Chapter 14
STERILITY AND SEXUAL DISTURBANCES

The disturbances belonging in this chapter will be taken up in the follow-
ing order:
Sterility.
Contraception.
Sterilization.
Dyspareunia.
Sexual Frigidity.
Sexual Hyperesthesia.

STERILITY

The problem of sterility has become one of increasing importance 1in
gynecology. The estimates by different authorities of involuntary sterile
marriages vary from one in ten to one in six. The need for detailed study
of the various aspects of the problem by men in many related fields who were
especially interested in barren couples led to the formation in 1944 of the
American Society for the Study of Sterility. A small booklet prepared by
their Research Correlating Committee, Evaluation of the Barren Marriage,
enumerates the minimal procedures required and may be obtained from this
organization for a nominal sum.

In recent years the heretofore underestimated male responsibility has been
emphasized. This percentage ranges from 30 per cent in some series to 48 per
cent in others. Only a small number of cases show a single lesion which can
be held entirely responsible for the sterility. Usually there is a combination
of lesions in the wife or husband or both, any one of which would probably
not render the couple sterile; but their combined influence is enough to bring
about that result.

It is usually the wife who seeks consultation on this problem because for
some reason the couple assume that inability to conceive must be due to some
feminine inadequacy. The physician on the first visit should explain with an
understanding and sympathetic interest the various factors involved and
should give the patient some estimate of the number of visits and tests needed
and an approximate estimate of the expense so that the couple will not become
discouraged after several visits, A conference should be arranged at which
the problem can be discussed with both husband and wife so that they can
both be aware of the need for a combined investigation. This will frequently
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856 Sterility and Sexual Disturbances

bring out some emotional tensions and psychosomatic factors and their fears
and conflicts can be allayed. In many cases simple reassurance and instrue-
tions as to time of coitus and hygienic measures are all that is necessary, while
in others, especially those with sterility of long standing, a complete and
thorough workup is required.

The questions to be answered are: What is the cause of the infertility?
What can be done to correct it? What. are the chances of accomplishing this
(prognosis) ? What therapy is indicated?

It is the purpose here to give a comprehensive and systematic method of
investigating and treating the sterile couple. On account of limited space,
only essential items can be considered, and the statements concerning these
must be concise and limited to points of diagnostic or therapeutic importance.

Causes

In order to assist in determining the exact cause of the sterility in the
various cases, it is well to consider what is necessary that a normal pregnancy
may take place. It is necessary ordinarily (a) that healthy spermatozoa be
deposited in the vagina, (b) that the spermatozoa remain healthy and pene-
trate into the uterine cavity and into the fallopian tubes, (¢) that a healthy
ovum be formed in the ovary, (d) that it find its way into the fallopian tube,
where it can be fertilized by a spermatozoon, (e) that the fertilized ovum pass
into the uterus, and (f) that it find there an endometrium suitable for its
implantation and development.

Some of these conditions are not always absolutely necessary. At least five cases of
conception, with labor at term, have taken place in patients where both fallopian tubes and
presumably both the ovaries were removed. Of course, some ovarian tissue was left. When
a tube is removed by the ordinary technique, the tube end at the uterus may reopen and
permit the ovum to pass. Fritsch ligated both fallopian tubes in the middle with silk and
still pregnancy followed three years later. Ashton and also Roblee reported the occurrence
of pregnancy in the cervix following the removal of the body of the uterus for fibro-
myomata, showing that even the body of the uterus was not absolutely essential to preg-
nancy. Again, pregnancy has occurred in cases where penetration of the male organ into
the vagina was impossible, showing that the spermatozoa may pass from the external
genitals up to the uterus. But these are all very exceptional cases. Ordinarily each of
the conditions mentioned is a bar to pregnancy.

Assuming that the husband furnishes healthy spermatozoa, the sterility may be due
to the following causes:

1. SoME ConDITIONS INTERFERING WITH CoiTus.—Intact hymen, vaginismus, male im-
potence, or deformity. "

2. LACERATION OF PELVIC FLOOR.—When there has been a marked laceration, the vagina
may be so relaxed and patulous that the semen is not retained in contact with the cervix long
enough for the spermatozoa to pass up into the uterine cavity.

3. VAGINITIS OR PROFUSE DISCHARGE IN THE VAGINA.—Either of these conditions may
interfere chemically with the vitality of the spermatozoa or mechanically with their progress
to, or entrance into, the cervix uteri. In either case the chance of pregnancy is diminished.

4. CERVICAL CONDITIONS.—The viscosity of the cervieal mucus was found by Shettles,
Breckenridge and Pommerenke, and others to be related to the ability of the sperm to
penetrate into the uterine cavity. This mucus should be thin, profuse, acellular, and ex-
hibit a maximal fern pattern of crystallization, the Spinnbarkeit should be maximal, and
it should be definitely alkaline. Roland has recently reviewed this subject.
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Buxton and Wong have shown the infections of the cervix with £. Coli, Str. virtdans,
and hemolytic streptococei were highly spermicidal. Pin-point os and lesions of the cervi-
cal eanal are occasionally factors.

—

5. UTERINE CONDITIONS.—Retrodisplacement may be a factor, especially when accom-
panied by vascular congestion and hyperemia of the uterus (as desceribed by Taylor), or
it may interfere with the entrance of the sperm into the cervix. Prolapse of course, if
marked, would prevent retention of the semen.

Conditions within the cavity of the uterus favoring sterility are tumors, an inade-
quately prepared endometrium, and ordinary endometritis, and, as has been bronght out
recently by Halbrecht, Sharman, Schockaert, and others, the incidence of genital tuber-
culosis is much higher in sterility than was formerly realized.

6. Tusat, CoxpiTioNS.—Tubal conditions which interfere with migration of the sperm
©to the tube or the ovum’s entrance into the tube or exit into the uterus are a frequent
cause of sterility. Infections of the tube such as tuberculosis and gonorrhea impair 1its
lining mucosa or, by causing adhesions, prevent its normal muscular movements. Closure
of the fimbriated end prevents the entrance of the ovum and a block at the uterine end
precludes the entrance of sperm. Tumors and malformation of the tubes are occasionally
etiologic factors. Interference with peristalsis, ciliary action, or gross tubal movements
may impede entrance and transport of the ovum.

7 OVARIAN CONDITIONS.—Displacement of the ovary may prevent its migration into
the tube. Infections resulting in a thickened capsule or cystic ovaries, as are present in
the Stein-Leventhal syndrome, may prevent ovulation. Tumors of the ovary and endo-
metriosis, especially the latter, result in a high incidence of sterility.

8. ENDOCRINE DISTURBANCES.—Endocrine disturbances, especially those associated with
an ahsence of ovulation and a hypoplastic uterus, comprise one ot the most difficult groups
to treat.

0. PsycHOGENIC DISTURBANCES.—These are now recognized as important etiologic fac-
tors in many gynecologic conditions. It is important to delve into any emotional con-
flicts that the patient has had from childhood on, for it is now known that sterility can be
cured in some cases by psychiatric therapy.

10. GENERAL CAUSES.—Genetic aspects of sterility have been reviewed by Stern. Asdell,
in a study of the ‘‘Relative Fertility of the Only Child,’’ found that the fertility of these
‘ndividuals is no different from that of the population in general, and he feels that there
is no evidence that fertility is inherited.

General health may be an important factor in sterility; chronie wasting diseases,
anemia, or semistarvation, impaired hver function, or obesity all affect the reproductive
process., Hulme found that semistarvation caused profound deleterious changes in the
semen but that these were reversible. Experimental work with vitamins kK, B complex,
A, C, and folic acid, as well as the minerals and trace elements have shown them to be
important for the implantation and early life of the embryo. Certain toxins and drugs
have been found to be harmful to the sperm and probably the ova. Collings exposed
guinea pigs to sublethal doses of natural gas and found that there was a marked decrease
in the number of mature follicles. Cameron used methane gas in male guinea pigs and
found that even small amounts caused rapid, severe, and prolonged failure of spermato-
genesis and deterioration of the germinal epithelium. It is known that tobacco smoke
blown on a slide preparation containing a semen specimen will immobilize the sperm, and
Phillips reports that a similar result occurred in one of his cases, as will be mentioned
later.

Plan of Investigation

It is important to have a systematic plan of investigation and treatment
so that no unnecessary time will be lost in arriving at the cause of the sterility
and the institution of proper treatment. Every case, however, does not need
a complete workup, for many of the patients will conceive before the entire
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investigation is completed, since therapy is started for various conditions as
they are discovered, and some of the tests themselves have a therapeutie value.
Except for a few of the tests requiring special equipment most of the workup
can be done by the general physician, and he can send the patient to the
specialist for those tests which he is not prepared to do. This is not true of
the difficult sterility problem which can tax the diagnostic and therapeutic
acumen of the experts in this field. Buxton remarks, in reference to a case
which had had all known tests without discovering the cause of the sterility,
that there must be factors resulting in sterility in the human female which we
are unable to uncover with means available at this time; he designates these
as the ‘X7’ factors. ?,

It is important to outline the procedures to be carried out with each visit
and vary them as necessary. In some cases it is not possible to do a complete
workup of the husband in the gynecologist’s office; this can be done by his
internist or he may be referred to a genitourinary specialist who is interested
in sterility.

Some of the details of the outline below have been taken from the booklet
of the American Sterility Society mentioned previously.

Outline of steps to be followed in the investigation of a sterile couple:
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Wife.
/
General
4 N
S/ Husband.
I. History
L Wife.
N / . .
Sexual Psychosomatic Evaluation.
N\ /
Husband.
General—Wife. Husband is referred to internist or gen-
P itourinary specialist who has special
P4 interest in sterility.
II. Examination
e Vaginal.
Special
N\

Laboratory Tests.

ITI. Huhner or postcoital test with examination of sperm.

IV. Examination of ejaculated specimen, with complete examination of sperm.
V. Gas test for tubal patency.

V1. Uterosalpingography. FKFractional if indicated.

VII. Complete endocrinologic examination of husband and wife, with any
special tests that are needed.

VIII. Test of treatment.
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The steps of this plan are followed ordinarily in the order given. After
Steps I and II the patient is given general instructions as to approximate time
of ovulation, use and type of douche, best position for retention of semen.
She is also placed on a preparation of vitamins, minerals, and trace elements.
The additional examination methods are employed subsequently, step by step,
if and when the necessity for each appears.

I. History.—The general history should follow the form outlined in Chapter 2 and
should include the following points of special interest:

FamiLy HisTory.—History of fertility, age at onset of menses and of climacteric in the
grandmother, mother, and sisters. Definite endocrine disturbances in the family, familial
diseases.

Past HisTorY.—Childhood diseases, especially mumps with any subsequent complica-
tions; tuberculosis; venereal diseases. Severe infections or illnesses; heart, kidney, lung,
or gastrointestinal trouble. Operations, with a statement as to what was done and whether
or not x-ray or radium was used. Occupation, ineluding hours of work and type of work.
Habits, especially use of alcohol, tobacco, and drugs. Social activities, including recrea-

tion, exercise, hours of sleep. Any gain or loss of weight should be noted. History of
previous tests or therapy.

MENSTRUAL HISTORY.—Age at onset, skipped periods, delayed periods, scant or profuse
periods, date and character of last two periods, vaginal discharge, mental reaction with menses.

MARITAL HISTORY.—Age at marriage and ages at which children were born. Compli-
cations with pregnancy or delivery and postpartum course. Miscarriages or abortions with
sequelae. Were the children breast fed and, if so, how long? When did the menses re-

turn? General health of husband, including height and weight; occupation, with hours of
work, exercise, habits.

PRESENT TLLNESS.—How long has involuntary sterility existed, and is it primary or
secondary? Is contraception practiced? Why? What form? How long has it been used?
Has the patient any idea as to the cause of sterility? Discharge, amount and character.

The sexual history is seldom mentioned by the patient; but, by tactful questioning,
she usually welcomes the opportunity of discussing the subject concerning which she had
heretofore been reticent. Psychosomatic evaluation.

Cortus.—Method, frequency, pain, vaginismus; does penetration oceur? Reaction:
satisfaction, disgust, submission. Does semen remain in vagina or is it lost? Masturba-
tion or other habits? . Is a douche taken before or after coitus?

ENDOCRINE DISTURBANCES.—Many disturbances in the sexual life of a patient have an
endocrine basis. There is much overlapping of symptoms due to the close relationship ot
all the endocrine glands, and it is not always possible to classify all the symptoms under

one organ. A general outline of symptoms, classified under the various incretory glands,
is here given.

Ovarian: Regularity of menses, amenorrhea, dysmenorrhea, metrorrhagia, scant or
excessive flow, response to coitus, mental outlook, periods of well-being, or sex desire, no
desire, excessive desire or nymphomania, climacteric symptoms.

Thyroid: Exophthalmos, tremor, tumor of neck, palpitation, loss of weight, excitability,
slightly elevated or depressed temperature, myxedema, periods of depression, obstipation,
sleepiness, gain in weight, lassitude, lack of perspiration, scalp dry, prematurely gray,
thinning of outer end of eyebrows, brittle hair which falls out easily, nails brittle and
striated, loss of sex desire, cold hands and feet. As the function of the thyroid affects the
ovarian function, symptoms listed under ovary are usually present.

Pituitary Gland: Gain of weight, increase or decrease of sexual desire, change in
menses, bitemporal headache, sleepiness, hypertrichosis, polyuria, visual disturbances.

Adrenal Gland: Asthenia, loss of weight, diarrhea, pigmentation of skin, hypertrichosis,
virilism, precocity.
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II. General Examination.—In the general examination give special attention to the fol-
lowing points:

GENERAL.—Habitus or type—masculine, fentinine, neuter, infantile. Distribution of hair
and fat. Development of secondary sex characteristics, bony skeleton, voice, and gait.

UNDOCRINE.

Points to be noted are classified under the different glands.

Ovary: Development of sex characteristics, size of uterus, size of clitoris, general build.

Thyroid: Size and shape of gland, consistency of gland, blood pressure, pulse, lid lag,
palpebral fissure, bruit over gland, size and condition of heart, tremor of fingers, condition of
skin, edema of myxedema, mental alertness, general muscle tone, texture of hair.

Pituitary: Fat distribution and weight; distribution of hair; size of jaw, hands, feet,
and long bones; spacing of teeth; x-ray of sella turcica; carbohydrate test; Frohlich’s syn-

drome; amount of urine, glycosuria. R

Adrenal:  Virilism, hair distribution, pigmentation, blood pressure, blood sugar, sugar
In urine.

Pelvic Examination.—The special points to be noted in the vaginal examination are:
size of opening, size of clitoris, adhesions about clitoris, pain on examination. Distribution
of hair (escutcheon), reaction of vaginal and cervical secretion, discharge (type). Position,

size, and condition of cervix; size of os. Notice whether the cervical plug is present. Note

the usual seven points about the uterus, especially position and size. Usual examination of
adnexal areas.

Laboratory Tests.—There may be certain disturbances requiring one or more of the
following laboratory procedures:

Complete Blood Test: R.B.C., W.B.C,, differential count, Wassermann test, Rh factor.
Urinalysis.

Thyroid Tests: Basal metabolism, blood cholesterol, blood iodine, iodine uptake.
Hormone Tests (urine and blood).

X-ray: Long bones, jaw, and sella turcica where pituitary disturbance is suspected.
Gastrointestinal x-ray, gall-bladder function test, or x-ray of teeth when focal infection is
suspected.

Sugar Tolerance Test: Important in endocrine disturbances.

III. Simms-Huhner or Postcoital Test.—This time-honored test has, in recent years, heen
discarded by most workers in the field of sterility because of the admitted impossibility of
being sure of the volume or the effect of the vaginal and cervical environment on the sperm.
It is certainly not adequate for an accurate estimate of the male fertility, but, if done prop-
erly, 1t does give information on the reaction of the husband’s sperm in the specific environ-
ment in which they must survive and progress; if the wife is to become pregnant. By the use
of this method much has been learned concerning sperm migration and sperm survival at
ovulation time. Stein and Cohen found, in studies of postcoital specimens from the cervix
at ovulation time, that motile sperm recovered from the cervical mucus one to fifty-eight hours
after coitus appear normal when judged by the accepted standards for motility and morphol-
ogy. Other findings were that stained smears showed that the percentage of abnormal
spermatozoa was much lower than for manually obtained specimens, which confirmed a similar
study by Simmons also that the motility after one to fifty-eight hours was comparable to that
of a freshly ejaculated specimen, and that only the normal forms retain their motility in
this cervical mucus. If, in addition, the specimen is stained with the eosin-nigrosin stain, as
described by Blom in cattle and Williams and Pollak in the human being, it provides a valu-
able screening test for the average clinician and gives him a lead as to whether the next step

in the investigation should be further tests on the wife or complete evaluation of the husband’s
semen.

In planning the test the patient should be instructed to have coitus at the expected time
of ovulation after five days of abstinence and to stay on her back with the hips elevated for
half an hour after coitus. No douche is taken and the patient reports to the office within six
hours. Methods of estimating the time of ovulation are discussed later.

EXAMINATION.—A dry speculum is inserted into the vagina and with a sterile long narrow
bulb syringe or pipette a drop of mucus from within the cervical canal is placed on a slide
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and examined immediately under the microscope (Fig. 983). The presence of over 50 actively
motile sperm per high-power field which show no abnormal morphology is, according to
Sturgis, evidence that the hushand is probably satisfactory. If only 10 to 15 motile sperm
are found, it is evidence that there is no mechanical or chemical barrier in the cervix. When
fewer than 10 sperm are found, either the husband is at fault or the time selected was wrong,
or the cervical mucus is resistant to the passage ot the sperm or cervicitis is present. Tests
for ovulation are mentioned later, as is the technique of the ecosin-nigrosin stain and its 1n-
terpretation. A stain smear of the cervical mucus showing clumped leukocytes and bacteria
usually indicates infection.

A drop of secretion is then obtained from the vaginal vault; if active sperm are pres:
ent, it shows that the coital technique is satisfactory, and the vaginal secretion 1s not spermi-
cidal.

If from this Simms-Huhner test the husband’s sperm seem to be normal, investigation
proceeds with the wife; but, if there is any doubt as to the quality of the semen, then a com-
plete evaluation is indicated as per the following outline which is taken from the Sterility
Society article on minimal procedures.

- THeT
Hiihner Test v

L
Normal Abnormal

Ph. 7.5 (alkaline)
E Ph. 4.5 (acid)

Sperm in *~

ceryesl = N Aépiratinﬂ
canal = (T I\ . .
PHL =5 NI ] ipette with
Sperm in /’/( ﬁ gubber bulb
posterior [
fornix

Fig. 983.—Technique of sperm-migration (Simms-Huhner) test. (From Reich: GP, June, 1950.)

IV. Evaluation of Semen.
A. Collection of specimen
I. Ninety-six or more hours since last emission,

IT. Collect specimen in dry, clean, preferably sterile, wide-mouth jar by:
1. Masturbation, or if necessary,
2. Coitus interruptus.

I1I. Keep at room temperature or below until delivered at office within two to
four hours after collection.

NOTE: A condom specimen is unreliable because:
1. Powder in which latex is rolled is spermicidal.
9. Volume determination is not accurate.

B. EXAMINATION OF SEMEN (at least two and preferably three different specimens
should be studied).
I. Liquefaction: usually complete within 10-30 minutes.
II. Volwme: usually 2.5-5 cc. |

ITI. Motility: average findings at room temperature are:
Two hours—60-70 per cent vigorous, progressive activity;
Six to eight hours—25-40 per cent.
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a. Methods of determining motility:

1. Place small drop of thoroughly mixed semen on glass slide, cover with

cover ship, and seal with petrolatum. (Drop of semen should be thin
enough so that light shines through to make each sperm stand out
singly.)

Estimate motility at two hours after ejaculation per high power field.
Average 5-10 fields. At 500x magnification.

Repeat examination of original semen specimen at 6 to 8 hours and at
24 hours.

. Draw semen into fine capillary tube for about 6 em. Seal each end

with mineral oil. Examine for motility at 2, at 6-8 and at 24 hours.

IV. Cell Count: average normal, 60 million or more per ce., or a total of 150-
200 or more million per ejaculate. .
Minimal normal standards: 40 million per ce. with a total count of at

least 125 million per ejaculate. (Average of counts on 2, or preferably
3 separate specimens.)

NOTE: These values are not absolute, but only relative to the final evalu-

ation of the couple as a single reproductive unit.

e F 9 5

Fig. 984.—Forms of spermatozoa. Tails shown relatively shortened. i, Average normal

sperm, the head measuring 3 by 5 microns and the tail measuring 55 microns in length: s
side view ; a, b, ¢, d, g, variations in size of the sperm; e and k, degenerated forms : f, double

’

tail; m and nm, double head; h, a shortened tail; o and g, head broken from the tail. (From
Mason: Am. J. Obst. & Gynec.)

METHODS :

a. Use white blood cell diluting pipette (after semen has liquefied and has
been mixed thoroughly).

1,

Draw semen up to 0.5 mark, giving final dilution of 1:20 (if count

is low, draw up to 1.0 mark giving a dilution of 1:10). “Carefully
wipe off end of pipette with tissue.

. Dilute with:
a) tap water, or

b) saturated sodium bicarbonate solution containing 1 per cent phenol

or 1 per cent formalin.
Shake vigorously for one minute.

3. Gently flood Neubauer counting chamber.
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4. Under high dry power, on the center ‘¢‘red-blood cell’’ field, count
sperm heads in 5 smallest blocks (as for red cell count). Since there
are 16 squares per block, this makes a total of 80 smallest squares.

5. Total the count for 5 blocks of 16 squares, i.c., the 80 smallest squares.
This final amount equals the count in millions per cc. (If 1:10
dilution used, divide total by 2.)

6. Repeat at least 2 or 3 times and average the counts.

b. Bulk dilution: (Often used to confirm method 1.)

