear altogether. It is no infre
quent thing to find at the time of an operation that the uterus is 
badly diseased, aud the tube is only, as yet, greatly swollen and 
deeply congested, but without showing any signs of infiltration. 
So also with t.he peritoneum. A badly crippled tube may exist, the 
fimbriated end becoming closed and adherent to the ovary, with the 
tube-cavity distended by a muco-purulent serum. The serous mem
brane may simply be congested, with no excretion of lymph, no 
adhesions, no true inflammation. The removal of the tube with its 
contained source of infection and irritation is amply sufficient to 
put a stop to further advance of the disease: before the patient is 
recovered from the operation all traces of the peritoneal congestion 
will have disappeared. 

Should the inflammaL~un have spread from the tube to the pelvic 
cavity, either by the extension of the disease from the tube through 
its fimbriated opening or by the subsequent pouring ont of the 
excreted tubal serum, which has undergone muco-purulent changes 
or not, or by direct extension through the walls of the tube itself, 
the disease takes 011 exactly the same form as it would in any other 
serous membrane, differing only in so far as the anatomical features 
differ. The pathology of peritonitis is like that of inflammation of 
other serous mem b1'anes first,_congestion, then transudation of blood
serum, and, finally, an exudation _of plastic material. Should Ieso
lutiQn take place, these inflammatory products are disposed of by 
absQrption of the serum and organization of the exudate. Organ
ization simply consists in the development of the circulation in the 
exudates sufficient. to prevent their degeneration. Should this not 
occur, they u ually break down into suppuration. The exudation 
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of the serou~ membrane a~~mme~ one of three forms: fiorillo!!s, 
• serous, or s_u£puralll:e. 

In the fibrinou' form, hould two opposing dlrfaces tOllch each 
other, they will almost certaiuly become adherent until neh time 
at lea-'t when the lymph become absorbed. If it doe not finally 

• 

t1i. appear by absorption, permauent adhe ion re8ult, more or le~~ 
den e and well organized in accordance with the Ol·jginal amount 
of lymph excreted and the activity of proliferation in the under-

• 
lying endothelial cells of the serous membrane. The more exteu-
sive the involvement of the peritoneum, the more extensive will be 
the resultant binding together of its various surfaces. Should the 
exudation prove to be of the serous variety, adhesions are much le"s I ...s vt 

apt to form. Varying quantities of free serum, in a more or less 7 (/'111 

changed condition, will be found in the pelvic cavity, and the serou. 
surface will most likely be covered with flakes of lymph. The sup-
purative variety is simply an advanced stage of either of the other 
two. As to whether or not suppuration occurs, depends, again, I ~ ~V\.4t -

\. J .. ~"'b. 
upon the character of the infection. Occasionally the infection i 
so virulent that the case has progressed to a fatal termination before 
suppuration has had time to occur. 

Should the inflammation involve the deeper tissues, as is almost 
alwa.ys the case, effusion takes place into the cellular tissue. The 12 
extent to which this will occur is dependent directly upon the activ
ity of the advancing inflammatory process. At times the effusion 
is slight ill quantity, and causes but little di tension of the loose 
areolar tissues; in other cases so much effusion is thrown out as to 
distend the connective tissues to their fullest extent. The greater 
the amount of effusion, the more hard and board-like will the part 
appear to the touch on a local examination. Should the case prog-
ress favorably, there will eventually be an absorptioll of these --
inflammatory products and the parts will return to a condition of 
health. Should anything supervene, on the other hand, to prevent 
Nature from absorbing and disposing of this Senl111 in the ordillary 
way, it becomes denser and apparently makes an effort at organiza
tion. If infective germs should reach it from any c1irection'4supP'!l---
l'atio~ will take place and all hopes of a spontaneous cure will be 
iost, except through a prolonged and extremely hazardous illness. 
The extent of the suppuration does not altogether depend upon the 
extent of the infiltration, for the rea on that after this proces has 
progressed to the limits of the effusion it yery frequently COIl-
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tinues on, involving the healthy connective tissue, step by step, 
until eventually it may involve most of the connective tissue of 
the pelvis, and has even been known to discharge at the umbilicus. 

Except in a limited number of puerperal cases, the course and 
termination of a septic or specific inflammation of the uterus are 
as described. The few exceptions to this rule occur, as has been 
said, in puerperal patients. A woman contracts septicemia after 
childbirth or abortion, by having septic germs introduced into the 
uterns. The amount of septic material which will be necessary to 
contaminate a woman under these circumstances will probably be 
such as woulJ. hft \'e no effect whatever upon a healthy non-gravid 
womb. After the placenta has been removed there is left, to all 
intents and purposes, an open wound, or what would be an open 
wound were it on any of the skin surfaces of the body. 

The incidental wounds due to traumatism add another element 
to the dangers of this variety of infection. The placental wound 
is peculiarly liable to pathological changes, for the reason that it is 
difficult of access and treatment, such as a similar wound elsewhere 
would receive. Again, the torn ends of the hypertrophied vessels 
and other tissues are disposed of by a process of degeneration 
which borders closely upon the pathological a physiological pro 
cess which the slightest amount of contamination by septic matter 
will change into a pathological OIle. Should such a wound once 
become septic, ,he enormously enla.rged lymphatics stand ever 
ready with their gaping months to receive and convey into the 
deeper tissues the products of the suppuration. One would imagine, 
with the frequency of the occurrence of puerperal septicemia, that 
this condition would result frequently, when, as a matter of fact, it 
is the exceptional occurrence. 1f the septic products are taken up 
by the lymphatics, the chances are largely that they will be con
veyed into the blood without any particular involvement by the 
inflammatory process of the walls of the lymphatic vessels or of the 
connective tissue binding them together or through which they pass. 
At times, however, some additional element seems to be introduced 
which cau es the inflammatory process to rapidly pass along and 
about the walls of the vessels and lymphatics directly into the sur
rounding connective tissue, thus conveying the septic material 
primarily into the connective tissue and rendering any peritonitis 
which may follow secondary to the cellulitis. Th~ fact of the exist
ence of this 'class of cases (although of great rarity) does not detract 
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from the statement that in the vast majority of cases of pelvic 
inflammation the cellulitis is secondary to the peritonitis, and is 
consequently onl oJ comparative imp.ortance. Usually the treat
ment directed toward the s,ure of th~~ritonitis accomplishes also 
tha~ of the .c:ellulitis. 

Results. The • In results left the train of an inflammation 
beginning in the uterus, extending into the Fallopian tubes, and 
from thence into the pelvic c~tyity, are widely variable. In the 
tube they extend from a slight salpingitis to a pyosalpinx; in the 
peritoneal cavity, from a mild attack of local peritonitis to a general 

FlO. 259_ 

A B -
Normal Fallopian Tube: A, section from the ampulla; B, sedion from near tbe uteruB. Layers of the 

FalloJ?ian tube: 1, upper anu outprmost Inver, ,erolls roat; 2, layer of I()o>c ('onnective tissue. richl\
""J?piled with blood-vessel.; ;3, lllu'('llhlr eim!, much t1licker near the IHcms than ncar tbe ampulla. 
It IS principallY 'made up of circular fibres. Above and within it is reinforced by longitudinal fibres, 
some of whicb spread into the lTIll('O\lS Iltyer; otber. (the most external) penetr"te between tbe layers 
of the broad ligament; still others go to the hilum of the ovary or are prolonged to the fundus of tbe 
uterus; a few fibre penetrate to the inner layer. ,I, mucous cont. The fmlllework of this laYer is 
embryonic connective tissue, ri('11 in fll>iform ('ells; it projects into the lumen of the tube in longi
tudinal folds wbicb bave been Clit through obliqllel)" in the sectioJl shown above. Near the uterus 
theNe folds are radiating, and give a ,tRr'shRpcrl appc>lranre to the lumen in tbe section. Near 
the ampulla they are longer aDd rec1uplicutcu, giving the lumen a jRgg,'d or toothed Rppearancc on 
section. Tbe wbole surface of the mncolls memhrane is lined with .imple columnar ciliated epitb_e
Iium; tbe moyement of tbe cilia is in the direction of Lbe uterus. 

suppurative peritonitis and cellulitis; in the oYaries, from a simple 
ovaritis to an ovarian abscess. In the milder forms of salpingitis 
the disease assumes the catarrhal type. Here the inflammation is 
confined almost, if not ent.irely, to the mucous melnbrane lining the 
Fallopian tube, there being oftentimes an accompanying congestion 
of the other constituent parts. The cause of the tuhal involvement 
is al ways r~side.!.1t in the uterus, usually in the shape of an endo
metritis, and occurs by direct extension from Olle mucous membrane 

28 
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to the other, the disease in the tube not always being so severe as 
that in the endometrium. The process exists in both an acute and 
a chronic form. Neither gives rise to any particular symptoms 
other than indirect ones, such as sterility. The acute form may 
run its course rapidly and be cured spontaneously, or may subside 
flS the endometri6s is relieved. On the other hand, it may continue 
indefinitely, and finally become chronic. During the existence of 
the inflammation, especially in the acute form, an excess of sero
mucous products is thrown out. Where there are no adhesions 
found, but the uterine and fim briated ends of the tll be remain patu-

FIG. 260. 

• 

Hydrosalpinl>. 

lous, these products are drained either into the uterine or pelvic 
cavities. Should their openings become occluded from any cause, 
as is at times the case, the sero-mucus accumulates, distends the 
tube, renders its walls thin, the tube becoming larger and larger as 
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the contents increase. The condition is then known as hydro:
~lpinx. The very mi ld cases seldom terminate in this manner, for 
the reason that there is not !Sufficient active inflammation to cause 
occlusion of the tubal openings. \Vhere a hydrosalpinx exists, 
it is often found to be adherent to surrounding parts. The fact 
of the presence of a healthy, non-inflammatory tumor of reason
able size in the pel vis is not in itself sufficient to account for 

FIG. 261. 

Hyd rosal pi nx. 

inflammatory processes arising in its peritoneal lining. Either the 
original inflammation, slight as it may be, has spread through the 
walls of the tumor, which have become much thinned, or there has 
been leakage of some of the tube-contents, which are acrid and 
irritating. 

Should the inflammation become a chronic condition, which is 
the more usual procedure, the result is more apt to be a destruc
tion of the ciliated epithelium lining the tube, and a consequent 
permanent crippling of that organ for its legitimate functions. 
The desquama60n of the epithelium is also claimed to be a sequel 
of the exanthematous disease. To how great an extent this is true 
is uncertain. There is not the slightest, reason why this mucous 
membrane should be mor~ affected than that of other parts of the 
body. ,Vhere there has been a general and undoubted involvement 
of all the mucous tissues in the body there is no reason to expect 
that this particular one has escaped. Otherwise, the cause and 
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effect of these diseases are extremely problematic. It is this. de
squamation of the ciliated epithelium in the catarrhal salpingitis 
that is in great measure responsible for a large proportion of cases 
of sterility and extra-uterine pregnancy. The normal function of 
the ciliated epithelium is to carryall the tube-contents toward the 
uterus. If in consequence of its destruction the ovum is retarded 
in its progress until the spermatozoid is too enfeebled to perform its 
function, or if the ovum sim ply lodges in the tube and there loses 
its vitality, sterility must of necessity follow. Again, if the dis
charges from the altered. and diseased mucous membrane are acrid 
and acid, neither the ovum nor the spermatozoid can sUTvive, or at 
least they are so enfeebled when they meet that they fail to unite, 
or if they unite, fail to accomplish their destiny. Should the calibre 
of the tube be closed at any point throughout its extent, of course 
an insurmountable mechanical obstruction exists which it is impos
sible for either element to overcome. If the male and female ele
ments should meet in the tube and the ovum become fecundated, the 
product of conception is very apt to lodge at some point along the 
course of the tube and continue its development. 

Occasionally the inflammation of the tubal membrane assumes 
• 

the hemorrhagic type and the excretions are mingled ·with blood. 
Provided these muco-bloody discharges empty themselves into the 
uterus, there will be no more difference in the result than if the 
excretion were merely mucous or serous. If adhesions close the 
ends of the tube, it becomes distended with the contained fluid, as 
in hydrosalpinx, and is then known as hem atQsal pinx, This 
occurrenee is infrequent as compared with the formation of hydro
salpinx. 

When the infection is more severe anel extends into the Fallopian 
tube from the endometrium, involving almost simultaneously all the 
layers of the tubal wall, the resultant condition is more important 
as well as more dangerous. Exudation takes place into all the coats 
of the tube, and the inflammation extends even to the peritoneum. 
The openings into the tube may become closed or ma.y remain pat
ulous; usually they are occluded. The inflammatory products ill 
the walls of t.he tubes increase. The walls vary in thickness in 
accordance with the amount of infiltration, in particularly bad cases 
being from a quarter to half an inch thick. Attempted organiza
tion may take place, the result being the production of an over
growth of the connective-tissue elements, giving the tube a greater 

• 



{ 

I 
I 

• 

PEL VIC I..lYFLAllIJIATION. 437 

or lesser consistency. The products of inflammation thrown out by 
the mucous surfaces are either discharged through the tubal open
ings or, if the openings are not patulous, are absorbed. The inflam
matory products thrown out ou the peritoneal covering of the tube 
assume the form of plastic lymph, and cause the tube to adhere to 
any other peritoneal surface it may touch. The tube itself adheres 
commonly to the uterus, broad ligament, and ovary: the fimbriated 
end usually grasps the ovary tightly, and the fimbria themselves 
may become destroyed by the disease. 

This condition presents the disease known as chroni.Q (~dherent 
or interstitial) salrinzitJ.s. It must be borne in mind that this con
(Jition is distinctly different from those forms of pure chronic ca-

FIG. 262 . 

• 

Chronic Interstitial f;alpingitiH and Ovariti~, witb thickened broad ligament-50-called cellulitis. 

tarrhal salpingitis ill which the inflammation affects only the 
mucous lining of the tube, anu results simply in a permanent alter
ation of that Illembrane, without particularly affecting the walls of 
the tube or its investing peritoneal covering. 

Chronic interstitial salpingitis is nothing more or less than the 
miluest form of the sallle COlHlition, which frequently progresses to 
the development of a pyosalpinx. If there be good drainage of 
the tube, there is not much danger of muco-purulent material 
accumulating. There may, it is trlle, be a certain amount of 
suppuration taking place, even the walls of the tube becoming 
involved. The result under these circumstances would be in accord-

• 
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ance with the patency of the tubal canal. If the canal remains 
patulous, the only additional harm will be the breaking down of 
the inflammatory products infiltrating the walls, and the consequent 
rendering of these friable, if they do not actually suppurate. This 

FIG. 263. 

• Fallopian Tube and Ovary. showing adhesions . 

same process may extend into the lymph thrown out by the 
peritoneum, and cause the adhesions to become friable or even 
to suppurate. 

Should suppuration occur, inflammatory products within the 
tube may drain away into the uterus, and the suppurative process 
finally cease, leaving the tube in its crippled adherent condition. 
The uterine opening will remain patulous long after the fimbriated 
opening is closed and the fimbria destroyed, for the reason that the 
peritoneum. is much more delicate than the endometrium, and the 
irritation of the advancing suppuration will early cause it to throw 
out protective lymph, which will effectually seal the opening and 
protect the peritoneal cavity. The suppurative process may keep 
up indefinitely, the tube constantly discharging its muco-purulent 
contents into the uterine cavity and thence into the vagina. Th1s 
is of no infrequent occurrence. The uterine opening may even 
become closed by light friable adhesions, the tube distend with its 
suppurative contents, until either the pressure of the over-disten
sion causes the adhesions to give way or they break down from 
suppurative changes, the result in either case being a periodical 
discharge of pus from the tubes. The tubal openings usually 
become permanently closed hy adhesions. If the tubal contents 
are small in quantity, they may eventually become absorbed; but 
this cannot be a common termination. It is not of infrequent 
occurrence to find the Fallopian tube distended with a bl'oken
down, cheesy material. In these cases the watery elements of 

• 
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the pus have been absorbed, and the solid portions have under
gone a caseous degeneration. Such conditions are very apt to be 
due to tubercular changes. Were the constituent tissues of the 
tube healthy, there would be more probability of complete absorp
tion. In the cases under consideration all the parts of the tube are 
so diseased and disorganized that their functions are for the lllost 
part suspended. However, certain cases are met with clinically in 
which no other interpretation is possible, and it may be put down 
as one of the probabilities. 

When the contents are not a~orbed, a true pyosaJpinx. results. 
The tube becomes distended with a greater or lesser quantity of pus 

FIG. 264 . 

• • 

. " 

Double Pyosalpinx and Diseased Uterus, removed by Supravaginal HysterecLOmy. 

or muco-purulent matter. In snch cases the inflannnatory infil
trates in the tube-walls have most probably shared in the suppu
rative changes, rendering the walls soft and cheesy; the microscope 
will show them filled with pus-corpuscles. The peritoneal serum 
and lymph do not escape the suppurative changes. The pus may 
have worked its way directly through the tube-wall, and then 
infected the lymph, or the infection inay have passed through the 
fimbriated opening of the tube, and in this manner contaminated 
the peritoneal elements. Small abscesses frequently result, in con-

• 

• 
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sequence, in the midst of the adhesions, and on removal of the tube 
by abdominal section these abscesses, which are as often as not 
multiple, are opened, their contents soilillg the field of operation. 
If the pus has passed directly through the tube-wall, these small 

FIG. 265. 

... ':'"7;- , 

Pyosalpinx and OYarian Abscess. 

local abscesses will probably be the worst result. Should the infec
tion pass out through the fimbriated openlllg, however, it may 
spread rapidly to the whole pelvic or abdominal cavity, and end in 
a general suppurative peritonitis. The reason of this difference is 
that when the suppuration extends through the tube-walls it never 
enters the general peritoneal cavity, but always meets the obstructing 
lymph which the peritoneum has had plenty of opportunity to 
throw out about the threatened point. This same obstruction is 
most always met with at the fimbriated opening, in which case the 
result is the same; but occasionally the infection itself travels 
<llong the tubal mucous membrane so quickly that it has time to 
escape before it can be closed in by the peritoneal lymph. 

\Vhen the infection has once passed beyond the fimbriated open
ing of the Fallopian tube, it attacks either the ovary, the pelvic 
peritoneum, or both. Should it confine itself to the peritoneal 
investment of the ovary, it cau es excretion of lymph, which binds 
that organ to the tube. The fimbriated end of the tube becomes 
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firmly attached to the ovary, Dot infrequently an ab ce~s developing 
at the point of junction, which is known as a tubo-ovarian ab ' ce s. 
Should the infection penetra~e the outer coat of the ovary or infect 
a ruptured Graafian follicle, there will begin and form ill the oyarian 
troma an abscess which may eventually reach e,'en the size of an 

orange. Such an ovary is, as a matter of necessity, on account of 
the involvement of its peritoneal covering, den ely adherent to all 
peritoneal surfaces which come in contact with it. 'Vhere there is 
no infection, but where the inflammation spreads from the tube and 
involves the ovary, this organ takes on changes of an intel'stitial 
character, which eventually cause such a destruction that there is 
little left of the healthy ovarian stroma. At times these organs 
assume much the character and appearance ofhypertulpbic cirrhosis· 
at others, an atrophjc condition. Iu either case the function of the 
organ is much changed, even destroyed, and the ovary is mo t 
likely to give rise to very distressing symptoms. 

The infection may pass along the Fallopian tube and infect the 
ovary, even to the extent of forming an ovarian abscess, without 
leaving behind more than a catarrhal condition in the tube. When 
the infection invades the peritoneum, it remains often a local affec
tion, but in a reasonably large proportion of cases spreads until 
it invades more or less the whol~ of the elvicyeritoneum. It 
may, in fact, continue and develop into a E-eneral abdominal 
peIjtonitis. In attacking the peritoneum anyone of these forms 
of peritonitis are likely to develop: the fi....brinous, the serous, or the 
suppurative. The fibrinous variety is by far the most frequent 
form accompanying inflammatory diseases of the Fallopian tubes 
and the ovaries. The seLOUS variety is most likely to be of the 
nature of that peritonitis which so often follows the performance 
of a cceliotomy ; it runs its course usually in three or four days, and 
most generally Qllds fatally. It may, as a matter of fact, occur 
under any source of infection. The lesions in such a case, on 
examination, will be found to be universal but light adhesions 
between all the coils of intestines located in the pelvic cavity, as 
well as of all the pelvic contents. After the various organs are 
separated a few ounces of bloody serum will be found in the pelvic 
basin, and the peritoneal urfaces will be observed to be covered 
with flakes of lymph. The process has been too rapid for the 
formation of pus in many instances, and as a rule there is not 
a great deal of involvement of underlying connective tissue. The 
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fibrinous variety is the common one. The irritated anu inHamed 
serous membrane begins at once to develop that great protector, 
lymph. This material precedes the infection, and, unle::;;s the 
advancing inflammation is too rapid, bounds it within certain limits. 
Frequently it confines the inflammation to the serous coyering of 
the tube itself. The inflammation may have advanced further anu 
involved the serous covering of the ovary and the broad ligament. 

As the inflammation advances step by step it is continually met 
by the obstructing plastic material which the threatened and irri
tated peritoneum is throwing out for its protection, until, having 
spent its forces, it makes less and less effort at advance, and finally 
settles down within the limits into which the lymph has been able 
to confine it. 

