


The study of Pelvie Peritonitis ean hardly be
separated from that of pelvie inflarmation generally - seeing
that in almost every inflammation in the pelvis the peritoneum
1s invelved to a greater or less extent, and as a matter of
fact, the number of cases where it is involved primarily is
comparatively small. The inflammatory process is essentially
a protective -one. and the spmptoms which may arise later on,
are, as a rule, due to the organization of the exudates thrown
out by the peritoneum in iis efforts %o limit infection.

These exudates give rise to so~-called adhesions, which may
therefore be defined as the evidence of & past-peritoneal
maction. Symp toms uw"im from these may be very persistent
and continuo long at{up ;ha originu foous of inflammation
has subsided. oSN

In umyﬁu pelvic disease the number of cases
in which there has ‘been anNinfection of the peritoneum, as
evidenced by tpg/,pumce of adhesions is very great; their
presence at times bulking in she symp&oﬁazoloéy. at others
being quite secondary and unimgortant; the treatment of these
adhesions at oporatioz\x is, in l’no case, a matter not giving
rise to any trouble, in anothol casa, by interfering with the
technique of the operation, by %altarmc and obscuring the
nomal relations of ctmctmséronaoring the operation a
aifficult and often dangerous ne, so it must necessarily be a
subject egmd pirdsent in thae mitél of the operator. And this

applies not only to the time at\tho operation, when their
|



direct treatment must be decided on, but also in the knowledge

that by preventing their reformation we &re preventing a
source of future pain and Aiscomfort, if not worse, to our

patient.

We As rmst look on a pelvie peritonitis as the
proecess by which the-peritoneum reacts to injury, whether that
injury be in the form of a bacterial infection - the eommonest,
or of a chemisal irritation or trauma of any sort, and we must
bear in mind that the reaction is of the nature of a protective
process to the peritonsum primarily and secondly to the
4ndividual; being one of Nature's methods of combating infection

The normal peritoneum is transparent, and we
ean see through it the color of the underlying tissues. It is
thicker over the rectum and the iliac vessels, where, as a
rule, it is opaque, while it is very thin over the uterus and
especially over the tubes. The stomata of the pelvie
peritoneum £re mest marked at the junction of the posterior
wall of the broad ligament and on the floor of the pouch of
Douzlas. These are of importance in reference to absorption
by the peritoneum. The po{ritanoum iz & large lymph sac lined
with endothelial cells, and the stoma%a communicate directly
withlymph spaces underneath. In this regard it is interesting
to ask what is the rupotiorx of the peritoneum? Is it merely &
lubricating surface? Proba.ﬁply note.
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In a patient with general adhesions %there may be practiecally no
poeritonsum as such. The peritoneum readily absorbs fluid and
it surrounds all the absorptive organs in the sbdomen. The
peritoneum too has a greater nerve and blood supply than 1s
necessary were it merely for lubrieation, and the same applies
more particularly to the omentum. The peritoneum has a
definite resisting power to infection. If definite quantities
of pathogenis organisms be injectsd into the peritoneum of a
guinea pig, they eause noftrouble, but if the same organism

be injected with the addition of a large quantity of water -
too great to be readily absorbed - then septic peritonitis |
resul t8. The fluid here prevents the peritoneum from destroying
the om@im. The o0ld view that the peritoneum is especially
susceptible to infection has been disproved and we must regard
the peritoneum as one of the most resistant tissues. In the
most earseful abdominal section it is almost impossible to
definitely exclude the entrance of some micro-organisms, but
the peritonetm is able to withstand and deal with a great
number of micro-organisms. We know from physiological
experiments as well as from observations at laparotomies how
easily blood for instance is absorbed in the peritoneal cavity
when the peritoneum is healthy. But if it has been injured by
any inflasmatory prc\ﬁcesc, this power is impaired, and the
blood acts as a foreign body and tends to set up & reaction of
the peritoneum romﬂ%tins in protective exudates.
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In the case of & haematocele the blood may not give rise to
any trouble except & suitable sondition of the peritonoum is
presant. The most usual condition preventing absorption of
blood is a previous inflammation of peritomeum. The two
taotofi nd@oasAry in such a case to have resulting trouble are
i xhpairmont of the absorptive powar of the peritoneum in
ca.sq/ the effusion is small. 2. Grea% bulk of the effusion
whﬁgh itself may give rise to impairment. In both these cases
14 have“suitable condition Sor infection to take place.
/""fhio applies not only to blood but to other fluid, as for
f 1hctanoo fluid from an ovarian syst.
{ The great omentum and the peritoneum covering
the under surface of the diaphragm are especially concerned
in the process of absorption in cases of infection of the
peritonaum, and this probably accounss for the fact that the
omentum is always, when it is free to ﬁovo. to be found at the
seat of inflammatory trouble, whether in the pelvis or not.
It may be regarded as a mobile column always ready to advance
to a threatened spot and in this way it exerts a definite
protective action for the peritoneal cavity. In this duty it
often becomes adherent and so itself may later give rise to
symptoms from the fact of its being adherent. Another result
of its being fixed may be that if sush a patient should have
an acute inflammation of the peritoneum later on, say due to
8 gastric uleer which has burst, the resisting power of the
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peritonsum may be distinoily lessened from the fact that the
omentum is unable to get to the focus of inflammation and so
exert its chemiotaxic influence and halp to wall off the fresh
infection from the general peritonewn. The omentum being well
supplied with blood and lymph vesssls the phagooytiec astion
of the affused lencocytes helps to protect the peritoneum from
irritating organisms. Another phenomsnon not infrequently
noticed in cases of inflammation in the pelvis is the pro-
duction of a diaphragmatie pleurisy, as a rule dry in
character and not severs. This is of interest as shewing the
connexion of the lymphatics of the pelvis and the diaphragnm,
probably through the lymphatiecs which accompany the tube
ovarian vessels from the pelvis to the erura of the diaphragm.
what has been said in regard to the omentum as being & mobile
column seams to apply to a lesser extent to the sigmoid flexure
of the colon when it has a long mesentery, and also to the
caput casocum coli when it is free to move, as in cases of
inflammatory trouble these parts of the intestinal canal are
frequently found adherent even when the foocus of inflammation
is quite removed from their nomal site. I have been fre-
quently struck with the fant that almost always, when there is
& long mesentery to the sigmoid, it is found adherent to an
inflammatory proeess and even in right sided tubal ecases and
in appendicitis. When inflamed the peritoneum goes through tho
ordinary changes of inflammation - being & delicate pink -
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at first later darker and 1livid, while serum is poured out in
in variable quantities. This serum Aiffers from the effusion
of passive hyperaemia in that it has a greager percentage of
solids, and in that is favors the formation of adhesions while
the fluid of passive hyperaemia tends to prevent adhesions
apart altogether from the bulk of fluid. We notice the
difference in an effusion into the peritoneum in say a case of
cirrhosis of the liver. Here we may have a large effusion and
the abdomen bs comparatively flat and lax. There is not the
distonsion of the bowels which we get in an infective process,
which seems to be another of Nature's methods of limiting the
infectiondby favoring the formation of protective adhesions,

It 15 often in those caees of infection of the peritoneum
mro there is very little effusion that a fatal result eccurs =~
the infection having been so virulent that death results before
the peritoneum is able to deal with i¢, while in those cases
which have passed through a severs infection we find very many
and dense adhesions which having performed their protective
function - often at the expense of the organs involved, may
now themselves mechanigally give rise to symptoms.

The endothelial cells shrink from each other - the lymph
spaces are exposed white blood corposcles and lymph cells pass
out to the surface and form masses of lymph. When a consider-
amount of lymph is exuded it coagulates on the surfaces of the
adjoining viscera forming flakes of membranxe which can be
pesled off.



‘?-

It depends now on the way the case goes what becomes of this
lymphe If the causal factor is kept up, these cells die and we
get pus formation, while if it subsides the exudate which has
formed is either absorbed,or heoomes organized into connective
tissus forming adhesions. Thoi?c strands beccme sovered with
endothelial cellsand bloecd vetgklu grow into them, and some=-
timos these blood vessels are v*ry numerous and large.
It has been demonstrated that t&ﬁso adhesions also have
definite lymphatie channels mmn\oxpuina the question of
infection by adhesions, to be diae issed later. The adhesions
80 formed may be thin and velamento 14 and resemble & spiderts
web - the so-salled "spider web-adhb\siono,' or they may be
shorter and more easily torn - the FA adherent surfaces on
separation presenting a ragged appoprrl\nce - the so-galled
sbread and butter adhesions" or th? Mh\v\:aions may be thick and
more firmly organized. Thess latt.o&' are A}us & rule , the result
of a long continued inflarmation c}r of ropeated attacks of
inflammation in each of which rmﬁh mhomim\w are formed.

In Aifferent pa.tiemts the' aamount of lymph and
sorum exuded varies, just as in }:ho sase p\t a.\plouriu vhen in
one case there is great serous effusion an in another gvut
pleural thickening. 8o in the pelvis in one case we have
great serous effusion and in emﬂothor lud. effusion but
organization of the effusion m it is rozlmd and resulting
fibrous thiekening. The rouon} of this er not always clear,
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but the chief factors seem to be the nature and virulence of
the infecting organism and the susceptibility of the patient
to micro-organisms and the general condition ofthe patient,
eapecially in reference %o chronic ronal and cardiac disease.
Though the adhesions so formed may be extensive, yet they may
not persist, as they may after a time become absorbed, or at
any rate stretched, so that they themselves Ao not give rise
to any symptoms.

We may divide Peritonitis into 3 divisions viz.,
l. Serous. 2. Adhesive or plastie, the most frequent.
3. Purulent. Aecording to the nature of the infection there
is 1, 8light injection of the peritoneum with serum as a
result, and the amount of this serum varies greatly - the
so-called serous peritonitis;, 2. Desply colored peritoneum,
smooth and shining but in parts unglazed and covered with
exuded lymph - giving riss to the adhesive or plastic
peritonitis,and the third condition where the peritoneum is
livid in hue, rough in appearance with exfoliation of the
endothelium, and with small foci of purulent lymph scattered
over the effected surface, which is studded with small vessels,
In a ehronic peritonitis we are met with what are called serous
eysts, also called Pawlick's cysts, which are really loculations
amongst the intestines formed by adhesionb and filled with

serous fluiaj,
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As a rule these looculi are small, bu* sometimes they may be of
considerable 8izZe as in & cass recorddd by Targett(Trans. Londe
Obstet. S0c¢. Vol X11 1899) Where thera was & multiloculated
cyst extending up to the umbilicus surrcunded by a wall of
adhesions. These cysts are always the result of a previous
peritonitis, and ssem to be most frequentin post-puerperal
and chronic cases, In the pelvis thay may be confounded with
dilated Kobelt's tubples or with the hydatid of Morgagni,
both of which may attain a considerable size. In & woman whom
I operated on in Pebruary lasi, and who had had an abdominal
section for a pelvic abscess alter miscarriage done 5 years
previously ,and in whom & glass drainage tube has been used,
there were several of these oysts one of considerable size,
and in the broad ligament also,there were a nurbsr of distinet
eysts, apparently dilated Kobelt's tubules.
Ve may divide the x causes of Pelviec peritonitis
into 2 classes, viz., Direct and Contributing.
In the first class come organisms, which will be condidered
in ¢the following order. l. Gonococci, 2. Staphylococei,
$. Streptococci teken ﬁogathor, 3. Bacterium coll
Qommuno, 4. Tubercle bacillus. 5. Pneumonococci, 6 Other
organisms, Diphtheria, bacilli &c.,
“ gonococei. Infection is as a rule through the
tubes or through the bladder or ureter, and not through
lymphaties but by direct continuity of tissue, and the most

usunl cause 1s a4s the result of an asconding gonorrhoes
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affecting the tubesy and sausinqporiaalpingitiq with plastie
exudation. The infection tends nearly always to be limited to
the pelvis, and in the cases of general peritonitis following
an attack of gonerrhoea it would seem that the infection M is
as a rule a mixed one. The symptoms of gonorrhoeal infection &
are apt to first appear and suhsoquﬁntly to be more severe at
the time of the menses, and as a rule younger patients suffer
more than the older ones. In gonorrhoeal infection of the
peritoneum itself the gonocoesi are as a rule eliminated Quring
the acute stages, and the characteristie recurrent attacksy see~
lo be due generally fo a fresh imfeclion from (he lubes