1. To 0.5 cc. of semen, add 9.5 cc. of diluent. Mix. (Dilution equals
1:20.)

2. Flood counting chamber.

3. Count as above.

NOTE: Gross estimation of sperm count at 500x magnification is abso-
lutely inaccurate and unreliable.

V. Morphology: Normal sperm heads [Fig. 984] should constitute 80 per cent
of the sperm population. At least 300 sperm heads are counted.

T'echnic:
1. Preparation of semen smear:

a) Place drop of semen near end of ordinary glass microscopic slide
and with another slide spread the semen from one end of the first
slide to the other, as is done in making a blood smear.

b) Fix with heat.

¢) Cover film with 0.5 per cent solution of chlorozene* for 10 to 30
seconds to remove mucus overlying the spermatozoa. (This step
is optional, and should be omitted if very few spermatozoa are
present, since it may cause them to become loosened from the
slide and lost.)

d) Wash slide gently with water.

2. Acceptable methods of staining spermatozoa:

a) Crystal violet-rose bengal* method (Williams)

1) Cover film with erystal violet solution (0.25 per cent aqueous
solution) for 3 to 4 minutes.
2) Wash with water and then 95 per cent alcohol until unfixed
stain has been removed.
3) Rose Bengal* (1 per cent aqueous solution), 20 to 25 seconds.
4) Wash with water, dry, and examine under oil immersion
lens.
b) Ziehl-Nielson earbol-fuchsin method (Williams)
1) Carbol fuchsin, 30-60 seconds.
2) Wash with water for 30 seconds.
3) 95 per cent alcohol for 2-3 seconds.
4) Wash with water.
5) Dry.
¢) Hematoxylin, Meyer’s (Kaufman):
1) Smear, dry in air.
2) Fix in 10 per cent formalin for 1 minute.
3) Rinse in water.
4) Stain 1-2 minutes with Meyer’s hematoxylin.
5) Dry. Examine under oil immersion.
d) Other stains:
1) Hematoxylin-eosin.
2) Wright’s stain.
3) Wollschwarz-Sulphurie stain,

*Source of Reagents:
Chlorozene (Paratoluene-Sulphachloramid)—Abbott Laboratories.
Rose Bengal—National Analin Chemical, Will Corp., Rochester, N. Y.
Crystal Violet—National Analin Chemical, Will Corp., Rochester, N. Y.
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VI. Miscellaneous tests—although these are comparatively new, they seem of
sufficient clinical value to be included.
a. Live-dead sperm stain (Blom, E.: Fertil. & Steril. 1: 166, 1950; Wil-
liams and Pollak: Fertil. & Steril. 1: 178, 1950.)
1. Stock solutions:
a) 5 per cent eosin (bluish) in distilled water.
b) 10 per cent nigrosin in distilled water.

o

. Technie:

a) Place tiny drop of semen on glass shde.

b) Place drop of eosin solution (about twice the size of drop of
semen) on slide,

¢) Place drop of nigrosin (about twice the size of eosin drop) on
slide. ~

d) With glass rod, mix semen and eosin for a few seconds.

e¢) Then mix this combination with nigrosin drop for a few seconds.

f) Spread thinly over rest of glass slide with glass rod held flatwise
to slide.

o) Flame dry.

h) Examine under oil immersion objective within 24-48 hours or

stain will fade.

3. Evaluation:
Dead sperm cells stain red.
Live sperm cells (at time of mixing) remain uncolored.

b. Test of motility in Locke’s solution (Farris, E. J.: J. Urol. 61: 1019,
1949).

Technic

a) Using white blood cell pipette draw semen up to 0.5 mark.

b) Dilute with Locke’s solution.

¢) Flood Neubauer counting chamber.

d) Seal with petrolatum.

e) Count all active sperm in 5 blocks of 16 smullest squares (see rou-
tine above for sperm count).

f) Count all dead sperm in same area.

g) Total all active sperm seen in 5 blocks of 16 smallest squares.

h) Total all sperm for same area, dead and alive.

Active sperm per ce,

Total sperm per ce.

J) Actual number of motile sperm per ejaculate — active sperm
per ce. x volume.
According to Farris, a total of 80 million moving cells in the
entire ejaculate constitutes the minimal normal standard - for
fertility after 5 days of sexual rest.

Farris has recently timed the speed of the sperm and states that
a normal sperm should progress 0.05 mm, in 0.7 to 1.2 seconds.

1) Percentage motility x 100,

MacLeod, who has done extensive investigation in this field, found that a count of over
30 million should be considered the lower limit of normal instead of 60 million, the figure
usually given. Normal semen contained 40 per cent of active sperm and this was found to be
as important as the count. The quality of the activity was also found to be very important;
normal sperm have purposeful motions causing progress in a given direction, and this motility

lasts for many hours. Abnormal sperm are sluggish, change direction frequently, and swim
in wide ares. |

V. Gas Test for Tubal Patency.—This test is completely discussed in Chapter 11, in-
cluding indications, contraindications, and technique. Recently Rubin wrote a review of the
comparison of the Rubin test and opaque media for the diagnosis of tubal patency and con-
cluded that the latter should be reserved for those cases showing tubal obstruction on re-
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peated tests. This is the plan we have long used and it is the generally accepted plan of
investigation, though recently some have advocated skipping the Rubin test and using hystero-
salpingography in all cases.

VI. Uterosalpingography.—\When the gas test shows the tubes to be obstructed, the ex-
act location of the block can be determined by hysterosalpingography. The test is fully
discussed in Chapter 11.

VII. Endocrine Investigation.—If there is any doubt concerning the adequacy of the
husband’s sperm, he should be referred for a complete general examination.

The endocrine investigation in the wife is concerned with thyroid function, ovulation,
blood and urine hormone levels, and other tests when indicated.

a. Thyroid: Basal metabolism tests, at least two, halfway between the periods. Blood
cholesterol should be below 240 mg. per 100 c.c. blood. Blood iodine and iodine uptake may
be indicated in special cases.

b. Ovulation: Premenstrual biopsy is, according to the survey made by Sturgis and
Pommerenke, the most reliable method of determining whether ovulation has occurred. It
should be remembered that findings apply only to the eycle investigated. Noyes, Hertig, and
Rock felt that much could be learned about the quantitative progesterone effect as well as
ovulation by a careful study of the endometrium obtained. Most men prefer to take the
biopsy on the first day of the menses so as to preclude the possibility of interrupting an
unsuspected pregnancy. Albert and Mezzer use the desquamated endometrial tissue which is

caught in a rubber cup.

DAY OF MENSTRUAL CYCLE
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Fig. 985.—Basal temperature chart. Instructions are included with the charts. ( Basal
temperature graph originated by Pendleton Tompkins, M.D. Distributed by The Artcraft Press,
San Francisco, Calif.)

Daily vaginal smears properly stained and examined by someone familiar with their
interpretation furnish a very accurate method of determining the exact day of ovulation.
These smears also enable one to estimate the degree of estrogen and progesterone stimula-
tion (Fig. 103).

Basal body temperature with its biphasic curve was recommended as an index of ovula-
tion by Zuck and Duncan and later by Rubenstein and since then has been extensively used
(Fig. 985). Israel and Schneller felt that the biphasic curve was due to the rhythmic produec-
tion of estrogen and progesterone and that the progesterone was thermogenic, causing the
higher rise in the latter half of the cycle, but Whitelaw after a thorough investigation con-
cluded that the thermal shift could not be adequately explained on the thermogenic properties
of progesterone, and hence there was some doubi as to the accuracy of this method. Siegler
and Siegler, in an analysis of 1,012 basal body temperature readings in 202 patients, concluded
that it was of very limited value. When this curve is pronounced and definite, it is of great
value, and ovulation probably occurs while the temperature is falling., Unfortunately many
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patients show curves which defy interpretation, and, as Buxton and Engle concluded, the curve
is only valuable when one has a clear understanding of its limitations.

Culdoscopy and culdotomy have been used. Decker observed the tuboovarian mech-
anism of ovum reception by culdoscopy. A similar study with somewhat different conclusions
was done through a window in the cul-de-sac by Doyle.

¢. Endocrine and urine studies are occasionally helpful. When facilities are available,
the urinary pregnanediol determination in the last half of the cycle is an aid in determining
ovulation. In some cases estimation of the secretion of the various pituitary hormones is
helpful in determining endocrine function.

VIII. Test of Treatment.—In some cases it is not possible to discover the exact eti-
ology of the sterility, and in these general treatment plus thyroid and cyclic therapy with
estrogen and progesterone should be employed.

»

Treatment ’

The treatment may be divided into the general treatment, which all ste-
rility patients are to be given, and the special treatment for special indications.

General Treatment.—General dietary instructions are given with the pur-
pose of getting the patient back to normal weight. The diet should be well
balanced as to proteins, fats, and carbohydrates, and, to ensure the patient
getting enough vitamins, minerals, and trace elements, a capsule containing
the optimum daily dose of these should be given. If the blood count is low,
extra iron is given in the form of ferrous sulfate. If the patient is fat or
sedentary, exercise each day is preseribed. If the patient is using up most of
her energy working, a rest of an hour each day is advised, with a vacation if
possible. A vacation is of decided benefit in cases where social responsibilities,
with late hours, ete., are undermining the patient’s general health. Tight-
fitting shorts, especially if made of nylon or other goods which tend to raise
the local temperature, should be avoided in the male as it has been shown that
heat has a deleterious effect on sperm production. Alcohol and tobacco should
be limited or prohibited, as experimental work has shown them to be definitely
detrimental to fertility. This limitation applies to the husband as well as to
the wife. Dr. Lyle Phillips of Honolulu, in a personal communication, reports
an Interesting case of sterility due to excessive cigarette smoking by the hus-
band. The Huhner test showed normal-appearing spermatozoa and in normal
number; but there was no motility. The test tube specimen gave similar find-
ings. On discontinuing smoking, the spermatozoa became normal and the wife
concelved. The test was carried out several times, and each time that the
husband smoked heavily the spermatozoa became immotile, and after a few
weeks of abstinence they would regain normal motility.

The sex relations should be discussed and any particular problem that
relates to the individual case should be explained. The need for sexual rest
with coitus confined to ovulation time should be explained and separate beds
should be used if necessary. At this point psychosomatic problems probably
will be brought out in the discussion, and advice ean be given.

If the semen is not retained, the patient should have several pillows under
the hips during coitus, or if a retrodisplacement is present, the knee-chest
position after coitus will throw the cervix into the seminal pool. A precoitus
alkaline douche of a tablespoon of baking soda to two quarts of water, or the
Ringer-glucose douche, as advised by MacLeod and Hotehkiss, should be used ;
one called “‘Pro-Ception’’ (Milex) is a good commereial product.
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If general instructions as to the ovulation date are not adequate, the pa-
tient is instructed on the use of the temperature chart, as shown in Fig. 989,
and vaginal smears should be done so as to determine, if possible, the exact
day of ovulation.

Special Treatment.—

[oNDOCRINE THERAPY.— When there is a need for thyroid, it is usually
oiven as desiccated thyroid extract. In eases that do not respond to this,
Brown and Bradbury noted that the patient who did not respond to 2 to 4
grains of thyroid responded promptly to intravenous thyroxine 0.4 mg. every
other day. In these patients they noted an achlorhydria which they felt might
he a factor in the poor utilization of the desiccated thyroid. Abarbanel ob-
tained similar results by giving 0.25 to 0.5 mg. thyroxine orally every day,
and the clinical response oceurred within three months.

The incidence of anovulatory sterility varies from 9 per cent, reported
by Rock et al. in an unselected group of sterility cases, to 30 per cent reported
hv Mazer and Israel in a group of women in whom no apparent cause for the ste-
rility could be found. In a recent investigation by Wong, Engle, and Buxton
52 per cent were continuously anovulatory while under investigation, and the
remainder were periodically so. One-third of these patients had a normal
menstrual history, and the rest (except for one) had a history of oligomenor-
rhea or amenorrhea; the one case had menorrhagia.

In nonovulating women there is no treatment which will give consistently
good results. Imitating the normal endocrine ceycle, using estrogen followed
by progesterone plus pregnant mares’ serum prior to ovulation and the
urinary gonadotrophins has given good results in some series. One drawback
to the use of the gonadotrophins from animal sources is the formation of anti-
hormones which not only inactivate the administered hormone but may pre-
vent the activity of the patient’s own gonadotrophins. Jungck and Brown
have found that the use of specially prepared human pituitary gonadotrophin
does not cause such a reaction though its success in causing ovulation has not
been proved. Kurland treated a group of 12 women with proved anovulatory
cycle with 50 Cartland-Nelson units of (Gonadogen intramuscularly on the
first, third, and fifth day after the end of the menses. In this group four
women conceived and delivered at term. The details of cycliec therapy have
been given in detail under Amenorrhea, as well as the treatment of the case
with a small uterus. At the 1952 meeting of the American Society for the
Study of Sterility, Seegar Jones and her associates reported on the use of
~cortisone in cases of ovarian follicular defects, with good results in the few
cases treated. Fifty milligrams were given daily intramuscularly or 12.5 mg.
twice daily, and after a week the dose was halved. She emphasized the dan-
gers with this type of therapy and also that hers was only a preliminary re-

port., Cases with the Stein-Leventhal syndrome and sterility have been dis-
cussed under Amenorrhea.

RApiaTION.—The use of radiation in amenorrhea and sterility, first sug-
gested by Rubin, is based upon the work of Halberstaedter in 1905, who dem-
onstrated that x-rays have a selective action upon the ovaries. Since 1931
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Kaplan has several times reported series of cases so treated, and the following
is taken from his most recent report:

¢¢Over the course of 23 years a total of 402 married women have been treated by me

for amenorrhea and sterility. Of these 95 were not traced, 64 failed to respond to treatment,
and 242 were cured of amenorrhea. Of these 120 became pregnant, 98 went to term (22 more
than once). These patients gave birth to 125 normal hving children, 58 boys and 67 girls.
There was one set of twin girls. ...

¢‘There were 32 pregnancies following irradiation, without living children. Of these
94 miscarried (several a number of times), and of these 10 subsequently gave birth to normal
children. There were 2 ectopic pregnancies. One patient had a stillbirth and 3 had normal
births. with the children dying a few hours after birth. There was 1 abnormal child and 1
case therapeutically aborted. Two cases were treated with two 4:ourses of roentgen therapy
and both gave birth to a second child. Two women who did not respond adopted babies and
one of these is now pregnant. There are 8 cases at present still pregnant.

¢‘The case which was therapeutically aborted evidently was pregnant as soon as treat-
ment was started and as soon as this fact was noted the 5-week pregnancy was interrupted
hecause I could not assure the parents-to-be of a mormal child. In this case of incipient
pregnancy I was not sure that even the small dose used for stimulation might not have been
sufficient potency to damage this very early embryo, and because of the one case of abnor-
mality previously reported by me in 1932, T deemed it advisable to interrupt the pregnancy.’”’

The technique of radiation therapy and precautions in 1its use have been
oiven under treatment of amenorrhea. The numerous encouraging results
with this therapy certainly recommend its use in the resistant case. An ex-
cellent summary of dangers, technique, and results, and a poll of 410 gyne-
cologists are given in an article by Collins.

The importance of emotional and psychosomatic factors in gynecology has
been discussed under other conditions in the early part of this section on fune-
tional diseases; recently Marsh and Vollmer discussed the psychosomatic as-
pects of infertility, and Rubenstein in another article evaluated the emotional
factor. The results with this form of therapy in certain cases are remarkable
and it should certainly receive more consideration by the profession as a whole
and gynecologists in particular.

Special Treatment of Lesions.—The special treatment required depends
on the particular lesions found.

VAGINISMUS.—In some cases this is due to fear or to some inhibition carried over from
childhood experience or teachings. In these cases a frank explanation of the natural instinct
for coitus will do much to remove mental obstacles. Any stenosis or other congenital ab-
normality, such as double vagina or septate vagina, should be corrected. If intercourse is
painful with a good-sized opening, free use of a lumbricating jelly should be advised; and, if
still painful, the cause of the pain must be determined and corrected. If the condition is due
to a small opening or a rigid hymen, this should be stretched gradually; and, if this is un-
successful, a plastic operation may be done to enlarge the opening.

VaciniTiS.—Usually all that is needed is adjustment of the pH of the vagina with
douches of 0.5 per cent lactic acid or a tablespoon of white vinegar to two quarts of water,
occasionally supplémented, if necessary, with an acid jelly or vaginal insert. If definite in-
fection is present, sulfonamide or antibiotic therapy locally is needed.

CERVICITIS.—Linear cautery treatment combined with sulfonamide or antibiotic therapy
is usually adequate, but in extensive cervicitis conization is indicated. Some workers in this
field advise against active treatment such as this, but in over a thousand cases of conization
we found this therapy, when indicated, beneficial in relieving sterility. Cases of simple ero-
sion are relieved with estrogenic therapy.

.
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STENOSIS OF THE INTERNAL Os.—If this condition is mild, office dilatations usually
suffice. If, however, the condition persists in spite of these treatments, thorough dilata-
tion and insertion of a stem pessary are indicated. If the trouble returns in a short time, the
Dudley operation will usually give permanent relief from the obstructive feature.

The beneficial effect of cervix dilatation in sterility cases may be due as much to re-
flex stimulation of pituitary function as to overcoming stenosis. Birnberg found a posi-
tive prolan response in the urine in 23 out of 30 sterile women in thirty hours following grad-
nal dilatation of the cervix. All had had negative response hefore the dilatation. Those show-
ing prolan response, later conceived. Birnberg feels that the beneficial action of the dilata-
tion is due to stimulation of the pituitary gland by way of the sympathetic nerve pathway.

ENDOMETRIAL CoNDITIONS.—Hyperplasia of the endometrium with excess menstrual flow
may be present. Occasionally, chronic cervicitis is accompanied with a chronic metritis.
In either case, curettage is beneficial in that it removes the diseased endometrium, giving
a chance for a better one to develop under bettered conditions. Curettage is a stimulant to
the uterine circulation and nutrition, and for that reason is indicated in sterility cases which
resist other measures. Also, if simple dilatation of the cervix causes reflex stimulation of the
pituitary function, curettage would probably have a more pronounced effect in that direc-
tion. The use of progesterone in hyperplasia has been discussed under anovulatory bleeding,
and the dosage schedule is the same., Treatwent nf tuberculosis of the endometrium has been
discussed under this topie,

DISPLACEMENTS OF THE UTERUS.—Anteflexion of the uterus requires the treatment out-
lined under Stenosis of the Internal Os. Retrodisplacement, though not as immportant as
formerly supposed, if marked, may cause sterility. Pessary treatment should be tried, com-
bined with the knee-chest posture. If this proves unsuccessful and a study of conditions
shows operation necessary, care should be taken to select the type of operation best suited
to the individual case.

Prolapse during the childbearing period can he effectively corrected either by vaginal
or by abdominal operation in such a way that it does not interfere seriously with delivery.
Any anomaly of the uterus should be corrected.

Cr.osEp TUBES.—If the gas test shows the tubes closed, the sites of closure should be
determined by Lipiodol visualization and the conditions carefully studied before resorting
to any operative procedure. In the best hands salpingostomy is successful in only 10 per
cent of the cases, and in the successful cases there is a high percentage of abortions and
ectopic pregnancies.

The therapeutic value of repetitive Lipiodol tubal insufflations has been emphasized
by Rutherford, and recently Weir and Weir have felt that the therapeutic value of the pro-
cedure outweighs its dangers. Garrett believes that the factor responsible for the good results
is the action of the iodides in lowering the viscosity of the mucus and resolving the scar tis-
sue. He gave three patients with occluded tubes syrup of hydriodic acid for several weeks
and then repeated the Rubin test with the result that the tubes were easily opened in two
of these patients. He cautions against using this in patients who have had tuberculosis.

An interesting report was made by Grant and Markey of Australia at the meeting of
The American Society for the Study of Sterility in 1947. They were able to establish
patency in 39 of 96 patients with blocked tubes by the following technique: (1) Two CO, in-
sufflations were done, raising the pressure to 250 mm. Hg. (2) An injection of iodized oil
. was then made at pressure 250 to 300 mm. Hg. (3) Pelvie diathermy and estrogens were
given as supplementary treatment. Fifteen of the thirty-nine patients who had the tubes
opened became pregnant, but two of these were ectopic gestations.

These results, when compared with those of operation, warrant a trial of this method,
but I feel that, when using pressure as high as these, the test should be done in the the hospi-
tal and one should be prepared for immediate laparotomy in case of a ruptured tube. The
method should be helpful in conjunction with laparotomy as a means of locating the block,
and possibly the tube could be opened by manipulation with inecision, if needed.

Decker advocates culdoscopy under saddle block anesthesia with observation of the tube
during insufflation up to 300 mm. Hg pressure; the gas pressure is raised slowly with observa-
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tion at different pressure levels so as to determine the location of the block. By manipulating
the tube with the hand over the suprapubic area or with the operative culdoscopy, peritubal
adhesions are released and the abdominal ostium may be opened. A sterile solution of indigo
carmine may be injected to confirm tubal patency.

The operative procedures for occluded tubes is discussed in our book on Operative
Gynecology. Several excellent articles on the subject have appeared in the recent literature.
Carter et al. obtained success in 13.6 per cent of 22 cases in which salpingostomy was done.
Variations in technique include use of a cannula by D’Ingianni and Fontenelle (38 per cent of
13 patients became pregnant); linear incision by Israel; polyethylene tubing to bridge gap,
or splint tube used in animals by Castallo and in human beings by Hellman ; reimplantation of
tubes by White. Greenhill, in a national survey of the results of 818 tubal plastie operations,
found that 6.6 per cent of the patients became pregnant, but it is hoped that with new
methods plus the use of antibiotics the results in the future will ¥mprove.