The extent of the destruction will have depended much upon 
the rapidity of the advance and the virulence of the infection. 
The lymph may have succeeded in confining it to the immediate 
neighborhood of the diseased Fallopian tube and ovary, or the 
inflammation may have spread to the whole of the pelvis, or in 
extreme cases to the general abdominal cavity. The inflamed 
peritoneal surfaces, wherever they come in contact, become glued 
together by the lymph. By the time the inflammatory forces 
have spent themselves, the serous membrane is infiltrated with the 
inflammatory products, resulting in its becoming thickened as well 
as being covered with lymph. . 

Should the case terminate in the most favorable manner, all the 
lymph and other inflammatory products would become partially ab
sorbed, and the other parts return once more to a comparative con
dition of health. I t is at this point that electricity has gained its 
greatest reputation. The lymph exists in considerable masses, and, 
as Nature begins to get rid of this accumulation, electricity comes in 
as an extra spur to hurry Nature's work. The result is in many 
cases a quicker absorption and an apparent cure, the facts being 
that the gross amount of lymph has disappeared, bui the disor
ganized and adherent appendage remains, ready to relight the 
original inflammation upon the slightest provocation. 

The fact is notorious that these chronic conditions are liable to 
repeated recurrent acute exacerbations of inflammation. 

The more usual 1'e ult, however, of such an inflammation of the 
pelvic peritoneum spreading from the Fallopian tube is to cau. e a 
broken-down and destroyed tube anrl ovary; both become enlarged, 
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Pyosalpinx lind Ovarian Ab.ce.s, showing the remnants of unil'er.al adhesions. 
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h~avy, prolapsed, and adherent to each other, the broad ligament, 
the uterus, and the pelvic walls. One step further, and the superim
posed intestines and omentum are involved, and become adherent 
on top of the diseased and adherent pelvic organs. At times there 
is no pus complicating the general destruction; at others pus is 
found in the Fallopian tubes, the ovaries, in the midst of the adhe
sions in which these organs are imbedded, or filling the whole pel
vis. The Fallopian tubes themselves are so distorted that numerous 
separate pockets of pus are found in a single tube. As many ns 
three such collections have been found in the same tube, each of 

FIG. 266. 

Broad thin Band of Adhesions (Epider-web) banging from an Adberent Ovary and Fallopian Tube. 
. (Drawn from photograph.) 

which contained a distinctly different variety of pus. As many as 
half a dozen different foci of suppuration have been found in the 
midst of the adhesions, and in a single Fallopian tube, all separate 
and unconnected with one another. 

Should the infection not be virulent enough to cause suppura-
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J tion of the serum and lymph, this latter substance will undergo 
organization to a greater or less extent, with the result of leaving 
the surfaces which have come in contact permanently adherent. 
The adhesions thus found are variable in kind; clinically at least 
four varieties are recognized. 

The Fallopian tubes, ovaries, and uterus, one or all, may be 
covered with a thin layer of false membrane, well organized and 
not at all unlike a spider-web, when spread out and held up to the 
light. The variety has well been called the" spider-web adhesion." 
The membrane is easily torn to pieces and destroyed if the finger is 
pressed through it while it is on the stretch. If, in attempting to 
break through, it is allowed to gather itself together like a bundle 
of sticks, it forms long shreds of adhesions which are exceedingly 
hard to tear, and in the tearing of which an intestine or bladder 
may easily be injured badly, its walls giving way at the point of 
the adhesions. They are the more difficult to deal with inasmuch 
as the organs are usually movable under them, and it is hard to get 
any fixed point from which to break through. 

The next variety is that where any or all of the pelvic organs 
become fixed in the lymph in much the same manner as if they 

FIG. 267. 

Ovary Displaced and bound Down in tbe Gu/-de-sac by Adbesions-adbesions of the spider·web variety, 
similar to those shown in Fig. 266: ro, rigbt ovary; 10, left ovary. 

were set down in a bed of plaster of Paris. The lymph organizes 
and from it is formed a new and apparently real peritoneal cover
ing. Clinically, to the touch, the organ feels as though it had been 
congenitally developed in its displaced and distorted position. In 
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the case of the ovary the ovarian ligament is destroyed; where the 
Fallopian tube is involved the broad ligament has, to a greater or 
lesser extent, disappeared. The organs are immovably fixed, and 
can only be torn away from their position by an absolute enuclea
tion, there being practically no pedicles to deal with: to all intents, 
the mass removed is a sessile growth, and must be dealt with as 
such. The cases in which this condition is found are usually old 
chronic ones. 

The ordinary adhesion met with in the course of operations is 
what one might call the" bread-and-butter" variety. After the ad
herent surfaces have been freed from each other the appearance is 
not unlike the surface of two pieces of bread and butter which have 
been placed together as in a sandwich and sepa.rated. These adhe
sions are more or less firm as the case is an acute or chronic one. 
At times they are so solid that it is necessary to take the handle of 
the scalpel or other instrument in order that they may safely be sep
arated; in other cases the finger will readily destroy them. Should 
the lymph going to form these adhesions become infected, they 
become more or less broken down, and are proportionately easy to 
deal with. This forms the fourth variety as seen clinically. Nat
urally, the only pathological difference between at least the last 
three varieties is the difference in the extent of involvement and 
organization. They all begin by the affected ,organs becoming 
imbedded in a quantity of plastic lymph. This lymph organizes or 
is partially broken down by the infectious poison. If it breaks down 
and fails to organize, the last clinical variety is produced. This 
variety usually accompanies acute pus-tubes. Should it fail to do 
more than make an attempt at organization, the adhesions will go 
to make up that variety which is the most common, the "bread

" variety, which generally accompanies chronic (adhe
or interstitial) salpingitis. It is almost always possible.in enu

the organs in such a ease to find the broad and ovarian liga
use them as a pedicle, although at times they are much 
If the runs on into a chronic form, either of the 

may develop, by absorption of the degenerative 
and contraction, into varieties 

much congenital conditions. 
may down into foci at 

heillg the resolt. 
are for all 
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extraperitoneal, and yet they are as truly, from an anatomical point 
of view, intraperitoneal as if they were not limited at all. As a 
matter of fact, they exist from cavities as large as a pea to abscesses 
filling the whole of the pelvis, and only being shut out from the 
general abdominal cavity by the intestines and omentum at the pel
vic brim, becoming involved in the ad vancing inflammation, lymph 
being thrown out, and these organs becoming firmly adherent over 
and about the pel vic inlet. 

Unless the attack has been a mild one, the connective tissue 
immediately underlying the peritoneum is apt to become involved 
in the destruction. So intimately connected are the two structures 
that where the one is affected by such a serious process it can readily 
be understood why the other also becomes involved. As soon as 
this loose areolar tissue is invaded, the products of inflammation are 
thrown out into its meRhes, and the parts affected become much 
thickened. The connective tissue of the broad ligament and that 
underlying the peritoneum which lines the pelvic floor are most apt 
to be affected. The infiltration, as usual up to a certain point, 
attempts to ulldergo organization, but mostly fa.ils. It is either 
absorbed or suppurates. 

Should it become absorbed, it would do so in conjunction with 
the absorption of the inflammatory products in the peritoneum and 
in the line of progress toward the cure of the whole pelvic inflam
mation. If organization partially occurs, a contraction of all the 

~ 

~issnes takes place with the result in some cases of almost total 
obliteration of the ligaments and contained connective tissue. This 
is the condition which has existed in those cases of prolapsed and 
adherent tubes and ovaries, where the ligaments have almost, if not 
entirely, disappeared and the organs remain practically as sessile 
rna ses. Cellulitis is esselltially an acute or subacute as well as a 
secondary disease. It rarely occurs in the pelvis as a primary dis
ease, and is just as rarely found as a chronic condition, except 
in the form of an abscess; which is not common. The abscesses 
and masses in the pelvis formerly looked upon as cellulitis are 

. almost without exception contained within the peritoneal cavity; 
where the a.bscess does exist. in the cellular tissue, it is generally an 
extension from a focus of suppuration in the peritoneum. It is 
said that in acute puerperal cases the infection, at times, extends by 
way of the lymphatics directly into the cellular tissue, and results 
in the formation of a true cellulitis and a true primary cellular-
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tissue abscess. Examples of such cases have from time to time 
been placed on record by reliable authorities, but they must be of 
exceedingly rare occurrence, as the writer during the course of 
many hundreds of cceliotomies has failed to find a single exam
ple of the condition. In no case, except in suppurating cysts, 
has a pelvic abscess been observed which was not intraperitoneal, 
in the sense that it had originally developed in the peritoneal 
cavity. 

These pelvic abscessesz.... whether of peritoneal or ce11ulitic origin, 
• 

are extremely apt to burrow their way to the surface and discharge 
their contents in a more or less irregular manner. They have been 
known to empty themselves into the rectum, vagina~ and bladder. 
The umbilicus, the saphenous opening, the pelvic fioor, the labia, 
the pelvic foramina, have a11 served as means of passage for the 
'pus. Cases have even been reported where the pus has burrowed 
through the connective tissue to the iliac fossa, and from thence to 
the diaphragm, finally rupturing into the lung. The spontaneous 
evacuation of pus by any of these sources, although a proportion 
of such cases go on to a good recovery, is a disaster, and the danger ' 
of such a result is one of the clearest of indications for the adoption 
of vigorous measures to ensure its prevention. The usual course 
of a case after such a mishap is a prolonged convalescence just as 
commonly a long invalidism, followed by death. The sinus-tracks 
are long and irregular, and the abscess-cavities very incompletely 
drained. In the case of the rectum and the bladder the cavity is 
continually contaminated by the contents of these organs, and an 
already bad condition is rendered worse. 

SYUPTOMS. These vary in accordance with the anatomical parts 
attacked and the intetlRity of the inflammation. 

The amount of suffering incurred by the patient will vary from 
a matter of slight discomfort to agony which is quite beyond 
description. There is no death from which a woman may die 
which is, in a11 its features, more distressing than a death from 
peritonitis, especially an acute septic peritonitis. The symptoms 
of each of the parts attacked are in many respects similar. The 
involvement of almost all the tissues of the pelvis follows as a 
complication wherever the brunt of the attack may fall. In other 
words, one tissue is seldom involved without all being more or less 
included; consequently the symptoms which would be induced by 
the atta~k of one tissue are present at the same time with those 
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which would be induced by the involvement of any or all the other 
tissues. 

There are three symptoms which are present in greater Ol' lesser 
degree in almost, if not quite, all cases of pelvic inflammation. 
Pain, hemoE(~ge, and uterine dis.chaJ:ge~ usually dominate all 
other factors in cases in which suppuration has not supervened. 
Naturally, the temperature and pulse play a conspicuous part. 
vVhen suppuratio~ occurs, all the ~ymp"~oms _of septicemia are 
added to those already existing. In addition, symptoms referable 
to special organs and due most frequently to sympathy and reflex 
influences become at times prominent. 

Salpingitis. In acute or chronic catarrhal salpingitis the symp
toms are seldom sufficiently prominent to give rise to any suspicion 
that there is such a disease present. In the acute form the patient 
will most probably feel a condition of general -malaise, have some 
backac:b~, with a 'possibl~ h~ada.che_ ; there may be a slight increase 
of the discharge coming from the vagina. No noticeable change .. ' .... 

takes place in the menstrual function, for the reason that this is 
already, in all probability, disordered from a pre-exis.;ing endo
metritis, and the lesion in the tllbe is too slight to add anything 
perceptible to the result. If at this time the temperature and 
pulse should be taken, the one would be slightly elevated, the 
other accelerated. No doubt in every acute case these symptoms 
are present to a greater or lesser degree, but in almost every instance 
the attack is so slight that it is passed over without notice, and the 
disease has soon settled itself down into a subacute or chronic form: 
in this condition the symptomatology is even slighter than in the 
acute form. The disease is so constantly associated with endo
metritis, being, as a matter of fact, almost always an extension of 
the uterine inflammation, that the symptoms of the primary dis
ease are a great factor in obscuring those of the salpingitis. The 
fact that the disease has existed at all is usually only discovered 
when its results are made manifest. It is from this form of the 
pelvic inflammation that hydrosalpinx arises. 

Hyd?'osalpinx. The distension of the Fallopian tube with serum 
frequently exists without giving rise to any symptoms whateyer. 
If the resulting tumor is not very large and usually it does not 
reach a size greater than that of a Messina orange, although occa
Bional cases are reported of enormous size there is no particular 
reHSOl1 that it should cause any disturbance. When it does so, it 
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will most generally be found that an inflammation, slight or other
wise, has invaded the peritoneum, and that whatever symptoms are 
present will be due in great part to the local peritonitis. Adhe
sions may result or not, this being determined by the character of 
the peritonitis. Should inflammation of the serous membrane 
complicate the case, it will give rise to pain, either slight or 
quite severe according to the grade of inflammation and the extent 
of the adhesions. Leucorrheal discharges are apt to enter as a 
factor into the case: the discharge is of a whitish character, and 
seldom if ever assumes a muco-purulent form. Should the dis
charge be .mucO-Rurulent, it is evident that it ociginates from the 
endometrial inflammation, alld is not merely due to the congestion 
caused by slight local peritonitis. Menstrual disturbance is apt to 
be present, as is the Case with l1lost examples of pelvic inflamma
tion; the flow is apt to occur too frequently and to be profuse. 

Hematosa~)inx Should the exudate from the lllUCOUS membrane 
of the Fallopian tubes take on a bloody character and the openings of 
the tube become occluded, the result is an hematosalpinx. The symp
toms of this disease cliffeI' in no way from those of the hydrosalpinx, 
or those of the adhel'(,llt or interstitial salpingitis which will be de
scrihed later. As ill the latter disease, the greatefolt amount of its 
symptomatology is derived fi'om the peritoneal illvol\'ement, and, as 
the extenfolion of the inflammation to the scrOll.' membrane is of about 
e(pml occurrence ill both, the symptoms are usnally the same. 

Inff'l'stitial Salpingitii:5 and Oval'itis. The name is given this 
forlll of pelvic inflammation for want of a better one by which to 
dpfolignate it. It is meant to include .an form ;; of inflalllmation of 
!1Jjt Fallopian tubes and ovaries, exc('pting those lllild Olles described 
under the llame of catarrhal salpingitis and those described under 
tubercular salpingitis. Leurorrheal discharo'e will be the first in
dication of the trouble, and this will quickly be followed bY. Imin .. 
The vaginitis and endometritis which precede the salpingitis will 

• have been ushered in with muco-purulent di:-;charges. These dis-
charges continue when the Fallopian tnoe beeomes involved, and 
the only difference then to be noted is that th('l'(' is addecl to them 
the discharges from tIle tnbes. This addition is not sufficient under 
ordinary circumstances tf) be perceptible. Should the tubal dis
charges accumulate and distend the tube, it not infrequently 
occurs that the oostl'llction at the uterine end finally gives way, 
and there is consequently a gush of muco-purulent matter from 

2Y 
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the uterus and vagina. One must be on his guard, however, 
against this symptom as indicative of an over-distension of the tube 
and its spontaneous discharge into the uterus. This is presumed to 
be one of the methods Nature has of curing pyosalpinx, and one 
which, if we are to believe all the reports in the literature on this 
subject, is extremely common. There is no dOll bt but that such a 
happy termination uoes occur in some few cases, but their frequency 
is questionable. The symptom oftentimes only exists in the minu 
of the attendant and the patient, and is due for the most part to 
faulty observation. Some slight temporary obstruction arises in the 
.cervical canal, and the discharges accumulate in the uterus, only to 
be expelled as the patient assumes a favorable position; or, what is 
more commOll, there is an accumulation in the posterior cul-de-sac 
of the vagina, with a subsequent discharge on certain movements of 
the woman favorable to their expulsion. The symptom is most apt 
to occur in wOlllen who are confined to bed, the recumbellt position 
favoring such a condition. Leucorrheal discharges are common to 
all inflammatory or cOllgestive conditions of any or all of the pel
vic organs. They are therefore not at all diagnostic, and are only 
of va] ue as corroborative evidence. Their character varies as they 
are mixed or not with infection. The purely congestive discharges 
-such, for example, as precede menstruation and accompany preg
nancy are of a milky-white character; those which accompany 
gonorrheal infection or puerperal septicemia assume a muco-puru
lent character. It is this latter kind of discharge which almost 
always accompanies interstitial salpingitis. As a matter of fact, it 
is a combination of the excretions of the tubes, uterus, and vagina, 
and is made up of the suppurating inflammatory effusions, mucous 
and epithelial cells. The discharge is frequently acrid, and causes 
a pruritus of the vulva. Pruritus is not so common a symptom 
in these inflammatory diseases as we would be led to imagine from 
the amount of the discharges, their acridity, and the constancy with 
which "they exist. So infrequently does it occur, in fact, that a grave 
doubt arises as to. whether the pruritus is ever due to the discharge. 
Leucorrhea is as apt to appeal' in the same amount where the inflam
mation has attacked the tube alone as where the whole pelvic peri
toneum is involved. 

Pa~n is a const~l~t companio!! Qf the pelvic inflammatory dis
eases. It varies in intensity with the tissues involved and the extent 
of the process. In cases of adherent salpingitis and ovaritis it is 
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u~nally located in olle 01' both iliac l'egioll"l, at times extending
down the thighs, and i:3 frequentl.r accompanied by huekaeh<:. It 
i:-, severe or not as the attack is au acute or chronic one. Ih cha
racter i· variable, from a dull, hell"Y backaehe to a ~harp, laneillat
illg iliac paiu, which doe~ not COllle and go, but l'(,lll;tin~, for the 
1l10::;t part, COllstant. Often it i:-, due more to the irritatioll of the 
u<lvancillg inflammation than to any real invoh'ement of the tubal 
or ovarian ti:::;sues. I t is no ill frequen t thing in gonorrheal or puer
peral endometritis to find that the iliac pain disappears after a 
thorough curettement of the uterus, proving that. the iuflammation 
has not yet passed beyond the uterine cavity. The harp paills are 
lllOStly due to peritoneal inyol velllent, and are a fairly sure indica
tion that this membrane has been invaded by the actual inflamma-

• 
tiOIl, or at lea t is irritated by its near approach: The ovarian 
invoh'elllent is, however, re ponsible for a f~lir share of the condi
tion. The dull, henvy pnin", a~ the backache, are mo t probably 
producell by the infiltration of all the tissues with inflammatory 
products; possibly SOllle of the elements of the peritoneal pain are 
added as a factor. .l\Iotion or pressure of any kind will aggravate 
this symptom. An oyer-distended bo,,'el or bladder gives more or 
leF:s distress, and the contraction incident to the emptying of either 
of them causes considerable suffering. 'Valking, riding, or jarring 
from any cause calls forth this complaint: even the erect position 
m,w be uncomfortable or unbearable . • 

Menstrual di turbances are universal. As a rule, menstl'uation 
appears too frequently, every t",'o or every three week, and lasts 
from the usual time to eight or ten days: occa ional cases last for 
so long as two weeks. It is important in weighing this symptom 
to inquire carefully into the past menstrual history. Kot unCOlll-' 
monly, women present themselve. for treatment in whom a frequent' 
and prolonged menstruation is natnral, and this condition must not' 
be confounded with a pathological one. 'Vhere the flow has form
erly been fluid, under the altered condition it is apt to becollle 
clotted and dark. The function is accompanied by pain, which 
may appear some days before the flow and last several days after 
it ha. cea:,:ed. Like all the other symptoms, this one is variable, 
and in 110t a few case~ the flow is cant rather than profuse. Scanty 
111 tion is the exception in inflammatory disease. of the Fal
lopian tubes, but that it does exist is undoubted. Suppuration of 
the exudates and an accumulation of pus in the tubes have no very 
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perceptible influence upon these symptoms. Pain, hemorrhage, and 
leucorrheal discharges seem to depeml largely upon the amount 
and character of the involvement of the serous membrane; cer
tainly pain is almost absolutely dominated by this factor; possibly 
the altered mucous membranes have the most influence upon the 
other two symptoms. The three symptoms grouped together in 
conjunction, with a history of gonorrheal infection or of post-puer
peral septicemia, are highly suggestive, and yet not much reliance 
can be placed on a diagnosis based upon this data. The three 

J symptoms, alone or grouped together, accompany almost every 
disease to which the pelvic organs of the female are heir. These 
symptoms, however, taken in conjunction with certain local condi- I 

tions, establish the diagnosis almost certainly. 
As in all inflammations, the temperature and pul e are affected. 

Usually neither of them rises to any very great extent. During the 
first few clays of the acute attack they Illay both be elevated consid
erably above 100°. A seen in the subacute or chronic condition, 
it is rather uncommon to note any great deviation from the normal 
where suppuration has not occurred 01' where the peritoneum is 
only slightly or not at all in volved. If the attack has been ushered 
in with a chill or rigor, it is almo::;t certain that either one of these 
two conditions exi .. ts. As a matter of fact, peritonitis and cellulitis 
almost always accompany anll complicate the salpingitis, and conse
quently the symptoms of the two conditions always commingle. 

The tendency of inflammation ,near o.T about .!E~ bowel i::, to in; 
hibit p~ristaltic action., and constipation is the rule. As constipation is 
almost the natural condition of women, howe"er, it adds little to our 
diagnostic resources. On the other hand, the bladder becomes irri
table under the same condition, and the presence of the urine causes 
a frequent desire of the bladder to empty jtself. Frequent mictu-

..... -
rition and constipation are common symptoms. Any irritation in 
the pelvis seems to give rise to gastric distul'~l1ces, and the infhnil
matory diseases are no exception. Symptoms of dyspepsia, espe
pecially flatulenc~ are very common, and, in fact, at times gi"e rise 
to more distress than the symptoms referable morc directly to the 
pelvic lesions. Distension of the intestines with gas occasions con
siderable paiu at times a, pain which comes and goes, and which is 
distinctly different from the inflammatory pains. 