It is agreed by all investigators that gonoeoceci are shorter
lived and of less virulence in the poritoneal gavity thah in
other téssues, and that in gonerrhoeal infection of the ovaries,
the gonococei tend to produce their greatest manifestation

on the surface of the ovaries, with the result of producing an
exudation on the surface of the ovary,and when this exudation
has become organized,it hinders the rupture of the Graafian
follicles. The adhesions bind the ovary down and prevent its
return to its normal position on the subsidence of the
infection. In gonorrhoeal infections the peritonitis is as a
rule ’1as£1o. and the adhesions formed are generally dense

and do not tend to become absorbed - mostly because the

causal factor - salpingitis ﬁoutly. does not cease to aect,

so that here the adhesions are generally of less consequence

than the original sausative factor.
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In the cases where there has been an oeclusion of the tubes
preventing for the time further infection - the recurrent
attacks at the time of menses are dus to hyperaemia induced
by the mschanical action of the adhesions, or to the progressive
accumulation of follicles of ovary which have been unable to
rupturs, and as secondary causes may be added constipation :
often associated with hepatic congestion and possibly active
hyperaemia ,88 the result of trauma or excessive intercourse &e.,
The question whether the gonosococus can give rise to a general
- peritonitis has been much disputed, and the existence of a
gonorrhosal general peritonitis has been denied. Howard Kelly
cites a case where there was a ruptured pyosalpinx operated
on several days after rupture, and though the pus was lying
free in the peritoneum and was proved to eontain myriads of
gonoeoeei, there was only the slightest local pelvie peritonitis.
A few cases have besn reported where the gonococeus has been
proved to be the only organism present in cases of diffuse
peritonitis. These oases are charascterized by the mildness
of the symptoms, and though there is considerable pain present,
there is no intestinal paralysis and no shock nor collapse as
in the ordinary acute gensral peritonitis. The peritoneum
is deeply econgested, with a heavy deposit of fibrin, but neo
serum nor pus. The constitutional symptoms are very mild in
propoetion to the &rea affected, but though this obtains as a
rule, sush cases may prove fatal. Braquehaye and Baginskey
have sach reported a fatal case, both in shildren (Centralblétt
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fir Chirurgie 1899,)

Staphyloeoccci and Streptococci. These two
present some differences. They may be taken as an example
of postepuasrperal or post-abxortum infection, and as a rule
the lymphatic spaces and vessels are the chief channels by
whiteh infection reaches the peritoneum in these cases. In this
infection the origin may be in practically any lesion of the
external genitalia, of végina or usterns; but probably the
ecommonest site is from the endometrium, and the pelvie
peritoneum may be infeeted without any lesion of the tubes,
owing te the lymphatic conveyance ¢f the infection. This has
an important bearing on the after treatment, as in these cases,
by curing the 4§¥sina1 focus, the result of this infection,
@«8+y Protective exudates &c., may cease to give trouble.
And it i3 in this class of cases too,that the adhesions tend to
be absorbed. Another point is that there &s lees liability of
getting eeolﬁaion of the tubes and henee sterility, than in a
gonorrhomal or tubercular infection. But probably the infeetion
that will give rise to the greatest nmunber of adhesions and the
greatest chance of sterility is a gonorrhoeal infection follow-
ing & post-puerperal infection whieh is quiescent,or has elearbd
up 1cavins'a somewhat damaged pbritoneum.

The peritoneum may be infected through the open
ends of the tubes or through the lymphatics,or both, but while

the staphylecoceic infecticn as a rule tends to become
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localized, the streptococcic infeéction often tends to become
generalized, so that we may have a tnbal inflarmation with a
sccondary peritonitis or a pelvie lymphangitis with primary
peritonitis. With both staphylococsi and streptococei we get
the usual effusion of lymph and serum, but in virulent cases,
especially due to streptococel infection we may have death
before there is time for much peritoneal reaction. The
virulence of streptococci varies, and it has been shown that
some varicties while non pathogenic by themsolvos,beoeme 80
when associated with Be C. Ce. and other organisms. This is of
importance ;n pelvic infection where there ie always the
possibility of infection from B.C.C., The absorption ef toxines
causes death by heart paralysis, nephritis &c., and naturally
this resultx is more marked after any condition where the
lymph channels are hypertrophied - after abortion &ec,,

But generally the infection becomes leealized ,and here after

the acute symptoms have subsided - in one to two weeks we find
a tumour in the pelvis composed of the uterus and adnexa,
intestines and omentum matted together with emudation and
newly formed adhesions., It is at this stage that eeudtken
& diaphragmatic pleurisy or a subphrenic abscess may appear

the infaction being apparently carriad up by the lymphatics.
I have seen two cases of this sort Just lately, one in the right
supola of the dlaphragm and the other in the lef%t - both

following a septic condition aftar ahortione



After 2 or 3 weeks &s a rule the symptoms subside, but if 1t
goes on to iuppuration,than,#céprﬂinc to the position of the
exudate,ve will probably get fluetuation in the posterior
cul-de=-sa¢ - the cormonest situation, or bladder symptoms,
cystitis &c., Aue to the involvement of the bladder - or reectal
symptoms tenesmis &c¢., Now the abseess may break or be opened
at +his stage,and the whole trouble subside, or it may go on %o
a chronic condition and the patisnt succumb to exhaustion, or
active trouble may subside and the exudate left become absorbed,
or become organized into connective %issue in the form of
adhesions ,h and these,by contracting &nd binding the organs in
an abnormal position may become a further seurce of trouble,
causing dysmenorrhoea sterility &c.,

3saphylococcic infection here, like elsevhere,
depends to some extent on the area infected and the number of
organisms introduced, which is not the case with streptococei.
In staphylococcic infection of the ovary, unlike with
gonococeal where the brunt of the infection is on the outside,
the infection generally resul%s in suppuration in the stroma
of the ovary, but here too there is & great deal of exudation
on the surface of the ovary with consequent adhesions on the
gsurfaco.

Tubercular infection of the peritoneum mey be
either primary or secondary = probably mest 6ften sgcondary

to tubal trouble or to infeeticn from the bowel. The ovarias



sgem to have a definite rasiétonee to the T.B. probably AQue to
the timely protective action of the peritoneum, by eausing
exudates and adhesions or to the raesistance of the tuniea
albuginea. In tubereular cases the ovaries thamselves are
genarallyltound unaffected. The infesction of the peritoneum
may be through the blood vessels or by the lymphatics.

In both eases we get small nodules formed én the blood vessels
benéath the poritohoum and then effusion round with congestion
of the poritonewn and exflistion of endothelial ecells with
abundant formatioﬁ of adhesions. Primary tubercular disease

of the tubes is probably much more eormmon: than has been
generally supposed'énd many cases which have been regarded as
gonorrhoeal from the méAcrcscople examination of tubes removed
at operation,would be found 0 be tubereular if sxamined
micrescopioally. In TI0 cases in which I have examined the
tubes removed a* opera* on, and which presented no particular
appearnnce of tubaro;a, found 4ypical tubsroular appearance
microeedpicallv in 2,  Bayea stutes that from 8% to 187 of
cases operated on for aatytngtt salpingitis are tuberoular.
The adhesions aune to tku ghronic %ubercunlar peritonitis are as
& ruie characterizZed by heing much denser than other adhesions,
but it is remarkable how even these adhesions may become
absorbed, after luparotomy. Two cases I have notes of, in
which I assisted at the operaiions and was present at the -

post-riortems subsequentl,, illustrete %his.
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Both raticnts were operated on for tnbercular peritonitis,

both with relief of the abdominal symptoms. At the operation

in both cases the pelvis was one mass of dense adhesions, 80
that it was Impassibke 4ifficult to distinguish the pelvie
organs, and the omentum and bowels were studded with tuberecles,
Both these #atients died within a yenr of tubereular
nuninsitis.;and at the autopsy the pelvis was in one ecase found
quite clear 'and in the other only a few adhesions round the
adnexa, and the tubercles had disappeared from the peritoneum.

.~ Another condition which is found in chronie
cases, appa.x*."ontly most often, if not always a result of tuber-
cular peritdnitis, 1s a dense plaque-like exudate, ocartilaginoid
in oonsisteﬁcy,which binds down all the pelvie viscera, so that
at first 1t€is often very diffieult to distinguish them. There
may or may hot be tubercles present macroscopically, and it is
in this clans of ecase that a diagnosis of malignant disease
is rrcquontiy made. This exudate ocuts almost like cartilage,
and gquite 'bﬁeouros all the normal relations. It seems very often
to be the result of an extinct tuberemlar infection. In the
case of a}young girl recently operated on by DPr. Hamilton at
the Mnhﬂﬁo Hospital in which this condition was very well
marked arf mieroscopic examination of the tubes removed shewed
' them to be tubereular, though theye were no tubercles present
llnyvhmie in the peritoneum and no pusnor fluid anywhere in the
pelvis .

}
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In reference to peritonitis due to the

Racterium Coli Commune. This opens up a large and much
aisputed field for diseussion.B.C.C. infection causes effusion
of but little lymph and serum and the losal and constitutional
aisturbance is slight. It has been questioned 1if the BeCeCe @M
por se, set up a peritonitis,and whether it 1s not neeessary
to have semp other factor as trauma &c., present. It is a
question which is rather aifficult %40 decide. The adhesions
found in yoﬁng girls or women who have not been exposed to the
risk of septie infection are very often put down as being due
to a B.eoc. infection of the peritoneum, especially in cases
where sonstipation has been a marked feature, but in these
cases 1% is impossible to exelude other fastors which might
have caused them, as tubercle or & foetal peritonitis, or
peritonsal infection in ehildhood §ither as the result of a
viulvo-vaginitis, or following the exanthems, or &s & result
of typhoid. ,

Tt seems that there must be some impairment of
the peritoneal covering &f the bowel to allow the migration
of the B.C.0. and this may take place in various ways. When any.
organ is plased against the bowel for a long time as in the
case of a retroflexed uterus, either by frietion or pressure
the peritoneum is so impaired that 1% allows of the migration
of the B.C.C., and lymph is effused and if this becomes erganiged
we get delicate adhesions formed. !ﬁaa process may take plasct
without any constitutional symptoms. And so in this regard we



we might conelude that the administration of opium in post-
operative cases,where the peritoneum has run the risk of injury
would tend to favour this migration. For infection of other
organs by B.C.C. to take place,it seems necessary for the bowel
to be adherent but actual perforation is not necessary.

What ocours as & rule is an effusion of lymph causing delicate
adhesionsand through these the B.C-C. tend to migrate and so
causa infection. We know that B.C.C. are a not infrequent
sause of oystitis and can frequently be demonstrated én the
urine and they appear to get into the bladder through
inflammatory adhesions to some part of the urinary tract.

Doyen and Schanta have recorded cases of salpingitis in whiech
the causative factor was apparently B.C.C., and Reymond states
that in all tha cases of salpingitis which he has examined, he
has only found B.C.C. present when the tubes were adherent to
the bowsel. And asAin,va know that in a gonerrhoeal salpingitis,
it is ott‘n impossible to demonstrate the gonococei in the
tubes after the acute stage has passed, arnd here a damaged
gcondition of the peritoneum being present would allow of the
infection by B«C:+Ce In the same way we get infection eof
ovarian systs &o;, by contact with the appendix verniformis.