OVARIAN LESIONS.—Large cysts should be removed. When the outer portion of the
ovary is thickened by an old inflammatory process which prevents ovulation, peeling off of
the superficial layer so that the follicles can rupture may render the patient fertile. The
authors had a striking case of this kind. Treatment of the Stein-Leventhal syndrome has
been given under Amenorrhea.

MALE INFERTILITY.—Much has been added to our knowledge of the anatomy of the
sperm through the use of the electron microscope (Schnall) as well as the physiology of the
sperm and its reaction in various environments. Unfortunately the use of gonadotrophins
in the treatment of azospermia has not come up to expectations (Tyler; Weisman; Jungck
and Brown). A method which does offer real hope was introduced by Heller and his associ-
ates. It is the spermatogenic rebound which follows suppression of spermatogenesis by
testosterone propionate. More recent reports by Heckel and associates, in 1951 and 1952, con-

firm the value of this treatment. The following general therapy advised by Simmons is taken
from his article:

“‘ First: Encourage the individual to go into strict training such as all college athletes
are expected to practice: regular sleep, regular exercise, abstinence from tobacco, alcohol,
carbonated beverages, caffeine, and sexual excesses.

‘“Second: Maintain adequate nutrition by high protein diet with avoidance of fat-
forming materials in excess, and with attention to vitamin assimilation.

““Third: The judicious use of thyroid extract in adequate amounts, three grains daily,
closely supervised for an adequate time. This may be a year or more.

‘‘ Fourth: Regular exercise which may consist of at least thirty minutes walking per
day exclusive of one’s occupation, rain or shine.

“‘Fifth: Adequate vacation with freedom from responsibilities both business and
extracurricular (such as time devoted to Societies, Clubs, fund raising drives, and philan-
thropic committees).

“‘Sirth: The adjustment of the local thermal environment by discarding close fitting
clothing and excessive bed coverings, correcting faulty habits, and avoiding occupational or
environmental hazards.

““Seventh: In a few, a very few, carefully studied and selected cases, the controlled
administration of gonadotrophins or testosterone or both—a strictly experimental procedure.
We have grown sperm for men who have had none, and we have caused growth of tubular
epithelium of proved eunuchoid males with hormones. We have corrected oligospermia by
excision of varioceles. I emphasize that these cases are very rare.

““Eighth: The surgical correction of infertility is a highly specialized subject of too
technical a nature to elaborate upon here. -

“‘If the medical profession will realize that many husbands can be benefited by such
detailed attention instead of assuming that ‘not much can be done for male sterility any-
way,’ many problems of infertility can be solved.”’ |

Glass and Russell feel that an intensive nutritional-liver regimen renders the germinal
epithelium more responsive to endogenous and exogenous testosterone. A preliminary report
by Abarbanel on the use of pregnenolone in seminal inadequacy is encouraging.

The operative correction of sterility is left for books on urology; an excellent summary
can be found in an article by Michelson (see References).

-
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Artificial Insemination

In a case where the healthy spermatozoa fail to reach the uterine cavity in
spite of the various treatment measures, artificial insemination may be em-
ployed. Careful precautions must be taken to avoid contamination of the
semen that might lead to infection inside the uterus. Also, care must he exer-
cised to avoid interfering with the vitality of the implanted spermatozoa.

The usual method of insemination is to lavage the vaginal tract with alkaline solution
similar to that advised for precoital douche. Of the available means of sclecting the day

Fig. 986.—The cervical cap properly fitted to the cervix. (From Grody, Robinson, and Masters:
J. A. M. A.. May 31, 1952.)

of ovulation the vaginal smear is the most accurate. The ejaculate, after five days of con-
tinence, is obtained by manual expression into a sterile container. A drop of this semen is
placed just within the cervix and the remainder in the vaginal vault and the patient is left
in the modified Trendelenburg position for thirty minutes. Some physicians sound the

cervix prior to instillation both to ensure a. patent canal and in the hope of initiating ovula-
tion.

When the husband’s sperm count is low, the sperm are concentrated after the method
of Hanson and Rock or by the plastic cervical cap method of Whitelaw. The method de-
seribed by the former is as follows:
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“‘The ejaculate was pipetted into a centrifuge tube and the volume brought to 10 ce.
with sterile Locke’s solution. After being mixed, the suspension was centrifuged for fifteen
minutes at 3500 r.p.m. The supernatant fluid was then decanted, and to the firm white
sediment was added Locke’s solution, again to a volume of 10 ce. The sediment was dif-
fused in the medium by gently drawing the former in and out of a pipette. Centrifugation
and decantation were repeated, and then to the washed sediment was added Locke’s solution
to a volume of 1 ce. Usually a hanging drop was then examined.’’

Whitelaw’s method, as shown in Fig. 986, consists in placing the ejaculate in the cap and
then placing the cap over the cervix with a rotary motion so that it stays in place by suction;
or the cap may be placed first, then filled with ejaculate by means of a syringe and needle.
The cap is left in place for six to twenty-four hours. A recent report by Grody et al. con-
firms the value of this procedure. In cattle Easterbrooks found that mixing the semen with
dihydrostreptomyein sulfate enhanced its efficiency. »

In cases in which azoospermia was due to obstruction, Adler and Makris inseminated
the wife successfully with macerated testicular tissue from tlle husband.

In cases where the husbhand has no sperm and treatment is of no avail, the
question of artificial insemination with selected semen arises. In some cases
the partners of the sterile union are anxious to have the child at least partly
theirs rather than adopting one of doubtful parentage. The donor is selected
by the physician after a most careful history and physical tests, including, of
course, blood tests. It is well to use two donors, so that no one can possibly
know who is the father of the child. The actual procedure must be done at
the supposed time of ovulation and under rigid aseptic technique.

Guttmacher et al. made a survey of the current practice of artificial in-
semination in 1950. The sociological and psychological aspects are discussed
in articles by Lamson et al. and by Jgrgen Lgdvset, and the procedure as it
relates to the female is discussed by Shields. The medicolegal aspects of arti-
ficial insemination are completely reviewed in an article given under the
auspices of the Bureau of Legal Medicine and Legislation of the American
Medical Association.

In 1941 Seymor and Koerner, in a survey of cases treated by artificial
insemination, found that, of the 10,604 cases, 9,000 attained motherhood by
this method. Of the 10,000 pregnancies obtained, two-thirds were through the
use of the husband’s semen alone. Guttmacher found in his survey that the
likelihood of pregnancy resulting from donor insemination was in the order
of 50 to 60 per cent and that the average successful case required three to six
treatments over a period of two to four months. The need of standardization
of donors is emphasized in an article by Russell.

When all means of correcting the sterility fail, adoption is suggested,
and, as mentioned, this will occasionally result in pregnancy through some as
yet little understood psychosomatic effect on the barren couple.

' CONTRACEPTION

In cases needing contraceptive advice, the question arises as to what
method to advise. In the extensive experience of the large clinies of the
country the contraceptive diaphragm and the contraceptive jelly have given
the best results, from both the standpoint of safety and of satisfactory re-
sponse.

The size of diaphragm to be used is determined by trying the various
sizes of measuring rings. The largest one that fits snugly when the posterior

-
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rim is in the posterior fornix is the one to use. The patient should he 1n-
structed in the use of the diaphragm, and it is best to have her insert it and
remove it. so that there is no doubt as to her knowledge of its use. hecause to
he successful the method must he correctly used. Council aceepted products
are found in New and Nonofficial Remedies.

In cases of retrodisplacement, an inserter is sometimes needed to enable
the patient to get the inner end of the diaphragm across and hehind the cervix.
In cases of eystocele, the matrisalus type of diaphragm must be used.

The patient is instructed to use the contraceptive jelly around the rim of
the diaphragm, and also to place some on the cervical surface of the diaphragm.

A condom used by the hushand in combination with a contraceptive jelly
used by the wife is also very successful but not quite as convenient as the
diaphragm method.

(‘atholic patients who do not wish the diaphragm or condom method may
be instructed in the use of the ‘‘safe period,”” but it should be explained that
this method is only relatively safe. Ogino and Knaus have shown that eight
days after the onset of the period and eight days hefore the onset of the next
period are relatively safe in women with regular twenty-eight day cycles.
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Fig. 987.—O0vulation date for various cycles. (From Miller: Surg., Gynec, & Obst., 660 723,
1938.)

The ‘‘safe period’’ varies with the type of the menstrual eycle. The de-
tails of these variations in relation to sterility and eontraception are helpfully
discussed hy A. G. Miller and are shown in Fig. 987.

Tietze et al., in an article on the effectiveness of the rhythm method, con-
cluded that it is satisfactory as a method, but only if rigidly followed. Rubin in
1946 called attention to the fact that contraceptives used for varying lengths
of time after marriage may mask sterility and infertility. Tietze et al. tabu-
lated the time required for conception in 1,727 planned pregnancies and found
that 30 per cent conceived within one month after discontinuing contraceptives
and 90 per cent conceived within one year.

STERILIZATION

In certain cases there are serious medical conditions which econtraindicate
pregnancy. In these, sterilization may be indicated. The first question to be
decided in these cases is which of the partners should be sterilized. The
operation in the male (ligation of the vas deferens) can be done under local
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anesthesia with little risk to the patient. The effective methods in the woman
require either an abdominal operation or extensive vaginal work with entrance
to the abdominal eavity, and either of these procedures carries considerable
risk, to say nothing of the discomfort and disability they cause. These questions
and the problems of future events should all be discussed with the patient and
her husband, and the method which applies best in the particular case should
be selected.

A complete review of the entire subject, Human Sterilization, 1s presented
in a pamphlet by Dickinson and Gamble (Waverly Press, Ine.) and it may be
obtained through the Planned Parenthood Federatian of America. Pearse
and Ott, in a review of the subject, conclude that sterilization and therapeutic
abortion should be under hospital control. Gamble gives a review by States
of the incidence of eugenie sterilization for 1950.

DYSPAREUNIA

The two principal disturbances of sexual intercourse are dyspareunia
(difficulty in coitus) and sexual impotence (absence of sexual orgasm in coitus).

Difficulty in coitus (dyspareunia) varies from a slight discomfort, hardly
noticeable, to pain so severe as to make coitus unbearable.

Causes

The more common causes of dyspareunia are as follows:

1. Some Obstructions to Normal Coitus.—A. IMPERFORATE HYMEN.—In
such a case there would be present the history of amenorrhea and also the dis-
turbances that ecome from retained menstrual blood. You may think there
would be a history of no coitus, and such is usually the case, but in some cases

coitus has taken place through some adjacent opening—for example, through
a dilated urethra.

B. OrGaNIC STENOSIS OF VAGINAL ORIFICE.—The opening is large enough to
permit the regular escape of menstrual blood, but it is not large enough to
permit coitus. The obstructing tissue is so firm that it does not rupture as
ordinarily on attempted coitus. This obstruction may be due to a very strong,
firm hymen, or to some distinet malformation, such as a vaginal septum from
double vagina. Usually with double vagina, each vagina is large enough for
coitus or the septum is placed so far to one side that it does not interfere.
But it may be so placed as to interfere decidedly with coitus and to require
division. Again, an organic stenosis here may be due to scar tissue from se-
vere burn or other injury, or from laceration in labor, with extensive scar
tissue formation, or from vaginitis in childbirth.

C. SpASMODIC STENOSIS AT VAGINAL ORIFICE.—In some cases there is marked
hyperesthesia about the vaginal orifice, and every attempt at coitus causes
unbearable pain or causes spasmodic contraction of adjacent musecles to such
spasm, but just pain, so severe that coitus is impossible. This may be due to
inflammation, such as vulvitis or vaginitis, or it may be due to sensitive abra-
sions about the vaginal entrance. In other cases it is due to that peculiar
condition known as ‘‘vaginismus,’’ a reflex contraction of the levator ani and
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adjacent muscles without apparent cause. In exceptional cases this 1s so se-
vere and persistent as to prevent coitus altogether.

D. SEVERE PAIN ON ATTEMPTED INTERCOURSE.—There is no stenosis or
spasm, but just pain, so severe that coitus is impossible. This may be due to
inflammation about the external genitals or inflammation within the pelvis.

2. Simple Inflamed Abrasions About the Vulva.— Abrasions are a not 1n-
frequent cause of much suffering immediately after marriage. The small
abrasions that naturally accompany rupture of the hymen at the first inter-
course may become inflamed after a day or two, making subsequent coitus
painful. This sometimes causes much alarm to the patient and her husband,
who fear some serious trouble. The treatment is abstinence from coitus for
a few days, with the frequent use of some mild antiseptic wash, followed by
drying with absorbent cotton and the use of a soothing ointment, such as white
petrolatum. It is well to keep the parts covered with a pad of absorbent
cotton, to keep the clothing from contact with the painful areas and also to
protect the abrasions from infection.

3. Venereal Sores (Chancroid, Syphilitic).—These ulcers also may be
found soon after marriage or at any other time. Care should always be taken
not to give a positive prognosis in a case of abrasion or sore which has not yet
had time to develop its characteristies.

4. Gonorrheal Inflammation.—This is an altogether too common cause of
painful coitus in the first few weeks following marriage. The pain may be
due to the vulvar inflammation, or to the urethritis or to the vaginitis, or to
painful abrasions or to the inflammation of the vulvovaginal gland of one or

both sides.

5 Other Forms of Inflammation of vulva or vagina, or vulvovaginal
glands.

6. Inflammatory Lesions Around the Uterus.—In these cases pain 1s
caused by the impact of the male organ or by the sexual congestion. When
the ovary is prolapsed into the cul-de-sac and bound there by adhesions, sex-
ual intercourse may cause much pain. Dr. H. S. Crossen recalled one patient
in whom it was finally necessary to open the abdomen, break up the adhesions,
and fasten up the prolapsed ovary in order to relieve the suffering in coitus.
In the more serious pelvie inflammatory conditions, dyspareunia is frequently
a prominent symptom. .

7. Retrodisplacement of the Uterus, With Inflammation.—It is surprising
how much displacement of the uterus, with forward projection of the cervix
and apparent blocking of the vagina, can take place without occasioning any
“particular disturbance in coitus. But if inflammation appears, then dyspareunia
is often marked—much more so than from the same amount of inflammation
without displacement.

8. Bladder or Rectal Diseases.—These diseases occasionally cause pain-
ful coitus, particularly inflammatory diseases. Condom urethritis is a common

cause of dyspareunia and it is caused by irritation from powder from the
condom being worked into the meatus during coitus.

9. Psychosomatic Causes.—The psychosomatic causes of dyspareunia are
many and varied and, as has been mentioned frequently in these chapters on
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functional diseases in gynecology, investigation of this phase of the patient’s
life is vitally important. The training of the child in her early life and emo-
tional or psychic shocks sustained during her life are all important. IFor com-
plete discussion of this and related subjects, the reader 1s referred to an
article by Knight and one by Kroger (see References).

Treatment

The treatment of dyspareunia is indicated by the particﬁla,r condition
present, as determined by a careful examination.

1. If there is some malformation about the \-'agilﬁml orifice (imperforate
hymen, thick hymen, septum in vagina, organic stendsis of vagina), the ob-
struction must be removed by the necessary operative measures.

2. If coitus is interfered with by tender areas about the vaginal entrance,
or by uleers or by hyperesthesia, the following measures may be employed:

a. Abstinence from sexual intercourse for from one to three weeks.

b. Hot vaginal douches once or twice daily—medicated or unmedi-
cated, depending upon the presence of discharge.

c. Laxatives as needed. Chronic constipation increases the conges-
tion and 1rritability of the structures.

d. Some sedative ointment—for example, Surfacaine, Diothane, or
Nupercaine ointment—applied two or three times daily.

e. Barbiturates, if there is much nervous irritability or apparent hy-
peresthesia of reflex centers.

f. The patient should stretch the vaginal orifice gradually herself,
using graduated dilators. When she is able to introduce a No. 3
rectal dilator without causing pain, she can usually resume coitus.

g. When intercourse is again attempted, the patient should coat all
the sensitive surfaces with a sedative ointment. The ointments

above mentioned may be used or simply plain lubricating jelly
such as K-Y jelly.

3. If the vaginal opening is too small or there is the spasmodic condition
known as vaginismus, stretching of the opening is to be employed in addition
to the other measures just detailed. In some cases the tendency to spasm may
be overcome by gradual stretching with a speculum every few days. Also have

the patient continue the stretching at home with graduated rectal dilators, as
mentioned above.

In cases of organic narrowing or a serious grade of vaginismus that does
not yield to minor measures, it is advisable to operate under anesthesia. The
operation consists In inecising the perineum and pelvie floor so as to-enlarge

the opening, and then undermining the flaps and suturing them over so as to
cover the divided surfaces.

4. A sympathetic psychosomatic evaluation of the patient and her prob-
lem may be all that is needed to alleviate her fears, misconceptions, and ig-
norance concerning coitus. In difficult cases where no other factors can be
found, psychiatriec consultation should be sought.
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SEXUAL FRIGIDITY

The absence of strong sexual feeling in the woman during coitus does not
assume the serious aspect it does in the man, with whom erection Is necessary
to insemination leading to pregnancy. The strong sexual feeling, with 1ts
consequent orgasm, in the woman is not at all necessary to impregnation,
though it increases the probability of impregnation. IFrom the history of cases
of sexual disturbance it is evident that many otherwise normal women have
little or no sexual feeling until some months or years after marriage—some-
times not until after one or more children are born. The response to sexual
excitement apparently grows with the proper exercise of the sexual functions.
This faet is important and may be used to prevent discord and disruption 1n
families where either the husband or the wife is becoming dissatisfied and
despondent because it is felt that there is not the proper sexual response.

Again, there are cases in which the wife is not in physical condition to
respond. She has some chronic trouble which so saps her strength that she
has not the vitality for this function. This loss of strength may he due either
to some general condition or to some local condition, or to both. It is hardly
necessary to name the various conditions. They comprise the whole list of
debilitating conditions, both general and local.

Some patients, because of parental ignorance, have been given an erro-
neous conception of the part which sexual intercourse plavs in married life.
These patients need instructions in sexual matters and the physician’s advice
should be supplemented by a good book on the subject. There are many
helpful books on this subject, one of the best being Married Love by Marie
Stopes. In Chapter 11 the importance and details of premarital examination
and advice are outlined. The whole problem of frigidity is so intimately re-
lated to the psyche of the individual that the physician must delve into the
life of the patient in all its facets in order to discover the underlying factors
concerned in the problem, and, as mentioned under Dyspareunia, a psychi-
atrist’s help should be sought in difficult cases.

Treatment of frigidity is directed toward removing any local disease,
and attention is given to general hygiene, exercise, diet with vitamins, iron,
_ete., relaxation with vacations, and other interests. Advice should be given
on sexual life, with methods, frequency of coitus, love play and types of re-
sponse. Physical structure of the copulatory organs should be explained, with
illustrations if necessary.

These sexual disturbances can usually be avoided by proper sex education
of the child and by an understanding attitude on the part of the parents while
the child is growing up.

Knight divides frigidity into three general types: (1) Constitutional,
due to organic lesion, which is rare. (2) Pseudo-frigidity, due to 1gnorance
of technique of either or both partners. In this type, re-education of both
partners with sympathetic encouragement is usually all that is needed. (3)
True frigidity, which is due to some deep-seated emotional factors usually re-
quiring psychoanalysis and expert psychotherapy. DBerry has recently given
an excellent summary on the recognition and management of sexual mal-
adjustment.
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In some cases, endocrine disturbances may be important. Hypothy-
roidism, when corrected, frequently results in improvement. Of the sex hor-
mones, testosterone or combined testosterone and estrogen are the most ef-

fective in stimulating the libido.

SEXUAL HYPERESTHESIA

The increase of libido to a serious extent is rare, but occasionally there is
a patient presenting this difficult problem. The first step in treatment is to
remove causes of special congestion and irritation inside the pelvis (tumor, 1n-
flammation) or outside (vulvitis, pruritus, ete.). If that is not sufficient, then
antiestrogenic measures should be employed, along “with ordinary sedatives
as necessary. Greenblatt et al. found that pure progesterone in large dosage
tended to depress libido and, hence, was useful in these cases.

Closely connected with this problem is that of masturbation. In the child
and unmarried woman this habit is much more common than was formerly
recognized. In the married adult female, this habit is continued, especially if
coitus is unpleasant, painful, or does not bring the sexual gratification an-
ticipated by the bride. For a complete discussion of this important subject,
the reader is referred to an article by Max Huhner (see References).
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Chapter 15
MISCELLANEOUS DISTURBANCES

In this chapter we consider disturbances associated with the cessation of
ovarian function (climacteric and menopause), allergic manifestations in the
genital tract, and breast disturbances closely connected with gynecologie work.

CLIMACTERIC DISTURBANCES

)

The term ‘‘climacteric’’ is used to designate the period of normal cessa-
tion of ovarian funection, and ‘‘climacteric disturbances’’ are the general
nervous and endocrine symptoms frequently oceurring during that time. The
term ‘‘menopause’’ is used to designate the definite cessation of menstruation
which oceurs normally at a certain stage of diminishing ovarian function.

It has long been recognized by workers in this field that there should be a definite
unambiguous term for each of these two concepts. Maranon, in his excellent work, states
the problem eclearly and furnishes a practical solution. He proposes that the long period
of gradual cessation of ovarian funection be designated as the ‘‘climacteric,’” and that the
term ‘‘menopause’’ be used to designate the cessation of the menstrual flow. We agree
thoroughly with this proposition. Intelligent technical discussion requires the adoption of
exact terms, and the ones selected are practical and satisfactory. Hence they are adopted
in this connection. If at times we drop into the old ambiguous use of the terms, it only
demonstrates the force of habit.

It is interesting to note that developments in the cancer field bring additional neces-
sity for exact limitation of the meaning of these terms. Investigations concerning cancer
of the corpus uteri indicate that delayed menopause (late cessation of the flow) has a
signification in regard to the development of endometrial carcinoma. The necessity in such
investigations and discussions for a term to express exactly the cessation of the flow, and
nothing more, is apparent, and the term ‘‘menopause’’ is well suited for that purpose.