Pyosalpinx and Oval'ian Abscess. Should the inflammation prog
ress to suppuration, lUany of the symptoms are apt to become exag-
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gerated, and in addition there is added the condition of. sepsis. 
The woman begins to suffer from cold creeps, chills, or even a .rigor . 
the tem.J?erature becomes elevated, rangin o' from 1000 to 104°, or 

, 0 

eyen higher; the R,ulse rises rapidly, and varie:;; from 100 to 140 or 
more beats to the minute. The abdomen becomes swollen, due to 
distension bYr gas) the walls hard, unyielding, and exceedingly ten~ 
del', to the touch. The skin surface may become cold and clammy, 
the appetite destroyed, the sleep restless anel unrefreshing. A gene
ral feeling and appearance of dulness, or even stupor, may super
vene. The paiD is more persistent and intensified, and is apt to 
aSSllme a more or less deep, throbbing character. As time passes the 
woman's general condition gradually grows more au(l more serious. 
She loses many pounds of flesh and becomes greatly emaciated; her 
face has a distressed (lnd shrunken appearance; her nervous sys
tem becomes 'shattered; she mayor may not be confined to her bed. 
It might easily be concluded from these remarks that no great reli
ance could be placed upon symptomatology in the diagnosis of 
inflammatory tubal disease. Such is, in truth, the fact. It is abso
lutely necessary that the ~sical signs be determined by vaginal 
examination before the truth can be ascertained. 

Pe1'itonitis. The symptoms attributable to this disease are a 
combination of those produced by the inflammation of all the other 
parts of the pel vis. As a matter of felct, the main symptoms attrib
utable to pelvic inflammatory cases are produced by the inflamma
tion of the serous membrane. Many of the symptoms described 
under different forms of salpingitis originate in or are increased by 
the peritonitis. Inasmuch as peritonitis to a grea.ter or lesser extent 
complicates the inflammations of the Fallopian tube, the symptoms 
are practically the same, their severity depending much upon the 
extent of the lesion. If only the peritoneum covering the Fallo
pian tube be involved, then the symptoms 'will be similar to 
those already described. ,Vhen the whole pelvic peritoneum is 
invaded, the pain is more acute; t.he temperature and pulse are 
more markedly elevated; the patient lies more comfortably with 
the knees drawn up, for the reason that it relaxes the abdominal 
muscle and takes away a considerable amount of the intra-abdomi
nal pressure; the expression of the face is apt to be distressed; the 
a bdomina1 muscles rigid and fixed; the whole abdomen tender to 
the tOllch; the intestines distended with gases, rendering the belly 
tympanitic; the appetite abolished and sleep imposeible. Consti-

• 
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patioll is absolute and there are eructations from the stomach. Such 
js a fairly typical description of a severe attack of pel vic peritonitis. 
There are, in addition, all the symptoms present which have been 
enumerated as accompanying inflammation of the Fallopian tube, 
together with those present when the cellular tissue is involved; 
which is generally the case. Should suppuration of the exudates 
occur, there will be added the symptoms of septicemia. The differ
ence of these symptoms from those arising in a suppurating salpin
gitis will be more of degree than of kind. In the abscess forming 
in the abdominal cavity, either as a small pocket in the midst of 
the lymph or as a general abscess of the whole pelvic cavity, the 
absorption is apt to be more rapid than if confined to the Fallo
pian tube. 

Cellulitis. The symptoms attributable to this disease are indis
tinguishable fi'om those of peritonitis. The two affections go hand 
in hand, and any attempt to classify their symptoms would only be 
theoretical. As a matter of fact, they cannot be distinguished 
clinically. A simple infiltration of the cellular tissue with inflam
matory products would produce no other symptom than possibly 
a feeling of weight and fu1ness, but this discomfort would be so 
overshadowed by the severe suffering from the peritonitis as hardly 
to be noticed. In those rare cases in which primary abscesses 
OCCllr in the cellular tissue, following or accompcmying the puer
perium, nothing distinctive is noticed until suppuration occurs, 
and then the symptoms are simply those of septicemia. An attempt 
to classify and compare, for differential purposes, the symptoms 
of cellulitis and peritonitis is of no more than problematic value; 
it i::; of no practical benefit. Clinically, the two affections are 
indiBtinguishable, for the reason that they always complicate each - . 
other, and their symptoms are so closely interwoven. The symp-
tom::; of celluliti::;, which is mostly secondary, are few and un
important and are completely overshadowed by the far more 
important and severe symptoms of the peritollitis, the primary 
disease. 

PHYSICAL SIGNS. In an attack of pel vic inflammation there 
is al ways a fairly regular routine followed, and the rE'slllts are 
essentially the same, differiug only in degree. Every case is in 
this respect a law unto itself, and in no two of them are the Fallo
pian tubes and ovaries equally degenerated and distended, nor are 
they always found in the same position. The physical signs are so 
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clo~ely interwoven that all the elements must be cOIridered together 
if they are to be viewed to the best advantage. 

Gatan'hal Salpingitis. Physical signs are entirely ab 'ent. There 
i'::i no infiltration of the tube-wall, and no peritonitis or cellulitis, with 
attendant exudate of lymph and infiltration of inflammatory prod
ucts. The Fallopian tube i almo-t, if not entirely, as soft as in 
its normal condition, and if there is any enlargement it is simply 
due to a mild congestion. For practical purposes it~nay be COll

sidered that in the average woman of ordinary size the Fallopian 
tube cannot be palpated. Such may be saiel to be the case al;:;o in 
catarrhal salpingitis . 

.1Iydrosalpinx. In this form of the disease the uterus mny or 
mny not be freely movable. Most frequently it is movable, as tIle 
Fallopian tube is either not adherent 01' so lightly so as not to 
affect the womb. The mobility of the uterus in health varies so 
much that it is often difficult to decide whether or not it is 
impaired. .More frequently, both Fallopian tubes are involved, 
although it is no unusual thing to find only one side affected. By 
deep palpation to the sides of the womb _a cystic tumor, varying 
in size and shape, will be felt. The tumor is elongated, and can 
be traced with the finger from the side of the pel vis to the uterine 
cornua. It is distinctly felt to be free from the uterus and inde
pendent of that organ. Usually, a sulcus can be recognized between 
the two. The examination may simply disclose a large cystic tumor 
with nothing characteristic about it; in either case the growth may 
be fixed by adhesions and rendered immovable, or it may readily 
be displaced in any direction. The opposite side may be found in 
the same condition, or the examination may disclose nothing as 
regards its involvement. 'It is often found in a state of simple 
catarrhal sal pin ~itis. 

Very much the same can be said in regard to that phase of the 
disease in w hieh the tll be is distended with blood, a has been said 
of hydrosalpinx. Hematosalpinx has no distinguishing features. 
It differs from hydrosalpinx only in that it is apt to be smaller, 
with thicker walls, and more likely to be adherent, and conse
quently immovable. The affection is most usually unilateral, 
and is often complicated on the opposite side by an interstitial 
salpingitis. 

,Vhen the walls of the Fallopian tube are inl:iltrated with 
inflammatory products and its peritoneal covering involved, an -

, 

• 
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examination of the pelvis will reveal a condition depending upon 
the ::3everity of the attack and the extent of its advance. The uterus 
will be found to a greater or lesser extent immovab1e, as well as en
larged. It will be adherent in a displaced position or not, depending 
upon its location in the pelvis at the time of the attack of inflam
mation. In the milder attacks the Fallopian tubes will be easily 
felt to the sides of the womb as hard, e10ugated cord::3, adherent, 
immova ble, and . extremely painful to the touch. The organ can 
readily be traced to the uterine cornua, and a sulcus may be felt be
tween the two. The ovaries will be found about halfway between 
the pelvic wall and the nterus on either side, enlarged, hard, and 
adherent. The size of the tube and ovary, as well as that of the 

• 

uterus, will depeng. upon the amount of involvement of the c~llular 
tissne, but more particu1arly upon the extent of involvement of the 
reritoneum and the amonnt of 1 mph thrown out. A Fallopian 
tube and ovary which together appear in situ to be as large as a 
four-ounce bottle will not infrequently be found, on removal, not 
more than two or three times the natural size: the remainder of the 
bulk is found to have been made up of plastic lymph, which is to 
a great extent destroyed as the adhesions ar.e broken up. The size 
of the womb is at times also more apparent than real, the enlarge
ment being due a1so to the surrounding lymph. For the most part, 
however, the womb is actually enlarged by the inflammatory infil
trate into its walls, brought about by the primary endometritis. As 
often as not the uterine appendages are displaced, and may be found 
in any part of the pelvis. Both tnbes and both ovaries have been 
observed on the same side, the one ovary being displaced in some 
manner, and fouud directly adherent on top of the opposite one. Not 
infrequently, when t.he uterus is retrodisplaced, either one or both 
appendages will be found posterior to this organ, and so high up 
as to be out of reach; they are consequent.ly often overlooked. 
The disease is generally bilateral, and the same condition can be 
felt on both sides; at times, however, it is only unilateral. 'Vhen 
'there is acute involvement of the whole of the peritoneum on the 
floor of the pel vis, as well as of the connective tissue underlying 
it, a sensation of fulness in all directions will be felt, its hardness 
depending upon the amount of infiltration and the chronicity of 

\ the case. 
Should the tubes and ovaries be distended with pus, they will 

be found on palpation in much the same condition as that just 
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described. If thu.!!,s be present in considerable quantities, the 
masses may .fluctuate or give to the touch a sensation of softness, - <.:::---
and in very exceptional cases may feel not unlike ordinary cysts. 
Should small abscesses exist in the lymph or connective tissue 
surrounding the uterine appendages, they cannot be detected. 
'Vhen these intraperitoneal abscesses extend aud involve a con
siderable part of the pelvis, advancing even into the connective 
tissue, the whole pelvic vault conveys a hard, board-like feeling to 
the examining finger a condition which extends as far as the finger 
in the vagina can explore. It is not uncommon to find an infiltrat
ing ring higher up about the rectum. This ring is due to connec
tive-tissue infiltration, and does not usually break down into sup
puration. Through the abdominal walls aJ1ard mass of no definite 
shape or consistency can at times be felt., which is made up for the 
most part by adherent intestines and omentum. Ordinarily, the 
infiltrating masses cannot be felt through the abdominal walls 
-except with tbe patient under the influence of ether: only in cases 
of, pelvic abscess do these large irregular masses rise into the 
~bdominal cavity high enough to be felt readily by abdominal 
palpation. 

DIAGNOSIS. The establishment of the diagnosis of pelvic 
inflammation is difficult or not according to the stage at which 
the disease has advanced and according to the virulence of the 
infection. 

Cata1'rhal Salpingitis. It is not possible to diagnose this form 
of disease except by inference. Symptoms are so slight as not 
particularly to call the patient's attention to her pelvic organs 
unless she is already suffering from endometrial , disease; in this 
.case the symptoms caused by the infection of the uterine cavity will 
-so greatly overshadow all those of the salpingitis that she will have 
no cause even to suspect that her Fallopian tubes are becoming 
involved. Even should the disease be suspected, there is no way in 
whiqh the suspicion can be verified, for the reason that the Fallo
pian tube can only be palpated in exceptional cases, and even 
should it be felt, the changes in its tissue are so slight that they 
could not be distinguished by the touch. Later on, when sterility 
is demonstrated or a hydrosalpinx is discovered, the relation of 
cause and effect may be seen. The sterility may, however, be caused 
by intra-uterine disease, in which case, until the specimen is 
~ctually under the microscope, it is not always possible to make the 
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diagnosis, eVf'n by inference. An element of doubt would exist 
under the most favorable circumstances, rendering speculation or 
theory absolutely useles~ for practical purposes. 

Hyd1·osalpinx. It is al ways possible to come to the conclusion 
in this phase of the disease that there is present in the pelvis a. 
tUll1Ol: which does not belon~ tlwl'e. It may even be possible in 
some cases to say positively that this form of the disease exists. 
Theoretically nothing should be easier, but practically many ele
ments combine to defeat the desired result. The tumor caused by 
a hydrosalpinx is mo··tly unilateralJ and will be found in the posi
tion which should be occupied by the Fallopian tube and ovary. 
If a tUlllor be found in this position and its character be doubtful, 
an examination with the patient under ether will often clear up the 
doubtful points. The walls of this neoplasm are thin and the tumor 
fluctuates. The amount of fluctuation will depend largely upon the 
size of the growth, the cOllsequent thinness of its walls, and upon 
the number and density of its adhesions. At times it is entirely 
free from adhesions, and is as freely movable, within the limits of 
the mobility of the Fallopian tube, as would be an ovarian cyst. 
Should the tumor be a large one, it will assume a rounded shape 
not unlike a cystic ovary. On the other hanel, when the tubal dis
tension is limited, the resulting tumor will retain the elongated, 
tortuous shape of the Fallopian tube. The principal diseases that 
may be mistaken for this condition are small ovarian cysts, small 
parovarian cysts, hematosalpinx, and extra-uterine pregnancy. .In.. 
J:!LdrQsalpinx the main features in the diagnosis are tl~e elo~gated. 
sausage-like shape of the tumor; the fact that it can be traced to 
ttle uterine cornua at the position where tbe tube would natUl'ally 
be found; the presence of the .Qvary independent of the tumor; 
and the fa.ct that it is a c~tic g~owth. TIle ovarian cyst if;) a~aY3 
rounded in shge, and there is no connection whatever between it 
~ . .--
and the uterus. The parovarian cyst is apt to be much less movable, 
and never has the elongated shape of the hydrosalpinx; neither has 
it any connection with the uterus such as described. 

It is not possible to distinguish hematosalpinx by the physical 
signs, and the symptomatology is too unreliable to be trusted. The 
fact that the blood-tumor is more liable to be adherent is not suf
ficiently practical to be of much benefit. Extra-uterine pregnancy 
can generally be distinguished by its symptomatology and by watch
ing its behavior as it grows. It is probable that more frequent mis-
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takes will be made in the case of small parovarian cysts than any
thing else. After all has been said, failure oftener than ::3uccess 
results in an attempt to diagnose hydrosalpinx. 

Hematosalpinx. What has been said in the case of hydrosalpinx 
is equally true of this disease. The same characteristics of the 
tumor exist, excepting that the hematosalpinx is not apt to become 
so large. However, as there are Hlany cases of small hydrosalpinx, 
this point has no particular value. The tumor is elongated; it is 
connected at the uterine COl'l1ua, as is the case with the normal 
Fallopian tube; it fluctuates more or leso satisfhctorily; if the di:=;
tension be only slight, this sign is wOl'thlcc;s. The question of 
adhesions is also of dubious advantage, as an.)' of the products of 
pel vic inflammation are almost certain to be adherent. The one 
sign which may be of ad vantage in the diagnosis of either hemato
salpinx or hydrosalpinx is the diyision of the elongated tumor into 
COl.llpartments, or an apparent attempt in this direction. The 

'--- --
healthy Fallopian tube is so divided, and it is frequently the case 
that a tube distended by fluid contents has two or more compart
ments. These can at times be appreciated by the touch, and in case 
they are a diagnosis can probably be arrived at. 

intentitial Salpingitis and OvaTitis. Nothing is more deceptive 
than the symptomatology in pelvic inflammations. A woman may 
present herself complaining of all the symptoms of diseased, dis
organized appendages, and yet an examination fail to establish such 
a diagnosis. A patient lllay give a history of having been married 
for some years and of having had one or more children. She has 
remained in good health until in her last confinement 01' miscarriage, 
when she has had septic trouble, indicated by a swollen and painful 
abdomen, together wi t.h fever; or her trou ole may have begun 
with a well-marked attack of gonorrhea. From this time until she 
consults her physician she is not ill good health. Pain is a COll
stant companion, being referred to the iliac ]'egiol1s or the back. 
There is pain on coitus, defecation, riding in the cars, walking, 01' 

sitting down, and undel' allY circumstances which will cause a dis
placement of the pelvic organo. The menstrual fUllction, which was 
originally normal, is now profuse and il'regular. l\Iuco-purulent 
diocharges exist; the patietJ t suffers from chilly feelillgs at times, 
and loses flesh. The history in such a case is complete, and if the , -
symptoms alone are depended upon to make the diagnosis, the most 
skilled physician will probably be often led astray. Such patients 
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continually report themselve', and a bimanual examination even 
under ether fails to confirm a diagnosis of pyosalpinx or of chronic 
interstitial salpingitis, although the entire pelvis may be exquisitely 
tender to the touch. In such cases, where the abdomen has been 
opened for exploration, the peritoneum and cellular tissues have 
frequently been founel to be healthy, as far so a macroscopical exam
ination could determine. It is altogether unj ustifiable to send a 

--'" -
patient to the 9P~rating-room, presumably suffering from the results 
of pelvic inflammation, without first having made a thorough and 
searching examination of the pelvic organs by bimanual palpation; 
and if there is any doubt as to the existence of any lesion, the 
examination should be inade with the patient under ether. The 
combination of the symptomatology and physical signs will gene
rally succeed in establishing a correct diagnosis in these diseases. 
However, pnle§s one of the Fallopian tubes or ovaries can be pal-

-
pated, and plainly d~mon~t~ated as being enlarged and diseased, the 
diao'no~ cannot be said to have been established. The symptoms 
can generally be traced to a labor, a miscarriage, or an attack of 
gonorrhea. A very large number of the patients have had an 
"inflammation in the stomach," or give a history of having had 
typhoid or malarial fever in or following the pnerperium; their 
symptoms have dated from or about this time; sterility is a prom
inent and constant feature. The principal indications of the under
lying trouble are the ,eain and the disordered menstrual function, and 
not infrequently there is a history of OIle or more attacks of peri_
tonitis. A vaginal examination 11sually discloses an adherent and 
more or less immovable uterus. In a goodly number of cases, how
ever, the uterus will not be found fixed, but movable within certain 
limits; An attempt to disElace the womb will elicit pain, whether 

- -
it be adherent or not, the pain being caused for the most part by the 
dragging upon adhesions..! either those involving the uterus or those 
encircling the Fallopian tube and ovaries. The pain will be greater 
or lesser in proportion as the inflammation about the parts has 
subsided. 

To the right or left on both sides of the womb the Fallopian 
tubes and ovaries may be felt. The tubes are enlarged, thickened, 
and adherent. Attempts at displacing them result simply in causing 
pain; the whole pelvic vault is ~end~r when the inflammation has not 
Rllbsided. The Fallopian tubes will be felt as elongated, tortuous 
bodies in the position of the normal organs, extending from the 



PELVIC LVFLAJDIATION. 461 

side of the pelvis to the uterine cornua. In some cases the ovary, , 

from the fact that it is prolapsed to a lower level than that of the 
tube, forms the greater bulk of the mass presented to the examin
ing finger; slightly deeper palpation will, howeyer, usually disclose 
tbe elongated tube. Occasionally it happens that the uterus is retro
displaced, and the appendages are one or both of them twisted pos
terior to the fundus, and, unless the patient is under the influence 
of ether, cannot be distinguished. So closely attached are the 
appendages at times to the womb that the whole mass appears as 
one body, and it is only by the irregularity of the mass and the 
existence of a sulcus between the diseased appendage and the womb 
that the true condition can be distinguished. An e~amination by 
the rectum which permits of the examining finger being passed pos
terior to and above the uterus and broad ligaments will often decide 
these points, where no definite conclusion could be arriyed at by the 
combined vaginal and abdominal touch. In the acute condition, 
where the appendages are surrounded by and buried in masses of 
peritoneal lymph and the cellular tissue is involved, they will appear 
to be of great or indefinite size. The whole vaginal vault may be 
so hard and board-like that it will be impossible to distinguish the 
appendages through the general mass of lymph. In the more 
chronic form, when the lymph and cellular exudate have in great 
part been absorbed, the tube may present itself only as large in 
diameter as an ordinary lend pencil. It is not very probable that 
there will be a failure to diagnose the disea. e, excepting where it 
has undergone suppuration and assumes more or ]e.'s the character 
of a cyst. These enlarged and thickened tubes and ovaries, densely 
adherent and often surrollnded by masses of peritoneal lymph and 
cellular exudates, taken together with the history a.nd symptoms, 
can hardly be misunderstood. There are few conditions for which 
this disease is likely to be mistaken. 

Every woman suffering with the lesions of H pelvic inflamma
tion is liable from time to time to have the inflammati_Qn recur. -
Frequently the inflammation never leaves the parts, but remains 
as a low-O'rade chronic disease, ready to relight into an acute 

o ' 
exacerbation on the slightest pretext. In other women it sub-
sides entirely a.nd the parts become quite free from pain. In 
such a case there is less likelihood of recurring acute attacks, but 
yet they do occur. A woman carrying diseased tubes and ovaries 
due to pel vic inflammation may be confined to her bed as often 



462 AK A]IERICA.J..Y TEXT-BOOK OF G YNECOLOG r; 

as three or four times a year, for from two to eight weeks at each 
attack. Usually the recurrence is not so severe, and may not hap
pen oftener than once every year or two; others only last a few 
weeks, frequently not even confining the woman to bed. Expo ure 
to cold, excessive indulgence in coition, violence on the part of the 
husband, working tread-machines, hard work of a hundred and one 
different kinds, generally determines the exacerbation. During the 
menstrual period the women are peculiarly liable to these attacks. 
The physiological congestion of menstruation may very readily be 
turned into a pathological condition, and an inflammation result. 
'Vomen afflicted wi th pel vic infla mmations frequently suffer from 
attacks of apparent peritonitis which simulate to a great degree the 
true inflammation. The abdomen and pelvis at the time of the 
examination are found to be exquisitely tender, and not infre
quently an investigation is rendered impossible. By persisting 
firmly but gently, at the same time calling the patient's attention 
to some other ohject, a pelvis and abdomen whiGb would barely 
tolerate the approach of the hand may be brought to bear, with
out any complaint from the patient, a very free amount of manip
ulation. The hysterical element in these cases of long suffering is 
oftentimes great, and it must always be taken into considerat.ion in 
estimating the amount of pain. 