In 3 cases of suppurating ovarian eyst which I have examined,
to ;11 of which the appendix was adherent the only organism to
be demonstrated was B-C°C. On the other hand symptoms 0ofagpencic.tes

tay be sel «fp by (he L.fl/CC'fL‘on 9"& previovsly Aeali,i/ adh erernt

appendix to a tubg, which is the seat of a salpingitis.
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The appendix may be found adherent to & pyosalpinx or other
pelvic lesion,and yet be perfectly healthy itself, as in a case
of right sided salpingitis I recently saw to which the appendix
was adherent, and yet microscopieally was quite healthy while
in the tube I was able to demonstrate gonocoeci. It is certain-
1y easy for the vermiform appendix to come inte close rolatien-.
ship with either tube when & general enteroptosis exists, and ‘
it is not uncommon ,apart from thés to find the caecum so
moveable as to be able to rest on anr part of the pelvis, and
this indicates a probable source of reinfection even in left
sided cases. Manton (American Journal of Obstetries Jan 1908)
says the appendix is invelved in 8% of right sided ecases, and
maintains that right sided tubal disease with thickening and
adhesions running X up towards the cascum inveriably indiecates
involvement &f the appendix while Howard Kelly says the
frequency of invlieolement of the appendix seems to him one of
the strongest reasons for &ealing with pelviec inflammation by
the abdominal route. When a tube or ovary is infected with
BeGele it seems as a rule to distend very rapidly and frequent-
1& rupturss into the bowels.Bo that probably we may take it
that we do not get a priu@ry BeCeCe paritonitis unless there
has besn some previous inflammatory eondition or some trauma
whieh has lessened the resistanes of the peritoneumto
infection. That when infections ocour in the pelvis the result
of n.e.d.[thay teke plage through adhesions, and as far as
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we know B.CeC. 48 not the primary cause of a tubal or ovarian
1nrccticn; fn examining the uterine Aischarge from post-
puorperal cases while in Dublin, I was struck with the mumber
of casses in whiech B.G C. could be deronstrated in the uterine
cavity -~ gsnerally 1n aaaocia*ion wi*h cocei, but sometimes
alone. Robb (American Gynaecology Juna 1903) gives the

rasulig of the bactariolegioalpznminatian Gf I0 ocases of sepsis
following ohildbirth or abortion,in which the discharge from
uterus and also the fluid removed from the postericr cul-de-sae
was examined. In 4 of these ocuses B.C.C. were found in fluid
#rom the cul-de-sae,in one case baeing the only organism found.
fn 3 of these casas thare were B.C.C. found also in the uterine
cavisy, always in association with 60381. In 2 out of 3

cases of sspsis following abortion or parturition in uhoﬁ a
posterior colpotomy has been done reaently at the Adelaide
Hospital I have found B.C«C. present in the peritoneal fluid,
in both oases in assoeiation with staphylogooci, in the third
ease I was unable to demonstrate any organisms.

Pneumonogosciec infection of the pelvie
peritoneum may be taken as a definite entity from pneumonoccose
having been isolated from the peritonaal fluid in cases of
peritonitis. As regaurds results it oconforms with staphylocoe
infection and most of the recorded cases have been in young
people following bronchopneumonis.
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Pneumonocococcic infection of the tube is said to be always
unilateral. ‘

Diphtheritic infeetion &f the peritoncum is alse
described and seems to be commonest & few days after confinement,
and ths infesetion travels from some losal lesion of genitals
or vagina. A patient whom I saw &t the Chelsea Hospital with
a diphtheritie patech on the cervix uteri, from which the
pathologist isolated Loeffler's bacilli by cultures, developed
& tuboovarian abscess 3 weeks later, the infection apparently
arising from this pateh,but no bacterioclogical examination was
mads at the time of the operaticne In these cases, it must
necessarily be very difficult to éxclude cther organisms as
being the cause of inflection.

Pyphoid baeilli have also been described as
being the cause of pelvic peritonitie, apparently acting in the
same WAy as BeCeCs Different other crganisms have been
demonstrated as the causal factors of post=cperative
peritonitis, having apparently been introduced &t the time of
the operation.

| Infections from nicro erganisms we may designate
as the direct cuuses of peritonitis, but there are other causes
which contribute to their resulise. Inability ol patient to
resist infection from any cause, but especially in cases of
chronic renal and cardiac discase. Chronie constipation and

hepatls congestion often found together.
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Bxposure ar any other condition giving rise to hyperaemia and
hypertrophy of the lymphatic system as after abortion &e.,
Another factor having a markex contributing effect is the time
of the infection. Any infection is more likely at the time of
menstruation, esﬁecially gonorrhea. JIn the female pelvis there
are periedical changes ocourring which eonstitute in themselves
the initial changes in inflammation, simply from a plus of

the normal physiologiecal tunction,and this without the presence
of any organisms &8¢t 2ll. It is agreed by all investigators
that thers is normally an absence of micro-organisms above the
sarvix, though from an anatomical point of view we would expect
the uterus and admexa& to ba favorably placed for the presence
of numerous organisms. This being the ocase we can see that
apart from infection from ether organs, the pelvie peritoneum

4s hardly likely to be infected primarily except perhaps by
tubercle~-bacilli. How then is the presence of adhesions found
with eysts of non-inflammatory origin and tumours in the pelvis
to be accountsd for, In many cases as for instance fibroids,
aceompany ing disease of the tubes will account for the
infection, but in any of ‘hese¢ casas apart from such ihreotion
we have a suitable sondition for the infaction4y BeCeCo

The tumour or cyst by pressure or frigtion,gives rise to an
impaired eondition of the peritoneum which allows of B.C.C.
migration. 8% Sanger has stated that an aseptic accumnl&tion
of blood in the pelvis, as for instance in a ruptured tubal
pregnancy oan give rise to & localizad peritonitis,
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but this does not do away with the presence of organisms.,
&8 here 00 a4 suitable condition for B.ctc. infeotions ohtains.
The absence of baateria above the eervix is of
intersst in regard to oases of hasmotosalpinx and hydrosalpinx,
While these conditions are as a rmle looked on as & distinct
stage of a salpingitis and perisalpingitis eausing ocolusion
of the ostium with accurmulation of fAuid in the tubes 1t has
reconily been denied that this is always the case. Rio Branco
and Dascomps (Bulletins st Memoires de la Soc. Anat de Paris
June 1502) have asserted that & hydrosalpinx is very often a
primary eyst,and While (British Journal of Obstetrics and
Gynascology Mar 1503) accounts for ths adhesions found xound « fiese
Cases as being exaclly like the adhesions which oceccwur wilh.
any tumour in the pelvis, ce.g5.s a8 bodng a result and not a
causative ractor of the hydrosalpinx. Menge from the fluid of a
large number of cases of hydrogalpink has hesn unable %0
demonstirats the Presence of any micro-orgenisms sithsr by
cutture or by the mieroscops. White contends that a large
nuaber of these cases of hyd;osalﬁinx ars due to congenital
oecclusion of the ftubhes, and says it 1s not justifiable to look
on them as inflamrmatory in origin becanse we f£ind adhesions
present at the oparation. Doran (Trans. ILond. Obébt. Soe
Vol X¥X1 1899) has shown that as o result of pusrperal
infection it is possible o get a parimatritic oleosure of the
tubes resulting in hydrosalpinx, essentially inflammatory in

origin, though the tube itself has never been inflamed.
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In either case the presence of adhesions ecan be explained.

In refersnce to the oscurrence of peritonitis with the formation
of anhedians in post-operative cases, we have here the two
additional elements of trauma,and the practical impossibility
of sxoluding definitely misro-organisms at the operation.

By many observers it is held that posti-operative peritonitis cf
wha tever degree is septic i.e., due %o pathogenie organitna.
But we must admit the posaibility of petting a simple plastic
peritonitis as the result of 1nieation of various chemicals
into the abdomen of animals. It may be that in the simple
post-operative peritonitis such as ocours after any abdominal
section the peritoneoum is able to destroy the causative
organicua, but in many ecases where it has been tried to obtain
;ruwtha of organitﬁa from the peritoneum Quring and at the

end of the operationthe result has been negative. We must
rather recognize & peritonitis as an attempt on the part of the
peritonewm to repair lecal injury and this I take it is how we
should look on the peritoneal adhesions formed as result of say
a ventrofixation. Simple plastic peritonitis ocecurs in mere or
less degree in eicry case where the abdomen is spex&ted opened
and is to be regarded as a regenerative process. The question,
whether non-infected areas in‘beritonenm and sutures can give

- prise to effusion with consequent adhesions has been sald to
depend on whether the injury has gons below the serous surface;
as where there is no sepsis the serous cells heal over the raw

surface.



.:rocsor denies that adhesions can be formed simply by trauma
if there is no infection, but as we have seen it is impossible
always to exclude infection. It seems reasonable to suppose
that the more the peritonsum is exposed and handled apart
altogether from the increased risk of infection from without,
the more likely it is to become the seat of an inflammatory
gffusion with the possibility of formation of adhesions. The
same applies to irritation of peritoncum by chemiecals and
antiseptics and also to the shoife of ligatures, whether
absorbable or not. In either case the ligature, is for khe
time being a foreign body, and there will be effusion round it
and possibly adhesions formed to the omentum, but while an
absorbable ligature soon ceases %to act as foreign body, an
unabsorbable one remains, and at best becomes encapsuled afte:
a time, but the adhesions already formed are stronger and les:
likely to bd absorbed. Theoretically an aseptic unabsorbable
ligature when used in ‘an aseptic cavity ought te become en-
capsuled and remain dburied, dbut very often they @o not, and
such ligatures are a frequent source of trouble afterwards.
The orgagtfed inflammatory tissue round the ligature is poor.
nourished timaus tissue, and we know that micro-organisms
have an affinity for injured tissue, so that in any plase near
the bowels we can see how it may becore a source of latent
danger. A seetion of a small tumour removed from the pelvis
of a patient who had had a salpingo-oophorectomy done 2 years
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praviously,and whe had had pain in that side ever since, shewed
a piece of silk practically unaltered, except for infiltration
of a few lencocytes thfough the strands of the silk. These
inflammatory tumours, which, though generally small, may be of
econsiderable sizs, present histologically the appearance of a
fibro-saraoma, but elinically are not se.g and I have

seen sevefal such cases when & second operation was necessary
from the pain caused by the adhesions attached to such & foous.
Dgendl Pascha (Centralblatt fiir Chirurgie No. 39, 1897)
records sase of & tumour in the omentum and tr&aaverae eolon
following radieal eure for hernia., The tumnuﬁpzériae to
cymptoms of intestinal obsiruction. After removing the tumour
and resecting part of the bowel a pimee of silk ligature used
to tie off tha omentum at the previous operation was found in
the eentre of the tumour, which microscopieally was a fibro
sarceomae The after history of the patient is not giveme.