Before taking up the details of symptoms and treatment, it is well to
understand in general the many changes occurring in this period of life. In
addition to the normal changes associated with age and natural ovarian in-
volution, there are changes caused by the autonomic¢ nervous systems and by
the psychic reactions of the woman. The symptoms attributed to it run the
gamut from those suggested by neighbors and so-called friends and advertising
media, to those which are actually related to the physical and psychic-changes
oceurring during this period of life.

Incidence.—According to the findings of many articles on the climacterie,
85 per cent of women go through this period of life with no interruption of
their daily routine, and this, I believe, confirms the contention that this transi-
tion is a normal physiologie process. The British Council of Medical Women,
in a study of 1,197 normal women, found that 10.9 per cent of married women

880
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and 9.1 per cent of single women were absent from work one or more times
because of disabling climacterie symptoms. It is this small group of 10 to 15
per cent who require medical advice and, 1f necessary, treatment.

ENDOCRINE CHANGES

The chief characteristic of the climacteric is the gradual cessation of
ovulation and ovarian funetion. The ovary as it reaches the end of its fune-
tioning period becomes refractory to the action of the pituitary secretion, even
though the pituitary continues to furnish the oonadotrophic hormone. The
excess of this latter hormone, chiefly pituitary A, is excreted in the urine, caus-
ing an increase of the urinary pituitary-like hormones over the former output.
On the other hand, estrogens usually disappear from the urine. In some
women in whom the ovaries have been removed, estrogen has been found 1n
the urine. The explanation for this is not clear, but it 1s helieved that some
other endocrine gland, probably the adrenal cortex, plays a part in the pro-
duetion of estrogen after the climacterie.

Associated with these changes are changes in the thyroid and adrenal
functions. These endoerine changes manifest themselves in part through
their action on the autonomic nervous system and the higher centers.

Etiologic Factors Causing Symptoms
Endogenous.—

OvARIAN.—(1) Menstrual irregularities such as menorrhagia, metrorrhagia,
and oligomenorrhea may precede the actual cessation of menses due to a
period of interspersed anovulatory eyecles as the ability of the ovary to respond
to the pituitary stimulation gradually ceases. In some cases there 1s an
abrupt cessation of menses. (2) Hot flashes are one of the most reliable in-
dications of ovarian depletion. These are, according to Kuntz, mediated
through the autonomie nervous system; he states: ““The sudden hot flashes,
so common during this period, probably are the result of the shifting of large
volumes of blood from the splanchnic area toward the periphery due to the
sympathetic stimulation. This at once explains the flushing of the skin as
well as the feeling of warmth.”” (3) Other symptoms, according to Harris,
caused by autonomic nervous system stimulation are chill, dizzy spells, cold,
moist or numb extremities, tachycardia, palpitations, dyspnea, headaches, and
sweating. (4) Change in libido is due partly to a decrease in the ovarian hor-
mone and partly to natural aging and psychic changes associated with 1t.

PrruitarY.—The changes associated with the excessive pituitary secre-
tion are acromegalic changes in facial features, possible hair growth on the
upper lip, and excessive fat deposits over the girdle area.

~ Tavyrom.—As a rule, there is a mild hypothyroid function at this time of
life, but in some cases hyperthyroidism occurs, as reported by Wohl and Pastor.
Many of the emotional and metabolic changes are due to a decrease in thy-
roid funetion.

ADRENAL.—Due to sporadic inereases in the secretion of adrenalin during
the climacteric period, the entire nervous system is made hypersensitive to
stimuli. In a clinical study of many menopausal women, Maranon found that
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many of the indefinite symptoms complained of could be traced to hypersecre-
tion of the adrenal gland and more recent experimental work has confirmed
his clinical observations. When a normal person is given adrenalin there 1s
an increase in the pulse rate and a tremor of the body, especially the fingers.
The individual notices a dryness of the mouth and an oppressiveness of the
chest. It was noted that situations which normally caused no emotional re-
sponse, such as a sad story, when retold after the administration of adrenalin
caused a marked emotional response with sobbing and erying. Another symp-
tom was a feeling of fear with no external reason for such reaction. This 1s
the reverse of the mechanism seen in animals, where‘situations causing fear
cause a secretion of adrenalin preparing the animal for flight or fight.

Exogenous Factors.—

1. The usual changes occurring with age in the various systems of the
body affect the vision, hearing, teeth, and physical activity. We have fa-
tigue, myalgias, certain types of arthritis. The hair becomes gray, the skin
loses its subcutaneous fat and develops a sag under the chin and over the face,
and at the same time fat deposits occur where least desired.

2. All of the above conditions are factors in causing the psychologic
changes. The patient feels that she is now at the end of the road and many
vainly wage a losing battle to maintain that buoyant beauty of youth aided
by make-up, dyed hair with a ‘‘poodle cut,”’” and a ‘‘two-way stretch.”” For-
tunately most women are relieved now that the danger of childbearing is over
and they look forward to growing old gracefully, developing that inner beauty
and serenity which are far deeper than that of youth. When the children have
grown up, first leaving the home for college and later marrying and leaving
the home entirely, the stretching and breaking of the home ties naturally
cause the emotions to be stirred. If children have represented the woman’s
main interest in life, her loss of this bond of ‘‘mother love’’ or, perhaps,
‘““possessiveness’’ leaves her without a substitute. In by far the majority
of women this change is made without a pronounced emotional upset, but a
few become very introspective, and minor symptoms normally disregarded are
elaborated and emphasized. At this period of life there are usually many
extra duties added to the woman’s life, such as social activities and the de-
mands of civie and religious organizations; the parents are frequently old
and tend to become sick or disabled, adding not only to the emotional strain
but in some cases causing an almost unbearable physical strain.

The decreasing desire and frequency of coitus cause some to feel that
they are losing their physical attractiveness, and the exaggerated stories of
‘“the terrible change,”’ frequently the favorite gossip at the bridge table, do
nothing to allay their fears. In some cases the menopausal sexual partner
gives cause for real worry when he seeks to renew his ‘‘lost youth’’ by extra-
marital relations. The addition of such deceitful behavior on the part of the
one person upon whom the life has always depended for help and understand-
ing may cause her depressive moods to reach the psychotic level.

A practical plan for marriage counseling is given in a recent article by
Popenoe. Every physician should at least be conversant with rules for suec-
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cessful counseling when serious family problems arise, so that, if he finds
himself inadequate to handle the situation, he can advise the couple on how

to obtain expert consultation.

Treatment

As Sevringhaus so aptly put it, ‘‘The menopause does not require any
therapy, but the menopausal syndrome may be well worth treating.”” All
too frequently the patient seeking advice at this time of life is put off with
a shot of the hormone most recently recommended by some detail man as be-
ing a sure cure. In many cases an ampule is selected from a stack of samples
and administered by the office nurse at regular intervals without further super-
vision by the physician.

Climacteriec patients deserve better care and anderstanding. The first
step should be an unhurried interview in which the patient is given ample
time to ask questions and explain her complaints. The physician should listen
sympathetically and then give the patient the reassurance which she needs.
[ixplain in a simple logical way the cause of the symptoms giving her anxiety.
When the patient understands that there are normal physical changes re-
sponsible for the hot flashes, unaccounted-for feelings of fear, and other symp-
toms, and that these symptoms in themselves are not harmful nor are they
apt to result in serious physical or mental derangement, her curative therapy
is well started.

Take time to inquire of her what she expects of the climaeteriec and cor-
rect any misconeeptions she may have. Many women come in for shots to
avoid the menopause, and when quizzed one finds that they have had no symp-
toms. All that these patients need is education. The shifting aims of life
during this period should be explained, emphasizing that one should not try
to deny her age and seek eternal youth by artificial means and alcoholic stimu-
lants but should concentrate her energies into new avenues of service. The
separation of children or suppressed jealousy of a son-in-law or daughter-in-
law can easily be replaced by love of the grandchildren. Time which 1s no
longer required for family duties ecan be utilized n other worth-while family,
civie, or social projects. The importance of nutrition 1s well known, and a
diet high in protein, vitamins, minerals, and trace elements, with low or high
caloric content as indicated, is advised. Coffee, tobaceo, and alcohol in ex-
cess should be discouraged. The need for exercise in moderation and physical
and mental recreation is explained.

If the patient has symptoms referable to organic lesions, these must be
ruled out by proper examination. If no lesion is found, this knowledge bene-
fits the patient in eliminating worries or fears; if a lesion is found, it ean be
promptly corrected.

Engle found in his large menopausal clinic in New York that the symp-
toms of most of the patients could be controlled by thyroid if needed and small
doses of phenobarbital periodically, during periods of extra emotional stress.
Drugs which block stimuli from the overactivity of the sympathetie and para-
sympathetic nervous systems, such as belladonna, phenobarbital, and ergot,
were found to be helpful by Harris who used a preparation containing a com-
bination of these three called Bellergal. A tablet is given three times daily
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before meals for three weeks out of the month until readjustment of the
symptoms referable to the autonomie nervous system oceurs; then the dose 1s
oradually decreased as normal balance is established. It is usually possible to
stop treatment within a period of six months.

IFor depression, small doses of some preparation of amphetamine or Dex-
edrine or Benzedrine may be needed as a temporary measure while other
specific therapy is being planned.

In cases where hot flashes are disturbing enough to lequne treatment,
estrogens in small doses will usually give prompt relief. Oral therapy is pre-
ferred, and doses of 0.25 to 0.50 mg. at bedtime are usuallv adequate. If the
patient is not relieved or cannot take stilbestrol or he\estrol Premarin, 0.3 mg.
or small doses of some other estrogen product may be used. The patient
should be told that this is to tide her over her adjustment period, and when
the flashes decrease the medicine should also be gradually decreased and
eventually stopped. Sudden stopping of the estrogenic therapy or overdosage
may result in recurrence of bleeding after the menopause and although many
men disregard this, the possibility of endometrial careinoma must always he
considered. More recently, a combination of estrogen and androgens is being
used and the reports are favorable. The advantage of the combination is that
the testosterone inhibits the endometrial growth-stimulating effect of the
estrogen and hence the tendency to cause bleeding. Several of these prepara-
tions are on the market; the one used by Greenblatt et al. was Tylosterone,
but there are many other tablets with the combination on the market. Glass
and Shapiro, and Greenblatt and his associates tried out this combina-
tion, together with a placebo, an estrogen, and an androgen in order to see
which therapy was most effective. (Glass and Shapiro found that 70 per cent
of the patients preferred the combination, and similar results were found by
Greenblatt. The dose was two tablets daily until relieved, then a maintenance
dose of one tablet, gradually decreasing with improvement.

The method of administration of the hormones varies, some men implant
pellets of the hormone under the skin so that it can be absorbed slowly, this
is done at operation where the ovaries are removed (Delaplaine et al.) ; others
prefer hypodermic or intramuscular administration for its psychic effect;
most men use the oral or buccal route as it offers the best control over therapy.

Heckel suggested that some of the symptoms of the climacteric were due
to endogenous allergy to the steroid substances. He suggested the use of the
steroid pregnanediol, which is the excretion product of progesterone and is
without known biologic activity. Since most of the women having ovarian
disorders who were skin tested by Heckel showed sensitization to this steroid,
he hyposensitized them, using a microecrystalline suspension of pregnanediol.
The subcutaneous dose was 0.1 mg. or less, and the oral doses ranged from 0.1
to 1.0 mg. Ninety-two of the 132 menopausal patients were improved, al-
though 22 of these were initially made worse.

Vitamin E was first found effective in treating the menopause syndrome
by Christy, and since that time reports have appeared by Finkler, Ferguson,
and the most recent one by Sikkema, which is a review of 365 cases treated
with alpha tocopherol collected from the literature. He found that two-thirds
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of the patients were relieved. Levin, Burns, and Collins demonstrated that
fresh wheat germ oil contained 9 1.U. of estrone per cubic centimeter. Andro-
senic and gonadotrophic activity was also demonstrated. No hormonic effects
could be demonstrated in the rancid oil.

The use of vaginal smears and the variations in secretion of the
urinary gonadotrophins were formerly thought to be important in diagnosis
and in following the response of the patient to treatment, but in a recent dis-
cussion of the menopause Willard Allen states that there are no laboratory tests
which are of much value in appraising the need for therapy. The vaginal
smear may be atrophic in a patient without symptoms, and the level of the
follicle-stimulating hormone may remain high for years after the symptoms
have ceased. He feels that the decision for treatment is best made by a care-
ful appraisal of the patient’s symptoms. Traut added a new sign of the cli-
macteric in a study of 205 women, 88 of whom had gone through the meno-
pause; he found that 77 per cent of the menopausal women had tenderness on
pressure over the anterior lower third of the tibia, This sign was present
only in the menopausal group.

OTHER DISTURBANCES ASSOCIATED WITH THE CLIMACTERIC

Atrophic Vaginitis.—This is often troublesome and retractory to treat-
ment in the latter part of the climacteric and in the postelimacterie (senile)
periods. The administration of estrogen in the form of vaginal suppositories
helps greatly in clearing up these cases.

Simpson and Mason, and Swift obtained subjective relief in cases of
senile vaginitis by administration of cod-liver oil or haliver oil and attributed
the results to the vitamin A in the oil. Recently Freedman studied the vaginal
smears and mucus in 27 women receiving 50,000 units of vitamin D three times
daily for 15 to 17 days. They found an estrogenic response of the vaginal
epithelium and an increase in the mucoid discharge, and the majority of the
women obtained benefit from the treatment.

Pruritus Vulvae.—Pruritus vulvae, vaginal burning, and other paresthe-
sias of the climacteric and senile periods are sometimes definitely benefited by
estrogenic medication, In these cases it is well to employ the vaginal sup-
pository method of administration, to be supplemented, if necessary, by oral
or hypodermic methods.

There are other disturbances which in some cases seem to be influenced
by the more remote effects of endocrine medication,

Emotional Disturbances.—These problems have already been discussed
.but it might be well to mention an interesting study by Donovan. He made
a careful study of case histories of 110 cases having the menopausal syndrome.
Among other conclusions he found that most women who seek help during
the elimacteric have done so at other times during their lives for symptoms that
were equally ill-defined in respect to type and etiology. He also felt that
there was no clear relation to the relief of symptoms and the use of estrogens.
Greenhill emphasizes the fact that in women who have psychoneurotic tend-
encies these are apt to be aggravated in the climacteric. The need for co-
operation between the gynecologist and the psychiatrist in the severely men-
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tally depressed patients and the psychotic patients is emphasized by Chamber-
lin. Masters and Allen found estrogens beneficial in aged women.

Arthritis.— Certain cases of arthritis in the climacteric are benefited by
ovarian endoerine medication. Greenblatt and Kupperman obtained relief of
symptoms of arthritis and arthralgia in some cases, using 2,000 to 10,000
R.U. every seven to ten days for several months. A more extensive plan in-
cluding diet, hydrotherapy, hormones, fever therapy, and splinting is outlined
by Ishmael. Grorud treated 100 women between the ages of nineteen and
seventy years with symptoms of osteoarthritis, using 0.5 mg. of diethylstil-
bestrol twice daily for three weeks. Of these, 46 obtained complete temporary
remission, 35 had partial relief, and 19 had no relietf.”,

Postmenopausal osteoporosis is now an established entity. Albright et al.
described its clinical features and have emphasized that it is not a disorder
of calecium metabolism but rather an atrophy of the bone matrix. In the type
associated with the menopause the spine and pelvis are usually involved, the
long bones are less likely to be involved, and the skull is rarely involved.
They feel that the beneficial effects of estrogens are due to their effect on cal-
cium retention.

Hypertension.—Page and Ogden in a study of blood pressure in rats
found that endoerine influences did not materially affect the level. Taylor et
al. made a ecritical study of menopausal hypertension in a group of 200 meno-
pausal women and concluded that the incidence of hypertension in this group
was no more common than it was in the general population.

MENOPAUSE DISTURBANCES

The menopause bears the same relationship to the fifth decade of life that
the menarche does to the second decade, that is, it is the outward sign of im-
portant physiological changes in the ovaries and the uterus. At puberty, these
internal changes are developmental toward establishment of funection, and
when ovarian function has developed to a certain extent, menstruation appears
(menarche). At the climacterice, the changes are regressive toward cessation
of function, and when it has regressed to a certain extent menstruation dis-
appears (menopause).

The menopause then is the climacterie cessation of menstruation. It is not

the gradual approach to it represented by occasional amenorrhea of climacteric
origin, but the complete and permanent disappearance of the menstrual flow.

Problems of the Menopause

The definite disturbances of the menopause are two—premature meno-
pause and delayed menopause. In this connection it may be well to refer also
to certain premenopausal disturbances, namely, amenorrhea, hypomenorrhea,
menorrhagia, and metrorrhagia. These various menopausal and premeno-
pausal disorders will be taken up under three headings: premature menopause,
premenopausal disturbances, and delayed menopause.

Premature Menopause.—Premature permanent cessation of menstruation
may be due to some local lesion or some general condition or some endocrine
disorder. As in the case of serious amenorrhea of an earlier age, the local
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lesions causing premature menopause are those affecting the integrity of the
endometrium or of the ovarian functioning tissue.

In the former class come hysterectomy and hyperinvolution of the uterus. In the
latter class come double oophorectomy and tumors or other disease causing destruction of
the ovaries. An incurable blood dyscrasia or some disease of the respiratory, gastrointesti-
nal, urinary or cardiovascular systems may so weaken the patient as to cause permanent
cessation of menstruation, and the same may be said of certain incurable disorders of the
endocrine glands,

In conditions which do not necessarily preclude further menstruation, an
attempt at restoration may be made along the lines of treatment already ad-
vised for severe amenorrhea.

Premenopausal Disturbances.—In premenopausal menorrhagia and metror-
rhagia, the same treatment is to be employed for the different types of cases
as advised for similar disturbances at an earlier age. A larger proportion ot
the hleeding cases of this late age period have carcinoma of the endometrium,
and hence diagnostic and therapeutic curettage becomes urgent earlier in the
disturbances.

In premenopausal amenorrhea and hypomenorrhea, the same etiological
factors are to be looked for as in similar disturbances at an earlier age, and
similar treatment is to be employed for the various types of cases.

Delayed Menopause.—Delayed menopause and late menopause are terms
used synonymously to designate that condition in which the permanent cessa-
tion of menstruation is delayed beyond the normal time. In the clinical con-
sideration of this group we include all cases of late uterine bleeding, whether
or not presenting the rhythmie character of menstruation. In giving the his-
tory, patients usually regard any recurring bleeding as menstrual flow and an
appearance of blood after cessation as a return of menstruation.

Accepting this composite group for investigation, pelvie examination will
show the cases in which the late bleeding is due to a demonstrable local lesion,
such as earcinoma of the cervix or corpus, uterine myoma, ovarian tumor, or
a tumor or inflammation of some adjacent structure. IFurther investigation
will identify the cases presenting some extrapelvie disease which may be the
cause of the bleeding, such as blood dyscrasia or cardiovascular-renal hyper-
tension or thyroid disorder.

There remains a small group of cases presenting no evident genital lesion
nor extragenital disease to account for the bleeding, and in which the bleed-
ing simulates more or less the menstrual rhythm. This is a most interesting
eroup, presenting unsolved problems in pelvie physiology and pathology. The
patients are past the usual age for normal ovarian functioning and yet they
present evidence of endometrial activity dependent on ovarian activity.

Are these cases simply examples of unusual disparity between the age In
years and the age in physical changes, and consequently due to run a normal
course to a later menopause? Are they, on the other hand, cases represent-
ing an irregularity of functional decline which may impose a pathological in-
fluence on the cell activity of the involuting endometrium? We have given
considerable ,thought to this interesting problem and its practical bearings,
and some features were presented in a previous article. The ramifications of
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the subject are extensive and space consuming, but the practical conclusions
from our study may be stated as follows:

1. Delayed menopause, especially when delayed to the age of fifty years, means some
pathological condition, either in structural change or in cell activity. The influence of
persisting irregular ovarian activity on the cells of the involving endometrium tend to
erratic cell activity thereby favoring cancer development. In our series of 89 cases of
cancer of the corpus uteri, there were 30 in which there was a definite interval between
the menopause and the clinical appearance of the endometrial carcinoma. 1In these 30 cases
the menopause occurred at the age of fifty years or later in 22, or 70 per cent, and at the
age of forty-eight vears in 3 other cases.

2. Endometrial hyperplasia in the endometrium of involutionary age seems to repre-
sent a step in the pathological progress from normal endomefrium to carcinoma. Hyper-
plasia is a very frequent finding at curettage for bleeding in this age period when careci-
noma is most common. In our series of cases of endometrial carcinoma a few of the pa-
tients had been curetted, in their home town or elsewhere, one or two years previously.
In 3 such cases the slides of the previous curettings were available for study and each of
them showed definite hyperplasia at that time. Here, in this one series of cases, there were
3 instances in which curetting showed benign hyperplasia and another curetting one to two
years later showed endometrial carcinoma. There was also an interesting specimen of a
double uterus in which one horn showed endometrial hyperplasia and the other horn endo-
metrial careinoma. |

The frequent association of granulosa-cell tumor with endometrial hyperplasia and
endometrial carcinoma points to endogenous estrogenic stimulation as an etiologic factor.

3. Experimental work in mice (Crossen and Loeb) (Figs. 694 and 695) and in aged
monkey (Crossen and Suntzeff) (Figs. 696 and 697) indicate that exogenous estrogenie
stimulation may be a factor.

4. Delayed menopause, especially when delayed to the age of fifty years, is an indi-
cation of aberrant endometrial activity and a warning of a tendency to endometrial malig-
nancy. Consequently, appropriate treatment should be employed to stop the aberrant
endometrial activity, In most cases a diagnostic curettage and radium treatment are satis-
factory; in others, operation is indicated.