Pyosalpinx and Ovarian Abscess. Should su mration intervene, 
there is at once added the element of septicemia . . The tube may 
contain but a few drops of pus, in which case the only additional 
aid to the diagnosis would b,e in the special symptoms produced by 
the absorption of the pus. Following confinement or miscarriage, 
a woman may have a slow and unsat.isfactory " get up," or she may 
not get up at all. Her t~mperatl1re , remains in the neighborhood 
of 1000 F., while her pulse-beats 'continue at about 100 or more. 
She has UQ appetite .... suffers with ain in the lower part of the 
abdomen, slee)s restlessl ,and bas occasional cree) feelin s. This 
condition keeps up for months, with a progressive loss of fle~§s!!h:--
slight, it is true, put sleady. An examina.tion reveals a mild form 
of ~lvic inflammation, witl; the usual lesiou of the append~es. 
This condition, taken in connection with the histQry) fairly estab
lishes the presumption that, pus is present, if all other possible 
sources of suppuration are excluded, although it is impossible to 
detect any signs of it by the vaginal examination. Should pn 
accumulate in any great quantity, the Fallopian tubes soon distend, 
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and may at times reach the size of large ausagel:>. Should the 
suppuration occur in the tube, in the lymph around the tube, or in 
the ovary, there would be little if any difference in the result. 
"\Vherever it is located, if the quantity be sufficiently large, the pel
vic tumor fluctuates or the whole mass pre ents a em i-soft or boggy 
feeling. Not infrequently the fluid portion of the suppurating con
tents is absorbed altogether, leaving the tube filled with a cheesy 
material which may remain indefinitely and without cau ing Hn~T 
particular disturbance, other than by the mere presence of a foreign 
body in the pelvis. \Vhen such a case has been complicated by Ull 

inflammation of the peritoneum, the same condition may remain, 
and the patient suffer just as much as though the fluid had not 
been absorbed. Fallopian tubes of this character become at 
times the size of .large. 'weet }!otatoes. It is exceedingly difficult 
frequently to distinguish pyosalpinx and ovarian abscess from 
some other pelvic diseases, notably extra-uterine pregnancy or 
abscess located in other parts of the pelvis. No two pelvic dis
eases are so frequently mistaken for 011e another aSJ.?yosalpinx 

\ and ectopic gestation. A careful study of the history of the patient 
is at times essential to a determination of the difference, and is of 

\ more value than the physical signs. Extra-uterine pregnancy pro-
\ duces symptoms which, if they can ue elicited, are characteristic, 

but they are so freqnently moclified that it is difficult to distinguish 
them. The pain in the two diseases may essentially be alike, at 
least so far as a description of it can be elicited from the patient: 
the physical characteristics of the cysts are not dissimilar, both being 
semifluctuant, locatecl in the same E.osition, of the same shape, and 
of about the same size in the early stages of the pregnancy. The 
uterus is enlarged ill both, the menstrual function is disordered, and 
the breast and stomach symptoms are not infrequently simila.r in 
either case. The casting off of the decidual membrane is by no 
means a constantly demonstrable feature of the extra-uterine preg- I 
nancy. The progressive growth of the tumor, if the patient be 
kept under observation snfficiently long, is very suggestive, if llOt 
positive evidence, of ectopic gestation. 

Suppuration confined to the Fallopian tubes or ovaries is more apt 
to give a circumscribed tumor than suppuration in the plastic lymph 
01' connective tissue. In the case of a pyosalpinx or ovarian tumor 
the tube-sac can be felt as a distinct body, adherent and immovable, 
it is true, but still a circumscribed tumor, with a distinct sulcus 

• 

• 
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between it and the uterus. The true pelvic abscess is quite the 
reverse, and oftentimes nothing definite can be made out, only a 
general fulness occupying the pelvis more or less, without any 
definite limitations, and so involving all the pel vic organs that 
none of them can be distinguished. In either case there mayor 
may not be fluctuation. 

Qy§.tic tumor.s are distinguished from a pyosalpinx or ovarian 
abscess by the thickness of the walls of the latter, the more boggy 
feel, the septic symptoms, and the history. A tllbal and ov~rian _ 

mass confill~cl to the 1li±yj~ fluc.tuating, with thick walls, densely -adh€l:ent, painful on examination, with a history of sepsis, can 
hardly be mistaken for allY thing but a ~ubal or ovarian abscess 
unless it be an extra-uterine pregnancy. 

• 
Pe'ritonitis. Pelvic peritonitis in women rarely if ever exists 

without a pre-existing endometritis and salpingitis; among the 
exceptions it has been noted that an appendicitis has occasionally 
been the source of the disease. These cases are rare, and although 
the vermiform appendix has not infrequently been found in the pel
vis perforated and adherent to the Fallopian tube and ovary, with 
abscesses in the surrounding lymph, yet it is always a question as to 
whether the inflammation started in the Fallopian tube or in the 
vermiform appendix. The diagnosis ·would rest in such a case 
almost entirely upon the history. ,Vherever the disease originates, 
the result has been observed to be the same a salpingitis and a 
peritonitis. ,Vhen the symptoms and diagnosis of salpingitis have 
been considered, about an that can be saill about peritonitis has been 
told, for the reason that inflammation of the Fallopian tube and the 
symptoms arising from the combined disease originate mostly in the 
peritonitis. A salpingitis uncomplicated by an inflammation of the 
peritoneum would give rise to but few symptoms. Snch is the case 
with catarrhal salpingitis, and even with its resn Itant lesion, hydro
salpinx. It is the peritonitis accompanying the salpingitis that 
cause the formation of the large masses of lymph, the subsequent 
adhesions and immobility of the organs, the pain, the leucorrheal 
dischal'ge8 (in part), the disordered menstrual function, and, in fact, 
all the prominent symptoms of the disorder. The extent to which 
peritonitis exists in any given C<1 e is oftentimes problematic and 
can only be guessed at. The whole pelvis may be involved or the 
lesion may be limited to a fractional pm1; of it. The less of the 
serou membrane inyolvec1, the less will be the pain and the. fewer 

• 
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the adhesions. In the acute stage of the inflammation lymph is 
thrown out about the parts affected, and the contiguous serous sur
faces become attached to one another. These points can be palpated 
and a fairly clear idea of their extent obtained. The exudated 
lymph lllay be confined about the Fallopian tubes or ovaries, one or 
both, or it may be found that the loops of intestine and omentum 
overlying the pelvic inlet haye become involved, and are adherent 
to each other and to the pelvic organs. This lymph exudation and 
adhesion is Nature's method of heading off an inflammation of the 
serous membrane, and it is interesting to note the repeated and con
tinued exudation, as the inflammatory process overcomes the areas 
it has first attempted to protect, knuckle after knuckle of the intes
tine becoming glued together ill front of the advancing infection, 
until the lymph has finally effectually stayed it· progress. The 
result in bad cases is an indurated mass in the lower portion of the 
abdomen, overlying and dipping down into the pelvic inlet. 'Vith 
the patient's history and the presence of such a tumor it is not hard 
to realize the relation of cause and effect. Such a mass is usually 
more or less tYI!!.Panitic and immovable. Under treatment, unless 
suppuration has occurred, these masses disappear to a great extent, 
leaving the intestine and omentum adherent, it is true, but as the 
lymph has been absorbed the mass has lost its hard, indurated cha
racter, and has assumed more nearly the usual characteristics of the 
soft intestine. In fact, as a distinct tumor the whole mass generally 
disappears; in some cases, on the other hand, it remains to the end. 
Should suppuration occur, this is the usual comse. Suppuration of 
the tubal contents is very common, and is not infrequently associated 
with a breaking down of the peritoneal lymph surrounding the 
appendages at several points, resulting in the formation of one or 
more small abscesses about the appendages. These surrounding 

,abscesses are commonly spoken of as occurring in the connective 
• 

tissue, but they ~risE:' distinctly from and in the Elastic lymph. It 
is not possible to diagnose their existence prior to an operation, unless 
they spread and become large enough to overshadow the tu bal 01' 

ovarian abscess. Even then it is more than probable that they 
would be mistaken for an abscess/located in the Fallopian tube or 
ovary. As a matter of fact, they do not often become so very large, 
unless the infection has travelled fast anel overcome the resistance 
of the obstructing lymph, forming a large pelvic abscess intra
peritoneal as a matter of fact, as are almo::;t all the pelvic nbscesses. 

au 

• 
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It is possible at times to ay that the pel yic abscess exists, but 
usul111y the distinction can only be made between a true pelvic 
abscess and a bad case of pyosal pinx by an experienced diagnostician, 
the points of difference being determined by the physician's per
sonal experience and delicacy of tactile sense. As a rule, where 
there is a large indurated mass rising into the abdominal cavity free 
pus will be found in the pelvis; but this is by no means a sure 
sign. 'V hen the pelvis is full of free pus, the vaginal vanlt is apt 
to give a sense of fulness and induration in all directions, as if the 
whole pelvis were filled with a solid mass. This feeling extending 
more or less over tIle whole of the pelvic floor, none of the pel vic 
organs can be outlined; the uterus is fixed in its position, whatever 

) that may be. Fluctuation mayor ma.y not be detected; frequently 
I the pelvic floor is so hard and indurated that this sign is very Ullcer
I tain. That a bad pelvic inflammation has existed, and that sup-

puration has occulTed, are usually unmistakable. Anything fur
ther in the line of an exact diagnosis must rest on the particulnl' 
features of the si)ecial case and the physician's dexterity ~U1d 

• expenence. 
Cellulit'is. "\Vbat has been said about peritonitis is also true of 

cellulitis. A few cases of this disease may arise in puerperal 
patients by transmission of the inflallllllatioll along the wall , of 
t1l(> lymphatics and suppuration of the cellular tissue. Such cases 
arc rare, and if they do exist cannot be diagnosed from the intra
peritoneal pelvic abscesses, those which arise within the peritoneal 
sac from breaking down and suppuration of the peritoneal lymph 
and exudates. Inflammation oft.h§ cellular tissue always accolU-------- ... - - -" 
r,anies a severe peritonitis.! and the two are indistinguishable from a 
diagnostic point of view. The cellular tissue in the broad ligaments 
becomes involved. in the course of a pelvic inflammation, the result 
being a di tension of the ligament by exudates and a destruction of 
the cellular elements by the inflammatory process. As the inflam
mation subsides, the ligament is contracted or destroyed, which re
sult lllay be recognized at a subsequent inyestigation after the case 
becomes a chronic one. 

The usual points of distinction between a pelvic cellulitis and a 
pelvic peritonitis, as formulated and compared in all works on gYlI
ecology, are misleadillg and worthless. It is utterly i1pp~ssible for 
anyone to make a practical distinction between these two phases of 
a common <lisea e, and the formulre as given only tend to complicnt(· 
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the understanding of what is possible and what is clinically true. 
The difference is purely theoretical; practically and clinically they 
are part and parcel of the same disease viz. pelvic inflammation . 
The cellular tissue rarely Suppurates except in cOl~unction with the 
'uppuration of the peritoneal exudates. When it does break down, 
it cannot be distinguished, short of operation, from other forms of 
pelvic abscess. The disease, except in the form of an abscess, never 
exists as a chronic condition; its resultant contraction of the broad 
ligament may exist and be recognized, but the cellular inflammation 
has ended in the acute attack by a destruction of the connective 
tissue. 

After all methods have been exhausted there remain a certain 
small class of cases of pel vic disease in which a positive differentia-

FIG. 268. 
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The fold behind the cervix which lies over the reryico·vaginal junction is well .hown The vagina is to 
be incised here. (From lifc .) 

tion of the lesions cannot be made. The conditions are such that it 
becomes necessary to clear up the diagnosis and determine the 
pathological lesions. There are two ways of doing this: either by 
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laparotomy or by posterior vaginal section, as . uggested by Pryor. 
Exploratory laparotomy is merely the usual fir t step as practised 
ill eve),y abdominal section and is described under that heading. 

FIG. 2G9. 
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The vagina is incised, and the point at which the peritoneum is reflected from the uterus is shown 8S the 
deepest part of the cut. The peritoneum IS to be torn through at this paint. (From life). 

Postel'i01' Vaginal Section. The patient is placed in the lithotomy 
posture. 

The uterus is curetted and irrigated. All instruments employed 
in this procedure are then cast aside and the vagina is again cleansed. 
With stout, blunt traction forceps, the uterus is pulled down, and 
the point at which the vagina is reflected from the cervix is demon
strated by moving the cervix up and down in the vaginal vault. 
This point of reflection i shown by a crescentic fold which appears 
just behind the cervix when the cervix is shoved up (Fig. 268). 

Picking up this fold in the middle with strong mouse-tooth for
ceps, the operator cuts through the vaginal mucous membrane. This 
incision is extended to each side, making a cut about an inch long. 
The scissors cut through the vaginal mucosa only. The posterior 

, 
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FIG. 2,0. 
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The index fingers are inserted into the opening in the cul-de-sac, and the incision is enlarged by blt(nt . 
teuring with the fingers. (From life.) 

flap is now grasped at its centre by stout forceps, and while making 
down-traction upon the uterus and this flap, the operator pushes his 

FIG. 271. 
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v. 

The uterus is held up behind the symphysis (S) with tbe bladder (El by tbe trowel (X), while the reetu'U 
(R) and tile posterior vaginul wall arc pulled dowu by tlte retractor (l'J. 

finger into the cul-de-sac up to the level of the internal os (Fig. 
269). 
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If the finger has not already perforated tbe peritoneum, the 
cavity is wiped dry and tbe peritoneum picked up with forceps and 
cut with scissors. A digital examination of tbe pelvic contents is 

Fw. 272. 
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The cui-de-sac isopened. The posterior vaginal wall is held down by the retra{'tor, while with the trowel 

the uterus is shoyen up against the bladder. The space obtained is estimated by ('omparing the length 
of the operator's index finger with the ell stance between the blades of the retractors. In this case It 
wa 2Y. inches. (From lifc .) 

now made, still keeping up down-traction o~ the uterus. Having 
satisfied himself that an ocular illspection is necessary, the operator 
introduces two fingers into the opening in the cul-de-sac, and, sepa
rating them laterally, he tears the vaginal mucous membrane and 
peritoneum (Fig. 270). Very rarely will t.he vaginal mucosa be 
found so stout that he cannot do this. Should it be so, he will 
lightly touch it with a scalpel in the direction in which he wishes 
the tissues to separate. The medium blade of the long Pean re
tractor is introduced into the pelvic cavity, the forceps on the pos
terior flap are removed, and the cervix is freed from the tractioll 
forcAps. The Pean-Pryor trowel is now inserted into the pelvis 
and the uterus forced up behind the symphysis (Fig. 271). This 
will widely open up the pelvic cavity. Into this opening a gauze 
Plld, to which is attached a stout string, is inserted to prevent de
scent of the intestines and to catch any sero-sanguineous fluid. 

The patient, still on the back and with legs bent upon the trunk, 
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is thrown into Trendelenberg's position (Fig. 272). By gentle man
ipulation with small gauze pads held by forceps the intestines and 
omentum are made to enter the abdominal cavity. When it is 
found t.hat the intestines are adherent, they are gently freed. The 
whole pelvic cavity may llOW be readily inspected and the diagnosis 
is established. Even the vermiform appendix, if it be suspended 
in the pelvis, may be seen. The uterine appendages may be gentl y 

FIe; 273. 
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The adnexa have been freed, an,l arc hr,,"~ht ,lown into the yaginn. Ahoyc them nre coils of intestine. 
(I"roUl life.) 

drawn into the incision aud minutely ill. peeted, and should any 
treatment be indicated which lllay be eunied out through a vaginal 
incisiol1, the operator i:-; ill a position to pl'oreed at once with the 
proper manipulations. 

Having satisfactorily eXHmiue(l the pelvis, all fluid is wiped 
away, the uterus again washed out, aud packed full of iodoforlll 
gauze. Everytlling if; removed from the peritoneal cavity, an(1 a 
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loose plug of iodoform gauze is in .. erted just within the edges of the 
vaginal rent, which must fill the opening to prevent protrusion of 
small intestine. The uterus and this plug are replaced en masse 
and the vagina is filled with gauze. A self-retaining rubber cathe
ter is inserted into the bladder, and the sphincter ani dilated. On 
the third day the patient is put in Sims' position and the uterine 
packing removed without irrigation. Whatever vaginal gauze has 
been taken out to do this is replaced by fresh dressing. The cul
de-sac plug is left in for from seven to ten days, according to the 
character of the case. It is removed and replaced under a short 
chloroform narcosis. In doing this the patient is in Sims' position. 
The operator must be careful to support the cervix anteriorly with 
the trowel, ~o ai:> not to disturb the lymph behind the uterus. A 
second dressing is made a week later, without pain, and repeated 
until the opening closes. The patient is allowed to sit up in bed 
after the first dressing, get out of bed in two weeks, and becomes an 
office case in from two to three weeks. The peritoneal cavity is 
entered in from one to five minutes. 

PROGNOf'lIS. The prognosis of pelvic inflammations is variable 
according to the phase which the disease assumes, the character of 
the infection, and the manner in which it is treated. It may end in 
complete recovery, permanent crippling, or death. Catarrhal ~al
pingitis usually undergoes a spontaneous cure, at times with a com
plete restoration of the tissues to their normal condition of health, 
oftener after the destruction and desquamation of the ciliated epi
thelium. Should the Fallopian tubes become occluded at any point, 
sterility is an accomplished fact, and either a hydro- or hematosal
pinx a possibility. Even without occlusion of the Fallopian tube 
sterility is frequent, from the fact that the cilia, whose function it 
is to carry the ovum toward the uterine cavity, are lost, and the 
ovum may lodge at any point throughout the length of the tube, 
and there perish, or it may be so long delayed in its passage as to 
be too enfeebled to become impregnated when it meets the sperm a
toz~ Extra-uterine pregnancy is commonly accompanied by a 
history of long-standing sterility, and it is this disease which is 
supposed to be the cause of the misplaced conception. The ovum, 
lodging in the Fallopian tube, becomes impregnated by the sperm a
toz~nd, not being able to escape into the uterine cavity, develops 
in the tube. 

If the ends of the tube remain patulous, there is no great danger 

• 
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of an accnmulation of the excretions, but should they become closed, 
a hydrosalpinx is almost inevitable, unless the excretions haye 
ceased or the absorptive powers of the tube are equal to the occa
. ,ion. Hydrosalpinx is not fraught with any great danger to life, 
and unless it becomes complicated by pelvic peritonitis is not liable 
to cause any great discomfort to the patient. It would act in much 
the same manner as would small unadherent ovarie::;. Should peri
tonitis supervene and adhesions result, the patient would suffer from 
long-continued pelvic distress and pains, and would be liable to sec
ondaryattacks of peritonitis. Hematosalpinx acts in much the same 
manner, it being more liable to inflammatory complications. Inter-

~stitial s~~ingitis al ways threatens li.fuJor the reason that it is al wa)'s 
<;omplicated by pelvic peritonit~. The affected Fallopian tube is 
always occluded, either throughout its course or at its distal end, by 
the fimbria becoming adherent to the ovary. If both tubes are so 
affected, sterility is certain and permauent. The amount of danger 
to life will depen<l in great part upon the amount of the complicat
ing peritonitis anel cellulitis. If the infection has been a particu
larly virulent one, and has escaped out of the fimbriated end of the 
Fallopian tube before Nature has bad an opportunity to build up a 
wall of obstructing lymph, it will probably infect .the larger part of 
the pelvic cavity before its course can be stayed: should it escape 
into the abdominal cavity, a general peritonitis is likely to result, 
and death follow. Puerperal septic infection is more liable to ha ve 
this termination than gonorrheal infection, although the latter claims 
it::; fail' share of victims. \Vomen who have acquired interstitial sal
pingitis, and in whom the disease has become chronic, are very liaQlE;l 
to suffel~ friml recurrent attacks of peritonitis. These attacks occur 
nlOI'e or Jess frequently and with more or less severity. At any 
time they may develop into a general peritonitis and end fatally, or 
suppurative changes may be ~et up which will require a surgical 
operation to save the patient's life. So long as they remain qui
escent they cause little more damage thall that brought about by the 
constant pain. On the other hand, they may render the patient's 
life miserable, the only prospect of relief being either their removal 
or the menopause. It is an undoubted fa.ct that the change of life, 
when it becomes established, brillgs relief and cure to many of these 
women: the disease, however, frequently accompanies delayed men
opause, and is most probably the cause of the delay. Spontaneous 
cnres other than by the 111enopau~e are rare; at the same time, it 
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cannot be uccessfnlly disputed that such is the case in a small pro
portion of cases . 