Baaun (anals of Surgery May 1202) racords 30 cases ef '
abdominal and omentum tumours the result er‘inIIAmmation round
8ilk ligatures used in the abdominal cavity. The tumours varied
in size up to that of an orange. In 14 out of the 80 cases the
tumours disappeared after scme time. Braun says théy may osour
from 4 weeks to 3 years after operation, and as a result of
his observations advises catgut always to be used in the

abdominal cavity.
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Two cases I have recently seen, both of whom had had the
ovaries resscted, one 1€ months the other 2 years previously,
and in whom & second operation was necessary, shewed the
ligatures, in both cases tendons, shining through a layer of
inflammatory organized tissue, and in both cases the ovaries
being adherent in Douglas® pouch. On cutting sections through
these buried tendons ,there was considerable infiltration of
the strands of the tendons, by lencocytes, and apparently the
tendons would have been absorbed in %ime, but whether the
adhesions formed round them would also have been absorbed is
difficult to say. In another case where & patient had had his
appendix removed 8 days previous to death from cerebrel
embolism and in which I had a chance of examining sections of
the catgut used to tie off the stump, the condition was very
different, as here after & days there was marked infiltration
and commencing absorption of the eatgut. Naturally the exudate
formed here would be more likely also to be absorbed and so not
give rise to trouble.afterwards. The protective peritonitis
occenrring as a result of malignant disease is of course quite
secondary and unimportant in comparison with the @ausal factore
One fact worth mentioning in this conneetion is that in some |
cases the malignant disease seems to spread rapidly along these
protective adhesions, possibly through the iymph vessels in
them.
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Probably the most eommon causs of this eondition is where the
peritoneum is invadad by papillomatous growths, the result of
rupture of papillomatous erst of the ovary. In this condition
too ,we get the enoysted eollections of fluid in the peritoneum
gimilar to the condition that is found in tubercular peritonitiys
Symptom4 & Results.- Hers we must remember that
pelvie peritenitis is generally & secondary result and also %
that inflammation of the pelvie peritoneum seems to oocour
with 1less violence than inflammation in the upper abdomen and
peritoneun generally. In the acute stages the symptoms are
those of the eausal factor with exacarbation in severity when
the peritoneum itsell hecomes involved. This applies
particularly %o the pain present, to the fever and the pulse
rate. In the great majority of cases . a chroniec pelvie
periﬁonitis so called is the result of and continuems with
geme some chronic tubal or uterine inflarmation and as such
can not be said to have a dsfinite symptomatology of its own,
but when that eausal trouble has become dormant or been eured
then the peritonitis exudates nmay give rise to symptoms, and
thesc symptoms are protean. The sympitoms will depend to a
great extent on the positidn of the exudates and adhesions,
on their density and their duration and on the organs they
involve, and the posistion of those organs at the time they
have become involved, or that they have assumed as a result of

their involvement.
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And also on the cause of the adhesions and whether that cause
has csased to act, in whish case we may put the symptoms down
as baing dAireectly Aue to these exudates, but if the exeiting
focus has not ceased to act, then only part of the symptoms
may be due to the invélvement of the peritoneum. In the same
way that the presence of adhesions about the gail bladder may
give riss to all sorts of symptoms, sc those in the pelvis may
give rige to all sorts of abscure syrmptoms and vague pains,
sometimes very severe, and often making life a misery and
perhaps causing the patisnt to be put Aown as hysterical or
hypochondriacale

fain is the most marked feature and will be
considered firste Ke . Lennander (Mitteiliingen ails den
@renzgehbeiten der Madizin und Chirurpgie 1902.) as & result
of his experiments and observations during operations has come
td the conclusion that 14 is only the parietal peritoneum which
is sensitive and that the serous covering of the abdominal
viscera,and all those organs exclusively innervated by the
sympc.thetic systom are without sensibility. He maintains that
none of the organs so supplied,and the peritonevm cores under
this category, ean be the source of pain unless 1t is
adherent %o the parietal peritoneum or an inglarmmatory
process originating in the same, which has progressed to the
parictal peritonsum. This being so would account for the
faet that we do not.nocasaarily got pain always when

adhesions are presant,
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But when we come to analyze 1t further it does not seem
adequate to explain all cases where pain is present, @eg.,
apart from she causative foous being still astive and giving
rise to fresh infection. Ovarian tumours, for instance, are as
& rule painless unless complicated by adhesions, i.e., apart
from any acute condition as itwisting of the pediele, but
ovarian tumours or any fturwour may be Aensaly adherent and
st111 not cause pain, as a oase which will be quoted later
1llustrates. And though the presence of pain with tumours very
often is due to adhesions it is not always so, as for instance
the presence of pain with fibroids as & rule indicatessome
commencing degeneration. And then in many cases with adhesions
present, there may be no pain, and in other cases with apparente
ly similar adhesions there is great pain. When adhesions are .
present which do not involve the par&etai peritoneum and which
cause pain,we freauently notice that the area of this pain does
not coincide with the position of the adhesions, in other
words that the pain is referred. We very frequently find
patients with pelvic disease who complain of pain down the
legsor on the surface of the abdomen quite above the pelvis.
Such pains are frequently spoken of as reflex pains, or as
being dAue to pressurse or streteching of the nerves going to
that particular spot, but frequently &+ operation we find
adhesions and other lesions which anatomically do not explain
the pains and yet gfter release of such adhesions the pain is

curede f



=3l
Admitted that we 4o at tim‘u. goet a neuritis, say from trauma
at labor, or as a result of some infection causing inflammatory
exudate pmuing on the nerve filaments and geing giving rise
to constant pain or loss of power of movement, in the same way
that the intense pain accompanying phlegmasia alba dolens is
considered as due to the aescompanying neuritis, still this £
does not account for all eases where pain is present. From the |
pelvic viscera a continuous stream of energy passes to the
spinal cord via the sympathetic. In the spinal cord there are
cells which are concerned with motofr, sensory and secretory
functions. When there is any disease of the pelvie viscera there
is an increased amount of énergy passes via the sympathetie
to the spinal cord and here it may affect neighbouring cells
and sc act as a stimmlus to them, and producs symptoms
according to the function of the nerve eells se stimulated
e.g., motor, sensory pr secretory. The sympakhetis is really
the nerve supply of the viscera as apart from the somatic
nerves which supplg the abdominal wall &e., In the same area
of the spinal cord, eslls are present which eorrespond to
different areas of distribution by different nerves, so that
a stimmlus arising from a diseased vissus reaching the cells
eonnected with a sensory nerve in the spinal cord, causes the
pain to be regarred to the peripheral distribution of that
nerve in the external body wall.
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so that we we may get hyperaesthemia of skin quite remote from
the focus of troublae. And the same also with a motor nerve -
the stimulation results in the eontraction of the muscles
supplisd by that nerve,hence in pelvie disease we find the
abdominal rmscles rigid,mostly on the side of the focus of
trouble, but there may be hyperaesthesia and rigidity of the
abdominal muscles generally, and here we get a condition
simulating symptomatiecally a general peritonitis. Also in the
eass of secreting nerves, as bladder irritibility the result
of some pelvie trouble not neesssarily involving the bladder
wall at all. The law regulating the distribution of pain in
viscaral disease is dspandent on the faot that when a stimulus
reachas a sensory narve in any part of its course from the
periphsry to the brain, the resultant pain is always felt in
the region of the peripheral distribution of that nerve. Head
(Brain Vol XV1 1893) pgives the following eonnexions for this

reforred pain.

Qovary Connected with ssgment of I0Oth dorsal nervee.
Tube » " “ " 1lth & 12th dorsal nerve
Uterus * " - % i0th, 1i%h, 12th dorsal

zerve, 1st, 2nd, 3rd
4th sacrial.
Rectum " " " " 2nd, 3rd, 4th sacral.
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The sympathetic supply of the pelvic visgera is by the
hypogastric with its various smaller plexuses and these have
connexions especially with the 3rd and 4th saeral nerves.
Affections of the serous ooveriﬂg itself does not cause |
referred pain, but loeal pain, which feollows the lines of the
peripheral nerves and is associated with deep tenderness over
the affected point only, so that the referred pain in cases of
adhesions must be taken as being due to the involvement of
particular organs by the adhesions. The lumbaer and sacral
plexuses are quite behind the peritoneum and in the substance
of the muscle, so that apart from a gross tumour or extensive
inflammatory trouble they are hardly likely to be directly
involvede |

Pain would naturally be expected to be present
in eases of 0ld perisalpingitis at the time of the menses due
to the engorgement of the uterus and adnexa at that periode
This has already been mentioned in dealing with gonorrhooli
infeetion. The dysmenorrhoea of salpingitis eomplicated by
aahesicde begins as a rule several days before bleeding starts,
end unlike the pain with anteflexion lasts as a rule right
thvopsh through the period. Ané even though the tube itself
is practically normal and all trace of inflammation has
Aisappeared from the lumen of tubes and uterus, yet the
adhesions, if extensiven may g€ive rise to so much pain as te
demand operation net on ascount of danger to the patient's life,
but to relieve her from this intolerable dysmenorrhoea.
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Naturally in these cases we cunnot differentiate between the
pain due to involvement of the tube, and that due to involvemer
of the ovaries,as they are mostly associated together. In caset
where %here is an organizZed exudate on the surfase of the ovar
which prevents the rupture of the Graafian folliocles we have
the cansal fector of the so called "ovarian dysmenorrhoea®
and also of the condition of micro-cystic degenearation of the
ovaries. In this econdition we may éet not only the ordinary
dysmenorrhoea but the so called "Mittel~Schmerz" from the fact
that ovulation is not necessarily aynehfonous with menstruatio
Another factor of the paln is too the exndates binding the
ovaries and subes in abnormal positions in the pelvis. The
contraction of exvdates formed on the surface of the 6vary may
be of such & degreec as to produce & sclerosis or fibrosis of
the ovary ,such as occurs in those oases which develop
dysnenorrhoed after some inflammatory astack in the pelvis.
At first sfter the acuie steps are past, the menstrural pofiod
mey be one of actunl relief, passing gradually into one of
great paine We notice this especially in cases of acute
ga;pingo-oéphoritie passing gradually into the chronie
conditioh without treatment. Or again atrophy of the ovary es
apart from fibrosis may apparently be chused by adhesions,
gausing either a temporary or & perménent ancnorrhoed.
Pozzi has remerked that we may even get & premature m&nopanlo

and the following was probably an instance of thise
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A. Mc.D., Ast 29, Fir#t seen Feb 1901 giving the following
historys Married 6 years 1 child 5 ypars and 3 months
previously. Complained that her periofa had ccased for the
last 3 months. After the child was bbrn patient first began
to nafe dysmenorrhoea,and 2 years latex was operated one I
found this operation was for tuberculér paritoni*is and at thas
time the uterus was retroflexed and all the pelvic organs were
densely adherent, 8o that nothing was rfmoved. After the
operaiion the patient's general condition improved, but the
pain‘at.the menstrual periocd 1noreasqé and the amomnt lost
gradually decreased. During 1899 her dénses wvere very irregu-
lar and lasted only 1 day as a rula,?b@t thore was always '
severs pain. At the end of 1900 thay éaaged altogether.
In Febe 1901 patient’s Jeneral conditfon}was goode. There was
no anagmia and no symptoms nor signs @r égbercle. The breasts
were tlacoid. P,V. Uterus about no*mai inxsize, but fixed in
rotnorlexion, and dense adhesions rel* in & {th}r fornix. I
have seen the patient frequently dur*ng the 1ast 2 years and
the period has never returnsde On quasuioniqg,sne says that
thq‘lezual appetite, which was previou%lv welllharked has
gradually dec¢reased since the end of 1200. In ALgust 1003
the breasts were flaccid and the glan& tissue hae apparently
atrophied. P.V. Atrophic changes in v{bfnn-uteruq small -

, #
still retroflexed and adhesions to be felt on @ither side.
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(The patient's husband has besn in Western Australia for the
last 8 months,fvhichiprobubly helps to account for the
atrophic ohaqées 1nnﬁhs vagina.) Sexual appetite still in
lbeyance. ?qtient's éeneral cendition good, and her increase
of waight h&s been maﬁntained. There &rs no symptome from her
rutrerlexian, Just &s ve would expect &n a post-climacteric
condit;bn. In this cabe I take it that the adhesions round
the of%r&ée have pnﬂbahly produced an atrophic condition
loadﬂ ﬁo a prematuqa change of 1ifee.

Blhdder 4vmytons the resul* of adhesiona are fairly frequent,

;%u* we rbtice how {nfrkquon* asdhesions between the anterior

f‘uteri na wall and “ho blﬁdder are, in oonparison wlith those
found on the posterioﬁ\aspec* of the uterus. This is probably
accounted for by the fac*\fhﬁt in 8 preat number of the cases
of pelvic peritobi*is the intec*ion is secondary to tubal
trcuble,?and thaﬁ the oatiaipf the tubes are normmally on the
posterio% aspect of the broé&\ligament, and that pelvie
exud&teéﬁtcnd to gravitate ;iﬁﬁo +he pouch of Douglese.

The et!e%t of effusion 1s %o bgﬁng about & condition of fixity.
Rffusion Vourd a bladder which hhz been neglected in over-
dietansioﬂ may cause the bladdér ,o be fixed in that condit*on.
In the eanw woy with a rectum éhrcnicallv distended or
con*rhcted at the time of »ft&s-ov. ‘Another factor too is the
more treqﬁépt al teration of tée volnﬁe of the bladder than

. off the roét&m. The bladder b;ﬁng constently filled and
enptied véu#d‘not tond %o beckme fixed, apd if adhesions @id

/ i

|
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form they would tend to i:é stretched - a sort of natural
massage. This too indicates the line of treatment in cases of
exudates foming round the rectum. The following case
illustrates the effect of adhesions in giving rise to
symptoms of pain, rreqmnﬁg end in this case apparently fo
in-continence. E. M, aet 22. single, Complains of inability
to hold her urflne, more especially at the time of menstruation,
during which period she has great pain and frequenskkyey of
micturition. Has been treated with medicine for some years.