5. Appropriate treatment consists usually of curettage (to stop the bleeding tempo-
rarily and to furnish tissue for microscopie study), conization of the cervix if needed for
chronic cervicitis, and radium treatment to stop the erratic endometrial and ovarian ac-
tivity. If there is no malignancy in the curettings or in the cervical tissue, the treatment
outlined 1s usually sufficient to prevent further trouble. If the microscopic investigation
of the curettings shows that endometrial carcinoma has already developed, then radical
measures for that must be employed. The question of adenocarcinoma of the endometrium
following radiation therapy has been discussed under Radiation Therapy of Uterine Myoma.

ALLERGIC DISTURBANCES

The fact that allergic patients may have pelvie symptoms directly refer-
able to the allergie constitution has been shown by Duke, Rowe, D. R. Smith,
and others. According to Rowe, allergy may be a factor in painful periods
with or without vomiting, in excessive or scanty periods, in prolonged periods,
in leukorrhea, and in eczema of the vulva. In a series of patients with allergic
dysmenorrhea, Smith was able to give relief by proper dietary investigation
and advice. As remarked in the chapter on Menstrual Disturbances, it is
rather strange that this connection between allergy and dysmenorrhea (pain-
ful uterine contractions) was not appreciated long ago, since the test material
of antigens is the uterus of an experimental animal. An excellent review of
the literature on this subject was made by Ehrenfest. Vaughan and Fowlkes
reported on allergie reactions associated with cohabitation.
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Relief in scanty, excessive, and prolonged menstruation has been reported
by Rowe, who recommends his elimination diets in testing suspected allergic
cases. The mechanism by which the control of the flow results in such cases
is not clear, but it is supposed to be due to improved ovulation.

In allergic persons, this factor may enter into the cause of leukorrhea.
Mucous discharge from the gastrointestinal tract and from the bronchial and
nasal membranes has long been recognized as due in certain cases to allergy.
In women and girls with excessive vaginal discharge, in whom there is no -
fection and in whom the vaginal smear shows a predominance of epithelial
cells, the question of allergy should be investigated.

—— —

Fig. 988.—A uterus removed from a markedly allergic patient and showing great swelling
and edema of the mucosa and muscularis with nothing to account for the condition except
allergy. The deta‘lls of this and other cases, given in the articles, furnish food for thought from
gltf tpaé:hglogic,)dlagnostlc. and therapeutic standpoints. (From Goodall and Power: Am. %

st. ynec.

Eczema of the vulva is a condition recognized as sometimes due to al-
lergy, and any case persisting despite ordinary treatment merits attention in
that direction.

There have been cases reported of menstrual asthma in which the patient
was found to be sensitive to some allergen present in her own blood at the men-
strual time. A sample of blood taken at the menstrual time was preserved,
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injected in the interval period, and it caused an asthmatic attack. The pa-
tient was cured by gradual desensitization to her own menstrual allergen.

(ioodall and Powder, in a thought-provoking article on this subject, present
Fig. 988 as an example of allergic edema of the uterine mucosa and muscularis.

“‘I'ulminating pelvie edema’’ is the term applied to an intense and wide-
spread edema of the pelvie interior, that comes on suddenly without apparent
adequate cause. It is accompanied by serious symptoms and usually extreme
prostration. In fact, the sudden onset, the severity of the symptoms, and the
marked collapse suggest ruptured tubal pregnancy, and this mistaken diag-
nosis has been made in some of the cases. It is a rare condition and presents
a puzzling problem in etiology and in diagnosis. Most of the cases have been
associated with chronie inflammatory lesions in the pelvis, but why the sudden
edema and serious symptoms should develop without apparent cause has not
heen satisfactorily explained.

Possibly allergy is a factor in this intense edema localizing in the pelvis.
The cause of the localization in the pelvis may be sensitization of the tissues
to the products of old inflammation or of some other local condition. The
salient features of the symptomatology and pathology of this bizarre disorder
can best be presented by detailing a personal experience with it. Several other
cases were found reported in the literature.

Fulminating Pelvic Edema.—Dr. H. S. Crossen was called in consultation to see a
patient with pelvie disturbance. It was Sunday; the patient had attended church in the
morning feeling fairly well, but while there became very sick and could scarcely get home.
She had a chill, followed by severe headache and general aching, but no localizing symp-
toms. There was no apparent local trouble in any part of the body to account for the
fever, which rose to 105.5° F. By evening there was evidence that the pelvis was the seat

of the disturbance and i1t was then that Dr. Crossen was asked to see the patient, about
10 p.M.

EXAMINATION.—The temperature had been reduced to 104° F. The pulse was rapid, but
of fair volume. The pelvis was filled with a tender mass which surrounded the uterus and
fixed it firmly. There seemed to be acute pelvic inflammation with extensive exudate, but
there was no apparent cause, either recent or remote. The patient had always been rather
nervous and this nervousness had been somewhat worse of late, but there had been no
symptoms indicating pelvic disease of any kind. The next day the temperature was
104.2° F., pulse 120, respirations 28, and there was much peritoneal irritation. Operation

was indicated to check the rapidly progressing inflammation if possible, and accordingly
the patient was taken to the hospital.

OPERATION.—When the abdomen was opened the pelvis was found filled with small en-
cysted collections of fluid involving the tubes, ovaries, broad ligament, and uterus. The cysts
or pseudocysts were of various sizes, were filled with clear serum and seemed to extend
deeply into the substance of the organs involved. From the appearance, hydatid disease

was suspected. All the cysts that it was feasible to remove were removed, and the pelvis
drained through the abdominal incision.

.,

The temperature dropped within a few hours to 98° F., and it did not again go high.
During the first part of the period of convalescence it ranged from 99° to 100.2° F., and
later dropped to normal, where it remained. The wound and drainage tract healed rapidly
and the patient had a smooth convalescence. Laboratory examination of the tissues re-
moved showed no bacteria of any kind, no evidence of hydatid disease, and no specific

pathologic process that would adequately account for the alarming symptoms and the
marked tissue change.
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BREAST CONSIDERATIONS

The functioning of the breasts runs parallel with that of the ovaries and
the uterus. The connection of the breasts with the nourishment ot the new-
born brings them to that extent into intimate relation with obstetrie practice.
The radical treatment of cancer of the breasts brings them within the province
of general surgery in its application of extensive dissection to the chest wall
and adjacent lymphatiec areas. Along with the treatment of breast cancer
goes, of course, the diagnosis of that disease, and also the recognition and
diagnostic observation and treatment of the various other conditions that may
simulate eancer or require surgical care.

There are, however, certain points of contact with gynecologic practice,
including breasts painful at menstrual time, hypertrophy of the breasts, and
discharge from the nipples.

Painful Breasts; Hypertrophied Breasts; Abnormal Discharge

Taylor made an extensive study of chronic mastitis in relation to ovarian
and pituitary hormones and to gynecologic lesions. The paper was based on
the clinical and laboratory study of 261 patients with nonmalignant breast
Jisturbance handled in the Memorial Hospital in the preceding two and a
half years. It was divided into two parts: (a) a general and histological
study, and (b) a clinical study of the patients. His conelusions and comments
were as follows:

The general conclusion of this study is that a certain minimum activity of the ovary
is necessary for the development of chronic mastitis but that no specific hyperfunetion or
hypofunction of the ovary is at present demonstrable. This result is contrary to hopes
entertained at the beginning of the work and contrary to what might have been expected
from the known proliferative effects of the ovarian hormone on the breast tissue.

Certain exceptions and reservations must be made. In one small group of cases 1n
which swelling of the breast, sometimes with secretion, develops in the presence of a per-
sistent follicle or corpus luteum cyst, a hormone cause is probable, but the clinical aspects
of this condition are different from that of the common type of chronic mastitis with pain-
ful outer quadrant induration. It is not unlikely that other unrecognized reactions of the
breast to certain hormone states may exist.

Even for the common type of mastitis, however, it must be conceded that the present
method of study has not exhausted the possibilities of a hormone cause. Present technical
methods for the elinical determinations of estrin and prolan are far from perfect and no
satisfactory test exists for the quantitative study of the corpus luteum hormone in body
fluids. A very slight disturbance of gland function might cause hyperplasia in the breast
when active over a considerable number of years and yet not be obvious when studied by
relatively crude laboratory methods over a month’s time. Irregularities in the peaks of
production or excretion of estrin may furthermore have a significance quite aside from the
total quantities chiefly discussed in this paper.

Finally, it is possible that the abnormal estrin effects on the breasts may be the re-
sult of local conditions such as an increased responsiveness to normal quantities of hor-
mone, possibly as the result of local hyperemia, or a tissue concentration of the gland sub-
stances, bearing no relation either to the actual activity of the ovary or to the amount of
hormone in the blood stream.

With these reservations, the following summary is offered of the present knowledge
of the conditions under which chronic mastitis is found to develop.
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A. THE PAINFUL NODULAR BREAST

1. An active ovary producing estrin must be present.—(a) The painful breast is limited
to women before the menopause and after puberty. (b) The pain and nodularity improve
with x-ray and surgiecal castration, such improvement paralleling the fall in estrin excretion
in the urine.

2. There is no indication of an extensive ovarian activity.—(a) The histological structure
of the painful breast does not show the uniform epithelial proliferation of a hormone-
produced hyperplasia. (b) The 7 cases studied did not contain any excess of estrin in the
urine or blood and in several cases the estrin excretion was quite low. (¢) The endome-
trium in cases of the painful breast does not show the hyperplasia to be expected with
hyperactivity of the ovarian follicle. (d) Administration of considerable quantities of
ovarian hormone to patients with the painful breast does not increase the severity of the
symptoms. e

3. There is no indication of an underfunction of the ovary.—(a) The average excretion
of estrin in 7 cases which were studied was within normal limits and in several of these
cases rather high values were found. (b) The scant menstruation noted in 16.9 per cent
of the women with the painful breast was the chief evidence for the underfunction theory,
but the estimation of the estrin excretion in such cases gave normal values., (¢) Consistent
results have not been obtained in this clinic by the treatment of the painful breast with
estrin or the ovary-stimulating hormone of the anterior pituitary.

4. A ‘“dysfunction’’ of the ovary remains a possibility which cannot be entirely ex-
cluded.—(a) Delayed or irregular menstruation, which must be accepted as a sign of a
disturbed ovarian function, was present in 13.7 per cent of the cases. (b) Irregularities in
the curves of estrin execretion or of blood concentration may eventually be shown to have
some significance, but knowledge for their interpretation is at present lacking. (c¢) The
multicystic ovaries observed in so many cases also may be taken as evidence of a dis-
turbed ovarian function but they may be looked upon as well as the result of vascular
congestion in the pelvis.

5. A corpus luteum disorder cannot be excluded since tests do not exist for studying the
blood and wrinary levels of this hormone.—(a) The frequency of normal menstrual rhythm,
the histological evidence of a regular endometrial cyecle, and the rarity of evident disease
of the corpus luteum in patients operated upon are evidence against this factor.

6. There is no indication of a hyperactiwity of the anterior pituitary.—(a) Prolan ap-
pears in the urine only in cases of pronounced underfunction of the ovary, which is never
found with the painful breast. (b) An increase in prolan in the urine comparable with
that taking place in the menopause has been excluded by the present series of studies.
(¢) The appearance of prolan in the urine after x-ray of the ovaries occurs at the time of
improvement of breast symptoms.

7. The pawnful breast has from the clinical viewpoint a large nervous element.—(a) The
pain and tenderness are more marked than are to be expected in an endocrine-produced
glandular hypertrophy. (b) The pain radiates to the arm, neck, axilla and lateral body
wall and may be associated with hyperesthesia of the skin of the whole thorax. (¢) The
pain and swelling in certain cases are produced or become worse during periods of nervous
tension and may even develop abruptly within a few minutes after a nervous shock at
any time in the monthly cycle. (d) Various associated nervous complaints are described
by the patient including insomnia, anxiety, palpitation, blurring of the vision, mucous
colitis, and headaches. (e) One case report exists in the literature of the disappearance
of the premenstrual breast symptoms in one breast after the destruction of the thoracic
sympathetic of that side. .

8. A local state of vascular congestion is a prominent feature of the painful breast.—
(a) The gross appearance of the painful breast before menstruation with its hyperemia of
the areola, venous dilatation, and increased weight alone suggests hyperemia. (b) The
histological signs of this vascularity may be demonstrated in the ‘‘edema’’ of the lobule.
(¢) The relief afforded by the onset of menstruation is usually too rapid to be explained as
the result of epithelial regression. (d) The sudden appearance of pain and swelling in the
middle of the cycle in certain cases cannot be ascribed to epithelial proliferation. (e)
Simple support of the breast often causes considerable amelioration of symptoms. (f) In
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one case deseribed with pain and hypertrophy, petechial hemorrhages occurred regularly
before menstruation in the skin about the areola.

9. The coincident gynecological lesions and menstrual disturbances have a possible sig-
nificance as evidence of an associated vascular congestion and tissue edema in the pelvis.—
(a) The common pelvic lesions are classifiable as adnexal inflammation, parametritis, retro-
version, and cervical infection. (b) The onset of pelvie symptoms and breast pain after
marriage, abortion, or pelvic infections is significant of parametrial congestion or inflam-
mation. (c¢) The scant menstruation may be regarded as the effect of the secondary fibrosis
in the pelvis described by many writers as the end-result of chronic pelvie congestion.
(d) The edematous, cystic, and fibrotic ovaries may have a similar cause.

One may offer the following provisional conclusions on the cause and nature of the

painful, diffuseiy nodular type ot mastitis as follows:

1. The ovarian hormone is certainly a necessary factor, but it has not been possible
by present laboratory methods to demonstrate any specific abnormality of ovarian or an-
terior pituitary function. It 1s, however, possible that refinements in technical methods
may eventually reveal a definite endocrine disturbance.

2. The conception of the disease as primarily a vascular disturbance with changes
occurring in the interstitial tissues of the breast based on abnormal nervous stimuli ex-
plains many of the clinical aspects of the disease. Such a view can only be accepted with
caution, however, because it requires the assumption of a physiologic mechanism yet
largely undemonstrated.

[The more recent work of Greenhill and Freed, Bickers and others, previously men-
tioned, have proved the disturbance of water balance as a factor causing premenstrual
congestion of the breasts. Withdrawal of salt and soda or other products containing
sodium in the premenstrual period and administration of some medication which promotes
sodium seceretion will relieve most of these cases.]

B. BREAST HYPERTROPHY OCCURS IN AT LEAST Two FOrRMS

1. In one group in which there is a simple painless enlargement of the breasts of rela-
tively uniform consistence an endocrine factor is clearly prominent. This includes the
hypertrophy developing in childhood and in old women in the presence of the specific
ovarian neoplasms, such as the granulosa cell tumors and teratomas. Breast swelling has
also been observed in the presence of persistent corpus luteum and follicle cysts and
aseribed to a polyhormonal amenorrhea. Breast hypertrophy after hysterectomy may, in
some cases, have a similar basis.

9. The painful hypertrophies of this study were not of this type and resembled
closely the tender nodular breasts, both in regard to their physical characteristics and the
conditions under which they occurred. Hormone studies of a series of these cases gave
normal blood estrin values, rates of monthly excretion of estrin a little higher than in the
cages of the painful breast, but still probably within normal limits, and no increase 1in
prolan excretion. X-ray of the ovaries led to a disappearance of the pain and to a re-
duction in the size of the breasts but the use of ovarian hormone by mouth or hypodermie
was ineffectual. The coincident pelvie lesicns and the incidents associated with the onset
of the breast enlargement were in general the same as those found for the painful breast.

The conclusions in regard to the causes of this type of hypertrophy must be similar
to those for the painful, nodular breast.

(. ABNORMAL SECRETION FROM THE NIPPLE

The local physical characteristics as well as the conditions under which abnormal
_nipple secretion occurs seem to distinguish it somewhat from the two preceding groups:
the average age of these patients was higher; the proportion of women with preceding
pregnancies was much greater; menstrual disturbances were more frequent, particularly in
the form of delayed menstruation; the average daily excretion of estrin was lower; the
secretion did not disappear at once after x-ray of the ovaries.

In many cases, however, the characteristics of the painful breast were present,
notably the eyclical pain and swelling, the diffuse nodularity and certain coincident pelvie
lesions.
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Tt is concluded that the cases with abnormal secretion are a heterogeneous group, the
following representing a possible classification of these.

1. Cases with a non-specific discharge, serous, sanguineous or purulent, from local dis-
ease of the larger ducts.

9. Cases reported in the literature with a definite nervous factor either in the form of
direct stimulation of the nipple, or a central nervous system disease, such as tabes dorsalis
or syringomyelia.

—_——ee e —— =

Fig. 989. Fig. 990.

Fig. 989.—Relapsing febrile nodular nonsuppurative panniculitis, showmg the distribution
of the lesions and the degree of involvement of the breasts.

Fig. 990.—Appearance of patient on admission, showing multiple areas of nodular non-
suppurative panniculitis of the breasts.

(From Binkley: J. A. M. A. 113: 113, 1939.)

3. Cases reported in the literature with definite evidence of endocrine disease, such as
the instances of amenorrhea with follicle or corpus luteum cysts. To this group may be-
long the cases of temporary secretion in the early menopause, theoretically ascribable to
the sudden decrease in ovarian activity or the increased function of the anterior pituitary.

4. In a large group of cases one is forced to maintain the alternative theories noted

for the other two types of breast disease, namely an as yet undetermined variety of en-
docrine disturbance or a little known form of neurovascular disorder.

~ While nonmalignant tenderness of the breasts is usually due to endocrine
disturbance affecting the secreting apparatus, it may occasionally be caused
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by nonsuppurative panniculitis, pictured in Figs. 989 and 990. A case of this
disease was reported in detail and the literature reviewed by Binkley, from
whose article came these illustrations.
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Chapter 16
MEDICOLEGAL POINTS IN GYNECOLOGY

There are various conditions connected with the geitital organs concerning
which the physician may be called to testify in court or to give a written
opinion.

Such testimony is, generally speaking, simply the recitation of faets in
anatomy, physiology, pathology, symptomatology, diagnosis, treatment, and
prognosis, with which the physician is necessarily more or less familiar be-
cause of his daily work. But there are certain things, of little or no value in
the ordinray diagnosis and treatment of diseases, which assume much 1mpor-
tance when the case comes into court. So, when called to attend a case in
which there is any probability of court proceedings, the facts that are of medi-
colegal importance should be given considerable attention.

Some of these facts in connection with certain subjects that frequently
find their way into court will be pointed out here.

RAPE

Rape is defined as ‘‘the unlawful carnal knowledge of a woman without
her consent,”” and again, more in detail, as ‘‘sexual intercourse with a woman
effected by violence, or with a young girl by abuse of her ignorance.’’

Medical evidence is ordinarily required to confirm or disprove the state-
ment that rape has taken place. False accusations of rape are very frequent.
Taylor states that for one real rape tried in the courts there are, on the aver-
age, twelve pretended cases. Some of these cases of false accusation are
founded on a mistake, as may happen with infants, children, and persons men-
tally defective. In other cases the accusations are made willfully and de-
signedly for the purpose of extortion or revenge, or from another ulterior
motive. In some instances the false accusation may be at once disproved by
medical evidence, though it has happened that the medical man has been de-
ceived and duped by designing persons. In many cases in adults the medical
evidence 1s not decisive, and the truth or falsity of the charge must rest al-
most wholly on the statement of the prosecutrix herself along with the cor-
roborating circumstances. |

The question for the physieian to decide as far as possible, from his ex-
amination, is whether or not sexual intercourse took place, or was attempted,
at approximately the time indicated. Subsidiary information may be re-
quired; e.g., as to whether there were evidences of violence elsewhere on the
body, or as to whether intercourse has ever taken place or has frequently
taken place, or as to whether death was caused by the injuries inflicted, or as
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to whether disease was communicated at the time, and if so, what is the nature
and probable outcome of such disease. On all such points the physician is sup-
posed to be informed, and he is also supposed to keep such record of his cases
as will enable him to testify with certainty, some years afterward, concerning
his findings in any particular case.

For the consideration of the medical evidence of rape it is convenient to
divide the cases into three classes, the first including infants and children,
the second including young unmarried women, and the third including married
women,

There are, however, certain points that should be kept in mind 1n all cases.
When called to examine or treat a person on whom rape is alleged to have been
committed, notice and record, as soon as you can conveniently, the following
points, for you are likely to be questioned in court concerning them:

1. The precise time at which you were summoned, the exact hour and date
of the examination. and the place of the examination. It is important in some
cases to know whether or not the female, alleged assaulted, took the earliest
opportunity to complain. Also, the exact time elapsing between the alleged
assault and the examination has an important bearing on the signs found. The
place of the examination at a certain time may be important as showing the
truth or falsity of some statement of the detense or prosecution regarding the
movements of the female shortly after the time of the alleged assault.

9. Marks of violence about the genitals.

9 Marks of violence on the body elsewhere or on the clothing of the
complainant.

4 Presence of stains of spermatic fluid or of blood on the clothing. When
the character of the stain is not clear, make a mieroscopic examination of the
contaminating material.

5 The existence of disease probably conveyed in the alleged assault
(gonorrhea, syphilis, chancroid).

The evidences of rape will vary with the age of the patient and other
circumstances.

It may be stated that, to establish the fact of rape, it is not necessary to prove pene-
tration into the vagina by the male organ. It has been decided that, if the evidence shows
penetration of the vulva or to the vulvar cleft, that is sufficient—the legal establishment
of the crime requiring only the fact of the penetration, the degree of penetration being
quite immaterial. Consequently, the hymen is not necessarily ruptured, even in cases where
entrance of the male organ into the vagina would be absolutely impossible without such
rupture. Taylor, in his Medical Jurisprudence (American Edition by Clark Bell), states:
(¢ Medical men sometimes have fallen into error on this point, considering that, when the
hymen was entire, rape could not have been committed, but the statute law says nothing
about the rupture of the hymen as a necessary part of the medical evidence; it requires
from the medical witness merely proof of vulvar penetration—this may occur and the
hymen remain intact.”” However, laws differ, and 1n any case it would be well to look up

the wording and interpretation of the law in the state or country where the alleged assault
occurred.