. Pyo alJ2inx and ovarian absc~s are much more liable to be accom--
panied with recur~e~1t atta~~s of J2eritolliti 1 and are consequently 
more seriouue jons, than any 01 the other forms of disease of the 

, -
uterine appendages. Usually they mean lifelong invalidi~m to the 
patient if she escapes primary death. Death is often the least 
01 the consequences of this lesion. The patient drags along in a 
miserable condition of sepsis, with its resulting fever, hectic, and 
emaciation, until she dies of exhaustion or until the abscess has 
succeeded in finding an outlet into some of the neighboring vis
cera: even then her last state is hardly better than her first. 
Should the rupture OCCUI' into the uterus, a spontaneous cure may 
result, or the tube may refill and discharge repeatedly, a11 the while 
with the cha.nce of its calibre becoming permanently closed. Should 
leakage take place from the fimbriated end into the peritoneal cav
ity, a general suppurative peritonitis may result, with its usual end
ing. Should, on t,he other hand, the pus find its way through the 
bowel or bladder-walls, a sinus will be formed which will most prob
ably refuse to yield to any treatment short of surgical. 'This disease, 
at the best, means a lifelong invalidism to the patient, and is a con
stant menace to her life. Much the sa.me may be said of abscesses 
in the pelvis due to peritonitis and cellulitis. Those occurring pri
marily in the cellular tissue, following labor, are said to run a rapid 
course, and generally end in death, unless they are recognized and 
provision made for the discharge of the pus. Even with this pre
caution many cases die. The same may be said to be true in a less
ened degree of ordinary pelvic a~~esses, although this form is apt 
to give sufficient time in which the physician may act. If these 
abscesses are prop81iY._opened and draine~l, the chances for the 
patient's recovery are good. Should they be neglected, the woman 

-
will either die from the exhaustion of septicemia, or the abscesses 
wjll open spontaneously in oue of the many ways alrea.dy uescribed. 
Frequently it is impossible to obtain healing of the sinus tracks 
made by the burrowiug of the pus from these abscesses, and, in 
spite of the fact that the abscess-cavity is emptied; the purulent 
discharge continnes indefinitely, the patient eking out a. miserable, 
lingering existence, ollly to die finally of exhaustion. 

'l'REATMEXT. The treatment of peh-ic inflammation is satis
factory in accordance with the stage of the disease and the manner 
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in whieh it i" attacked. It is onE' of the prcYE'lltablc (li::-ens('", :lIlcl if 
tlH' illfection i:; taken ill han(1 il~ til1l,e it is perll-ctl.'" <lllll'lHlble to tr('ut
ment. After i.t lin,.; gained full headway it is only po -,..ible to amelior
ate the symptom::-, and finally, if nece...,sary. to remoyc the re,.;ultill~ 

le-ion:-. The treatment i" prophylactic. palliatin" an!l curatiw. 
The pl'eYention i-' embraced in the trentment H1Hl cm'(' of the 

infection \\'hile it i ~ ::,ti11 confined to the Y<lgina allll to the uterllS. 
If the vaginitis or endometritis be taken ill time, the disea e nwy 

~ . 
readily be "tayed and a pelvic inyolvement prcYl'nted. This i ' 
trne of the majority of cases, bnt it must be borne ill mind tlwt 
there is a certain proportion, of puerperal patients particularly. in 
whom the infection tnlyels so rapidly that the serou~ membralll' is 
im'olved before the physician has time to realize that the llallger i'5 
seriously threatened; t his is also trne of a sl1lClll proportion of 
gonorrheal cases. In :,;pite of the existence of' these exceptional 
ca es, it is a lamentable fact that th~ Illajority of pelvic inflammu
tion are preventable, and that the attending physician is only 
too frequeutly responsible--if not for ins of commi~sion, at lea~t 

for sins of omission. If a patient be suffering from gonorrhea, 
it should always be attacked vigorou ly and scientifically, e,'er 
bearing in mind that the mildest case may result in irreparable 
damage to the pelvic peritoneum, and may even result in death, 
The vagina must be expo ed throughout its "'hole extent and 
thoroughly treated, and, if the endometrium becomes involved, 
it shoUld receive equally prompt attention. The methods of \.'l.' 

treatment of these troubles will be found fully expounded in the 
chapter on Inflammatory Diseases of the Uterus. Infection start
ing in the uterus from a post-puerperal sepsis should never 
be neglected. General treatment as it is too often indulged, 
in by the physician is only playing with fire, and, like the pro- , 
vel'bial child, his fingers are frequently burned. Every woman 
\, ho after a labor or a miscarriage has au elevation of temper
~ture and pulse, together with ~ischarges which smell ba(ll~', 

provided conditions other than sepsi <Ire excluded, should at 
once have an antiseptic vaginal douche. Should the tempera
ture and pulse not fall to normal or theren bouts after several HH:h 

donches repeated at half a dozen hourB' intenal, the i"yringe shoul(l 
he carried to the funclus of the uteru::; and a similar injection nUld(! 
ill to the cayi ty of the \Yom h. If after repe~~tin ()' this treatment :,;('y
eral time· in the twenty-four hour,' the patiellt'~ symptoms have nut 
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fmb::,ided or hecome m~ll'kedly better,,!.he l1hysicinn is committing an 
inexcusable blunder if he does not thoroughly curette the whole of 
the cavity of the wom ~ irrigate it, andrencler it a, aseptic as po~-
8iliTe. Should all cases of gonorrhea and puerperal sepsis be treated 
on these common-sense principles, pelvic inflammations in women 
would be far rarer than they are at the present time. To just the 
extent of intelligence with which the physician treats these ca es will 
he have the fewer ca e of pelvic trouble originating in his practice. 

Should the disease once inyade the Fallopian tubes, it is berond 
local tre~ment, and it is largely a matter of chance a to how far 
it will spread and how much damage it will succeed in doing before 
being brought under control. In Nature's hands lie the most 
effective weapons for combating the inflammation, and practically 
all the physician is able to do is to aid by placing the patient under 
the most favorable circumstances possible and gjying Nature every 
chanc~ to succeed in her fight. In the acute fornl of the disease 
t;ro objects must constantly be kept in mind: the force of the 
inflammation must be weakened in every possible way, and Nature 
must be left unhampered to wage the fight. As in every inflamma
tion, ,rest i~ absolutely essenti~l. By" rest" is meant sexual as well 
as physical quietude. The woman should be placed in bed, and 
kept there until the attack has subsided: sexual intercourse should 
not only absolutely be prohibited, but even the approach of the 
husband, sufficient to excite peh-ic congestion, must carefully be 
guarded against. l\Iany an attack of threatened pelvic inflamma
tion has been precipitated by indiscretions in these directions. 
During the menstrua.l periods the greatest caution is necessary. 
The congestion incident to this period is phy iological, but ill a 
patient who is threatened with a pelvic inflammation, or in one ill 
whom the inflammation is actually in exi tence, it may readily be 
converted into a pathological state and the inflammatory attack be 
precipitated. Rest cannot be obtained perfectly if the bowels, espe
cially the sigmoid flexure and rectum, are allowed to become oye1'
loaded with fecal matter. The hard, cybalous masses which for111 
under these circumstances are a contillual source of irritation. 
,V oman is naturally a constipated animal, but these masses are the 
more apt to form, ina much as the peri tal tic action of the bowel is 
in great part inhibited by the inflammation of its serous coat. It 
becomes a matter of -e~me imJ?ortanceJ then, to ~n~y and kew. 
the lower bowel free from accumulations of fecal matter. Absolute 
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rest having been secured, depletion is next to be obtained. The 
intestinal tract is the most adapted of all sources for bringing about 
this result. The free use of some drasti9 purgative will best COli
serve the purpose. Possibly some one of the magnesium salts is the 
best drug for this use. ,..~Iagnesium s.ulphate, administered in doses 
of a teaspoonful, dissolved in a small quantity of water, a saturated 
solution being preferable, each hour, for from six to ten doses, will 
u~ually produce the desired result. Should the salts be rejected, as 
they sometimes are, any other purgative may be substituted. The 
bowel will incidentally be emptied of its fecal contents, and large and 
repeated watery stools willl'esuit. The amoullt of damage done by 
friction . et up by the peristaltic action of the intestines will be far 
olltweighed by the good done by the general and local depletion. 
The watery stools are produced by drawing on the fluid element in 
the blood-vessel::> from all over the body, but I?~r!iculalJy from those 
near and cOllnected with the intestinal tract. The withdrawal of 
this fluid lessens the blood-supply to the inflamed parts, and at the 
same time creates such an intense demand for fluid in the vascular 
system that the ipJlammatory exudates are taken up the quicker. 
A pelvic inflammation which is just starting is often cut short by 
thil:i procedure, and it is at times surprising to see t.he amount of 
relief experienced by patients, as demonstrated by the cessation of 

~ pain and the absence of the anxiolls expression of the countenance.l 
One free movement of the bowels will in some cases act more 
promptly in this direction than will several hypodermics of mor
phi~l. There are certain ca. es, however usually those who have 
been suffering for some time before having come under treatment
whom the treatment will not relieve, it matters not how many times 
the bowels are moved. Inflammations in the pelvis are like inflam
mations in allY other part of the body: if depletion is not applied 
until the trouble is chronic, there is little to be expected from it; in 
the acute stage it is_ invaluable. )1{/ .sVvl.1Ju 

It is 110t possible to keep up purgation indefinitely, and especially 
if the patiellt be not particularly strong, _care and. discretion must be 
ui-:iecl in this direction. It is well, if the woman can stand it and 
the vast majority of them are able to do so to procure one good 
purgation consisting of six to ten free watery stooLs. After this the 
bowels may be kept soluble daily by aLlministering a laxative once 
in the twenty-four hours. After purgation hot vaginal douching is 
perhaps the best metho(l of :o:€curing continued depletion of the pel-

-
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f vis. If the douches be given properly, they will go a long way 
toward effecting a speedy reduction of the inflammation; if they 
are given improperly, they will only render matters more compli
cated. Douches as usually employed by the profe'sion at large were 
far better done away with altogether, as they only tend to render 
the pelvic inflammation worse. The primary effect of the applica
tion of hot water i to a congestion and the determination of 
large quantitiE's of blood to the parts, as anyone can demonstrate 
for himself by placing his hands in hot water and noting how puffy 
they become. If the water be sufficiently hot and the hand be 
held in it long enough, the tissues will begin to shrink, and what 
i commonly known as the "washerwoman's hands" will be the 
result. This condition is brought about by the secondary action of 
the hot water; that is, ~ontraction of the 80ft tissues. This con-

- ---
traction renders the calibre of the blood-vessels ~maller, and drivet' 

• 

a very considerable proportion of ~he blood.Qll.t of the parts so 
affected. The more profoundly this action is produced and the 
longer it is kept. up, the more complete and lasting will be the 
depletion. It is this secondary effect of the hot water that it is 
desirable to produce in the pel vis. The more thoroughly the blood 
is driven away from the parts, the sooner will the inflammation 
subside; the more frequently the action is brought about., the sooner 
will the blood-vessels acquire sufficient tone to limit the amount of 
blood they will hold and its powers of exudation. For the success
ful accomplishment of this object there are a few rules which it is 
imperative to keep in mind and carry out: The water must be hot, 
from 100° to 110° F., and to be sure that it is of this temperature 
a thermometer should be used. The water must be of sufficient 
quantity to produce the desired secondary action; for this purpo e 
at least a 0'311on should be used at each injection. It must be 
applied directl' and continuousll to the parts to be affected; for 
this purpose the patient should lie in the recumbent dorsal osition 

-
while the douche is being administered. It is important that this 
rule be observed, for the reason that should the woman assume 

• 

a crouching or sitting position all of the water runs away as quickly 
as it is injected, barely coming in contact with the vaginal vault, 
the very part which it is desirable to reach. 'Vith the woman 
lying flat upon her back and the knees drawl1 up, the posterior 
portion of the vagina will be distended with water, and there will 
always be a residual amount 'in s'itu, which is constantly bathing 
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( the parts and i:::: kept at the proper temperature by the C.Qntinued 
I in.iectio~1. The douche hould occupy from fifteen to twenty 

minutes in its application, and can best be taken in the bath-tub, 
if the patient is able to be up and about, und is forced to use it 
without the aid of a second per~on. The syringe, of whatever 
kind u:,:ec1, must have a hard-rubber nozzle, a' metal, being a good 
conductor of heat, will bum the part if the water is u ed as hot 
as is needed. These douches may be administered byo 01' three 
times a day, and may be continued for an unlimited time, depend
ing on their effect and the way in which the patient progresses; but 
in beginning them, it must be remembered that they are apt \ 
to cause a patient to feel exhausted; in fact, a patient is occasion- ( 
ally found not to be able to use them at all on this account. 

Depletion may be obtained with ad vantage in certain cases by 
direct bloodletting. A free scarification of the cervix will not 
infrequently, early in the acute cases, give an immense amount of 
relief, and may even materially limit the extent and severity of the 
attack. This aid in the treatment is much neglected at the present 
day, but it wiH at ~uitable periods in an attack of pelvic inflamma
tion be found of great service. If the treatment is attempted, it 
should be done in a thorough manner. The cervix uteri is to be 
well exposed by the aid of a speculum, and deeply punctured at 
a number of points, so as to cause free bleeding. Ten or fifteen 
punctures are none too many, ancl from three to six ounces of blood 
will not be too much to withdraw; it will, in fact, be difficult to 
obtain so much. It may be desirable to have the depletion con
tinue for some little time, and if a light glycerin tampon will not aid 
the actual flow of blood, it will withdraw a portion of the watery 
element from the surrounding tissues, and thus in a mild way con
tribute its aill toward a continued depletion. It is not advisable 
or nece sary to use all these methods of depletion in every case of 
pel vic peritonitis: they are the best methods at our command, and 
must be used with judgment as the indications for them arise in 
particular cases. In the acute form of the disease, when there is 
considerable induration, it has been proposed that an aspirating 
needle be thrust into the mass through the vaginal vault and the 
serous exudates drawn away. It is claimed that the depletion thus oh
tained will end the attack in a very short time. The amount of good 
derived bv this measure will not be commensurate with the risks of 

~ 

carrying infection on the needle and thus cauing suppuration. 
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Should the pain become so great as to be unbearable before the 
inflammation has subsided sufficiently to give relief, it is. eminently 
proper to administer an opiate for its temporary action. It is well 
to remember that opium in any form depresses the heart, lessens 
the excreti ve and absorptive powers of the tissues, and inhibits 
peris!.altic action of the bowels) all of which effects are ~ contra--indicated in these diseases. It is exceedingly desirable that excre-
tion and absorption should he free and that the bowels should remain 
soluble. For these reasons, if it becomes necessary to use an opiate 
-and it should only be used if absolutely necessary that form 
is to be selected which will cause the least harm, and it is to be 
administered in as small quantities at as long intervals as is com
patible with obtaining the effect desired. Morphia, used hypo
dermically, is least objectionable of all the forms of opium. Fre
quently one dose of an eighth of a grain is sufficient, but it may be 
necessary to repeat it at intervals of five or six hours for several 
doses. One injection of morphia in this dose will often relieve the 
patient of her intense pain until a movement of the bowels can be 
secured, when, as a rule, there will be no necessity for its repetition. 
The one dose can do 110 possible harm; it does not even delay secur-
ing the desired movement of the bowels. tv \ J' t I . ~,~ - . 

Counter-irritants are not of any great importanee in the acute 
form of the disease, but when it has assumed more of a subacute or 
chronic condition, they haye their uses. ~ Iodine applied freely to the 
yaginal vault and over the ~ower part of the abdomen Ollce a day will 
give a certain amount of relief; whether it be actual or imaginary 
matters little; it can do no possible ha.rm, and at least gives the COlll
fort of the knowledge that something is being .done. 'Vhile not a great 
deal of reliance can be pla.ced upon it, yet it is occasionally a matter 
of difficulty to explaill the apparent cause and effect between the ap
plication of the trea.tment and the resulting relief. It is so uniformly 
used in conjunction with other treatment that it is sometimes hard 
to say whethe~' or not it accomplishes good. Turpentine stupes and -poultices to the abdomen do no harm and li.~le good; what good 
they do accomplish is incidentally through the beat_ which accom
panies their application, and is more menta than real: the good 
deri ved from blisters is hardly sufficient to counterbalance the 
amount of suffering they cause. These are all remedies which are 
very generally used, and serve as well as anything else to keep the
patient satisfiell that every possible thing is being done for her. 
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Little or no attention need be paid to the pulse and temperature, 
other than to watch them closely in order to note the progress of the 
disease. They are symptoms which will take care of themselves, 
and never call for any especial treatment: they will fluctuate with 
the inflamrnation~ but seldom rise sufficiently high, or remain high 
long-enough, to cause any organic changes in the tissnes, unless pus 
be )resent. Under any circumstances the disease is to be treated, 
antI not ltS symptoms. Antipyretics are never indicated, and only 
when sepsis arises are heart-stimulants called for. Diuretics and 
diaphoretics would have their places for purposes of depletion were 
there not much more prompt and efficient means at our disposal. 
D~ ~nd drink are both important elements iu the treatment. The 
diet should be light, but nourishing of such a character as to make 
as little fecal mutter as possible, at the same time not to furnish an 
exces;::; of fluid. It is well for the first few days of the attack that 
fl~.i..d should be withheld as much as possible, so that the inflamma
tory excretions may the more quickly be absorbed. !~ ratient 
should be kept confinecl to bed until all pain and local tenderness 
"'-
has disappeared. If this line of treatment 
be carried out systematically and carefully, 
there is a chance in a certain proportion of 
cases that a permanent cure may result and 
the parts be restored to a fair condition of 
functional health. 

FlG. 274. 
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Should this treatment fail to stay the : 
x 

acute disease, posterior va2:inal incision, as The cul·de-sac incision is mad~ 
...., from A to A. If more room is 

Sll2:2:ested by Henrotin
l 

may accomplish the desired, theinrision iscxtcnded 
...., ...., down the median raphe of the 

result. The procedure is accompanied by vugina from y to x. 

little danger. The object is to open the connective-tissue spaces 
about the uterus, and, after breaking up adhesions and penetrating 
any masses of exudate met with, to drain the resulting cavities. 
The operation consists in making an incision, moderately circular, 
close to or rather slightly on the posterior surface of the cervix, and 
to dissect back the vaginal mucosa through the cellular tissue to a 
point beyond which the wounding of the uterine artery seems im
proba ble. The incision never extends beyond the outer limits of 
the cervix. If necessary, more room may be gained by joining this 
incision with another one running directly backward in the median 
raphe of the vagina, care being taken not to penetrate sufficiently 
deep to wound the rectum. ,\Vith the exception of the incision 
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through the vaginal mucosa, all manipulations are made with the 
finger exclusively. The disengaged hand being placed upon the 
abdomen, the operator proceeds as in making a bimannal palpation, 
a.nd with the index finger of the vaginal hand gradua11y penetrates 
the tissues in the direction of the centre of the affected region, 
whether this be laterally in the broad ligaments or posteriorly in 
the peritoneal cavity. All exudates are penetrated, all adhesions 
are broken up, and free drainage established. The cavities entered 
are packed loosely with sterile gauze, the free ends. of which are 
left hanging in the vagina. The whole vagina is loosely packed 
with gauze. The dressing is removed only after three or four days, 
at which time the cavities are gently irrigated and the packing 
renewed. This is repeated several times at two days' intervals, after 
which merely a daily vaginal douche is required. The operation 
takes from five to ten minutes only. 