Pe Ve Vasina; and urethra nomal. Uterns retroverted but comes
fdrwﬁrde not very freely. On opening the abdomen several
strands of adhesions were found Stretchéfdlg from the tubes and
uterus to the posterior bladder wall, Adnexa apparently normal.
These adhesions were freed and the uﬁerue suspended, and sinoov
that time the patient has been quite free from trouble., In this
case there was no history of pelvic inflammation, but the
symptoms had started some few months after an attack of

typhoid 6 years previously. We nust recognize, that retro-
aisplacemsnts fixed or moveable ean, per se give rise to'
bladder symptoms by interfering with the utero-kiskszkx visical
econnexions, and that these symptoms may be quii;o relieved by
correcting the uterine displacement. And this applies
particularly to those casss of uterina displacement accompanied
by some degree of prolapse. From the frequency with which
inflammatory conditions ocour in the female pelvie we would
expect stricture of the rectum and sigmoid flexure of the eolon
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to be & common result, especinlly as in cases where there is
a long mesentery to the sigmoid it ir so often found at the
focus of inflammatory trouble, and ws get the sigmoid kinked
at daifferent angles forming ths "W" ard *vr* ghaped sigmoid
flexure fairly frequantly,esen apart from inflamatory trouble,
where we would expect the inflammatory exudate %o accentuate
these conditions, by forming adhesions botween the limbsas of
the sigmoid. But though obstinate constipation and ballooning
of the rectﬁn are common, stricture is not, urless due to
malignant infiltration,. But acdhesions between the rectum and
sigmoid and the adrexa or the uterns do fairly frequently
produce changes in the peristaltis and nutrition of the bowel =
giving rise to catarrh or distension ulceration with conse=
quent aiarrhose, or dilatation leadiig to coprostasis and '
possibly ileus or paralysis,whick may end fatally. Reotal,
adhesions would tend to be siretched when ths bowels were
opened ,and the pain so caused may be encther tabtor in
inereasing the tendency to conétipation. It would seem that
obstruction of the rectum coes not occué unless there is
considarable perirectal infiltration,and when perirectal
adhesions tend to cause constrietion it is practically always
4n the upper third of the rectum where the lumen is narrowest.
8uch cases as & rule tend to clear up of themse¥ves if time :
1s allowed, but may cause such acute symptoms as %o necessitate

a colotomye
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As bafors mentioned 1t is sometimes a Aiffigult matter to
estimate which of the symptoms are due to adhesions and which
are due to some other lesion which may be present. This applies
particularly to cases of retrodisplacement - retroversion

and retroflexion. By many authorities it is held that a simple
uncomplicated retrodisplacement gives rise to no symp toms ,and
certainly we do occcasionally sce such cases. There are a great
number of oases of retrodisplacement which Aro complicated by
adhesions,and thsse practically always do give rise to
symptoms. On the othwr hand cases of simple retrodisplacement
are met Qith which give rise to practically the same symptoms
as when thera are adhesions present. We must remember that

a retrodisplacement is generally accompanied by a more or less
complete prolapse of the ovaries, and this itself may give
rise to symptoms. Granted that a simple uncomplicated retro-
displacement doas not give rise to any symptoms, it does noi
follow that it will naver give rise %o any. We might argue the
same of cases of aerror of refraltion or of cardiac and renal
diseass which are discovered by accident. Inherantly the
canse® which produce retrodisplacement engender the compli=-
cations by elteration in the circulation produced by the pino
of venoms tension favoring inflammation in the cavity of and
outside the nterus., And in the pelvis there 1s always the
possibility of infection and as we have seen it is this
infection that determines the presence of adhesions.
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ﬁo that here the prophylaxis is to correot the displacement and
Jso lessen the chance of fu*ure infection with resulting
/Mldhosions. The preater number of cases of fixed retropositions
are a result of, or occu~ with, chronic tubal and ovarian
disease, with all their» invalidizing possibilities, and it is
to ihis class that Reed refers to,as among the most distressing
and persistent of walking diseasss. 0f 300 Gynascologieal cases
I have s9on at the Out=Patient Dcvérﬁmeﬁt Auring the last 2
yeaws in 70 the uterus was in & position of retrodisplacement,
and in 37 cases there were adhesions interfsring %0 a greater
or 1ass.extent with i%s mohility., OF the other 335 cases 22
were cases in which the uterus wes retrodisplaced as a stape of
descent of the uterus mostly due %o tears in the passages,but
in wihich the utsrine body was apparently not fixed by adhesions,
In the remaining 1ll, in none of whom the sv.,port below was
deficient, and 8 of whom had symptoms more or less directly
referabls to the displacenment, the utarus except in 2 cases

to be mentioned, could be got forwarl, and there was apparently
no fixation. The 2 excepted sasss were diagnozed as being fixed
retrodispla&ements,one of these under anaestheeia, but on
opening the abdomen the uterus was found to come forwards

quite freely and there were no adhesionse. In both these cases
there were well marked utero-sacral or rather utero-rectal
ligaments, &nd the fundus had apparently become caught hetween

these,and on bimanual examination seemed Fixede



odl=

Both paticnts were single, and there was no history of
inflammatory trouble, but one sase had prevliously been dllated
for dysmenorrhoes, due, shs said, 4o anteflexion. Vedaler
maintains that in 409 of nases of reirodisplacement there are
no symptoms, and that symptoms when ther do arise are
secondary and due to interference with the functions of
conception, presnancy and menstruation - 4o chronic metritis
and endometritis produced by the displacamant, to pelvie
peritonitis and accompanying ddésease of the appendages.
;robably cagesd of retrodisplacesment piving rise ¢o no'symptoms
would be moPe Frequent in peivase practice than in Hospital
patients.

In regard 407 presence of adhesions inflnencing
pregnancy. A8 a rule patients with extensive adhesions are
oterila,probablﬁﬁio the precading caunsative Tzctor ¢f the
adhesions ~ endometritis &c., or to ocolusion of the tubes,
But when such patients do become prsgnant, the pregnancy may
or may not be abnormale If the adhesions are not too firm they
may be stretched by thé growing uterus as apparently happened
in the following case. M. We aot 23, married 4 monthse.
Complains of severe dQSmenorrhooa and great pain when the
bowols are opened - especially at the time of menstruatione.
P.V.e uterus anteflexed and reitroposed - being apparently fixed
: bdck to the posterior wall of pelvis, and eould not be got

forwards even under anagsithesiae
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No history of inflammatory trouble except typhoid I0 vears
previously. Two months later patient became pregnante During
the first 5 months the patient suffered from severs dragging
pains in the lower abdomen and was obliged to stay in bed for
6 weeks on account of severe vomitinge At 4 months questation
the uterus was forwards, put there vaé still & tautness in the
BEEET eul de sac. After Qimonth' the pains gradually ceased
and the child was born af;rull time, A year after eonfinement
the uterus was normal 1nAaizo and position and mobility was
unimpaired. The pariods{ﬁava been presant for 6months, the
patient has ’factieallm}no dysmenorrhoaa and the pain 4n the
bowel during and after/ defakcetion has quite ceased. This
pain,she remembered having had ,frem the time memstruation Tirst
appeared at l4. He#@ tbo the adhesions present may have had
something to do with thHe exaggeration of the vomiting of
pregnancy. Taylor ( Ann. of Gyn. and éedrat”ics May 1901) says
the vomiting ot‘prbgn@ney may be kept up and exaggerated by the
prosence of bands of %ahesions running from the growing uterus
to various parts of the intestinal canal. In the case above
apparantly the adhecipns had besome stretched by the growing
uterus but when thow Pre strong and k% fibrous they seem to be
a frequent cause bf?#@aurrant abortions., generally about the
3rd ala 6th nonth«jiﬂﬂgle the uterus is growing, from some
sudden movemant tHe adhesions may be ruptured,fiving rise to
‘gudden pein and shock. This was so much the case in one case
I saw in England,that|a diagnosis of axhauterine pregnancy

was at first mada, ,‘
A !
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The patient had had amenorrhoea for Ip weeks, and was brought
to the Hospital complaining of sudden severe pain in the pelvis
after jumping off a step-ladder. Temperature was subnormal,
pulse 130-140,and patient looked altogether like a ruptured
ectopic cass. No vaginal bleeding, but vaginal examination
shewed uterui the size of a 3 months gestation, and an indis-
tinet boggy feeling behdtd the uterus, which was in good '
position forwards. After a few days rest the condition ecleared
upe On looking up the notes of her previous attendance at the
out-patient department, it was found that at her last attendance
6 months previously, the utsrus had been retroflexed and fixed,
and she had been advised to have an operation. After finding out
the previous eondition the dlagnosis of pregnancy in fixed
retroflexion with sudden bursting of the adhesions was made

J. We Tavlor (B. M. J. April 1903) cites the case of a woman
who had had 4 miscarriages in 3 years, apparently due to the
adhesions the result of an old.appendicitis, and after the
removal of the appendix and breaking down the alesions she had
geveral children without troublee.

Salpingitis with adhesions is certainly a
serious complication of pregnancy, and some American authors
even advise thata patient who is known to have extensive
adhesions should be warned against running the risk of
pregnancy. The adhesions produced by ventrofixation might aet
in the same way if the patient became pregnant, and if the
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adhesions are steetched, they probably would not contract again
after pregnancy with involation of the uterus, as they are
fibrous tissue. 1In this respect the opération of ventro=-
‘fixation differs from operations for shortening of the réund
ligaments, which, as they 4o contain muscular fibres, would
contract pari-passu with the uterus. In this respect I may
cite the following case whom I have seen just recently. She
came complaining of symptoms of miscarriage at about 3 monthse
She had had a ventrofixation done & rears ago, silk béing used
for fixing the uterus. She has had two children sinee, both
labors being difficult, and instrumente having been used. The
last time ,2 years ago,she was in labor for 2% davs. P. V.
examination showed the uterus large and meX? soft and fixing 1%
to the anterior abdominal wall could he felt a strong band.
On pressing the cervix backwards a Aistinet depression couid
be secen in the lower part of the old sear, which was otherwise
goods Previous to the ventrofixation 8 years ago the patient
had had 3 children - all labors being, from herm aceount,
exceptioﬁally easy. In this case apparently either the uterus
had developed at the expense of the posterior wall, or the
bands must have stretched, but judging from how firmly the
fundus was attached to the anterior abdominal wall I should
think the former condition teook place, and hence the dystocia.
We have seen in reference to ligatures that probably the bands
formed as the result of using an unabsorbable ligature such as

8ilk ,would be stronger and firmer than those formed as the
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result of an absorbable cne, and especially so in the case
of a ventrofixation as distinct from a ventrosuspension.
In 5 cases at the Adelaide Hospital in whom a Ventrosusﬁansion
had besn done at periods varying from 6 months to 2 years

akgut being used
previousfyn,and in which I had the opportunity 8 of seeing
the ahdomen reopenad, in only one was there any sign of a
suspens@ypory ligament, 1In 3 of the cases the uterus was
agein retroverted at the 2nd.operation and in none of the cases
had pregnancy intervened betwesn the 2 operationse.
Another woman I saw recently seems worth mentioning heree
C. P. 8t 28. 2 para the last 3 yvears ago. In May 1901 héd
Bmmett's operation for repair of cervical tear and in June 190X
had ventrosuspsension done for fixed retroflexion using
Kengarooc tendons. On 16.8.02 had miscarriage of quadruplets
at 6 months = all being born alive, with 12 hours interval
batween the first and fourth. She had retained placenta and was
curet*ed. On 24.3 03 paelvie examination disclosed a bilateral
tear of oervix - uterus in good position and freely moveablee.
No bands to be felt anterially, but paticnt says that during'
the time she was carrying she had severe Aragging pains
radiating from the old sear and great froquency of micturition.
In these ocases of ventrosuspension we endeavour to get the '
formation of bands of adhesions to hold the uterus in position,
temporarily at least, till the proper ligaments recover their

tone. We know that cases of retrod@isplacement - the result
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of deficient support below, are ofien prevented from becoming
prolapsed by the occurrence of a pelvic peritonitis resulting
in adhesions holding up ths uteryus. In the same way Pryor
treats retrodisplacements by opening Bouglas® pouch,and by the
introduction of gauze endeavours to gnt bands formed behind
the uterus to pull the cervix backwards, The same principle
underlies Perraris operation {Archiv. Ttaliaro ai Cinecologia
Dec 1902) '

Adhesions of the intestines ard short omental
adhesions pulling on the stomach and 4ransverse colon are a
common cause of persistent pain in the lower part of the
abdomen ,0f griping ,and sometimes of vomiting e.g., apart from
intestinal obstruction. The omentum being fixed below would
naturally interfere to'soms extent with the xk mobilify of the
stomach,and tend to pull both the transverse colon and the
sfomach downwards, so that in such a case we would have increased
stomach resonance. An interesting case illustrating this is
the following. M. Fo aet 30, Nullipara, Was operated on 9
months &go, when the appendix and the right tube and ovary
were removed and a ventrosuspension was done using silk
ligatures. The wound suppurated and 4id not heal up for 8
monthse Binco the operation patient says she has auttered
greatlf from indigestion and flatulence, though previously she
was quite free from such trouble. She gave the following
history on the dey I first saw hér 16.4.02. 8ix days ago,after

eating mushrooms she got a severe pain,first in the right leg =



later on in the epigastrium. She vomited several times. She was
under treaiment outside, the vomiting being fairly continuous.
Bowels were opened alter enema the morning of admission. |
The pain is now localized low down in the right iliac région
and shooting down the right leg. T. normal. Pulse 80.