Infants and Children

In the case of infants and children there are usually decided evidences of
injury about the genital organs. Of course, such injury does not necessarily
exist, but when it does not exist the proof of rape must rest largely on evi-
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dence other than medical. Again, when there are evidences of injury about
the genitals in a child alleged to have been assaulted, it does not necessarily
follow that the injuries are due to rape. The abnormal appearance may be
due to some disease or to some accidental injury, or to some injury inflicted
by a designing person with the object of deceiving the physician., All these
things must be kept in mind. In this, as in other situations, the physician’s
diagnosis of the conditions present and the interpretation of the meaning of
those conditions must be founded on incontrovertible physical evidence that
will stand attack from all sides.

The evidence of rape will, of course, vary much with the time that elapses

after the occurrence before the child is seen, .
1. If the child is seen within a few hours, the following conditions may be
present :

a. More or less abrasion of the vulva and vaginal opening, with probably
some bleeding or clots. If penetration into the vagina has taken place, there
may be extensive injuries—tearing of the hymen, perineum, and vaginal walls
into the rectum or even into the peritoneal cavity.

b. Evidences of violence elsewhere on the body or about the clothing—
scratches or bruises on the body, tears of clothing, blood on it or disarrange-
ment of it. In some cases the child has been rendered insensible by a blow on
the head or by some drug administered.

c. Presence of semen in the vieinity of the genitals of the child or on the
clothing. The contaminating material should be submitted to microscopic ex-
amination, that the presence or absence of spermatozoa (as a positive evidenece
of semen) may be determined.

d. Presence of gonorrheal pus on the genitals. The presence of pus about
the genitals of the child does not necessarily indicate rape. The pus may have
been put there, with blood and seratches, for purposes of deception. If mi-
croscopic examination of the pus shows gonococei, it has come, directly or
indirectly, from gonorrheal inflammation in a male or female. Gonorrheal
ophthalmia is a not infrequent form of gonorrheal inflammation, and the pus
from such a condition in the mother or attendant may be responsible for the
gonorrheal vulvitis in the child. |

2. If the child is seen after a few days or a week or so, the following con-
ditions may be found:

a. Acute inflammation, apparently due to violence. The fact that inflam-
mation is present is established by the presence of a mucopurulent discharge,
yellowish in eolor and staining the linen. This may not be present the first
day or two, but after that it is ordinarily present if there has been much in-
jury of the vulva or vagina. The inflammation is further indicated by the
redness of the parts, the tenderness, and the pain on urination.

-

The acuteness or recent onset of the inflammation is shown by the severity of the
process compared with its extent, the marked painfulness of the affected areas, the presence
of recent abrasions and tears about the hymen and vulva, and possibly swelling from
edema. The parts may be so painful that the child strongly resists any attempt to make
an examination—even the separation of the thighs. This is of no diagnostic significance,
as children with inflammation from other causes, or even with no inflammation, may do
the same. If this obstacle to examination is extreme, it may be necessary to anesthetize
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the child in order to make the examination. If extensive inflammation 1s present, there
may be fever, and in the very extreme injuries the most serious acute symptoms may
develop. Beveral deaths from this cause, with consequent convictions for murder, have
been recorded.

The fact that the inflammation was immediately preceded by violence or mechanical
injury is shown by the evidences of recent tears or abrasions, or by ecchymoses due to
bruises from some cause, and also by the extent and severity of the inflammation in such
a short time and without other apparent cause. Gangrene with sloughing of the external
genitals and vagina and adjacent tissues has occurred from these causes, usually with fatal
effect, though some have recovered after considerable sloughing.

Care should be taken to exclude similarly appearing conditions due to other causes.
The very severe inflammation of the genitals called ‘‘noma’’ has more than once led to a
mistaken supposition of rape. It is seen principally in debilitated children with severe
acute diseases, such as scarlet fever, diphtheria, typhoid fever, etc. Occasionally, however,
it occurs in apparently healthy children where the genitals are neglected and dirty, per-
mitting some severe infection. It may follow marked bruising or injuries of the parts from
any cause. It may follow even a comparatively slight injury in an otherwise healthy child.
Taylor relates a rapidly fatal case in a child five years old who accidentally fell on some
thorns, from which she sustained slight injuries, followed by a severe infection and noma
and death. The condition of the parts, with the evidence of mechanical injury, was such
that it might easily have led to a charge of rape, had the real cause not been known.

b. (fonorrheal inflammation in the acute state. Gonorrheal inflammation
is likely to extend into the urethra, though the vagina may escape. The diag-
nosis of gonorrheal inflammation is established by finding gonococel n the
discharge. The significance of the presence of acute gonorrheal inflammation
depends on cirecumstances as already explained.

c. Evidences of chaneroidal infection.

d. There may be present some of the other conditions mentioned under
the earlier examination.

The disturbance of the parts may be very slight, as shown in cases where
other circumstances proved the rape. IFor example, an adult was convieted
of rape on an infant only seven months old. According to the medical evidence
the vulva was somewhat swollen, there was slight excoriation about the labia
minora and a small amount of blood. The hymen was not lacerated, and there

was no evidence of penetration past it. Seminal fluid was found on the person
of the child.

The evidences of rape, when not severe, may very quickly disappear.
(‘asper relates a case of a girl of eight years upon whom rape was committed
by a man in a drunken condition. The girl was examined the next day. The
labia were then reddened, and there was congestion about the vaginal en-
trance, which was very tender. Examination ten days later showed the
genitals to be in their natural state, and there was nothing at that time to
indicate that the girl had been subjected to violence.

3. An examination after some weeks or months may show no evidence of
the disturbanece, or may show one or more of the following conditions:

a. Chronic mucopurulent discharge from the vulva or vagina. This is
present in many infants and young girls from simple causes, such as want of
cleanliness, scalding from frequent irritating bowel movements, seat worms,
irritating urine, adherent prepuce over clitoris, skin diseases of the vulva,
pediculi, and various other sources of irritation about the genitals.
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b. Chronic gonorrheal discharge from the external genitals or vagina. The
fact that the discharge is gonorrheal is established by finding gonococel, If
the beginning of this discharge can be fixed as about the time of the alleged
assault, it is strong corroborative proof. Gonorrheal vulvitis and vaginitis
occur. however, not infrequently from wholly different causes, as previously
noted.

¢. Evidences of syphilis or chancroid.

d. Laceration or destruction of hymen. The presence of the intact hymen
does not preclude rape, as previously explained; neither does the absence of
the hymen or apparent laceration of the hymen necessarily imply injury of
the membrane by rape or otherwise, though the condition of the hymen might
be strong corroborative proof in a particular case, especially if it could be
established by the mother or the nurse, or a physician who had made an In-
spection, that there was, prior to the time of the alleged assault, a well-formed
and apparently intact hymen. The hymen is very different in shape and ap-
pearance in different individuals. Oeccasionally it is practically absent 1n a
child otherwise normal.

e. Abnormal size of vagina, as though it had been at one time dilated.
Permanent marked dilatation is not very likely to follow a single distention
by coitus or otherwise. This condition, which is found occasionally in older
oirls where the question arises, is due usually to repeated distention of the
vagina, by coitus or otherwise, extending over a considerable period of time.
In such cases, the parts may soften and relax to a remarkable extent, even
leading to the suspicion that childbirth may have taken place.

. Sears from injury to the genitals. The genitals are exceptionally well
protected, and are not often injured, except by some disease process or in
attempts at coitus. Occasionally a child will fall astride of some object and
inflict an injury. Again, injury may come from attempts of the child to intro-
duce some foreign body into the vagina, though such injuries are more likely
to be found in girls somewhat older. Secars about the genitals may, of course,
result from any severe inflammation or destruetive process, and also from
chronic inflammation of milder grade when it is accompanied by persistent
seratehing, with resulting ulceration.

Older Girls and Unmarried Women

In this class, the severity and certainty of the signs decrease and the diffi-
culties of arriving at a definite conclusion increase. The mechanieal injuries
following coitus, or attempted coitus, are less marked and sooner disappear,
and there remain fewere deviations from the normal. Again, in the case of
older girls and adult women, the medical man is likely to be subjected to two
lines of questioning: (A) as to whether or not coitus or attempted coitus
took place at about the time of the alleged assault, and (B) whether or not
coitus had ever taken place before, and, if so, whether several times or over a
considerable period.

A. Evidences of Recent Coitus or Attempted Coitus.—The evidences found
will, of course, depend to a considerable extent on the period of time which
intervenes between the assault and the examination. If the examination is
made within a few hours after the assault, one or more of the conditions pre-
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viously mentioned may be found. The mechanical injury to the genitals 1s
likely to be less because the parts are larger, and the epidermis less delicate
and less easily abraded. The evidences of injury on other parts of the body
are likely to be more marked because of the greater resistance which the
vietim is able to make.

If the examination is made after a few days or a week, the additional
points already mentioned must be investigated. As the local injuries are less
than in younger females, they will subside more quickly.

If the examination is made after several weeks or months, the problem
for the physician resolves itself into determining whether or not sexual inter-
course has ever taken place. The determination of the time when the coitus
took place is ordinarily impossible after several weeks have elapsed. In cer-
tain cases the medical testimony may be strongly corroborative of other testi-
mony in establishing the time of the assault, even after several months. IFor
example, if it should be established by other testimony (a) that up to the
time of the assault the young woman was perfectly well and had never had
coitus, and (b) that immediately afterward she had a discharge and had been
sick more or less ever since, and (¢) that there had been no subsequent coltus—
then the finding of a chronie pyosalpinx with chronie endometritis, in an examin-
ation some month later, would be strong corroborative proot that the infecting
coitus took place about the time of the alleged assault.

Ordinarily, however, after a few weeks all the acute and subacute evi-
dences have subsided. leaving only those that, so far as any distinetive char-
acteristics are concerned, might have been there some months or some years.
So the question here is essentially whether or not coitus has ever taken place
in the case of the individual concerned.

B. Evidences of Remote Coitus.—Ordinarily, it is easy to tell, by a com-
paratively superficial examination, whether or not a girl or woman has prob-
ably had coitus. The differences in appearance of the external genitals and
vagina when coitus has taken place (especially if it has taken place several
times) are usually so marked that the physician has little difficulty in dis-
tinguishing them. This is the general rule. There are, however, exceptional
cases which present many of the ordinary evidences of coitus when in faet
none has taken place. On the other hand, there are persons who present signs
which are considered almost pathognomonie of virginity when m fact sexual
intercourse has oceurred, and not only sexual intercourse, but pregnancy and
1abor at full term. So, in exeeptional cases it may be very difficult to decide
certainly whether or not sexual intercourse has occurred, and in such a case
it is particularly difficult to legally prove it, for the anomalies must then be
- considered.

The evidences of remote coitus or attempted coitus ecan be summed up as

follows:
1. Evidences of previous childbirth at or near term.

a. Destruction of the hymen, leaving only irregular tags here and there about the
vaginal opening, with scar tissue between. This condition is very strong evidence of child-
birth at or near term. It means that there has passed through the vaginal opening some
body large enough not only to stretch and lacerate the hymen, but to stretch out the
vaginal ring enormously, and to so stretch and compress and bruise the hymen that the
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subsequent sloughing and scar contraction have practically destroyed it. There is really
no hymen that can be traced as a circular ring of tissue with simply laceration from inter-
course. The hymen, as such, is gone, and there remain only irregular projecting particles
of tissue (carunculae myrtiformes) here and there to mark the place where the hymen used
to be. Of course a large tumor, e.g., a myoma, delivered through the vagina might do the
same. Also, some destructive inflammatory process or serious injury during childhood or
later might produce practically the same result, but such conditions are rare and show also
other evidences. There are cases of congenital deformity in which the hymen may be
present simply as irregular tags of tissue, or it may, as recorded in some cases, be absent
altogether. In such cases, we would not expect the scar tissue about the vaginal opening
or the marked enlargement of the opening. So the destruction of the hymen as described,
when present, is strong presumptive evidence of previous childbirth.

Suppose the hymen is not destroyed—does that prove that no childbirth has taken
place? Not necessarily. Oeccasionally during labor the hymen is simply torn and then the
ring beyond it is stretched and torn. After labor, the portions may heal in such a way
that the hymen appears practically intact. Still rarer cases have been recorded in which
the hymen softened and dilated sufficiently to permit the child to pass and then underwent
involution to about its former size. Such a hymen is likely to stretch also during coitus
instead of tearing. The examination of such a patient would show an ‘“intact hymen,’’
or, as some, laying too much stress on the condition of the hymen, are wont to write,
‘‘virgo intacta.’”’ The absurdity of such a designation based only on the condition of the
hymen is well expressed by Taylor when he remarks, ‘‘such ‘virgines intactae’ have fre-
quently required the assistance of accoucheurs and have in due time been delivered of
children.’’

b. Evidences of laceration or great stretching of the perineum, vagina, and pelvic
floor. These evidences are a large vaginal opening, close approach of the opening to the
anus (partial destruction of perineal body), scars about the opening or on the perineum,
lax vaginal walls, and lax pelvic floor. These have about the same significance as the
destruction of the hymen above mentioned—that is, their presence is strong evidence of
previous childbirth, but their absence is not of much legal significance.

. Laceration of the cervix. The establishment of a distinct laceration of the cervix
is very strong evidence of a previous parturition or operation involving division of the
cervical wall. There are conditions that simulate a slight laceration, but a deep laceration
would hardiy be simulated by anything short of some congenital deformity, and in such a
case there would be likely to be other deformities. Also, there would be no scar tissue,
such as is ordinarily found about a laceration of the cervix.

d. Evidences of previous lactation. It may be possible to press some fluid from the
breasts, or the breasts may show the enlarged veins and the white striae (lineae albicantes)
of a previous distention.

e. Evidences of a previous distention of the abdominal wall. There may be present
the striae (lineae albicantes) indicative of previous stretching of the skin from distention
from pregnancy or other causes. When other causes (obesity, tumor, ascites) can be elimi-
nated by the history, such striae indicate previous pregnancy. Also, marked relaxation of
the abdominal wall may be due to previous distention by pregnancy.

2. Evidences of previous abortion. After a short time, the evidences are
exceedingly uncertain in many cases. There may be some slight lacerations,
with resulting scars, that may be corroborative evidence, especially partial
laceration of cervix. Their presence may help some, but their absence 1s of no
particular significance.

3. Laceration of hymen and some dilatation and laxity of vaginal opening
and vaginal canal. These are the ordinary evidences of coitus and are nearly
always present, especially if repeated coitus has taken place. Usually the
opening in a virgin hymen is so small that the introduction of one finger is
effected with some difficulty and causes pain. Ordinarily, after repeated
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coitus. the vaginal opening admits two fingers easily for examination, and
without pain, provided the perineal edge of the opening is carefully depressed.

In exceptional cases the hymen may remain intact after coitus, particularly in those
cases in which the opening is large and a little stretching will accommodate the male organ.
Occasionally, however, a hymen with a small opening will remain intact. In such cases the
hymen is usually elastic and unusually tough, and consequently it stretches and dilates
under a force that would rupture an ordinary hymen. So that, though it may be said that
there are manv exceptions to the rule that ‘‘coitus ruptures the hymen,’’ there are very
few cases in which a hymen presenting the normal rupture capacity (or normal size, nor-
mally tense and having the normal consistency, elasticity, and strength) does not rupture
on first coitus. In doubtful cases, then, the physician should take care to ascertain accu-
rately, not only the presence of the hymen, but also its character.

The apparent laceration of the hymen or even the absence ot the hymen, while pre-
sumptive evidence of coitus, is not positive evidence of the same. It may be absent wholly
or partially from congenital deformity. It may have been destroved or dilated by disease
or injury in infancy, childhood or later life. It may have been lacerated by an operation
or an examination. Its apparent laceration is, however, strong, corroborative evidence of
coitus when taken in connection with the history of the case, and especially when there
is reliable testimony establishing that it was formerly 1intact.

4. Evidences of a disease usually communicated in sexual intercourse, such
as gonorrhea, syphilis, chancroid, pediculosis pubis.

5. Evidences of uterine or tubal inflammation, presumably due to infection
following labor or abortion, or coitus.

Married Women

In married women normal sexual intercourse has, of course, already taken
place, so that the establishment of the fact of coitus is of no help in estab-
lishing rape. The medical evidence, if any is required, must bear upon the
question of coitus by some one other than the patient’s husband and against
her resistance,

The following points should be investigated:

1. Evidences of injury about the genitals, indicative of forced and hurried
coitus. There may be abrasions, tears, bruises, or bleeding.

9. Evidences, elsewhere on the body or clothing, of injury in resistance.
There may be bruises and scratches, or an excited or hysterical state, such as
might be caused by a harrowing experience. The clothing may show tears or
bloodstains, or contamination with dirt of the road, or disarrangement. Of
course, none of these evidences of violence establishes the erime of rape. They
only go to show that something was attempted that excited the woman’s
resistance. They might have been due to attempted robbery or to a quarrel.
Again, they may have been placed there intentionally. The woman may be

trying to deceive for the purpose of extorting money or for other reasons.
| 3. Stains of spermatic fluid may be present on the clothing or person of
the woman. If there is any suspicious stain, some of the contaminating ma-
terial should be submitted to microscopic examination, that the presence or
absence of spermatozoa may be determined. Any discharge in the vagina may
also be examined miecroscopically, but the presence of spermatozoa in the
vaginal discharge is not of much significance unless it can be established that
no coitus with the husband has taken place for three or four days.

4. Disease (gonorrhea, syphilis, chaneroid) not present in the husband.
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The Question of Consent

The question of consent is often the erucial point on the legal side of these
cases of alleged rape in adult women, whether married or unmarried. This
question is, as a rule, decided largely or wholly by testimony other than med-
ical. In some cases, however, the medical man may be required to give testi-
mony concerning corroborative facts. An adult woman of ordinary health
and strength is supposed to make strong resistance. In such a_case, if there
are no obvious evidences of resistance, the legal assumption 1s that consent
was given and the case is not one of rape. It has been claimed that a strong
woman can make effective resistance, and therefore that an accusation of rape
by such a woman is an absurdity. ‘‘Some medical jurists have argued that a
rape cannot be perpetrated on an adult woman of good health and vigor, and
they have treated all accusations made under these circumstances as false.”’
This view is too extreme, for there are circumstances and conditions that
would make effective resistance impossible even by a woman of unusual
strength, as when two or more are combined in the attack or when the woman
is rendered powerless by terror or by exhaustion from long struggling with
her assailant. The physician may be required to state his opinion regarding
the possibility or probability that sexual intercourse could take place without
the consent of the woman under various circumstances; for example, the fol-
lowing :

1. When a woman is weak from age, sickness, or other bodily infirmity. That coitus
could be forced under such circumstances is evident.

2. When there is imbecility or other form of mental irresponsibility. In such a case
consent in the legal sense is impossible.

3. When the woman is attacked by several persons or by one person of superior
strength. Rape is unquestionably possible under such circumstances.

4. Where there is unconsciousness or partial unconsciousness from narcoties or intoxi-
cating liquors. Coitus may take place under such circumstances without the consent, and
in some cases even without the knowledge, of the woman. Many young women are ruined
in this way in the ‘‘wine-rooms’’ of our cities. This fact is recognized in the law which
makes it a crime to give a woman intoxicants with the intention of stupefying her, so that
coitus may take place without her consent.

5. When there is unconsciousness or parital unconsciousness from a general anesthetic,
such as chloroform or ether or laughing gas. The fact that rape may, and occasionally has

been, committed under these circumstances is sometimes taken advantage of by designing
persons to extort blackmail from dentists and others who must, in their work, anesthetize
or partially anesthetize patients without a third party present.

Anesthesia or partial anesthesia of a girl or woman without a third party present is
hazardous for another reason. The patient, while going under the anesthetic or recovering
from it, may experience certain feelings or hallucinations that cause her really to believe
and firmly proclaim that sexual intercourse took place. Many such cases of false accusa-
tions, honestly made, are on record. In one instance ‘‘a young lady was accompanied to
a dentist by her affianced lover, who never left her while the anesthetic was administered
and a tooth extracted; yet she could scarcely be convinced subsequently that the dentist
had not attempted to ravish her.”’ |

6. When there is unconsciousness or partial unconsciousness from hypnotic sleep.
Convictions have oceurred of undoubted rape under this condition. Also, false accusations
may be honestly made from sensations experienced in this condition. This comes under
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partial or complete anesthesia. Another source of false accusations, honestly made, 1s
mental aberration of various kinds—from well-marked insanity to the various functional
nervous disturbances.

7. When there is unconsciousness or partial unconseiousness from fainting, syncope,
an epileptic seizure, a fall or a blow.

8 When the woman is temporarily helpless from terror or from an overpowering
feeling of horror at her situation.

9. A woman may cease her resistance under threats of death or duress.

OTHER CONDITIONS

Presenting Medicolegal Points

1 The various medicolegal questions concerned with the state of preg-
naney, abortion, labor, and the puerperium belong more strietly to obstetries,
and need not be considered here.

2. The question of the character of a disease present—particularly gonor-
rhea, syphilis, or chaneroid—and the source from which it could have come,
and whether or not it is still transmissible, or all questions that may assume
medicolegal importance under various cireumstances; for example, suits
for divorce. suits for possession of children, suits for alimony, suits for dam-
ages against individuals or corporations, ete. Also, of injuries of the genital
organs you may be called to oive the nature, extent, possible cause, and prob-

able outcome. All these are simple clinical questions, and the information
regarding them may be obtained from the elinical portions of this work.

3. Various questions in regard to sterility may come up in legal inquiries.
The required information on this subject is giverr in Chapter 14

4. In the case of the death of a woman or oirl under suspicious circum-
stances, the physician may be called upon to make a postmortem examination
and then to answer, as far as possible, various questions, among which may

be the following:

What pelvie lesions were present?
What was the probable cause of these lesions?
What was the cause of death?