Frequently, in spite of the most careful treatment, the result will 
only be a relative one, and although the inflammation may subside 

• 
after weeks' or even several months' treatment, yet ~asses of the ex-
uil~cl lYmph, together with the disorganized_Fallopian tube, remain, 
and the inflammation may be reli~hteg at any time, when the whole 
treatment will have to be gone through with again. In certain 
cases the inflammation never entirely subsides, but the woman is a 
constant sufferer from pelvic pain and discharges. She eats little, 
sleeps badly, and coitus is more or less painful, as is also walking or 
jolting of any kind. Such patients will apply for relief after years 
of constant suffering. An examination will di ·clo::;e a condition of 
insterstitial salpin~ti8.J masses of unabsorbed exudates, and a ,ten-

. 

gel' pelvls. The woman is able to be on her feet altending to her 
daily work, but is often a wreck of her former self. It is possible 
in many of these women to greatly improve their condition, pro
vided pus is not presen tin the pel vis. Thei r relief natural1 y will 
only be tentative, for as long as the exudates and diseased append
ages remain, they are liable under favorable circulllstances to a return 
of all their aches and pains. The object to be aimed at ill the treat
ment of these cases will be to bring about an absorption of the in-.. ~ 

fbmmatory exudate§i and to accomplish a subsidence of tbe inflam-
. 

magon. In these women rest, especially sexua1 rest, is essential to 
Sllccess. The only sure way of accomplishing this is by separat
ing ltu band and wife, so that there may be no temptation: for this 
reason, where it is possible, a hospital is the best place to carry 

-
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out the treatment. When this is not possible, tamponing is quite 
effectual in fact, is the only safeguard. The patient must be 
guarded as much as possible from over-exercise, especially the use 
of sewing- or similar machines. The clothing must be warm 
and dry, and all exposures to cold carefully avoided. The 
bowels should be kept soluble, and an occasional purgation for its 
depleting effect is indicated. Depletion may be obtained also by 
the use of the hot-water injections, as in the acute form of inflam
mation, but to result in any good it will be necessary to use them 
systematically and for a 10ng period of time: they should be used 
once or twice daily for months. Glycerin tampons, alternating 
with counter-irritation over the whole vaginal vault by painting 

, 
with iodine, are of service if properly used. In fact, the tampon 
can be utilized, after the parts have been painted with iodine, with 
advantage. Dry tampons are frequently serviceable, even aside 
from their use in preventing coitus. The weight of a heavy and 
engorged. uterus, retro-displaced, dragging upon tender and adhe
rent ovaries, together with any movement of the pelvic organs 
caused by walking 01' riding, is a constant source of distress, pain, 
and backache. If the patient be placed in the knee-chest, or even 
the lateral position, and the whole pelvic mass of diseased and adhe
rent organs be allowed to gravitate toward the abdominal cavity, a 
tampon of some soft yielding material can be so placed as to fill the 
whole of the vagina, 01' even the posterior portion of it, care being 
taken not to pack it hard enough to cause trouble by its pressure. , 
'Vhen the patient stands on her feet the pelvic organs gravitate 
back again toward their former position, but the tampon now re
ceives their weight and holds them somewhat above their former 
level, if only for a fraction of an inch--snfficient at least to take 
the drag off the adhesions. In a certain class of cases the relief 
obtained from this procedure is remarkable. It is essential that the 
tampon be of some soft, elastic, unabsorbable material, and that it 
be placed so as not to make too much pressure. Surgical cotton 
absorbs moisture, loses its elasticity in a few hours, and becomes a 
hard foreign body in the vagina. In addition, it shrinks, so that it 
loses its effect so far as giving support is concerned. yv 001 is the 
best material for this use. The tampon is much superior to a pes
sary for accomplishing this end. But the fact that a pessary at 
times gives relief to the patient suffering fi'om pelvic inflammatory 
disease is only explainable in this way. In spite of the fact that 
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a Smith-Hodge pessary will give relief in ome few cases, it i ' a 
d:mgerou in tru men t to use in thi disea e. If an ovary i' pro
lapsed, the pressure of the hard pessary will render it· use unbear
able from the pain it causes. Should a faU or jar occur while the 
pe' ary i' in situ, it might readily transmit 0 much of a blow as 
to light up a latent inflammation or to rupture a c)"tic tube or 
ovary. A tampon is preferable in every way, and it may be put 
down as a good and safe rule that!t pe ' ary hould never be em
:el~yed in the presence of pelvic infiammatio.p. Tam pons, when 
used, should be removed at let!st every otlier day, and the vagina 
thoroughly cleansed and dried before a second one is introduced. 
If the tampon is thoroughly impregnated with some dry powder, 
such as boracic ~ci.d, it will keep sweet and clean the longer. 

~ \Vhere the application of iodine and glycerin has failed to relieve 
the pelvic pains and tenderness, ichtbyol bas been used. Ichthyol, 
either in its pure state or mixed with glycerin in equal parts, 
and applied on a tampon to the vaginal vault, has succeeded in 
relieving the tenderness in some case when everything else has 
failed. These applications in order to accomplish any good must 
be made at least twice a week for the COUl' e of several months 
or more. 

General medication accomplishes nothing directly; although 
potash, mercury, and other remedies have been lauded for their 
specific effect, there is no drug which, given internally, will have 
the slightest effect upon the inflammation or its products. The 
absorption of the infiltrates and exudates will greatly be aided as 
the condition of health of the patient is good or bad, and every 
effort should be made to build up the general heal~h to as nearly 

~ -- - -
a normal condition as possible. General tonics and alteratives, 
combined with a proper regulation of the bodily functions,~ a weU
ordered diet, limited but healthful exercise, and slight stimulation 
~ 

when indicated, is the proper course of general treatment to follow. 
It aids in the cure simply by placing the ti sues of' the body in 
a fhvorable condition for performing their work, and by giving: 
Nature a chance to riel the parts of the infiammation and its 
product, 

Many of these patients are very much run down and have lost 
a con iderable amount of fle h: they consequently need building 
up. Amongst other l'emedie for tIli purpose, electricity and 
mas tlO'C have their place. General galvanism given daily for its 
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tonic and stimulating effect, together with generJI massage, is 
indicated. It is not necessary to submit the pa.tient, as a general 
thing, to a strict course of "rest treatment," as the good. effects of 
this method may be obtained by a very material modification, and 
the woman may be up and about, attending to a moderate amount 
of work, sufficiellt to keep her body and mind occupied, without 
allowing herself to become over-fatigued. Electricity applied Il, I. ~Y 
locally to the pelvis is of very indefinite value. In the acute ~, gAo 
attack of inflammation it has no place, and its use can only result t;. 7lr" ........ .' 

in harm. 'Vhen the force of the inflammation has subsided and 
it has settled itself down into a subacute or chronic condition...., ~ 
electricity may at times be llsed with advantage . . It will otc~~i;ri7~././+Y 
~ly relieve the symptoms of pain and uterine hemorrhage when rlL.r)jJ4-() 

other remedies have failed, and, on the other hand, it will often 
fuil to give relief to these symptoms; in fact, it will render them 
worse, when other remedies will bring about the desired effect. 
The relief obtained from this remedy is, like all others, merely 
temporary: it never cures the lesion, it simply relieves the symp
toms, and, the d.isease being still present, the symptoms are liable 
at any time, under favorable circumstances, to return. It is claimed 
for electricity by its votaries that large pel vic inflammatory masses 
will shrink and disappear under its use. Such is in truth the case, 
but when we consider of what these masses are composed, it is easy 
to see why the remedy has been of service in causing them to dis
appear. They would. have disappeared under any other proper 
method of treatment as well. In an acute attack of peritonitis great 
quantities of lymph are thrown about the diseased tubes and ovaries, 
forming large masses, which on palpation through the vaginal vault 
give an idea of size to the tube and ovary which is out of all pro- . 
portion to their real size, the bulk of the tumor being made up of 
lymph-exudate, and, at times, exudates into the connective 
tissue. As the inflammation su bsifles, Nature causes an absorp
tion of these exudates to a great extent, with the result that the 
pelvic mass gradually diminishes until nothing but the adhe
rent tube and ovary remain; the appendage at times is quite 
small. In fact, the case under these circumstances has now as
sumed the chronic form of adherent interstitial salpingitis. It is 
this natural function of absorption which electricity stimubtes and 
aids nothing more, nothing less. , In addition, the soothing effect 
of the galvanic current gives in a certain proportion of cases great 
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relief to the pain, while the uterine contraction induceJ by the 
stimulation of the uterine muscle, together with the direct effect of 
the cauterization upon the endometrium if sufficient current be ap
plied, gradually les en the amount of blood lost. As an aid in the 
treatment of cases of subacute or chronic pelvic inflammation the 
procedure is valuable: it is to be regarded as an additional remedy, 
only one of many, to be u ed as simpler and easier forms of treat
ment fail or are slow of accomplishing their object. In using this 
remedy the galvanic negative current should be selected, and the 
application may be made either intra-uterine or intra-vaginal, the 
latter being the safer. Where it is desirable to aid Nature in 
absorbing exudates and relieving pain, the current should not be 
stronger than the patient is able to bear without much pain; the 
application is to last but a short time, and is to be repeated two or 
three times a week. A good average application of the gal vano
negative current, and one which is usually well borne, is in the 
neighborhood of fifty milliamperes applied for about three minutes. 
When the hemorrhage is excessive, it is better to use the positive 
pole, and the application should be made intra-uterine. "Veaker 
currents, twenty to thirty milliamperes, are to be used where the 
galvano-po itive current is selected, for the reason that this is much 
more painful than the galvano-negative and i not so readily borne 
by the patient. Even though the current is not sufficiently strong 
to cauterize the lining mucous membrane of the uterus, yet the posi
tive pole coagulates the albuminoids of the tissues and causes con
traction of the uterine muscles, in this way lessening uterine hem
orrhage, and cutting off the blood-supply. It is only by its judic
ious and careful employment that any good can be obtained from 
the use of electricity: the careless or ignorant use of it may read
ily do more harm than good. It is essentially a remedy the use 
of which will for the ll1OSt. part remain in the hands of the special
iRt; it is of little use to the busy general practitioner, as the appa
ratus is complicated and expensive, and very con;-iderable time and 
care must be spent in the application. I 

1\1a sa O'e has a 111 nch more limited use in pel vic inflam matory / 
Ie ion ... , and is more dangerolls in unskilled hands. It requires no 
e pecial apparatus. In the aC~lte , stages of the disease it has no 
place wh~ever, but its greatest use is in the chronic form, where 
there is a considerable quantity of unabsorbed exudate and lymph. 
The mallipulatioll' of the mas ... eur act as exercise to the parts and 
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stimulate absorption. Under careful and very gentle movements 
it can readily be seen why in this way pelvic rna e disappear or 
become smaller. Its use is decidedly objectionable even in this 
class of case ~ , for the reason that it is impos ible to say whetber 
or no there be pu in the midst of the mas::;. :Many a Fallopian 
tube which is not much larger than normal contain ~ pus or puru
lent material. The application of friction, pressure, or kneading in 
:-3uch a case may readily re ult in the leakage of ollle of the tubal 
contents illto the abdominal cayity: _eyen were th~re is no purulent 
matter present, the manipulation might very easily relight a sub
acute or chrome inflammation into an acute attack. It is claimed 
for the treatment that the pus from a pus-tube may be caused to 
escape into the uterine cavity and a cure thus be effected: it is 
much more likely that the pus would first escape through the fim
briated ends of the tubes or rupture take place in the walls of the 
abscess. In addition to the dangers attached to its use, its applica
tion i::; very painful unless the greatest care or the most delicate 
touch is employed. Even then some cases are for a long time 
intolerant of the necessary handling of the parts. The treatment 
is altogether too dangerous for the general practitioner to employ, 
and its use will al ways be confined to the hands of the few. Mas
sage in these diseases consists in kneading the pelvic masses and 
applying friction to them to cause their absorption, and in moving 
the uterus in different directions to stretch and free its adhesions. 
The manipulation is carried out with one hand pressing through 
the abdominal wall and one or two fingers of the second hand in 
the vagina. The vaginal fingers are used mostly for lifting up and 
fixing the uterus or pelvic masses; the manipulations are carried 
on in great part by the abdominal hand. The reverse is true, 
however, in exceptional cases. 

'Vhen s~uration has accompanied an attack of pelvic inflam 
Illation, the treatment which has been detailed, and which-is appli
cable to some cases of the disease in its non-suppurative and 
non-cystic forms, is not to be considered. In these cases all t.he 
symptoms of septicemia are added to those which accompany the 
inflammation, and frequently the patient's life is threatened, if not 
immediately, at lea t remotely and constantly. Should the pus be 
(:onfined to the Fallopian tubes, Nature occasionally relieves the 
danger by allowing it to escape into the uterine cavity. It has 
been proposed to take the hint from Nature as to the method of 
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treating pus-tube, and accordingly the treatment of aspirating 
the Fallopian tubes by passing an in trument into the uterus, and 
thence into the tube through its occluded uterine opening, has been 
advocated. Could the procedure be carried out with any degree of 
afety and certainty, it would offer a method of cure in a certain 

proportion of cases which would at time be satisfactory, and at the 
same time not be attended with the dangers of abdominal section. 
The objection to the treatment which should condemn it to obliviou 
is the nncertainty, nay almost impossibility, of passing the inst,ru--
ment. The catheter or probe, whichever it be, is of necessity small 
in diameter so small that. it would be just as liable to perforate the 
diseased and softened uterine wall as the occluded opening in the 
tube, even if the point which that opening occupied could be found: 

FIG, 275. 

• 

Drainage of Pelvic Abscess from tbe Vagina. 

the manipulations necessary to accomplish the operation would be 
attended with so much traumati. m and movement of the diseased 
parts that the inflammatory process might very readily be relighted 
or an abscess-cayjty ruptured. If for no other reasons, the treatment 
should be uttel'l~r coudemned; but pelvic abscesses aJ'; 0 l~otori=
ou ly multiple that the mere emptying of one of these pockets of pus 
would have no effect on tho e remaining, and there would be no 
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possible way of assuring one's self that some accumulation did not 
remain behind, it. matters little how many had been drained. 'Vhere 
pus exists in the pel vis, there is but one treatment to be considered: 
evacuation by a surgical operation. A "pelvic abscess should never 
be O·ivell ~opportu~ity to evacuate itself. There is a point of elec
tion for the opening which, if left to Nature, will rarely be chosen. 
'Vhen pus exists it should be evacuated at once; delay is unjusti
tt I eitlier for huilding up the patient or for any other reason. 
The patient will not improve as long as she is continuously absorb
ing septic matter, and the longer the delay the worse will be her 
condition for operation. If the abscess be an accumulation of pus 
within the pelvis independent of the Fallopian tube or ovary, be it 
either altogether intra-peritoneal or involving the cellular tissue, it 
is best to evacuate it without opening the general peritoneal cavity: 
the vagina is the one point at which this is feasible and proper. 
Even in those exceptional cases where the abscess has risen into 
the abdominal cavity, and it is possible to open it above the pubis 
without entering the general peritoneal cavity, the vagina offers the 

FIG. 276. 

Abscess-sacs open ing into the Bowel. Opening obliqnely above and below the level of the SIlC. 

better point of operation, as it gives just as good an opportunity for 
irrigation and a better one for drainage. This of course presup
poses that disease of the uterine appendages has been excluded a 
diagnostic feat which is rarely accomplished. The opening should 
never be made in the rectum, as has been proposed, even though 
the abscess be pointing there. The abscess-cavity can neither be 
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irrigated easily through the rectal opening" nor can fecal matter be 
prevented from entering into it. Even where the opening occurs 
into the rectum spontaneously, it is slow to close in cases in whieh 
it ever does so. Where the opening is higher than the sacs, it is 
practically impossible to prevent fecal matter from entering, in which 
case closure is hopeless. There is one almost insurmountable obstacle 
to this method of treating pelvic abscesses, barring exceptional cases. 
It is rare that one is able to say whether or not the ovary or Fallo
pian tube contains pus. Should either do so, a possible subsequent 
abdominal section would bee:ome necessary, and it would then be 
complicated by the fistulous opening, which is always serious and 
which might prove fat~l. As a matter of fact, the cases of pelvic 
abscess without ovarian or tubal suppuration are rare, and the infer
ences are all in favor of there being involvement of these organs, 
especially when the etiology of the disease is taken into consider
ation. In view of these facts, ,the proper treatment of pel vic abscess 
is usually by abdominal section, under which circumstances the parts -can readily be explored, the exact pathological condition noted, 
and the appropriate treatment applied. The operation from above 
amounts to little more than opening an abscess, and the certainty of 
complete evacuation that it gives the operator and patient is a great 
desideratum. 

Where the pus is confined in the Fallopian tube or ovary it has 
been recommended that vaginal puncture be practised for its evacua
tion. This method of treatment is so full of objection that it is best 
never to recommend it. Where vaginal puncture would probably be --
the better procedure for unskilled h,ands in a general pelvic abscess, 
especially one which required such immediate> evacuation that a 
skilled operator could not be obtained, it is not the proper procedure 
in abscesses confined to the uterine appendages and the lymph imme
diately surrounding them. As has been already said, this variety of 
pelvic suppuration is rarely confined to one cavity, but consists of a 
number of small pockets, none of which communicates with the 
others. The Fallopian tube itself may contain as many as three 
distinct and separate pockets; the ovary forms a cavity of its own, 
and two or more pockets are often found in the lymph in which 
the Fallopian tube and ovary are buried. The chance of more 
than a partial evacuation of the pus being obtained would be very 
scanty indeed. This objection has been recognized even by the 
advocates of this method of treatment, and for the purpose of 
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overcoming the difficulty they have gone so far as to advise that 
the abdominal cavity be opened, the parts explored, the various ab
scesses located, and each punctured in turn from the vagina. If the 
abdominal cavity be opened, it would seem the height of folly not to 
complete the operation. But even with the abdomen opened it is at 

FIG. 277. 

Showing Multiple Abscess·cavities in a case of Pyosalpinx, demonstrating the uselesone s of the 
treatment of tapping and draining. 

times absolutely impossible to locate all the abscess-cavities before 
the parts are enucleated. Even in the few cases in which the pus 
could be thoroughly evacuated the broken-down abscess-sacs, cheesy 
Fallopian tubeR and ovaries would remain behind to cause the 
patient a long chronic invalidism, should she ultimately recover. 
The best results which one could hope to obt,lin from this metllOd 
of' treatment would leave the patient ill exactly the same con
ditiou as a woman who has suffered from a pelvic inflammation, 
and after its subsidence had been left in a condition of chrouic iu
terstitial salpingitis and ovaritis. She would ever after carry a dis
organized Fallopian tll be and ovary, and would be liable to recur
ring attacks of pelvic inflammation, anyone of' which might result 
in suppuration or in death. Purulent salpingitis and ovaritis, unless 
they end in death in from a few days to a week, are chronic condi
tions, and give ample time to allow the physician to obtain com
petent as:::;istance for performing an abdominal section . 

• 
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The treatment of those rare accumulations of pus within the pel
vis-which are extraperitoneal, and which do not involve the uterine 
appendages, differs in no way, in its first steps at least, from the 
treatmeut of the intraperitoneal absce ses. It i impossible to make 
a diagnosis of this condition prior to an abdominal ection. "\Vhen .. 
the abdomen is opened and the abscess-walls are found to be mov
able enough to be brought into the abdominal incision, it is be t to 
a pirate, empty the sac thoroughly, irrigate the cavity with hot 
water, stitch the opening in the sac to the abdominal incision, and 
place a drainage-tube into the cavity. 

Should it be found, as is usual, that the sac ('ould not be brought 
sufficiently high to be stitched into the abdominal wound, a vaginal 
incisi~ should be made, the pus evacuated, and the drainage estao
Ii shed from below. Until the abdomen has been opened and the 
diagno is established this treatment manifestly is improper unless 
involvement of the Fallopian tubes and ovaries can with rea
sonable certainty be excluded. Should it be thought desirable after 
the diagnosis has been established, a second incision could be made 
above Poupart's ligament and the abscess-cavity reached by dissect
ing down into the cellular tissue below the reflexion of the perito
neum, pushing the peritoneum forward, as in operations on the 
bladder or for ligating the iliac vessel, and in this manner reaching 
the accumulations. The vaginal opening, however, where possible, 
is to be preferred. 

The ultimate treatment of pelvic inflammation is abdominal sec
tion in those patients who do not fully recover from the primary 
attack, and are left with their uterine appendages so diseased and 
disorganized that the symptoms produced by their presence either 
threaten life or so disable the woman as to incapacitate her for her 
daily vocation, and render her life a burden. It matters little 
whether pus be present or not, as many women suffer more from 
chronic interstitial salpingitis than they would from pyosalpinx 
or ovarian abscess. It wou ld be well in the case of many patients, 
where there is no pus, to first try the medicinal treatment already 
described, but in this we are forced to make a distinction between 
the poorer and better-class patients. It has often been objected that 
no su('h distinction should be made, but it is well known that a given 
amount of involvement and destruction in a woman who can afford 
to undergo the time, trouble, and expense of a neces ary course of 
treatment will give little or no permanent trouble, where a similar 
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invol vement in the case of a woman who is not able to afford the 
treatment will render her life miserable and will give rise to recur
rent attacks of peritonitis, each one increasing the local condition 
and endangering the life of the sufferer. Even were they both to 
suffer the same amount, the rich woman can afford to go to bed and 
become a semi-invalid, while the same thing to the poor woman often 
means starvation for herself and children, or the poorhouse. Though 
the operation is a dangerous one, the physician is justified under 
such circumstances to connsel a poor woman to take the risks, with 
the chances of regaining her health and putting herself in a condi:
tion to bear the burden of life, where he would probably hesitate 
to advise the well-to-do patient to undertake the operation not, 
at least, without a long and thorough trial of the medicinal if it 
may be so called treatment. If a patient's symptoms can be con
siderably ameliorated by treatment, she will often prefer to bear the 
lesser ills of her condition, than what to her are the greater ills of 
a surgical procedure. Unless a woman is subject to recurrent attacks 
of peritonitis, the disease may be left in situ without any danger to 
life, provided alw~s that pus be not present: in these cases it is -
simply a matter of comfort or discomfort with a patient. Many of 
them suffer so much pain that they will accept an operation as soon 
as it is proposed to them, it matters little what the risk is, while in 
the case of others the idea of an operation is so horrible that they 
will rather bear any amount of suffering than even consider the 
radical procedure. The question of operation is one which must be 
left for the patient's decision, the facts having been placed fairly 
before her. The dangers of an operation for pelvic inflammatory 
disease in the hands of trained gynecologists are not mnch greater 
than those which attend each severe recurring attack of peritonitis. 
It is not possible to say just what the death-rate amounts to, but an 
honest investigation would find it not much below 10 per cent. in 
the hands of the many. In the hands of a few it reaches a lower 
limit. The fact that the woman is having recurrent attacks o~Eeri
toni tis is one of the stronge t indications that an operation for the 
~ --- - . 

removal of the appendages is required. It is not possible to lay 
down any hard-and-fast rule by which one may be guided in 
deciding for or against an operation; each patient presents her 
own individual peculiarities, which must be taken into considera
tion. It can only be said that so long as the diseased appendages 
remain in the pel vis the woman is not cured: she is only relieved 
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for the time, and at any moment a new attack of inflammation may 
be lighted up and the original condition be reproduced. 