Stomach resonance markedly increased extending down to the

us umbilicus,and it can be seen to be distinctly bulging over
stomach area. P.V. uterus forwards and pulled to right ,with
feeling of rullneéé in right fornix. No peritonitis present.
The vomit was faecal onee after admission. The diagnosis made
at the time was partial obstructécn of thé bowel, probably due
to some adhesions kinking the gut,and the dilatation of the
upper part of the abdomen - apparently the stomach and trans-
versad colon , was put down a&s teing due to the fixation of tﬁe
omentum at the se&t of the old operation causing dragging dn
the stomach. After putting the patient in the knee chest
position, &ﬁd washing out the stomach several times the
gympagms symptoms gradually subsided. The patient refused

any further operative treatment. Six'months later she
contracted acute pneumonia, and'died,When I had the chance of
secing the condition in her pelvis. The sigmoid flexure which
had a long mesentery,was found adherent to the stump of the
right tube, and the great omentum, which was short, was found
denssly adherent in the xkgkt same neighbourhood. The transverse
colon was pulled downwards in the form of a V, and the greater

curvature of the stomach was also lower than usuale
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What had probably 5ivon rise to her symptoms previously, wes

the dilatation of the stomach from soms error in diet causing
dra;ging on the omentum which had kinked or pertially occluded
the lumen of the sigmoid flexure, giving rise to a partial
obstruction of the bowel. As above we have seen that the
presence of adhesions ma§ induce a eondition 1f muttxx inahility
to go through gestation owing to occurrence of abortions, but
probably one of the most important eonditions produced by
adhesions 1s absoluts sterilisty due %o blockare of the
fimbriated end of the tubes. In the great majority of cases
where there has been a sevefe attack of perisalpingitis present,
espacially gonorrhoeal and tubereular cases we find this
condition present either 4n one or both sides. Repeated attacks
of perisalpingitis from wh@tevar cause will gi&e rise to the
same condition. Pozzl says that he looks on permeability of

the fimbriated Bnds of the tube as pathognomonic of simple

catarrhad salpingitis which is curable without extiﬂpation.
This does not mean that any tube which at operation is Tound

to be oceluded is to be exiygpated. In cases of hydrosalpinx,
which as we have seen ars mostly sterile, and in mild infections,

and if the patient is very anxious 4o have children an
artificial ostium can be made,and Penrose has eited a case of
pregnancy following such & conservative operation. We have
already mentioned that cases of pusrpernl infection ars less

1ikely to become ocoulated than cases of ponorrhoeal infection
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7+ We. Bain., (Trans. Lond. Obstet. Soe. 1!03 ) holds that if any
1nfeotion is at all chronic we are alrnost aertain to get
occlusion of the fimbrias of the tubes.

In regard to the quaazidn of what share the
presengs of old inflammatory exudates have in the production
of exkauterine pregnancy, it is hard to say much very definites
Practically all writers give them & place in the aetiology of
that condition, but some attach & great deal more importance
to their presence than others. Pozzi believes ghe presence of
adhesions of ovaries and tubes the result of a perisalpingitis,
is the commonast cause of extrauterine pregnancy , but later
researches seem %o place more weight on the condition of the
endothelium of the tubes, though Bland Sutton (Surg. Diseases
of Ovaries and Tubes 1£96) considered a healthy tube as more
likely to become pregnant than one which had been inflamed,
Adhesions &re supposed tox act as a cause by narrowing and
distmbing the lumgen of the tube on their contractione.

Opitz (Beitschrift fur Gebiirts und Cynikologie 1902) asserts
that tubal gestation is Aue to the ovum being lodged in small
diverticula formed by adhesions of the mueosa and as & emx
cause of these diverticula he gives an important place to
peritonitic adhesions causing obstruction of lumen of tube or

by causing traction on the tube and so kinking it.
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Reed has reporied 2 casas of extrauterine pregnancy as occurring

in acecessory diverticula of the tubs which he takes as
congenital, which would o to support Opitzts viewse I have seen

guring the last two years 3 cases of acaessary divefticula

of the tube in specimens rémoved at operaticny and the

condition may be commoner than is gencerally supposed.

Norris (Pathology of Pregnancy) says that while a variety of
causes may operate in producing this condition, i1t is most

probable, from the frequency with which old inflarmatory

diseasa is found coexisting on the other eide, that most cases

of tubal gestation arise from ileus of the tube, resulting in

an inﬁbility“to transnit the contents cof the tube,due to

adhesions. And the presence of adhesions whether they have any
direct pért to play in the aetiology of tubal pregnancy or not,

may influence the course of tubal pPregnancy when it has
occurred. When adhesions are prescnt which are sufficient to

prevent éontractions 0of the tube,the may retard 5§5l¥y

ebortion,and favor rupture of the tuba by the inerease of
ressur: due 0 blood extravasted into the tube. This is
distinctly so in cases where the fimbriae have become adherent
and the tube is practically a closed sac,and the pressure of

the axtravasted blcocod tends t¢ cause a rupture of the tube

at the seat of the plancental site, where the wall of the tube

is weakened by the action of the trophoblastic cells.



And &8 these cells ceasge to act in an active way at about 6 to
& weeks this applies more particularly to the period vp to 8
weekss We have already mentioned tho presence of serous eysts
or so‘called'?awlick's cysts"as a resnlt of chronic peri-
tonitis and that they are of frequent oscurrence, and whin
large may give rise to errors in diagnosis, and they too may
give riscfsymptoms by displacing the parts sither in the pelvis
or above, and by the pressure and tension which they exerte
They are frequently diagnosed before operation as ovarian éystso
The wall is eomposed of organized exudnte bound on to the bowels
or other viscera, and naturally as we would expect their
pﬁtline is not so defined as an ordinary overian crst for
instance. The adhesions forming, or helping toform the wall
of such d cyst may be Shick and qulte resemble an ordinary
cyst wall till disssctoad, and they may contailn large vessels
which may be the source of free haemmorhege 4f not ligatured.
The fluid in these ¢vsts i3 a highly albuminous serous !luid;
yellowish or greenish in c2oz color and not viscid. The faect
that the fluid is always albuminous is worth notiﬁg, as the
cysts they may most easily be confounded with at operation vis.,
parovarian cysts contain practically always a clear non
albuminous fluide Another point about these cysts when they
attain any siza,is that they ars very Trequsntly bound in front
by adherent intestine and so on percussion give a resonant

nO tce
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As a rule they do not give any acute sympioms being the resuls
of a past inflammation, and they apparoptly may become &absorbed
naturallye Targett refers to them as “Perimetritic Cystoma®
and the oéso he recorded, previocusly mentioned, contained 8

to 10 ocunces of fluid.

In cases of rupture of ovariae cysts the fluid
mey becoms sncapsulated by false smebranes and so form a new
intra=psritoneal eyste We know how frequently we get
encysied formation as a result of tubcrcular peritonitis, but
this seems to apply more to the upper abdomen than to the
pelvis 80 does not need t¢ be discussed hnere. In regard to the
history ol cases wheire pelvic exudates and adhesions are
prescnt, and to whether ot not & definite history of inflamma=
tory trouble 18 always %0 be obtained. Though such & history
is often to be obtained, sometimes we do not get mueh help
from it, and sometimes in cases where from the history, we
should axpect t¢ find adhesions, none are found at operation.
Douglas,cited by Reed, reports 2 cases of ovarian tumour in -
both of which there were dcfinite inflarmatory attacks, and at
the operation, &s soon as the inflammation had subsided, there
were no adhesions found, though it was apparently 100 soon to
oxpcet the adhesions to have been absorbede Adhesions may be
the rosult of a foetal peritonitis as showﬁ by Ballantyne
(Trans. Rdin, Obstet. Soc. Vol XV 1390), and some of the results
of euch foetal aahaaiona are interesting. Cases of so~called

fdouble ovary' on one sids have beon shewn to be dus %o
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aivision of the ovary into 2 by bands ths resvlit of foctal
peritonitis. Ruppolt (Archiv. fir Gyndkologie Vol XIVII 1894)
recordaed & én@e of constricted falloplarn tube due to the same
cause. Pozzi mentions in rafasrence to casas of bicornuate uterés
that Q peritoneal bridle is sometimes found extending fromhh@
ractum to bladder above the notch in the rundus, an@ mentions
that this bridle may bem & causgs of dvstocia. And then we
cannot always exclude vulvo-vaginitis in the‘child as a cause
of peritoneal infection, which may glve rise to no symptonms
£111 the period of pubarty. Ana localized poritonitis
accompanying the exanthems;, 80 that we can sce that the
ahsence of a history of inflammation does not always mean that
thera has not bean some in!ection; And we have saen that the
peritonitis due to B.C.C. oceurs &ith vary littlas constitutional
or losal sympioms, aﬁd tﬁis nay glve rise toc adhesions with
tumours. Wa know that a local adhaesive peritonitis Qoes not
always give rise 4o enowgh symptoms for the patient to lie
up. The sffusion of lymph does net necessarily cause any
temperature or other symptoms as woe frequently see in
affusion romwnd a gauze Arain. But &s a rule the abscnce of
puin and the presence of mobility with a tumour means that
there are no adhssions,; but in a larre tumour i1t is often
hard to be sure that immohility i8 net dus 4o the mere size

of the tumoure
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fn this regard the following case i8 of interest. G. V. aat 18,
$ingle .Was brought by her mother to the O.F. martnent. Had only
had 2 periods 18 months ago. Hed noticed crunn ,anuzzmnt of ¢ :
abdomen for the last 11 months. The mother wished to know if her
daughter were pregnant as her naiahhouu had been tuking.

on examination the patient was found to be apparently & virge-
intacta, with a large oystis tumour on the left side. There m no
pain, and the abdominal wall apparently moved guite iru:l.y over th
tumour 811 over. The patient said she had not had the slightest
discomfort ror pain,una absolutely no history of any inflammatory
attack could be obtained, and yetaghe operation an ovarian cyst
was found densely adherent to bowel and omentum on £k its lef¢
lateral and posterior walls, Both tubes were apparently normal,
and the uterus small and an;;umatly infantile in type.

I+ has already been mentioned that the blood
vessels in adhesions may attain a considerable size, especially
when arising from the great omentum or the intestinal oiul.