5 In coroners’ cases, and much more so in malpractice suits (before or
after death), the following questions may be asked concerning almost any
gynecologic disease:

What disease is present?

What are the prineipal points upon which your diagnosis is based?

In your opinion did the attending physician use reasonable care and
skill in the diagnosis?

What is the established treatment for the disease ?

In your opinion did the attending physician use reasonable care and

skill in the treatment?

6. In eriminal cases and in damage suits the physician testifying as an
expert may be required, particularly in the eross-examination, to explain in
detail various points in the etiology, pathology, symptomatology, diagnosis,
treatment, and prognosis of the affection under consideration. To answer
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such questions, the physician must be well grounded in all the important facts
and theories of the disease, and must be able to give the required explanations
in a few words and in ordinary language, avoiding the little-understood tech-
nical terms.

On important contested points it is well to be fortified with the names of
two or three recognized authorities on that particular subject, with their exact
statements. This information is, of course, held in reserve, to be given only
if requested.

In accident cases, retrodisplacement of the uterus is sometimes attributed
to a fall or other minor injury. As a matter of fact, the uterus is so arranged
and protected in the pelvis that a pathologic retrodisplacement by a minor
accident is practically impossible. The following answer was given in the
section on Queries and Answers of the Journal of the American Medical As-
sociation: |

The question of retrodisplacement of the uterus following trauma is complicated and
controversial. Spicer states that ‘‘traumatic displacements (of the uterus) may result
from a fall, sudden jarring of the body, such as landing on the feet or buttocks, lifting
heavy bodies, and blows over the lower abdomen.’’ Adair says, ‘‘It is also possible for

a blow upon the back, or a fall upon the buttocks, to cause an acute retrodisplacement of
a nonpregnant uterus, or of a pregnant uterus early in gestation. . . . It is also possible
that a preexisting displacement may be aggravated by traumatic causes. . . .’’ Kessler
states that there are two schools of thought concerning the relation between injury and
uterine displacement. One flatly denies the relation and the other favors traumatie
etiology in selected cases. Many authorities have apparently seen enough instances of
retrodisplacement of the uterus following a severe fall to lead to the conclusion that force-
ful impact, such as falling on the back, may produce a bad retrodisplacement. For every
such instance, however, there are many in which the patient gives a history of falling and
has a retrodisplacement which is not ascribable to the injury. In almost all instances the
exact relation seems difficult to prove.

Failure to conceive is rarely due to retroversion of the uterus alone. Authorities are
not wholly in acecord concerning the tendencies to spontaneous miscarriage in patients with
retrodisplacement, but the consensus is that retrodisplacement of the uterus is a factor

of some importance in the etiology of spontaneous abortion. The following references
should be consulted:

Spicer, F. W.: Trauma and Internal Disease, Philadelphia, J. B. Lippincott Company,
1939, chapter 17, p. 426. ;

Adair, F. L.: Trauma and Disease, edited by Leopold Brahdy and Samuel Kahn, Phila-
delphia, Lea & Febiger, 1937, chapter VII, pp. 224-225.

Fraser, A. J.: Trauma, Disease, Compensation: A Handbook of Their Medico-Legal Rela-
tions, Philadelphia, F. A. Davis Company, 1930, chapter IV, pp. 207-208.

Kessler, H. H.: Accidental Injuries: The Medico-Legal Aspects of Workmen’s Compensa-
tion and Public Liability, Philadelphia, Lea & Febiger, 1931, chapter XIV, pp.
429-431.

Ropp, J. M.: Traumatic Displacements of the Uterus, Virginia M. Month. 51: 101 (May)
1924.

7. It would seem that consent to operation and to such details of operation
as the surgeon may find best on examination or in the course of the opera-
tion is implied when the patient accepts the surgeon’s advice and goes through
the preparation for operation. The jury, however, does not always take that
view of the matter. Consequently, it is well to remove all chance of contro-
versy on this point by having the patient sign a request for the operation and
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having the signature attested by a responsible witness, such as the nurse or an
assistant physician. The following, with place and date, is a satisfactory
form :

I herewith request the performance of the required opera-
tion and such additional work as may be found necessary or
advisable at the time.

Witness. —— e mmmm—m—== emmmme—mm—e—e—m oo ——o oo
(Signature of Patient)

When the hushband appears dubious as to what is to be done or not done, it 1s
a good plan to have him sign the request below the wife’s signature. If the
patient is a girl under age, her sienature should be accompanied by that of
one of the parents.

If the patient wishes to make any exception to the latitude of action, such
exception should be noted in the request. This enables the operator and pa-
tient to understand each other clearly. For example, in a certain case of Dr.
. S. Crossen’s requiring hysterectomy, the patient decided after full con-
sideration that she wished both ovaries preserved even though one should be
found diseased. The decision seemed to be against the patient’s best
interests, still it was her right to insist on it if she desired to do so. The
exception to the latitude of aetion was noted in the signed request, and at the
operation both ovaries were preserved.

For further information on the operative permit, the reader 1is referred
to a book on Doctor and Patient and the Law by Regan.

8. The importance of the subject of foreign bodies left in the abdomen 18
often not appreciated by the physician until he is involved in a lawsuit con-
cerning it. To make sure that no sponge or other foreign body is left in the
peritoneal cavity at operation is a hard problem. This important subject In
its various aspects is considered in detail by Dr. H. S. Crossen in a monograph,

Foreign Bodies Left in the Abdomen.

References

Crossen, H. 8., and Crossen, D. F.: Foreign Bodies Left in the Abdomen, St. Louis, 1940,
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Queries and Answers: J. A. M, A. 114: 912, 1940.
Regan, Louis J.: Doctor and Patient and the Law, St. Louis, 1949, The C. V. Mosby Co.
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A

Abdomen (see also Abdominal)

auscultation, 139

contour, 124

hot applications to, in relief of pain, 601

inspection, 124

mass in, 135

mensuration of, 140

palpation, 131

percussion, 126, 138

point-tenderness in, 133, 134, 135

prominence, 125, 126, 128, 129

regions of, 132, 133, 130

right lower, tenderness 1in,
diagnosis, 219

tension and tenderness, 131

tumor in, 129

Abdominal examination, 124
inspection through incision, 211
operation on pelvic inflammatory mass,
timing of, 628, 630
pregnancy, 633, 643
section in rapidly spreading peritonitis,
609
in treatment of intraperitoneal hemor-
rhage, 652
Abnormalities, origin of, 775
Abortion, attempted, foreign bodies in pelvis
from, 682
differentiated from membranous dysmenor-
rhea, 442
pelvic infection from, 596
previous, evidences of, medicolegal points,
902
tubal, 638, 639
Abrasions of vaginal orifice, 170
about vulva in dyspareunia, 875

Abscess, cellulitis, high, 609
in dermoid cyst, 713
lateral, opening, 607-608
ovarian, 690
with chronic salpingitis, 615, 616
pelvie, cause of rectovaginal fistula, 350
~ opening of, 604, 605
suburethral, 310
tubal, 597
vaginal, differentiated from cyst, 304
of vulva, gonorrheal, treatment, 229
of vulvovaginal gland, 283
wall, puncturing of, 606
Absence of menstruation (sce Amenorrhea)
of vagina, 777, 779
Acidity, vaginal, 291
Acriflavine in treatment of endometritis, 440
ACTH in treatment of amenorrhea, 835
Actinomyces israeli, 673

differential
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Actinomycosis of cervix, 429
of endometrium, 461
in groin, 260
in pelvis, 673
of uterus, 462
Acute endometritis, 444
Adenoacanthoma of ovary, 749

Adenoecarcinoma associated with granulosa-
cell tumor, 743
of Bartholin gland, 277
of cervix, 507, 511
of endomentrium, 553
corpus)
histology, 562
pathology, 532
Adenoma, basophilie, 746
malignum, 562
testiculare ovarii, 744
Adenomatoid tumors of uterus, 500

Adenomyoma, 496

of fallopian tubes, 66

in vaginal wall, 303
Adenomyosis, 496

as cause of dysmenorrhea, 843

definition, 753
Adherent uterus, retrodisplacement in, 376
Adhesions interfering with progress of fer-

tilized ovum, 634

of labia, 313

in myoma of uterus, 479

peritoneal, in chronic salpingitis, 619

of prepuce, 312

in retrodisplacements of uterus, 364
Adhesive vaginitis, 297
Adipocere, 646
Adnexa (see also Fallopian tubes; Ovaries)

bimanual examination, 156

granuloma inguinale, 676

palpation of, 157, 158

torsion of, 670
Adolescence, periods of, 66
Adrenal changes in eclimacterie, 881

cortex tumor, 745

follicular atrophy due to, 699

gland, changes at puberty, 64

rests, 749

steroids, similarity to sex
Aerobacter aerogenes, 596, 602
Age incidence, myoma of uterus, 464

statistics in cervical cancer, o008
Alkaline phosphatase in endometrium, 87

in ovary, 88

Allergic disturbances, pelvie symptoms due

(sce also Cancer,

hormones, 37
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to, 888
edema of uterus mucosa and muscularis,
890
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Allergic—Cont’d
reactions to contrast media, 204, 205
in pruritus vulvae, 232
Allergy in dysmenorrhea, 848
to steroid substances in climacteric, 884
Ameba urogenitalis, 294
Amenorrhea, 823 (see also Menstruation)
caused by endoecrine disturbances, treat-
ment of, 833
dysfunction, 829
general conditions, 827
diseases, 825
by lesions in pelvis or distant organs,
828
by malformations, 824
physiologie, 823, 826
premenopausal, 887
radiation in treatment of, 835
as symptom of ovarian cysts, 694, 696
in tuberculosis of endometrium, 457

Ampulla of fallopian tube, 91
Ampullar pregnancy, 633

Anatomy of external genitals, 106
of fallopian tubes, 90
of genital tract, 1
of uterus, 4o, 308
of vulva, 107

“Androblastoma,” 745

Androgens combined with estrogens in cli-
macterie, 884
in treatment of dysmenorrhea, 843
of uterine bleeding, 816

Androgyny, 799
Anesthesia for pelvie examination, 208
Aneurysm, auscultation in, 139

Anomalies, congenital, of genital tract, 687
of development, 775
types of, 777
of uterus and vagina, classification, 788,
789

Anorexia nervosa associated with amenorrhea,
828
Anovulatory menstruation, 811
sterility, incidence of, 867
Anteflexion of cervix, 154, 155, 358

Arteriole and venous changes, cyclic, in
menstruation, 77, 84

Anterior pituitary hormones, chart, 65

Antibiotics in chronic pelvie inflammation,
610
place of, in operation on pelvic inflamma-
tory masses, 628
in prevention of pelvie inflammation, 595
in treatment of acute pelvie inflammation,
602
of cellulitis of vulva, 238
of endometritis, 445, 446
of gonorrhea, 227, 602
of granuloma mgumale 255, 429
of lymphogranuloma mgulnale 260
of pelvie cellulitis, 631
tuberculosis, 663
of streptococcal masses in pelvis, 609
of syphilis, 427
of tularemic buboes, 261
of vaginitis, 288, 293
of vesicovaginal fistula, 353

Antihistamine therapy of dysmenorrhea, 849
of pruritis vulvae, 233

Antipyretics in acute pelvic inflammation,
602

Antispasmodic drugs in treatment of dys-
menorrhea, 841

Anus, vestibular abnormal, 342, 343

Anxiety mneurosis and hysteria, differential
diagnosis, 120
Aphthous vaginitis, 295
Appendicitis, chronie, differentiated from
chronie salpingitis, 621
differentiated from acute pelvie inflamma-
tion, 600
pain 1in, 220 #
Appendix, low-seated, as cause of dys-
menorrhea, 844

Applications to lower abdomen 1n acute
pelvie inflammation, 601

Applicators, radium, 541, 542
Arrhenoblastoma of ovary, 743
removal of, 747
Arteries of ovary, 9
anatomy, 57
of uterus, 51
anatomy, 56

Arterioles, spiral, role in menstruation, 79-84

Arthritis in climacteric, 886
Artificial insemination, 871 -
Aschheim-Zondek test, 187
in diagnosis of chorloneplthehoma 58"
Ascites, 128
extreme 714, 715
with ﬁbroma, 719
with ovarian cyst, 718
Aspiration of cul-de-sac, 185
Asthma, menstrual, 889
Atresia of uterine canal, senile, 455
of vagina, 777, 779
Atrophie vaginitis, 224, 297
Atrophy, follicular, 699
of uterus, senile, 455
Attachment of uterus to pelvie wall, 157
Aureomycin in treatment of brucellosis in
pelvis, 672
of gonorrhea in children, 231
of granuloma inguinale, 256, 676
of vaginitis, 293, 294
Auscultation of abdomen, 139
Autonomic nervous system, anatomy and
physiology, 58

B

Bacillus aerogenes capsulatus, 300
Bacitracin in treatment of pelvic inflamma-
tory disease, 603
Backache from extragenital conditions, 177
from genital diseases, 176
localization of, 176
as symptom of chronie salpingitis, 619
Backward displacement of uterus (see Retro-
displacement)
Bacteria, death of, in pelviec inflammation,
628
in pelvie infection, 596
pyogenic, causing inflammation of ovary,

=,

in vaginal discharge, 167
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Bacterial infection of cervix, 396
of endometrium, 444, 446
of vulva, 237
Bacterium tularense, 260
Baldy-Webster operation, 377
Bartholin gland, earcinoma of, 274
examination, 143

Bartholinitis, 283
Basal metabolism test for
function, 831
temperature chart, 865
Basophilic adenomas, 746
Bed pad for patients with inoperable vesico-
vaginal fistula, 354
Bee-cell pessary, 387, 388
Benign tumors of fallopian tubes, 660
of ovary, 701
solid, 719
Benzyl benzoate in treatment of scabies, 241
Beta glucuronidase in endometrium, 87
Bicornate uterus, 635, 637

Bimanual examination, 149
under anesthesia, 209
replacement of uterus, 365, 366
Biopsy, cervical, 182
' technique, 531
endometrial, 184
of invasive carcinoma, 524, 525
surface, 179
Bivalve speculum, 163, 171
Bladder diseases in dysparcunia, 875
distension, 130
causing abdominal prominence, 129
palpation, 161
partial incontinence of urine, 340
partly filled, cause of error in palpation of
uterus, 151, 153
prolapse of, with uterine prolapse, 385
radiation tolerance of, 542
relation to genital tract, 4
vesicovaginal fistula, 352

Blair modification of Gellhorn pessary, 389

Bleeding (sce also Hemorrhage)
in cervical polyps, 430
in conical excision of cervix, 420
cyelie, 38
diseases with, confused with myoma, 486
in endometrial hyperplasia, 437
cause of, 433
following pregnancy,
| and, 581
wide conization, 417
intracyelie, 823
at menopause, causes of, 576, 578
progesterone withdrawal, 39, 40
as symptom of ectopic pregnancy, 646
of endometrial cancer, 567
uterine, in childbearing period, 820
curettage for, 438
in developmental period, 810
diagnosis by hysterogram, 206
in infancy and childhood, 808
in involution period, 821
irregular, in pelvic inflammation, 619
in senile period, 822
treatment, 438

endoerine d

~
o
i

chorionepithelioma
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Blood bank, reduction in mortality due to,
654
dyscrasias causing uterine bleeding, 811,
820
in peritoneal cavity, 129
stream, extension of cervical
519
supply of external genitals, 106, 114
myoma of uterus, 467, 472
vessels of fallopian tubes, 93
of labia minora, 110
of ovary, 9
of uterus, 50, 56
of vagina, 101
Bloody discharge about external genitals,
142
at menopause, 90
Bodo urinaris, 290, 291
Body changes at puberty, 63
Bone shadows, fetal, x-ray of, 207
Bones of pelvis, 1
Bowel, injury to, danger in operation for
pelvie endometriosis, 767

cancer by,

Bowen’s disease as precancerous lesion, 522

Breast cancer and uterine cancer, heredity in,
505
considerations, 891
examination, 124
hypertrophy, forms of, 893
nipple, abnormal scceretion from, 893
nonsuppurative panniculitis, 894, 895
painful, 891
nodular, 892
Brenner tumors, 720, 722
as origin of pscudomucinous ecysts, 703
Broad ligament abscess, drainage of, 607
anatomy, 06
cyst, diagnosis of, 624
parovarian, 752
rupture into, in extrauterinc pregnancy,
642
structures in, 43
tumors, 750
differentiated from chronic salpingitis,
621
varicose veins of, 671
Brucellosis in pelvis, 672
Brunschwig operation, 357
Bubo, inguinal, 257
tularemie, 260

C

Calcification in myoma of uterus, 476
Calcified tumor mass of extrauterine preg-
nancy, 645
Cancer (see also Carcinoma )
cervieal, adenocarcinoma, 532
classification, 515

etiology, 507
evaluation of surgical treatment, 547

five-year survival statistics, 549, 550, 551
importance of early diagnosis, 528
incidence of organ involvement in, 513
intra-epithelial, 520

microscopic pathology, 516

mode of extension, 519

operative treatment, 547

pathology, 011
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Cancer, cervical—Cont ’d
pregnancy with, 552
prevention of, 549
prognosis, 548
radiation therapy, 537
vs. operation, 535
radioactive gold treatment, 547
radium dosage, 540, 543
treatment, 535
ulceration and, 424
chronic cervicitis as factor in, 412
control, infection a factor in, 537
corpus, 203
age incidence, 558
clinical classification, 568, 569, 572
pathology, 558
prevention, 576
prognosis, 076
symptoms and diagnosis, 067
treatment, 572
etiology of, 505
of external genitals, 273
genital, vaginal smears in diagnosis, 177
heredity in, 505, 506
and leukoplakia of cervix, 411
nodules in cul-de-saec, metastatic, 677
of portio, 510
of rectovaginal septum, 350
in uterine myoma, 491
of uterus, 505 (sce also Cancer, cervical;
Cancer, corpus)
bloody discharge and, 90
vital statisties, 505
of vesicovaginal septum, 352
vulvar, 242
treatment, 279

Cancerous ulcer of cervix, 429
Candida albicans, 295

Carbon dioxide snow in treatment of cervi-
citis, 422
test for tube patency, 196
Carcinogenesis, relation of estrogens to, 555
Carcinogens, 507
Carcinoma (see also Cancer)
of Bartholin gland, 274
as cause of uterine bleeding, 821, 822
of cervix, 413, 507
squamous-cell, 510
chorionepithelioma, 578
of eclitoris, 278
of corpus uteri, 553
curettage in, 440
endometrial, 491
excess estrin in, 743
in experimental animals, 556
of fallopian tube, 667
intra-epithelial, of cervix, 520
invasive, biopsies, 524, 525
and noninvasive, biopsies, 527
with myoma of uterus, 478
ovarian, 723 .
pathologic grading, 724
prevention of, 732
prognosis of, 732
treatment of, 731
papillary, 668
relation of endometrial hyperplasia to, 441
in situ, 521, 523, 527
of urethra, 312

Carcinoma—~Cont ’d
of vagina, 305
of vulva, 273

Cardiac disturbances associated with myoma
of uterus, 480

Carson-Sachs test, 188
Caruncle, urethral, 309
Caseous pus, 659

Castration of male pseudohermaphrodites,
804 ;

Catheter for vesicovaginal fistula, 355, 356
Cauterization, linear, of cervix, 414

Cecum, diseases of, pain in, 220
Cell changes in leukoplakia, 411
derivation, myoma of uterus, 466
studies in intra-epithelial carcinoma, 526
types, cervical cancer classified by, 516
of sarcoma of ovary, 729

Cells in vaginal discharge, 167
Cellulitis abscess, high, 609
pelvie, 98, 598, 607 (see also Inflammation,
pelvie)
chronie, 626
results of treatment, 631
definition, 595
of vulva, 237
Cervical biopsy, 182
canal, dilatation of, 183
conditions, sterility due to, 856
ganglia, injection of, in treatment of dys-
menorrhea, 841
polyps, 429
Cervicitis, acute, 396
chronie, 397
conical excision in, 419
in endometrial cancer cases, 567
erosion, 399
in etiology of cervical carcinoma, 508
eversion, 400
extensive, indication for smears, 530
symptoms and diagnosis, 412
treatment, 413
with sterility, treatment of, 868
tuberculous, 427
Cervix (uteri) (see also Uterus)
actinomycosis of, 429
action of pessary on, 368
adenocarcinoma of, 532
anatomy, 45
anteflexion of, 154, 155, 358
benign tumors of, 501
bilateral lacerations of, 407
carcinoma of, 413, 507
intra-epithelial, 520
changes in, 398
coagulation of, 422
congenital notch in, 408
conization of, 414, 415
~ consistency, 147
curettage, 438
cyclic changes, 53
cystic degeneration, 409
cysts in, 408
dilatation, 438
and curettage, 847
in dysmenorrhea, 844, 846
in sterility, treatment of, 869
direction of, 146
discharge from, 166