TAe Operation. Abdominal section is the only method of remov
ing the uterine appendages in pelvic inflammatory diseases, whatever 
may be said of their removal by other methods for other conditions. 
Their removal by the vaginal operation is extremely difficult and in 
many cases would be impossible. The operation is divided into two 
stages: the opening of the abdominal cavity, and the removal of the 
appendages. The preliminary step, openillg the abdominal cavity, is 
common to all abdominal operations, and will be found described 
i~ the chapter on Technique. There is no danger to be met with 
until the peritoneum is reached, and then only in case there is adhe
sion of the omentum or intestines. This fact can readily be deter
mined by picking up the peritoneum between two pairs of hemo
static forceps, and rolling it between the fingers. The merest nick 
will allow the air to rush in, when if the intestines are not adherent 
they will drop back into the abdominal cavity. If either the omen
tum or the intestines are adherent to the parietal peritoneum, they 
are to be separated carefully by gradually inserting the finger be
tween them. The omentum lllay be found adp.erent over the 
inlet of the pelvis and greatly thickened by inflammatory infil
trate. If such be the ca e, it must be freed gently with the 
fingers, care being taken not to tear the bladder or the adhe
rent loops of intestines. It is usually easy to begin at the lower 
edge of the omentum to free it, working upward from the pel
vis toward the umbilicus. ,Vhen it is tightly adherent to the 
bladder and its lower border cannot clearly be defined, it is well 
at times to begin above and work down toward the pelvis. The 
finger should be passed high enough in the abdominal cavity to 
reach a point where the omentum is free; then, with the finger 
between it and the intestine, it can be separated with more safety 
than from below: if when the bladder is reached there is any 
uncertainty as to where that organ ends and the omentum begins, as 
is at times the case, the apron can be ligated and separated at a safe 
distance above the doubtful point. 

If when the omentum is loosened it is found that it is suf
ficiently torn to cause free bleeding, the oozing points should be 
caught up with a pair of hemostatic forceps and ligated. Should 
there be a number of bleeding points, time will be saved if a liga
ture be thrown about the omentum above these and the included 

• 
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portion amputated. This is of especial importance and advantage 
if it is thickened by inflammatory deposits. After having disposed 
of the omentum, the intestines must next be dealt with. If they 
are unadherent, the finger passes down through them into the 
pelYis, locating fi.Tst the uteru , and then the Fallopian tubes and 
o\'aries. Should the intestines be found adherent, they must first 
carefully but completely be freed from all points of attachment. 
The adhe ions may exist at but a few points, and easily be broken; 
on the other hand, they may be most extensive, and so solid that 
separation can only be accomplis.bed with great difficulty and dan
ger of rupturing the bowel-walls. Every loop of intestine which 
overhangs the pelvis, even the vermiform appendix, has been found 
to be involved in the general mass. The separation of these, espe
cially if deep in the pelvis, is much facilitated by using the sight 
ill addition to the touch. Olle of the great advantages of this is 
that the operator can be absolutely sure of what he is dealing with, 
and can see any commencing tear in the bowel-wall in time often to 
avoid a serious injury. The elevated hip Trenclelenberg position 
allows the use of both touch and sight, and any surgeon who would 
willfully neglect the advantage to be derived from the combined use 
of these two senses does not do his whole duty to his patiellt. It is 
in this point of separating adherent intestines deep in the pelvis that 
the position gives its greatest advantage and becomes invaluable. 
The adhesions are freed by 011e finger being gently but firmly in
serted between the first knuckle of intestine which is adherent and 
the organ to which it is fast. A to-and-fro motion will often succeed 
in loosening it when a steady pressure at one point will accomplish 
nothing. If the adhesion is stubborn at one point, the finger glides 
to another and another, uutil it finds a weak point from which to 
begin: after the beginning is made the rest is comparatively easy. 
At times it will yield easily on top; at others the first point of weak
ening will be found by pa 'sing the finger to the sides or even under 
the part. As each knuckle is freed it should be brought in to the 
abdominal incision and carefully scrutinized. The points at which 
the adhesions existed will be found stripped of their peritoneum: if 
these points are small and not bleeding, they may be ignored; if 
bleeding freely, a few superficial stitches of silk or catgut will bring 
the edges of the peritoneum together and stop all flow. Exposure 
to the air for a short while may in itself stop it. If the serous and 
muscular coats are both torn through, stitches should be so placed 
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as to turn the doubtful point into the bowel, and any po ib1e danger 
of future perforation at these points will be obviated. 'Vhen the 
intestines are all freed and properly treated, they, together with the 
omentum, are crowded back toward the diaphragm and a large 
sponge placed in the abdomen, so as to keep them out of the pelvis 
while the operation is completed: the sponge does the additional 
duty of absorbing any blood or septic material which may flow 
toward the abdominal cavity during the course of the subsequent 
manipulations. Should the bladder have become injured, it should 
be repaired before proceeding fnrther. Each and every step of the 
operation is to be completed fully before proceeding to the next, so 
that no point in the technique may be forgotten in the unal steps 
of the operation, or complications will arise to embarrass the subse
quent steps. It is well to locate and note the condition of both ap
pendages before beginning their enucleation, and usually it is best 
to free both of them and the uterus before beginning to place the 
ligatures. If this be done, the parts can be brought more fully and 
easily into the abdominal incision, and there will be less likelihood 
of the first ligature becoming loosened while adherent parts are 
being separated on the opposite side. In the enncleation the finger 
glides about over the parts until it finds a weak point or a point at 
which it can be passed down deeply into the pelvis. It is essential 
that this should be posterior to the broad ligament, between it and 
the sacrum. The Fallopian tubes and the ovaries are sit.uated on 
the posterior surface of the broad ligament, and the adhesions will 
almost always be founel at this point. The unger should glide 
between the appendage and the sacrum. It is well \vhere possible 
to follow the curve of the sacrum, keeping the palmar surface of the 
finger or fingers if two be used toward the pubis, sweeping the 
finger from one side of the pel vis to the other and in this manner 
freeing all adhesions to this bone. This will allow the fingers to 
pass under the ovarie , tubes, and uterus if it be retrodi placed, and 
they can be stripped loose and lifted out of the pel vis with com
parative ease. The aim should be to get the finger to the lowest 
point in the pel vis and work upward, and not from above down ward. 
However, at times one is forced to work first at one point, [md then 
abandon it and go to another and another, coming back finally to 
the original one. It is only hy educating the finger to the work 
that it can be performed accurately. In making the enucleation 
care honld be taken to do a little damage as possible to the broad 
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ligament, a it bleeds freely wherever injured. It Illay be necessary 
at times to ligate the one ide before enucleating the opposite one, on 
account of the bleeding. If thi honId be the case, care mu"t be 
taken not to loo,en the ligature while completing the work. As 
.oon a the append::lge~ and uterus are freed the ligatures are to be 
placed and the di en ed part removed. The Fnllnpian tube and 
ovary are caught firmly in one hand and drmYll well through the 
abdominal incision, while the other hand pas. es the pedicle taft' 
containing the ligatnre through the broad ligament, it being well to 
pass it below the loop of the round ligament, which will readily be 
observed on the anterior a,pect of the tense broad ligament. If 
this be done and care be taken not to cut the loop of the round 
ligament when the Fallopian tube and ovary are removed, there 
will be le:,s danger of the ligature slipping from the stump. As 
soon a the ligature staff ha perforated the broad ligament the 
staff is withdrawn and the silk left in situ as a donble ligature; 
the double end is then cut, and hangs as two separate threads 
perforating the broad ligament. The t·wo strands of , ilk are so 
twisted that when their respective ends are tied, one around each 
half of the mass, they form a figure-of-eight, each half compres ing 
one-half of the pedicle, and the two halves being drawn closely 
to each other. "\Vhile placing the ligature the broad ligament hould 
be held well up into the wound, but as the knots are tied tightly, 
the as~istant who is holding the rna should relax his hold 
and allow the broad ligament to retract, el e whell the mas. is 
cut away there will be a strong tendency on the part of the 
broad ligament to pun down through the ligature, thus cau ing 
hemorrhage. Care is to be taken that the Fallopian tube is 
included in the ligature up to the uterine cornua. In some ca es 
it i::; necessary to include uterine tissue in order to get a pedicle 
healthy enough to hold the ligature without cuttillg through, and at 
times it cannot be done even then. Frequently the ligature cuts 
through the pedicle like a knife, completely amputating it. It he
comes nece .. sary then to pas a ligature, by llleans of a curved 
needle, deep into uterine tissues at the cornua in order to control 
the bleeding. The same procedure may become neces. ary on the 
side of the pelvic wall. In such cases the proper treatment is the 
complete removal of the uterll" together with the appendages. Pa
tient with such Ie ions, when the appendages alone have been 
removed, are prone to return for treatment, suffering with leu cor-

32 
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rheal discharge, pain, and continued bleeding: the uterus in such 
cases is often found to be still enlarged, and the writer has on several 
occasions been compelled to remove it in order to accomplish a cure. 
When the uterine appendages have been sacrificed the uterus is a 
useless organ: in case its retention should necessitate drainage on 
account of its mutilated and torn condition, in case its tissues be 
contaminated so as to threaten a subsequent or immediate infection, 
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Ligation by Figure-of-eight Ligature of the Fallopian Tube and Ovary. 

in case it be so enlarged and diseased as to seem fairly probable that 
in future it will be the source of disagreeable or dangerous symp
toms to the patient, it may be removed by intra-peritoneal amputa
tion without hesitation. The ultimate results following the hyste
rectomy will be in a large number of cases superior to those follow
ing double ovariotomy alone. 

The Staffordshire knot, or the so-called Tait knot, is an exceed
ingly dangerous one, and should be avoided, especially by beginners. 
The knot is so complicated that it is difficult to tie, and should any 
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one part of it be applied in~ccurately and lightly, the whole loop is 
liable to become loose. Occasionally the pedicle is so large that it 
is not safe to include it all in one ligature. It is then best to tie in 
sections, quilting it from side to side as the cobbler does in his work. 
'Vhen the ligature ha been firmly secured, the Fallopian tube and 
ovary are cut away, leaving sufficient of a button to ensure that the 
ligatm·e will not slip off. After cutting away the appendage the 
stump should be seared with a Paquelin cautery as an antiseptic 
precaution. There is always a small portion of the lining mem
brane of the tube protruding from the ceutre of the stump often 
containing septic matter, which it is much safer to destroy than 
to leave free in the torn and denuded pelvis. 'Vhen the ligatures 
are tightened, usually all free hemorrhage ceases and the only 
bleeding is merely an oozing, which will stop of its own accord in 
a short while. It may be advisable to place a ligature about some 
point which bleeds with especial freedom, but usually one or two 
of these at most are all that will be required. The points which 
will be most persistent and troublesome are those on the uterine 
surface. vVherever they are, if they are picked up with a pair of 
hemostatic forceps, and a ligature carried under them with a curved 
needle, they can readily be controlled. Dnring the enucleation 
there should be no hemorrhage which is alarming, and generally it 
is better to ignore entirely what there is and finish freeing the adhe
sions with the certainty that the bleeding will end as soon as the 
ligatures are secured about the pedicles. Should the bleeding be
come alarming, it is because the ovarian artery has been severed, 
and it is best to secure the vessel by passing a ligature around 
it. If a needle be passed through the broad ligament near the 
pelvic wall and the ligature secured, and another one through 
the broad ligament near the uterus and secured, the vessel will be 
caught at both ends. The enucleation may then be finished and 
the mass tied away in the usual manner. There is neither necessity 
nor occasion for packing the pelvis with gauze or sponges to control 
hemorrhage during the course of the enucleation: such a procedure 
is not needed in the case of venous bleeding, and can only delay 
and impede the operation, while in arterial bleeding it will only 
control the hemorrhage as long as the pressure is kept up. The 
bleeding vessel must be ligated as soon as the gauze is withdrawn, 
and the result of its use is simply the loss of valuable time. 

If during the course of the enucleation the Fallopian tube or 

• 
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ovary, or both, be found distended with fluid, either purulent or 
otherwise, it may be well to empty them with the a pirator, 0 a~ to 
avoid their rupture during the operation, and consequent ",oiling of 
the torn and bleeding parts with septic matter. If po sible, how
ever, it is better to remove the tumor without emptying it, a~ an 
enlarged ovary or Fallopian tube is easier to handle and enucleate 
than a small or collapsed one: care should be ob erved, howeyer, 
not to rupture it. Should it rupture and the parts become bathed 
with the contents, or should one or more pus-pocket be found in 
the lymph surrounding the appendages and evacuated into the gen
eral pelvic cavity, the parts must be washed out thoroughly and all 
traces of the fluid removed. If the intestine and omentum have 
become soiled, they must also be waslied carefully. For thi pur
pose a long-nozzled irrigator is carried to the bottom of the pel vis, 
and several gallons of hot water are passed through it. To carry 
out this procedure two fingers of the one hand are placed in the 
upper angle of the abdominal incision to hold the intestines back 
toward the abdominal cavity; the nozzle of the irrigator i then 
pressed toward the lower angle of the iucision; a funnel is thus 
formed through which the water from the bottom of the pelvis 
gushes freely, bringing with it all the pus, blood, and other debris 
which has been left there. The heat of the water acts in addition 
as a good hemostatic to the oozing points, and tends also to combat 
any threatened shock. 'Vhile the irrigation is being carried out 
the fingers should play freely among the intestines, washing them 
thoroughly. The use of Trendelenberg's posture has in great mea ure 
done away with the necessity for irrigation. vVith this position the 
whole pelvis and all its contents are so thoroughly exposed to the eye 
that all debris can be removed with a sponge. vVhere irrigation is used 
the patient, for obvious reasons, should never be in the Trendelenberg 
posture. Before closing the abdominal wound a last look at the 
stump should be taken in order that any tendency to slipping or 
100 ening of the ligatures may be noted and corrected. Should there 
be any doubt abou t their perfect safety, a ligature can readily be 
thrown aronnd the ovarian artery on each side of the sturn p with 
the aid of a cUl'Yed needle, thus rendering a urance doubly ure 
('ee Fio'. 279). It i eldom during the course of an operntioll of 
thi kind that the ureters are injured: such accident have hap
pened, howeyer, and this po'sibility 111\1, t always be bome in mind. 
(~ee Injurie to Ureter, chapter on Di8eH e of Bladder, Urethra, and 
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Ureters.) When large surfaces of peritoneum have been denuded and 
there is free oozing, when septic matter has soiled the seat of the ope
ration, 01' where a bowel has been badly damaged, draiuage is at times 
indicated. Drainage is probably more often required in this class 
of operations than in any other in abdominal surgery. A drainage
tube of glass or gauze is passed to the most dependent point in the 
pelvis and brought out through the lower angle of the abdominal 
incision. The incision is closed, preferabl.r with a silkworm-gut 
suture, although the character of the suture IS immaterial, pro
vided it is surgically clean. 

Frequently during the course of an operation the question arises 
whether or not certain parts should be removed. If it be necessary 
to remove the Fallopian tube on one side, its accompanying ovary 
had better go with it, and vice vena. Either Fallopian tube or 
ovary by itself is useless, and both are possible sources of future 

FIG. 279 . 
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Stump after removal of Uterine Appendages, showing double ligation of Ovarian Artery. 

danger. Should the appendages on one side be healthy, it is unwise 
to remove them together with the diseased ones on the opposite side, 
for the reason that it renders the woman sterile and brings on the 
menopause with all its attending nervous phenomena. In spite of 

• 
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the fact that some good surgeon contend for the removal of both 
ovarie" it j , better that the patient take the ri k of a ~econd opera
tion for the removal of the remaining one if in the future it become 
di eased. If the Fallopian tube i not already disea ~ed, there is no 
good reason that it will become 0 if after recovery fro111 the abdom
inal section the lining membrane of the uterus be treated and the 
endometritis cured. It becomes necessary, in any event, to adopt 
this course in many cases after the appendages have been removed, 
in order to secure a complete recovery. The disea e originated in 
the uterus, and the fact that it has spread to the Fallopian tube and 
the pelvic peritoneum is no reason why it does not still exi~t intra
uterine. As a matter of fact, many of these patients are Hot cured 
until the womb has been curetted and treated by alterative and 
stimulating applications. 

The question often arises as to whether an operation should be 
performed in the presence of an acute peritonitis. If one have the 
choice, it were possibly best to operate in the quiescent state; but 
if any indications for a speedy operation exist, no hesitation need 
be had on account of the inflammatory attack; its cure will be 
assured on the removal of the appendages. The large masses of 
plastic lymph which accompany it are broken down and disappear 
in the course of the enucleation: within twenty-four hours the 
pulse and temperature, w bicb were high at the time of the opera
tioll, approach the normal, and the patient convalesces within forty
eight hours. Neither need menstruation be a bar to operation. 
'Vhen both appendages have been removed, there is always a 
spurious menstrual flow within two days after the operation. The 
only possible disadvantage would be that the operation might be 
slightly more bloody on account of the pelvic congestion not, how
ever, more than if an acute inflammatory attack were in progress. 

Vaginal Hysterectomy is preferred by orne surgeon::; ill the raui
cal treatment of pelvic iuflammation. The operation is in every 
way inferior to abdominal section in that it, of necessity sacrifice::; the 
uterus, is a more difficnlt and prolonged manipulation, i more 
uncertain ill the removal of all portions of diseased organs, is in
applicable to certain pha es of the disea 'e for instance, compli
catinO' vermiform appendix inflammation and ill the fact that 
illjuric' to the hollow yiscera, which occur far more frequently by 
the nlgiual route, are iucnpable of being repaired short of an addi
tional abdominal ~·ection. 
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Operators who make frequent ue of the vagina a a route to the 
treatment of diseases of the pelvic organs adopt this method, not 
only for cases of pelvic inflammation, but for patients suffering from 
uterine and ovarian displacements, ovarian neoplasms of small or 
even moderate size, and small fibroid tumors, as well as various other 
pelvic ailments. 

F' 0) 0 lG. _ . • 

Vaginal IIystcrectomy: opening the posterior cul·de·sac, and suturing the peritoneum and the mucous 
membrane togetber to control bleeding. 

"\Vhilst many gynecologists have fixed upon the vagina as the 
best channel through which the pelvic organs should be treated 
surgically, yet unanimity does not exist with regard to the technique 
of the operation. Some surgeons, at the head of whom stand Pean 
and Richelot, secure the broad ligaments, either in section by sev
eral catch forceps or as a whole by a single clamp on either side. 
:Many, perhaps the majority of American surgeons, have adopted 
the multiple clamp procedure. This is usually a more rapid mode 
of operating than by the ligature. and the clamps are kept on only 
from thirty-six to forty -eight hours. 

It having been determined that there exists disease of the uterus 
and adnexa of a degree sufficient to warrant their removal through 
the vagina, the operator proceeds in the following manner: 

• 
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The patient is placed in the lithotomy position. The uterus is 
curetted and irrigated, but not packed with gauze. The cervix is 
grasped by a very heavy pair of traction forceps. A firm hold upon 
the cervix is essential. The posterior cul-de-sac is opened in the 
same manner as already described and illustrated in the article on 
posterior vaginal section (see Figs. 268-273). The operator then 
makes a thorough digital examination of the pelvic contents. 
If the adnexa are found adherent, they are loosened before 
any attempt at extirpation is made. At times it will be found 
impossible, owing to their high attachment, to reach the adhe
rent adnexa. When the operator has loosened all adherent struc
tures by means of his finger he proceeds to separate the uterus from 

FIG. 281. 
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1-2, the anterior incision; 3-4, the posterior incision: C, cervix. It will be noticed that the incisions do 
not meet. 

the bladder. With a pair of stout scissors a semicircular incision 
is made through the mucous membrane at the cervico-vaginal junc
tion, the operator cutting toward the cervix. This incision on each 
side stops short of the median line. Still making firm downward 
traction upon the uterus, the operator pushes up the bladder away 
from the uterine tissue, being careful to keep his finger points and 
nails pressed hard against the uterm; in order to avoid tearing the 
bladder. If it be possible to do so, the bladder should be separated 
entirely from its anterior attachments to the uterus and the perito
neal cavity entered in front. ,Vhen the operator has succeeded in 
doing this, the middle finger of each hand is introduced between the 
bladder and uterus, while the index fingers are inserted into the 
cul-de-sac. Upon sepa.rating the hands to each side, the loose tis
sues on each side of the uterus are shoved away, such as the bladder 
and ureters. This is done to the extent only of freeing the uterus 
at the sides. The uterus will now hang by its broad ligaments, 
round ligaments, and a narrow strip of vaginal mucous membrane 
upon each side. The arterial supply has not been interfered with 
or disturbed. Introducing the middle and index fingers of the left 
hand so as to grasp between thel11 the broad ligament of the left side, 

, 
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the operator shoye the ti:;' ues at the left of the utel'U outward, and 
::;eize' with the hysterectomy forceps the uterine artery between tbe 
uterus and his finger. The same thing i· done on the other sid(>. 
The"e two forceps will ecure the uterine arteries. \Yith cissors 
the tis ue~ between each forceps and the cervix are .... everetl almo t 
to thE' poin t of the forceps. 