Routh (Obttot. 8oe. of London. Vol 383 has recorded a case where

@ Tibroid was touna free in mo abaoninal cavity except for
adhesions attaching it to the intestinal eanal and through which it
apparefitly obtained its blood supply.

By some authors varicoccle of the broad
ligament » Senarally unilateral is considered to be a cause of
pelvie pain, ard the presence of inflammatory exudates causing a8
_chronic obstruction to the blood stream is given as one of the
causal faators of this oamutiou,' but in 2 out of 3 cases I have
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~ seen operated on for this condition, there was absolutely no sign
 of any such exudats.
: m relatively rawes oondition of hydrops tubae
:= profluens has also been attributed to the astion of peritoneal
| oxudates causing ooclusion of the fimbriae of the tubes. Orthmann
| (Monats fiir Gsbiirtshilfe #nd Gyndkologio Jan 1903 n.u.:. Pob 26 1903
 records & case where omental adhesions had caused complete division
| of one ?aliopian tube. Patient had & vaginal sosliotomy in 1895
gm- a fixed rc-trongxi:a.n. when the right 4ube and ovary were
mvem In 1902 patient had an abdominal Rhysterectomy done for
 fibroids. It was then found that the left sitds k tube had been
cmlottiy @ivided by & band of omental adhesions. The uterine
‘ _» half was quite closed and also the inner end of the outar piecs,
| "f;’ﬁﬂq the fimbriae were perfect and tha outer part of the estium
| was patent.
| i Prom the mtomiou position of the misx ureters
| “ would expect them to be interfered with at times by the presence
w inflammatory mdptea. Sanger holds that the ureters are more
L distinetly palpable P. V. in a patient who has had periuterine
' Wﬁ.ou. and I ha:va fmuently noticad that this is so.
Dunocan originally drew tha a dissinction between #
rimetritic and a parametritic inflanmation by the fact that in
formor albuminurié was less frequent than in the latter -
iAng a greater frequency of involvemant of the ureter in the
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1t ssems as if their walls were infiltrated by the
inflammatory progess. The presence of inflammatory exudates
may certainly obscur& the relations of the ureters in
operating, and in some of the cases of ureteral anastomoses
pecordsd lately, this operation has been rendered nescessary by
the ureters being soversd owing to this fact. A case which
was opahted on by Mr. MasOormisk at Prince Alfred Hospital
while I was resident there was probably & case of involvement
of the urgter in old inflammatory exwdates., A young woman

who had had the right tubs and ovary mvéé for pyosalpinx
had since the opsration had several attacks of what were
looked on as renal colic, though she had never passed a stionge
Under this supposition the right kidney was explored but no '
stone was found. On passing & bougle down the ureter some
ebstayction was ‘mt with Just below the level of the pelvie
brim, and after considerable diffieculty the obstrustiion was
overcoms and the bougle passed into the bladder. The patient
recovered and has since, I have been %told, had nb further
attacks. Herse apparently the right ureter had become kinked
as a res'ult' of the exudates formed after the operation.
Another case at which I assistsd at the operation gave a
history of gonorrhosa 2 years previously, and according 'to the
patient’s account she was later on laid wp for 6 weeks with
peritonitis. ﬂ
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Since then she has had several attacks of renal colic on the
right side during one of which I saw har. She had never
passed a stons, nor was tbeuanyhlooaiathom. on
examination the right kidney was distinctly enlarged .and tent -
.?.V. shewed a fixed retroflexion with a hard mass on either
u.dc., more marked on the left. When tha abdomen was opened,
matted appendages on either aido were found ,with dense
adhesions to the posterior pelvic wall. On the right side the
ureter could be igt behind the peritoneum and was diatinetly
thickened. The adhesions were broken down, both tubes and
ovaries rﬁoved and the uterus suspended. $Since the operation,
.fune 1902 ,I have seen the patient sevoral times, and she has
had no further trouble with the kidner which is at present
not enlarged. When adhesions ars dense about the neighbourheod
of the sacro-m iliac jJoint some of large veine of the pelvis
are very liable to be injured in breaking down the adhesions
and I have seen the internal iliae vein pricked in such a case,
Adhesions either artificially produced as in the case of
ventrosuspension, or &3 a result of pelviec peritonitis as
between 2 coils of gut, may become pulled out and fom
strands which may give rise to intestinal strangulation or te
internal herniae. 8Several such cases following a 4
fixation have beén recorded (Thomas Amer. .Atournalwor suréery
& Gynaccol. Des 1900, Hall, Journal of Amer. Med Assos.
1899. Jacobs Deutsche Med. Wochenschrift 1894)
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An interesting case the result of adhesions is recorded by
Conflamin.Be M. J. Aug 16. 1902. Patient withb an ovarian

eyst boc@ mdant. She had no symptoms till after delivery,
when she got symptoms pointing to torsion of the pediche,

but was not operated on till 2 weeks after delivery. It was
then found that the ovarian tumour had become adhersnt to the
undor surface of the liver, and on the uterus being emptied
this had dragged down the ovarian oyst the traction causing
interé8rence with the venous and &rterial supply of the oyst
and hence the syriptoms. Adhesions wers freed and oyst

remmoved - the patient x;eeoverinc. Hrsteriocal and neurotic
symptoms in women are often put down as being 4ue to some
genital lesion, and some authors go so far as to say that when
hysteria is habitual and has become & chronic habit it has
always & genital hasis, and cite oases that have been cured by
repair of a cerviecal lageration &c., In many women avd
especially in those who have suffered much at the hands of many
in the way of operations, we will be hard pressed to account
for their symptoms unlees we put them down to the presence of
adhesions or to hysterie, but it must be recognized that such
symptoms must not always he put down %o adhesions, and this

was forcibly impressed on me by the followlng oase.-

M. _
. De H. set 33. Nullipara Complains of constant Aregging

pains in botﬁ iliac regions, and constant pxims burning pains
there. Has had 5 abdominal operations since she was 22.
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The first for ventrofixatiocn, the second for salpingo-
oophorectomy of right side and the third for ulpingo;
oophrectomy of the left side. Patient was somewhat better
after the Brd operation 5 ye#ra ago but this only lasted afe
months and ‘amoo then she has complgimd of the above
symptoms, gradually getting worss. F. V. small atrophic
uterus apparently quite free and nil t.é be felt in the
fornices. After being under treatment with various sedatives
for some .montha,l sant her into the Hospital on the sup-
position that the pains might bs due to some bands of
adhesions - though nothing could be falt. Dr. Hamilton opened
her abdomen, and found absolutely nothing to account for the
pains. There wars no adhesions and the uterus was in the
9m1ndry small atrophio oegxdinen of the post-climacterie.
Patient was signed up as "Pelvie neuralgia" uul for a tw'
months after the operation she seemed better from the pains,
but soon began to complain again. About 6 months ago she
contracted & syphilitic chansre on the vulva,and sinee then
she has never complained of the pains at all. Whether the
condf tion will continue or net alter she is éured ef her
gyphilis it is hard to say, but meanwhile she says she is hmkie
better &s regards pain than she has been for 12 yem.

As adhesions and inflammatory esudates 8o so often involva
the ovaries and uterus, it is natural that many of tha
symptoms arising in women who have suffered frompelviec
inflarnmation should be put down to these, and they probably
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are very often the causal factor, or by the discomfort they
may cause halp to accentuate the neurotic symptoms in such
& patioent.

| Treatment.- Here too we must remember that
pelvie peritonitis is essentially a protective process, and
tends to limit inflammatory action from the pelvic viscera.
Some of the indications for treatment have already been '
mentioned. ¥First in regard to prophrlaxis in cases of
infection .ot the genital organs. BRBarly treatment with the
idea of limiting the infection may prevent the necessity of
having to treat the more serious condition in many cases.
"~ And in the cases that have already become infected,by umm
Nature to limit the infection & by rest, physical and
functional and by treating tha‘;mml condition eof the
patient, and recogniking the principle, that except in the
}’nsonoo of very definite indications early operative inter-
ference is as a mle to be deprecadted. The great majority '
of these cases of pelvie exudates tem‘; %0 e¢lear uvp of theme
selves if time if allowed ,and especially if the causative :
factor has been rationally treated, and has cecascd to act.
But we must remembar that a temporary inflammatory lesion may
give rise toc a ehronic peritoneal lasion, as for instance
endometritis giving rise to & pelviec paritonitis - the
endometritis may be cured but the peritonsal pdhasions remain,
and this appears especially in the case where the uterus has
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been fixed in an abnormal position. Wa must recognize that
when the uterine parenchyme has bain the seat of a profound
and lasting inflammation it is unusual not to have evidences
of perimetritis - adheslions in Douglas® pouch giving rise
to, or maintaining dlsplacemeni of the uterus, and peri-
salpingitis and ovaritis interfering with the normal mobility
and functions of the tubes and ovaries.

We have seén too, that post-pusrperal aiudatea a8 & rule tend
to be absorbed more certaihly than those due to gonorrhoes.
It is as & rule impossible to say how long these exndationd
will take in being absorbed and whether if they persist they
will continue to give rise to symptoms. And than apart from
operatiwe treatment there are other mesns of hastening the
absorption of exudates and adhesions.

: Massage has never taken a great hold in Ewgpkane
English speaking countries, though it has been advoeated very
strongly by the Norwegians and Germans. Many of the
objections to this means of treatment are obvious. When
working in Vienna I had some ohance of seeing this method of
¢reatment as applied in Dr. Chrobaks' clinic, and of the classes
of cases to which it was applisd and also some of the results.
It hes been extensively used there for some years, and their ‘
resul t& certeinly scem to justify its uatg
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It is chiefly in those eases in which the symptoms may be
taken as being due, to & great extent, to the actual presence
of ndhesions shat it 1s used e.g., where the causative focus
has been ireated or has bacome dormant. It is recognized that
those cases due to puerperal infection are the most faverable
ones e«g., exactly those cases which we hawe ssen tend to
aecomo'absorbed themselves if time be given, while cases due
to gonorrhoeal infection with ecnstantly recurring attacks,
are the class of ocases which ares not able to stand the treatment
in the first place, or if they are, &o not seem fo be 80
amenfiable to it. The first indication is tha treatment of the
uterine cavity,és being most cftan the source of the orﬁginﬂl
infectione The first sitting in a massage ¢ass whould not be
more thanvlo minutes, and we must ba gulded to a great extent
as to how the patient feels atter_thq first Taw sittings,

as to whether we should go on. Porsistence of pain, anﬁ
especially any rise of temperafure, aspacially during the
menass, are taken as indfeations to desist from treatment.

The class of cases in which I saw the treatment applied iorl
chiefly cases of malpositions fixed by adhesions or to masees
of pelvic exudate the result of a past salpingtis binding the
ovaries and tubes together. The actual technigue need not be
atssunss] described. It ii wise as & rule to stop the treat-
 ment just before and after the mensee, and not to be in too :
great a hurry to Btretch adhesions, but to be sontent with &



1ittle gain at each sitting. After each sitting hot vaginal
douches were used and then ighythol and glycerine tampons
were inserted isto the vagina, with the idea of softening the
exudations and also helping to maintain any advancef in

[ that has been gained. At lunes loo an ice-bag cs)
nnbilityAplacad over the lower part of the abdomen for some
hours. The treatment probably acts by improving the venous
and lyiaphatie eireulation in the pelvis and so hastening the
absorption of emdatoa,vhuc the mechanical manipulation would
tend to gradually stretch adhesions.