So far, the operation has been comparnti vely easy. The llext 

FIG. 282. 
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The cul·de·,ac hn. been opened and the bladder dissected from the uterus. The uterine arteries nre 
"ra 'ped by force! •• and the cervix has been dissected from the lateral stumps. (Photograph of opera
tion. 

step is to secure the ovarian arteries out ide the diseased adnexa. 
All retractors are removed. If the operator can antevert the uterus, 
he doe so. As the corpus uteri appears beneath the bladder, the 
latter is lifted up with the fingers or a short speculum and a firm 
grn p is taken in the anterior uterine wall with traction forceps. 
A ~ the corpus uteri comes still farther into yjew, another pair of 
traction forceps gra--p it above the fir~t pair and pull it still farther 
forward. The operator removes the firt pair of traction forceps 
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and catches the body of the uterus above the second pair. In this 
way, step by step, the corpus uteri is made to emerge beneath the 
bladder, so that the fundus and tnbes may be seen. In accomplish
ing this, all down-traction upon the cervix must be avoided. In 
fact, the body of the uterus will rotate forward more readily if 
the cervix be pushed up with the fingers. ,Vhen the operator 
has the tubes in view, the adnexa upon the woman's left are pulled 
beneath the bladc1er through the vesico-uterine incision until they 

FIG. 283. 
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The cervix has been shoved up so as to permit the operator to drag the fundus out beneath the bladder. 
Both cornua uteri are shown with the attached tubes. (Photograph of operation. ) 

lie in front of the uterus. Standing up, the operator grasps the 
broad ligament outside the ovary with the thumb and index finger 
of the left hand" the index finger being posterior to the ligament, 
and applies the hysterectomy forceps from above downward, so as 
to grasp all the broad ligament between its upper edge down to the 
tip of the forceps on the uterine artery. The uterus is then cut 
loose upon this side. After freeing the uterus upon one side, the 
adnexa of the other side are pulled in front of the uterus, the 
fingers grasp the broad ligament, and the broad ligament is clamped 
from above downward. The uterus and adnexa are now cut away. 

If it appears more convenient to retrovert the uterus, this can be 
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FIG. 4. 

FIG. 3.-Yaginal Hysterectomy with Clnmps. Multiple-clamp operation: second 
step 

FIG.4.-Vnginal Hysterectomy with (,lamps. lIfulliple·clamp operation: tbird 
nnd pnal step. 
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done by starting the process with a heavy male sound introduced 
into the uterus, and then progressively grasping higher and higher 
upon the posterior uterine wall with blunt traction forceps. Hav-

FIG. 284. 

After delivering the fundus, the entire uterine body is pulled to the right in order that the left adnexa 
may be seized. The operator's thumb rests on the ovary, while his two first fingers grasp the corpus 
uteri. The forceps are being applied to the right ovarian artery. Notice the absence of retractors. 
(Photograpb of operation.) 

ing brought the fundus uteri 
the adnexa are pulled into 
clamped. 

• 

out through the pO!:5terior cul-de-sac, 
the vaO'ina and the ovarian vessels o 
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Introducing two fingers of the left hand behind the uterus, the 
operator grasps the adnexa on the woman's left and pulls them down 
to a position posterior to the uterus, and places a pair of hysterec-

FIG. 285. 
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Having clasped the right ovarian artery, the uterus is cut away upon that side. The operator rotates the 
uterus. so that the cervix is delivered and the posterior eurface of the uterus presents. He grasps 
tbe left broad ligament between his index and middle fingers, and applies the forceps to the left ova· 
rian artery. The method of applying these forceps is shown. (Photograph of operation.) 

tomy forceps on the broad ligament from above downward in such 
a way that the tip of one blade of the forceps is felt by the palmar 
surfaces of the fingers whioh are holding the uterus and adnexa. 
Applying the forceps in this way, he avoids grasping a possible 

• 
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prolapsed knuckle of intestine. This pair of forceps will secure the 
ovarian artery on the left side. The uterus is now freed upon the 
left side by cutting between the forceps and uterus with scissors. 
It is often necessary to use several pairs of clamps 011 each side of 
the uterus in order to secure the ovarian arteries. Every step of 
this work should be seen, even to the application of the forceps, so 
that the intestines may not be wounded. Having released the ute
rus entirely on one side, the operator grasps the adnexa upon the 
right with his left hand and pulls them downward aud to the left, so 
that the adnexa and uterus lie in the hollow of the hand, the right 
broad ligament being grasped between the thumb and index finger. 
Standing up, the operator introduces the forceps from above down
ward outside the fingers which are holding the tissues, so as to grasp 
all that part of the broad ligament between the tips of the forceps 
on the uterine artery and the top of the broad ligament. The ute
rus is then cut away and removed. 

It is while working to secure the ovarian arteries that the ope
rator fully appreciates the advantages of having freed the uterus and 
adnexa from all adhesions before he applies any forceps upon the 
vessels. If he has failed to do this or cannot do it, he will find the 
operation most difficult. The one great essential to a smooth vaginal 
hysterectomy is to free the uterus and adnexa before hemostasis is 
begun. . 

The specula are next introduced. Holding the bladder up and de
pressing the perineum and posterior vaginal wall, the operator intro
duces a gauze pad into the pelvis and pushes the intestines away from 
the stumps secured by his forceps, so that he may make a careful in
spection of the stumps and see if any bleeding is going on. If the 
adnexa have been thoroughly freed before extirpation is attempted, 
it will be seen upon completion of the operation that the bite of each 
pair of forceps is in the upper part of the vagina. No forceps, if 
possible, should ever be applied so as to project up into the pelvic 
cavity among the intestines. The gauze pad su pporting the intes
tines is now removed, and a piece of iodoform gauze is inserted 
between the forceps and the wall of the vagina on each side to pre
vent pressure-slough. The operator now takes squares of iodoform 
gauze, each about two inches wide and three inches long, and intro
duces one piece along the side of the forceps on the left, a little above 
their tips. This piece of gauze is supported by a smooth, narrow 
speculum introduced to the right of it, the dressing forceps removed, 

• 
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another piece of gauze introduced alongside the speculum, the specu
lum withdrawn, and this piece of gauze also supported; and in this 
way the 'operator proceeds from one side to the other, filling the 
opening in the vagina entire1y with iodoform gauze, which projects 
a little above the points of the forceps. A few more pieces of gauze 
are introduced lower down in the vagina, so as to fill it to the vulvar 
orifice. Sterilized gauze is wrapped around all the forceps and tied. 
A self-retaining catheter is introduced into the bladder and pinned 
to a piece of plaster fastened to the skin above the pubes. The 
sphincter ani is dilated and the patient put to bed. 

Sometimes, when the adnexa of one side are so firmly attached to 
the inteRtines, or are so large, or the vulva so small, that the ope
rator cannot loosen both adnexa to his satisfaction, he may proceed 
as follows: If the difficulty be limited to one side only for example, 
the right side he may free the adnexa on the left side, secure the 
uterine arteries on both sides, and the ovarian artery on the left side 
outside the ovary and tube; he then cuts the uterus free on the left 
side. Having done this, he introduces a pair of forceps close to the 
uterus upon the right side where the adnexa have not been freed, 
and removes the uterus and adnexa of the left side, leaving in the 
tissues which embarrassed him. It will now be found that he will 
have room for removing under the guidance of the eye the remain
ing adnexa. In doing this the operator will secure the ovarian 
artery outside the ovary and tube, and this will render the pair of 
forceps which were applied between the uterus and right adnexa 
unnecessary, so they are removed. 

If the tissues are very soft, so that down-traction cannot be made 
without the forceps tearing through, or if the adnexa of both sides 
be so firmly attached, or other difficulties exist which render it im
possible for the operator to free the adnexa on either side, he pro
ceeds as follows: Having entered the cul-de-sac and after separating 
the uterus entirely from the bladder, he secures the uterine artery 
on each side with forceps, and with blunt scissors splits the uterus 
in the middle line up its anterior face; as he cuts each fraction of 
an inch, it will be noticed that the cut surfaces turn out, and these 
he grasps on each side with blunt traction forceps and pulls down. 
Alternately cutting through the centre and going higher and higher 
up with his traction, the operator will arrive at the fundus uteri; he 
then splits the posterior surface of the uterus with scissors. Very 
little bleeding is produced, and only parenchymatous in volume. 
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hoving the right half of the uterus and the right adnexa into the 
pelvis to one side, the operator proceeds with the enucleation of the 
adnexa on the woman's left, and, when he has them freed, nothing 
remains for him to do but to secure the ovarian artery on that side 
by applying forceps from above downward. The ame thing is 

FIG. 286. 

Ovarian cyst, cystic ovary, and uterus remo\'ed per mginam by hemisection. Old nullipara. 

done on the other side. In other words, the operator, meeting with 
difficul ties that he cannot overcome altogether, divides the difficul
ties by splitting the uterus. 

vVhen the uterus is very large, the operator may proceed as fol
lows: Having opened both the posterior and anterior cuI-de-sacs, 
he secures the uterine arteries with forceps. The cervix is now cut 
loose upon each side almost to the points of the forceps. It is now 
split bilaterally up to the point of the forceps. Grasping each flap 
with traction forceps, the operator amputates the anterior lip and 
seizes the stump, and the same is done with the posterior half. Or 
he may leave the posterior lip for traction purposes when the uterus 
is soft. He now splits the anterior wall of t.he uterus as high up as 
he can, and from each side, as he ascends, he cuts small triangular 
pieces of tissue, being careful not to wound the uterine-ovarian 
anastomosis on each side. If small fibroid nodules are met with in 
the uterus, they are dug out. Ascending the anterior uterine wall 
in tbis way, and removing cautiously all tissues to the lateral angles, 
the operator takes a,,,ay piecemeal nearly all of the anterior half 
of the uterus. He has already secured the uterine arteries, and if 
he can grasp the ovarian now, he should do so and remove the rest 
of the uterine tissue, the adnexa being attended to later. The object 
of the morcellation is to enable the operator to reach the ovarian 
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arteries, and this he cannot do until he has removed all uterine ti -
sue which blocks his way. In some cases quite large fibroid tumors 
are removed by the vagina. 

Certain details connected with this operation may be elaborated. 
In the first place, special instruments are necessary, and chief est of 
these are the hemostatic forceps. The bite should not be long not 
over one and a quarter inches and the points of the forceps should 
come together when the first catch is closed. The point of the for
ceps should always meet before the rest of the bite closes. This is 
very essential, otherwise the operator will fiBd that when he crowds 
the forceps into the tissues and closes them an imperfect grasp is 
secured by the upper portion of the forceps, while the points do not 

FIG. 287. 

9 

Instruments used in cul·de-sac exploration and vaginal hysterectomy. 

constrict the tissues at all. This accident may cause the death of a 
patient from hemorrhage. No case should be put to bed after ope
ration until the operator has seen the ends of every tissue he has 
severed and assured himself that there is no arterial bleeding. 

If there be found a fistulous tract between a pus-tube or ovary 
and the rectum, sigmoid flexure, or small intestine, and this be so 
small that it can be sutured, stitches are to be taken in it. If the 
fistula be too large for suturing from the vagina, the operator should, 
after completing his vaginal operation and dressing the vagina, open 
the abdomen and repair the wounded bowel or vermiform appendix 
if that he seriously injured. Injuries to the bladder should be 
repaired at once. 

If it is thought desirable before placing the packings, the forceps 
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FIG. l.-Yaginal Hysterectomy with the Ligature : first stpp. 
FIG. 2.··-\'aginal Hysterectomy with the Ligature : second step. 
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lUay be removed and replaced by Egatures, either ilk or catgut. In 
this ea e the stumps are drawn well into the vagina and the dres _ 
ing~ introduced as already described. Or if the pelvis be a non
infected one, the vaginal vault lliay be closed by utures (Plate 
XXI. Fig. 4), which, pa sing through the stumps, hold them fast in 
the vagina and prevent their retraction into the peritoneal cavity. 
Thi· is the better method of finishing the. vaginal operation. 

The dangers of vaginal hysterectomy, however performed, are 
sepsis, hemorrhage, vesico-vaginal or recto-vaginal fistula, and injury 
to the ureters. 

'Vhere both appendages have been removed, the menopause 
usually becomes established. There are, however, frequent ex
ceptions to this rule, and patients return to the surgeon com
plaining that they are bleeding at regular intervals, and just as 
profusely as before. The cause for this has not been satisfactorily 
explaiued as yet. The explanation has been advanced that H small 
ganglion of nerves existed at the angle formed by the junction of 
the Fallopian tube and the uterus, and that there had been a failure 
to include and. remove this ganglion with the appendage. Practical 
experience has long since proved the falsity of this theory. It has 
again been contended tbat an ovary a third one was left behind, 
but this has also beell proved to be untrne: these cases of continued 
bleeding are quite frequent, while but few men have ever seen the 
mythical third ovary, in spite of the fact that an eminent German 
authority states in his book that it is possessed by about every tenth 
or twelfth woman. Some few of these patients are relieved of the 
flow by a thorough curetting of the end.ometrium : in others this pro
cedure has no effect. Usually, after a shorter or longer interval, men
struation, which at first remained fairly regular, becomes scanty, and 
finally disappears, the cau::;e for its continuance remaining a mystery. 

The relief following the removal of the uterine appendages is 
not always the same, nor is the best result obtaine<..l immediately. 
If it is only necessary to remove one side, the menstrual function 
continues much the same as usual, and many of the benefits of the 
operation are realized at once. Of course the aches an(l pains, 
which occur more from habit than from any real lesion, continue to 
a certain extent until the patient returns to a good condition of gen
eral health. This requires time and building up. Should both 
sides have been removed, all the nerve-symptoms of the meno
panse appear within a few weeks after the operation, and the 

33 
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she is now able to be about and attend to her daily duties. The 
great trouble with surgeons is that they expect too much from the 
operation, and lead their patients to do the same. This is a great 
mistake. So much local damage has been done by the inflamma
tion, and the general health is so wrecked, that the woman will 
never again be the same well woman she once was: such a result 
is neither to be expected nor obtained in very many instances. 
An absolute cure should never be promised; only relative results 
can safely be counted upon. 

The pain which so often remains with the patient after the ope
ration cannot always be accounted for. At times the omentum 
or intestine may become adherent to some denuded spot or to the 
stump. The dragging, incident to the peristaltic action would then 
give rise to pain. Frequently it is due to intestinal colic or to the 
compression of the nerve-filaments by the ligature. In some cases 
it is impossible to account for the pain on any other ground than 
that it was not originally caused by the ovarian or tubal disease, but 
resulted essentially from a nerve-disease from the first. An opera
tion for the removal of the uterine appendages for pain as the only 
indication is rarely justifiable. Whether or not there has been a 
pelvic inflammation, the surgeon should always be able to demon
strate positive disease of the Fallopian tubes and ovaries by a 
bimanual examination before counselling a surgical operation for 
their removal. The pain may be the result of a pelvic inflam
mation, but it does not follow that the removal of the appendages 
will cure this symptom, unless the appendages are diseased and can 
be shown to be the seat of the suffering. 

Some of the worst and most hopeless cases of pelvic inflamma
tion recover after an operation. This is particularly so in pus cases. 
It is surprising to note how quickly they rally even when they have 
appeared to be most desperate. For this reason no woman should be 
refused the chance of recovery because she may seem too far gone 
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for relief: unless she is actually dying there is hope, and a con
scientious surgeon should offer her the last chance, forlorn as it may 
seem. The operation often means little more than the opening of 
an abscess, but, whatever it amounts to, a short etherization and a 
short operation frequently makes the difference between life and 
death with a patient: what is done should be performed as quickly 
as is compatible with safety, and the patient gotten back into bed. 
Should the enucleation give promise of being a long or hard one, 
and the patient apparently unable to stand it, it were better to 
empty out the pus and place a drainage-tube, leaving the com
pletion of the operation to some future time when the woman is 
better able to sustain the shock of the necessary manipulations. 

From time to time different substitutes have been sought for the 
removal of the appendages in pelvic inflammation. It has been 
proposed to open the abdomen, break up all the adhesions, and 
allow the parts to remain in situ. Again, it has been stated that 
it was proper to free the adhesions of a Fallopian tube containing 
pus, and squeeze the pus into the uterus by stripping the tube with 
the fingers. The fimbriated end of the tube being cut away and 
its cavity washed out, the cut end is stitched into the abdominal 
opening or the mucous and serous membranes brought together over 
the denuded portion. All manner of such procedures have been 
practised in the name of conservatism, each and everyone of them 
being, in fact, more tedious and more dangerous than the complete 
removal of the diseased and destroyed appendages. The only justi
fication of such surgery would be subsequent pregnancy. As yet 
there is little reported which is encouraging from that standpoint. 
To open the end of the Fallopian tube, which Nature has sealed to 
prevent the further escape of infectious matter, is only to invite 
the infection of the whole pelvic if not abdominal cavity. Fortu
nately, Nature again seals the opening with plastic lymph within a 
few hours after it has been returned to the abdomen, and the whole 
procedure has been nullified so far as the results expected are con
cerned. Such surgery is useless in this class of diseases, and can 
only end in disappointed hopes. The moment the parts are returned 
to their positio.n in the pelvis they re-adhere. 

Is there, then, no hope of a cure for these women short of the 
removal of the appendages? If they are able to bear their suffer
ings until the change of life is established, Nature will effect a cure. 
Pelvic inflammatory disease is essentially an affection of youth and 

• 
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middle age; it seldom occurs in virgins or after the change of life. 
After the menopause it gradually becomes inactive, and finally ceases 
to give rise to any symptoms. As to whether or not a patient be 
advised to wait for this natural cure will depend much upon her 
suffering, the length of time she has to wait, the condition of her 
general health, and her station in life. A well-to-do woman could 
readily tide over a few years more or less with comparative comfort 
and safety, while her less fortunate poor sister would be forced to 
call upon the surgeon for relief. 

The changes which take place in a woman following the removal 
of both uterine appendages are the same as follows the natural change 
of life none other, none less. The woman is sterile; she wa usu
ally sterile at the time of the operation, and would never have been 
anything else. Often the sexual appetite is increased; rarely 
diminished, as is commonly supposed. The increase is simply 
the return of the woman's natural condition. Her pain and suf
fering and ill-health had inhibited the sexual appetite; these being 
removed, the appetite returns in full force. Gradually over the 
course of years the appetite fades in exactly the same manner as it 
does following the natural menopau e. In some women it is 10 t in 
a few years, in others not for many. The woman takes on a growth 
of flesh and becomes more matronly; otherwise there is no change 
-no coarseness, no growth of hair on the face, 110 harshness of the 
voice, no masculine appearance. 

As a result of neglected pelvic suppuration, pus frequently 
finds its way to the surface and discharges; oftener the patient dies 
of exhaustion and septicemia before this result is attained. Fistu
lous openings may appear in the rectum, the small intestines, the 
vagina, the bladder, the perineum, the abdominal walls, and the 
gluteal region. If the abscess has been unattended with in vol ve
ment of the uterine appendages, sinuses will probably close and all 
signs of sllppuration cease. If, on the other hand, the appendages 
are involved in the suppurative process, as they most frequently are, 
the sinuses will remain open in spite of aU that may be done by way 
of medical treatment; the discharges continue, and the patient grad
ually becomes more and more exhausted and emaciated, until she 
finally becomes bed-ridden, and dies after a long period of suffer
ing and misery. The treatment of sllch cases is unpromising. 
Abdominal section with removal of the abscess-sac is the only 
alternative, however bad the case may be. When the pelvis has 



PEL VIC INli'LAJIlJIATI01Y. 517 

been cleansed of the diseased appendages which form the focus of 
suppuration, there is of course a sinus opening into the pelvic cavity. 
This is a source of great and threatening danger to the woman for 
the first twenty-four or forty-eight hours after operation, but it is a 
risk which she must necessarily assume: there is no avoiding it. 
The sinus should be well irrigated from within the pelvis outward 
in whatever direction it runs, and it should be disinfected as 
thoroughly as possible throughout its whole course. If it passes 
through auy considerable amount of tissue, it is well to introduce a 
drainage-tube into its outer end, so as to ensure the flow of suppura
tive material away from the pelvic cavity. The mouth of the sinus 
in the pelvis is to be thoroughly scraped, cleansed and closed by 
a few catgut stitches. Nature will in a few hours add additional 
barriers to any infection entering the pelvis by sealing the opening 
with plastic lymph. Should the opening be into the bladder or 
bowel, the edges of the perforation are carefully to be prepared and 
closecl with stitches. It is possible that the cond ition of the bowels 
will be so bad that in the case of the small intestine a portion must 
be resected. 'Vhen the opening is too low down in the rectum for 
closure, a drainage-tube must always be placed at the point of open
ing, and the bowels kept perfectly quiet with opium for three or 
four days, so that no fecal matter may escape before the opening is 
."ufficiently closed by lymph. 

It is possible in a goodly number of these extreme cases to get a 
good result, and when the patients do pass through the operatioll 
safely, it is surprising to see how quickly they regain their health 
up to a certain safe point. At times they are so badly wrecked that 
perfect recovery is a matter of years. The adhesions are so exten
sive and dense, the patient in such a low physical condition, and the 
damage to viscera so irreparable in many cases, that they are unable 
to stand the necessarily prolonged operation or they succum b to septic 
peritonitis. This, however, should be no reason for staying the sur
geon's hand so long as he can give a reasonable chance of cure to a 
respectable proportion of such cases. These cases invariably die if 
left alone, and each one cured is a life snatched from the grave. 

The sooner the general profession becomes thoroughly imbued 
with the vast importance of the whole subject of pelvic inflamma
tion, and acts intelligently upon the principles here laid down, the 
sooner will we have to face a lesser numb~r of such terrible examples 
of neglect and ignorance . 
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