A considerable numbet; of patients whom I had
the chance of examining before, during,and after the treatment
gave me a very faverable impression of the method, but I had
not the chance of seeing if the ocures were permanent, though
I was frequently assured that they were. The following case
which I have selected from the notes of several cases whom I

saw treated may be given.- A. von E. aet 26, 3 para. last

child 18 months ago. Difficult labor &hd was laid up for 8§

weeks subsequently, Gives history of constant discharge,
menorrhagia,and back. and side ache,all dating from the
confinement. i'. V. Profusc lencorrhooe = perineum goode
UJterus onlax;ged - z;etroncxed and fixed in that poaitioxi by
bands behinA the nferus. Both sdnexa low down, tender to
palpation and &lso rixed, gomewhat thickened. T. normale.
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Diagnosis — andomatritis with retroflexion and perimetritis
and porisalpingitis. Uterus was curstted and drained with
iodoform gauze. At tha end of a fortnight the discharge was
much batter and tho patiant felt better. Massage at first
twice woekly. No reaction. After 3 'aeu the uterus was
dscidedly mors moveable ard the tﬁiekaning in the fornices
1ass. A%t the snd of 6 weeks the uterus eounld be got right
tov.rdrds,and kept in thas position by a pessary. .ra.tlent had
now lost her back acha entirely. Massage was continued for &
fortnizht longor. In 3 months sﬁe was able to leewe the
pessa:y out al toéeth?:; as the nterus kept forwards. At the
end of & months Br. Peham, who kKindly sent me copises of the
eontinuation notes of several ecases I had seen treated,
wrote to say he had just sesn the patient and she had been
perfectly well sinee, and was at the %ime of writing 2 months
pregnant again.

ohe advocates of massage elaim that no harm 4s
done if care is taken, and if it is found that massage is not
efficiont an operation can always be dons later. That it is
the surgeons 8im to bring about an amelioration of symptoms ,
and even though an operation may be necessary later, the
patientts tnling@s in regard to wishing to svoid one should

have some weight.

|
]
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And also that in cases where the abdomen is opaned and
adhesions broken down without removing the tubes, often
adnittedly the causative foous, the treatment is no more
retional, and apar: from the actual danger of operation, and th
possibillity of any roorudescence of *the focal disease, which
applies in both oases, there is the liability for the adhesions
to reformt on the bared surfaces,aven admitted that this
dangoer can be minimized by complete haemostasis and covering
the rewsed surfaces with peritoneum where possible.

The treaiment of these cases, and éspeoially
where pein is & predominent feature, by faradic currents is
to he regarded as acting on similar lines to massage, and by
its advocates it is preised.
Ancther method which is Wa in Chrobat's clinic, chiefly
ro»r paramatritic exudates, but also for the reposition of
fixed retroflexions with perdmatritic exvdates, is the method
of Corpression Therapy, by means of & tube containing nereury
and with the patient on the inelined plane, generally in
combination with the use of a shot bAag on the abdominal parietes,
just as is used for chronic constipation. lere the action is
the same as with message 4 and 1t has been to a great extent
superseded by the crdinary mnassage.
Thess methods are to be diatinguichéa‘rrem those where
@dhesions were foreibly broken down by manipulation gensrally
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It 15 gonerally admitiod thct: this method is distinoctly
dangerous,end the same applies to Hohultze's original method
of dealing with fixed retrodisplacements,by dilating the uterw
and introdueing the finger into the uterine cavity and
forcibly replecing it and so breaking down the adhesionse.

The importance of adheaions nowadays is mﬁch
less from an oparative point of view than it was comparatively
fow yoars ago. Formerly universal adhssions were considered
as an absclute contraindication to operation, but not so
now, 2nd I have sscen several cases operated on suecessfully
which had baen opened some years back and the ocase decmed
inoperable on account of universal adhesions. Certainly
adhesions &re sven new the bug bear of the abdominal surgeon,
and probably mors &°© 1n»tha pelvis than in the upper abdomen.
Howard Marsh (B. M. J. Jan 189¢) reports the following case.y
{1llustrating the above.~ A patient with periuterine 1nrlammnfion
was opened, but the adhasions were found to be Sanse that it
was considered dnadvisable to proceed further so the abdomen
was closad. 2 yoars later the abdomen was opened again, when
the adhasions were entirely gone. This illustrates the fact
to0,that the densest adhesions may be absorbed if time is
allowed. That the pain which is as & rule the chief symptom of
adheiioﬁa,may be relieved by simply freeing the adhesions is
well illusirated by the lollowing caso recordad by
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;flll; Perguson, (Jouwrnal of Obstetries & Gynaecology ef
British Bmpirs April 1903.) Patient complained of oonstant
pain in both iliae regimns, the result of old inflammatory
trouble giving rise to adhesions. Or operating he had freed
the adhesions on one si&e,when,arihg to stoppege of respiration
he was obliged to olose the abdomen without touching the other
side. The pationt was quite cured of the pain on the side
the éﬁhasione had been freod on,; while it persisted just as
beiore on the other. I have mentionad how the presenee of
adhesiocns gilves ri#o to trouble by 33%8%6%%& and altering
the normal relations of the parts skm and the dangers of
wounding or cutting acress the urefsrs, of eutiing into the
bowel or bladder, or wounding one of the large pelvic veins
aspecially in the region of the sacroiliac synchondroses, all
of which accidents I huve seen happen and none of which are
iikely to happen unlese the normil relations ars obscurede

A& e rule adhesions can be biroken down comparatively eauiiy
and & ylane of cleavage found along which the adherent organs
can be separated, but probably the mest 4ifficult cases are
those where there is cﬂ%ﬁtxx sclid plaque like condition of
cartilaginous consistency which has been menticned in dealing
wirh subereular infections, As a rule not many of the torn

edhesions will require ligature, ané the bleeding stops itself,
or yields (o heat pressurec.
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Whon the adheszions ara so firmm that shey 4o not tear easily,
4t is better to leave a pisce of adhesion adherent to the
bowed ,for instance than ¢o run the risk of tearing the bowel.
ft has been mentioned that 14 is possible £0 minimize
reformation of adhesions after oparwtion, and here several
faciors may be alludad to. Avoid handling howel as mueh as
muble,by keeping 1+t out of the field of operation by the
use of £1af sponges or ths Trendelsnberg position, by gentle
menipvletion and the avoidance of rough sponging. Use normal
eelt solution and not irritative antiseptics, as these by
themselvas may cause effusion of 1ymphe. Where denudation of
peritoneum is necessary try and cover éuch denuded surface by
flops of peritoneum after ensuring corplete haemostasis,

By the use of absorbable ligatures and the top sewing of out
surfaces in preference tc the bunching that was inevitable
with a 1arge pedicle, as wus formerly done in salpingo=
oophorectony. And lastly but not least,; the ebsemnee.of the
strictest aseptic precautions.

Jessatt (Journal of Obstetrics. of British Bmpire Vol 11 No 5)
in reviewing the causes of trouble after coeliotomy, where the
eomfors end perhaps the 1ife of the patient are endangere@,
gives as the commcnest cause of such ¢rouble the presence of
adhesions, which he says may be cuc %0 1 mild sepsis 2.

undue handling of the guis, 3. improper burying of stumps,
4. leaving clots of blood in tna peritongel cavitiy,
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5, failurs to bring down the great omentum at the end of the
operations We might add to these the use of unabsorbable
ligatures émd the use of drainage, though we have mentioned
how completely the effusicn round a Arain may become absorbed.
But it is frequently in those cases where drainage - nowadays
mostly gauze, has been used, where the peritoneum 1# 80
geriously damaged and where extensive raw surfaces are of
necessity left, that the peritoneum is unable to absorb the
protective exudate that is formed,and which therefore becomes
organized

The prineipal indication for repeated laparotomy
is pain, due most often itc the presence of adhesions, and this
pain may be local or generalized. But the result of repeated
operation is not satisfactory because as & rule after breaking
down the adhesions it is not possible %o cover the raw surfaces
with peritoneum. One method,which has been extensively tried
for the purpoae.or preventing the rawed surfaces from becoming
readherent is the dusting of the dennded surfaces with aristol
or some other sterilized bland powder, but here too the results
have been unsatisfactory. The latest mothod proposed is the
use of sterilized animal membrane, using sheete of éx peri-
toneum subjected to heat-oumol sterilization, It is called
Cargils membrane. Robert & Morris (Medical Record May 17 1902)
records a cule»vhero this ﬁembrans was used for extensive

recurrent adhesions in a patient whose abdomen had previously
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been opensd and adhesions broken down and the surface dusted
with aristol. But the symptoms peesisted after the first
operaticn, and so it was decided to trv the Cargile membrane.
Morris reports that after breaking down the adhesions and |
applying the membrane the relief from pain was immediate.

This is the only ¢ase I have been able t0 find in the literature
so far. Bxperiments made on rabbits shew that the membrane
is abaérbed in from I0 to 30 days, and thdat it causes but
slight constitutional aistﬁrhanea and very little peritoneal
reaction, There must dbe some peritoneal reaction but the
great advantege is that the rawed surfaces are kept apart
until the endothelial cells hare repaired the injury.

gt is not necessary to use sutures as the membrane be'comes
adherent at once to & moist swrface and it is claimed, is not
dislodged af terwards. It may be compared to the use of
protective tissue after skin grafting. If it should prove of
value it ought to fill a distinet mt in abdominal surgery,
and would be of use too for such a parpose as preventing the
rawed edges after the formation of an artifical ostium in the
tube, from becoming adherent. But unless we can be perfectly
gure that the membrane is sterile, & Aifficult matter with any
animal tissue,; it would seem to be rather a risky procedure

to lsave a foreign body in what must be a damaged peritoneal
cavity, where 88 we have seen the absorptive power is impaired.



In cases of pelvic inflammation where after the removal of the
infecting. focus, as for instance the tubes and ovaries,the pain
still parsists, as a rule it may be looked on as being due %o
adhesionse In such cases the most that can be said is that
plret the éource of danger has begen removed and that the symptoms
"111 probably be ameliorated as time goes oh. This raises the
quastion of whether in the operative treatment of inflam-
'Iatcry cases after removing both tubes and ovaries the utérus
should be left - the argument being that by removing it we can
much batter cover all rawed surfaces with peritoneal flaps,

and thus avoid the chance of further adhesion formation round
what is now & ussless organ, and further than that, an organ
liable to be the source of further infeetion. There are

several points in favor of this argument, but probably more
against it. That such infection ean apparently thus take place
is 111ustréted in the following case which I have under my
ecare at thoe Out-patient Department. M. S. aet 43. 7 para.

Had double sappingo-oophorectomy £6r post puerperal infection
in 1694. She had & second section in 1895 for adhesions drawing
the utafus to the right and causing oconstant pain, which was not
relievad by operation. In 1897 the abdomen was again opened and
the adhaesions broken @own on this oocasion aristol being used
to dust over the rawed surfaces. Six weeks after this
operation, as a purulent vdginal discharge still continued,
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the uterus was curetted and immediately after this the patient
had a rise of temperature to I03 to I04 degrees lasting for
gome wesks, but this gradually Qubsidad. Yhen I first saw the
patient in 1902 she complained of const#nt pain,with exacer-
bations in the right iliac region, with constent constipatibn
and occasional attacks of vomiting. On examination there was
Wrmss on deep palpation all ov'er the right iliac region.
P.V. uterus feund to be small and drawn over to the right by‘
do'néo bands of adhesions. On looking through her old notes

I could find no rercrenoe- to whether or not her vermiform
appendix had been removed, and so under the supposition that
part of her trouble might be Que to the involvement of her
appendix, T advised her to go into the Hospital and be
explored again. In april 1903 the abdomen was opened and the
condition as be‘low found. The .riaht lateral surfacae of the
small uterus was the lower focus of the adhesions which were
very dense, and the caput caecum coli the uppere. On searching
for the appendix it was found to be absent, and had
apparently been removed at one ¢f tho previous operations,
though no note had been made of the fast at the time.

The adhesions were freed above, and the rawed surfuce over-
stitched by doubling over the distanded caput cascum coli.

A supra=vaginal amputaticn of the small uterus was @one,
atter wﬁieh the pelvie floor was oovered over with peritoneum
mostly from the bladder aspact, 80 that when this was finished
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there was practically no rawed surface left below. The

wound hoaled per primam. I have seen the patient frequently
since, and she has qu.ite. lost her pain and feels ,as she says,
anoihar womane In this case the original infection had been
a post puerpefal one, and the fresh infection as shewn by the
temporature &c., had either been due to the stirring up of
organisms in the endometrium or due to a fresh infection at
the time of the operation. Whatever the cause, the adhesions
at the last operation were very dense and quite accounted for
her symptoms. This case is of interest too in comparing the
ultimate result with the case previonsly meniloned on page 59.