Cervix (uteri)—Cont’d
ectopic pregnancy in, 650
endometriosis of, 503, 760
erosion of, 399, 400
examination of, in diagnosis of cancer, 529
external os, size and shape, 146
granuloma inguinale of, 428
hypertrophy of, 431
differentiated from uterine prolapse;, 385
infections of, classification, 413
inflammation of, 396, 397
laceration, 169, 406
leukoplakia of, 409, 410, 411
linear cauterization of, 414

lymphogranuloma inguinale of, 429
mobility of, 147
mucous membrane, 51, 52
muscles of, 49
myoma of, 472
pain on pressure of 218
palpation, 146
polyps of, 429
sarcomatous, 587, 589
position of, 146
radiation tolerance of, 542
removal of, at hysterectomy, 552
sarcoma of, 590
speculum examination, 164, 168
stricture of, 432
structure, 52
syphilis of, 424
tenderness of, 147
tuberculosis of, treatment, 427
ulcer of, 422
vaginal portion, anatomy, 53
wide conization of, 415
follow-up of cases, 417
Cesarean section in cervical cancer com-

plicated by pregnancy, 553
Chancre, 248

Chanecroid, 246
of cervix, 429
in dyspareunia, 875
Chancroidal ulcer, 424
Change of life (see Menopause)
Changes, physiologic, in vagina, 102
Chemical substances in endometrium, 85

in ovary, 88
tests for pregnancy, 188

Childbearing, effect on cervical carcinoma,
statistics, 508

Childbirth, cause of relaxation of pelvic
floor, 326
previous, evidences of medicolegal points,
901

retrodisplacement of uterus due to, 361
Children, gonorrhea in, 229
ovarian tumors in, 718
rape of, medicolegal points, 897
uterine bleeding in, 808
Chloramphenicol and aureomycin in treat-
ment of brucellosis in pelvis, 672
in treatment of pelvic cellulitis, 631
of pelvic inflammatory disease, 602, 603
Chloromyecetin (see also Chloramphenicol)
in treatment of granuloma inguinale, 256
of lymphogranuloma inguinale, 260
Chocolate cysts, 757, 759
Cholesterol in ovary, 88

Inder 913

Chordoma, cystic, 161, 678
Choriocarcinoma, 578

Chorionepithelioma,
698
of uterus, 578
of vagina, 306
Chorionic gonadotrophin, 41-42, 186
in hydatidiform mole, 583, 584
in treatment of uterine hleeding,

Chromosomes, 20
Cirrhosis of ovaries, 690

Classification of cervieal cancer, League of
Nations, 515
clinical, of corpus cancer, 568, 569, 572
of diseases of ovary and parovarium, 685
of congenital anomalies of uterus and
vaginal fistula, 352
histogenic, of ovarian tumors, 686

Climacteric (see also Menopause)
definition of, 880
disturbances, 880
endocrine changes in, 881
treatment during, 883

Climate, changes in, cause of amenorrhed,
827

Clitoris, anatomy, 110
bifid, 786
cancer of, 278
formation of, 774

Cloacal sphincter, development of, 343

Coagulation, electric, in chronic cervicitis,
422

Coccidioides immitis, 675

Coceyx, palpation, 174
Codeine for pain relief, 602
Coitus, conditions interfering
of sterility, 856
evidences of, medicolegal points, 900
obstructions to, 874
painful (see Dyspareunia)
Colon, ascending, diseases of, pain in, 220
bacillus infection in pelvis, 598
Colostomy in lymphogranuloma
260
Colpocele, 302, 327
Colporrhaphy, 331
Colposcopic magnification, 179
Colpostat for radium application, 514, 545
Colpotomy in diagnosis of polycystic ovaries,
697
Columnar epithelium, 400
Condyloma acuminatum, 261
latum, 261, 427
syphilitie, 249
of vulva, 261
Congenital anomalies of ovaries, 687
Congestion, pelvie, 395
Congestion-fibrosis syndrome, 446
Conical excision in chronic cerviecitis, 419
Conization of cervix, 414, 415
for biopsy in extensive chronie cervicitis,
030
in diagnosis of cancer, 534, 568
in early noninvasive carcinoma, 547
Connective tissue, pelvie, 97
diseases of, 633
tumors, 270, 678
of uterus, 49

theea-lutein  eysts with,

S17

with, cause

inguinale,
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Consent to operation, medicolegal points, 906
question of, in rape, 904

Consistency of uterus, 156

Contour of abdomen, 124

Contraception, 872

Contraceptive advice, 213

Contractility of uterus, 88

Contraction cones, 80

Corbus electrode, 229, 230

Cornual pregnancy, 643
resection 1n  chronic salpingitis, 625

Corona radiata, 19
Corpus aberrans, 32
albicans, 32
physiology, 9
fibrosum, 32
luteum cysts, 691, 697
in endometrial hyperplasia, 433
function, peak of, 27
histologic changes, 25
hormone, isolation of, 34, 35
involution of, reasons for,
of maturity, 30, 31
physiology, 8
of proliferation, 25, 28, 29
of retrogression, 31, 32
stages of change, 25, 26, 31
uteri, anatomy, 45-46
carcinoma of, 553
palpation, 150
errors in, 151, 153
position, 152
sarcoma of, 589
Cortex of ovary, 5, 6
Cortisone in treatment of amenorrhea, 835
Coughing, impulse on, in hernia, 266
Cramps during menstru'ltlon causes of, 837,
840
Crossen-Gilliam operation, 377
Cul-de-sac¢, abscess of, draining of, 604
anatomy, 97
conditions causing pain, 218
exudate in, in pelvic inflammatory disease,
099
hernia, 266, 302
infiltration in endometriosis, 762
metastatic cancer nodules in, 677
prolapse of ovary into, 689
puncture, 185
in diagnosis of extrauterine pregnancy,
648
Culdocentesis, 185
in diagnosis of ectopic pregnancy, 648
Culdoscope, Decker, 210
Culdoscopy in dlagnoms of polycystic ovaries,
697
in endometriosis, 763
intra-abdominal inspection by, 210
technique, 210
Culdotomy, exploratory, 212
Curettage, aftercare, 441
under anesthesia, 209
in anovulatory bleeding, 819
with conization, 417
diagnostie, 209
in ectopic pregnancy, 648
in endometrial ecancer, 567
in hydatidiform mole, 582
in tubal tuberculosis, 661

41-42

Curettage—Cont’d
dilatation and,
in treatment

453
in uterine bleeding, 821
uterine, dangers of, 438
method, 438

Curette, cervical biopsy, 182
endocervical biopsy, 181
holding of, 439

Cycle, anovulatory, 38 ;
menstrual, 39
ovarian, endocrine
ovulatory, 38

Cyclie bleeding, 38
changes in *¢endometrium during menstrua-

tion, 69, 71, 77, 84, 85
in tubal epithelium, 96
in vaginal epithelium, 102
motility of uterus, 88
Cylindroid granulosa-cell
738
Cyst(s) of cervix, 408
indications for smears in, 530
corpus luteum, 697
dermoid, 710
treatment, 718
echinococcus, in pelvis, 677
endometrial, 753
in fallopian tubes, 665
follicular, 691
mesonephrie, 303
Nabothian, 406
ovarian (see Ovarian cysts)
parovarian, 750
proliferating, clinical manifestations, 709
treatment, 718
pseudomucinous, 703, 704
and serous contrasted, 709
theca-lutein, 698
tuboovarian, 694
vaginal, 303
of vulva, 270
of vulvovaginal gland, 284

Cystadenoma evertens, 702, 707
invertens, 703, 706
pseudomucinous, 702
serous, 706

Cystie atrophy of endometrium, 456
chordoma, 161
formation in myoma of uterus, 474, 476
ovary, 8, 689

n dunwnolrhed 847
of subinvolution of uterus,

relations in, 32

tumor of ovary,

Cystitis, operation for, cause of vesico-
vaginal fistula, 352
Cystocele, 302, 328, 338
pessaries for, 330
types of, 339
Cystoscopic examination in endometriosis,

763
Cytology, prognostic value in cervical car-
cinoma, 049

D

Deficiencies, endocrine, 189
Degeneratmn cystie, 'of cervix, 409
in myoma of uterus, 473, 475

Delayed menopause, 887

and cancer, 441, 553, 567, 576, 577



Dermatitis of vulva, 234
Dermoid eyst(s), 710
of ovary with torsion of pedicle, 716
suppurating, differentiated from acute
pelvie inflammation, 601
treatment, 718
with twisted pedicle, In chlldmn 719

Development, anomalies of, 775
imperfeet, of pelvie structure,
uterine prolapse, 379
of ovary, 10, 11
Dhobhie iteh, 238
Diabetes in endometrial cancer cases, 567
Diabetie valvitis, 239
Diagnosis, eritical analysis in; 215
differential, 214
carly, in cervical carcinoma, importance of,
228
errors about tests, 219
cxamination and, gynecologie, 117
extragenital conditions in, 215
facts and assumptions, 217
method ing 214
pelvie, difficulties of, 680
pitfalls in, 216
Diagnostie curettage, 209
techniques in cervical carcinoma, 530
Diaphragm, vaginal, 356, 357
Diet in treatment of dysmenorrhea, 840
of sterility, 866
Differential diagnosis, 214
Diffuse carecinoma, 563
peritonitis, acute, 597
tubereulosis of tubes, chronie, 659
Digestive system, diseases of, 215
Digital examination, 144
- uterus, 150, 154
Dlln:]rmtleptmnycln and aureomycin In
treatment of brucellosis in pelvis,
672
in treatment of gonorrhea, 227
of tuberculosis of vagina, 254
Dilatation of cervical canal, 183
of cervix, 438
and curettage for dysmenorrhea, 847
office, technique, 844
Diodrast, 200, 204, 205
Diphallus, 783, 786
Diphtheria of cervix, 429
Diphtheritic vaginitis, 300
Diplococcus catarrhalis, 226
Discharge, bloody, menopause and, 90
breast, abnormal, 891
from cervix, 397
about external genitals, 141
gonorrheal, 222, 445
leukorrheal, in cervical polyps, 430
vaginal, 166, 289, 297, 448
in acute pelvie inflammation, 598
allergy and, 889
in chronic salpingitis, 620
content of, 105
profuse, sterility due to, 856
symptom of chronic cervicitis, 412
in uleer of cervix, 422
Disease conditions, medlcolegal points, 905
Diseases of external genitals and vagina, 222
general, causing uterine bleeding, 811
of ovary and parovarium, 685
of wvulva, 231

factor 1in

Inder 915

Displaced organs in pelvis, 679
Displacement (s) of uterus, 152, 155, 358
persistence of symptoms, 375
in sterility, treatment of, 869
Distoma hematobium, 294
Disturbances, allergie,
to, 888
climacteric, 880
of follicular function, 691
of funection, 807, 855, '880)
menopause, 886
menstrual, 807, 808
premenopausal, 887

Diverticulum, urethral, 310
Doderlein baeilli, 105, 166
Donovan bacillus, 254
bodies, 256
Donovanosis in adnexa, 676
Dose, radiation, determining, 539
Double ureter, 305, 777, 787, 788
vagina, 305, 777, 782, 784
Douches, astringent, for prolapse of uterus,
391
for patient with pessary, 373
vaginal, hot, in acute pelvie inflammation,
602
for vaginitis, 292, 293
Drainage in endometriosis cases, 768
of pelvie abscess, 606

pelvie symptoms due

Duerey bacillus, 247
Dullness, area of, 138
Dwarfism, pituitary, 192
Dysgerminoma ovarii, 747, 748
Dysmenorrhea, 836
allergic, 888
allergy as cause of, 848
dilatation for relief of, 844
endocrine therapies in, 842
membranous, 442
mental and physical hygiene in,
ovarian, 844
pain threshold in, 838
primary, tllempv for, 838
psychosomatic ‘Lspeots 838
secondary, thempy fo:, 843
stretching exercises in, 839, 840
types of, 837
Dyspareunia, 874
in endometriosis, 762
in prolapse of ovary, 689
treatment of, 876

838, 840

E

Echinococcus disease of pelvis, 677
of uterus, 460
Ectopie kidney, 679
pregnancy, 633 (see
pregnancy )
Eczema of vulva, 233, 236
due to allergy, 889
Edema, pelvic, fulminating, 890
role of, in premenstrual tension, 849
of vulva 318
massive, 263
Electric coagulation in chronic cervieitis, 422
Electrical activity of uterus in labor, 88
potential, changes at ovulation, 25

also Extrauterine
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Electrodes, 415, 416, 417, 418
Elephantiasis, 264
of penis and scrotum in lymphogranuloma
inguinale, 258
Elongation of cervix, 431
Embryology of sexual structure, 773
Embryonal anaplastic carcinoma, 563

Emotional aspect of obstetrical and gyne-
cological problems, 119
disturbances in climacteric, 885
factors in climacteric, 882

Emotions, gynecology and, 118
Emphysematous vaginitis, 300

Encysted fluid in peritoneal cavity, 129
Endamoeba histolytica, 295

Endocervical biopsy curettes, 181

Endocervicitis, 398

Endocrine causes of precocious puberty, 808
changes in climacteric, 881
disorders in childhood, 193
disturbances causing uterine bleeding, 811,
820, 821
sterility due to, 857
dysfunction as cause of amenorrhea, 826,
829
general build indicative of, 830
pelvie, 194
tests for, 831
factor in cervieitis, 396
in erosion of cervix, 405
i etiology of cervical cancer, 510
function, nutrition and, 812
glands, physiologic changes at puberty, 64
group of malignant tumors of mesenchyma,
735
investigations, 189
in sterility, 865, 866
mechanism of ovulation, 20
relations in ovarian cyele, 32-43
studies in myoma of uterus, 465
in sex determination, 799
therapy of arthritis in climaecteric, 886
in dysmenorrhea, 842
of hyperinvolution of uterus, 453
1in incontinence of urine, 341
of metritis, chronie, 449
of pelviec endometriosis, 764
in sterility, 867

Endocrinopathies, comparison with
190
Endometrial biopsy, 184
carcinoma (see also Cancer, corpus)
in experimental animals, 556
gradations of, 558
cavity, exploration of, 183
cysts, 753
of ovary, 755, 756, 757
theories of origin, 754
disturbances in sterility, treatment of, 869
hyperplasia, curettage for, 438
in delayed menopause, 888
tuberculosis, 657
Endometrioma associated with endometriosis,
763
Endometriosis as cause of dysmenorrhea, 843
of cervix, 503
cul-de-sac, 303
pelvie, 753

normal,

Endometriosus, pelvic—Cont’d

differentiated from chronic salpingitis,

621

incidence of, 757

sites of, 760

treatment, 763

of rectovaginal septum, 302
and sigmoid flexure, 758

Endometritis, acute, 444
differentiated from pelvie inflammation,
600 ’

as cause of chronic salpingitis, 610
chronie, 446

curettage for, 438

differentiated from salpingitis, 620
fungosa, 433 .
nonpuerperal, 444
pelvie inflammation from, 596
puerperal, 445

Endometrium, adenocarcinoma of, 553

anatemy of, 51

biopsy, 184

carcinoma of, age incidence, 558

changes during menstruation, 69, 71, 76,
77, 85

at puberty, 64

chemical substances in, 85

cyclic changes, 71, 77, 84, 85

effect of female sex hormones on, 39, 41

growth stages, 70-77

hyperplasia of, 432

relation to carcinoma, 441

involuting, cancer development in, 577

ovum in, 27, 28

polyps of, 437 -

sarcoma of, 587, 588

spiral arterioles of, 80

tuberculosis of, 457

zones of, 73, 74

Endoscopic visualization, 210

Enlargement of genitals, chronic, 264
of uterus, benign, 446

Enterocele, 329
Enuresis, hormone treatment of, 341

Environmental factors 1n anomalies of
development, 776

Enzymes in endometrium, 87
and hormones, relationships, 85
in ovary, 88
Ependymomas, 682
Epidermization of endometrium, 565, 566
Epidermophytosis inguinale, 238
Epispadias, 786
Epithelial tumors, 270
Epithelioma of cervix, 507, 511, 513
associated with myoma, 479
of clitoris, 278
of vagina, 306
of vulva, 276
Epithelium lining endometrial cysts, 758
normal and abnormal, 521
stages of healing of cervix, 400
tubal, eyelic changes in, 96
normal changes in, 94
vaginal, layers of, 102
life cycle, 291
Equilenin, 34
Equilin, 34

-



Ergotrate in treatment of functional bleed-
ing, 813
Erosion of cervix, 399
characteristies of, 400
congenital, 396, 398, 403
differentiated from ulcer, 423
indications for smears in, 530

Errors in diagnosis, 217
in palpation of corpus uteri, 151, 153
Erysipelas of vulva, 237
Escherichia coli, 602
Estradiol, 34

Estrin in endometrial hyperplasia, 433
in erosion of cervix, 405
Estriol, 34
Estrogen(s) in climacteric, 884
effect on vaginal epithelium, 105
excess, in atrophic vaginitis, 298
increase at puberty, 64
isolation of, 33, 34
in myoma of uterus, 465
nature of, 38
in ovarian cysts, 695
possible cause of carcinoma, 597
role of, in development of cervical cancer,
509
secretion of, in thecoma of ovary, 740
source of, 20
stimulation and, as cause of endometrial
cancer, 094
in treatment of amenorrhea, 834
of atrophic vaginitis, 885
of dysmenorrhea, 842
of gonorrheal vulvovaginitis, 230
of lymphogranuloma inguinale, 260
of ovarian failure, 832
of uterine bleeding, 815, 816
of vaginitis, 288
uterine contractions and, 837
withdrawal bleeding, 39, 40

Estrone, 188

Etiology of cancer, 505
myoma of uterus, 464

Eversion of cervix, indications for smears in,
530
in chronie cervicitis, 405

Everting type of cervical cancer, 519
Evidences of coitus, medicolegal points, 900

Examination, abdominal, 124
bimanual, 149
breast, 124
and diagnosis, gynecologic, 117
digital, 144
of external genitals and adjacent struc-
tures, 140
local, steps in, 123
microscopic, of vaginal discharge, 167
pelvie, under anesthesia, 208
" in extrauterine pregnancy, 649
in history taking, 122
importance in early diagnosis of cervical
carcinoma, 529
in prevention of carcinoma, 733
physical, 122
premarital, 212
special, 177
tests, 123

Indexr 917

Examination—Cont’d

speculum, 162

of urinary tract, 212

vaginal, 141, 144

in pelvic inflammatory disease, 599

vaginoabdominal, 149

x-ray, 200
Excision, conical, in chronic cervieitis, 419
Exercises, stretching, in dysmenorrhea, 839,

840

Exostoses frontalis interna, 208, 850

External genitals (sec Genitals, external)
0os, speculum examination, 168

Extragenital conditions in diagnosis, 215

Extrapelvic lesions as cause of dysmenorrhea,
844

Extrauterine pregnancy, 633
advanced cases, treatment, 654
amenorrhea in, 827
before rupture, symptoms, 648

treatment, 651
near term, 644

diagnosis of, 649
operation for, 652
secondary changes in, 644
sites of, 635
symptoms and diagnosis, 646
treatment, 651
types of cases, 637

Exudate, mass of, in pelvie inflammatory
disease, 099

in pelvis, treatment of, 608

¥

Fallopian tube(s), abscess of, 597

anatomy, 90
blood supply, 56, 93
carcinoma, 667
changes during menstruation, 95, 96
chronic salpingitis, 610
closed, in sterility, treatment of, 869
diseases of, 633
epithelium, cyclic changes, 96

normal changes, 94
extrauterine pregnancy, 633
formation of, 774
inflammation of, 595
lymphogranuloma inguinale in, 675
mucous layer, 92
muscular layer, 92
nerve supply, 93
palpation, 159
patency, gas test for, 196
peritoneal layer, 91
physiology, 4, 93
sarcoma of, 669
tuberculosis of, 657
tumors of, benign, 665

malignant, 667
unruptured in extrauterine pregnancy,

637

wall of, 91

Fat wave, 137

Fecal fistulae, 351
impaction, 128
mass, palpation, 160
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Female prostate, 311
pseudohermaphrodite, 799, 800, 803, 804

Feminizing ovarian tumors, symptoms of, 740
Fertile period, 21, 2

Fertility (sce Sterility)

Fertilization of ovum, 26

Fertilized ovum, progress of, 634

Fetal bone shadows, x-ray of, 207
heart sounds, 139
movement, 137

Fetus, “flying,” 650, 793, 795

Fever in acute pelvie inflammation, 598
therapy in brucellosis in pelws, 672
in pelvie inflammation, 603

Fibroid tuberculosis of tube, 659
tumor 1n uterus in endometriosis, 763
uterine (see Myoma of uterus)

Fibroma of ovary, 719

differentiated from thecoma, 738
in vaginal wall, 303
of vulva, 270

Fibromyoma of uterus

uterus)

Fibrosis uteri, 446

Filaria sanguinis-hominis, 264, 265

Fimbriated extremity of fallopian tube, 91

Findley pessary, 367, 370

Fingers, position in vaglnal examination, 144
shifting of, cause of error in palpatmn of

uterus 151
trained in d1agn051s 150
Fistula, rectovaginal, 349
vesmevagmel 351
treatment, 353
Fixation of pelvie structures in endometrio-
s1s, 761
of uterus in chronic salpingitis, 620

Flap operation for torn sphincter ani, 347

Flat condyloma, 263

Flatus vagmalls 329

Floor, pelvie (see Pelvie floor)

Fluctuation in abdomen, 136

Fluid in peritoneal eawtv, 128, 129
wave, 137

“Flvmg fetus,” 650, 793, 795

Follicle, graaﬁlan, 6, Ty 19

rupture of, 21, 22
primordial, 16, 17

Follicular atresia, 691
atrophy, 699
cysts, 691
function, disturbances of, 691
vulvitis, 237

Folliculoma, of ovary, 736

Folliculome lipidique, 740

Forceps, uterine, 163, 164

Foreign bodies left in abdomen, medicolegal

points, 97
in pelvis, 681, 682

Foreign-body granulema 261

Fornix, posterior, tuberculosis of, 253

Frei test in lymphogranuloma mgumale 259

Friedman test, 187

Frigidity, sexual 877

Frog tests, 187

FSH, 20

Fulmmetmg pelvic edema, 890

Funection, disturbances of 807, 880

Functional pelvic sympteme, 216

(see Myoma of

Fundus uteri, anatomy, 46
carcinoma of, age incidence, 558
position of, in retrodisplacement of
uterus, 361

Fungicides, 296
Fused kidney, 679
Fusion of vulva, 315

G

’ - - 1
bladder, enlarged, causing abdominal
prominence, 129

Ganglioneuroma, 749

Gangrenous tumor differentiated from acute
pelvie inflammation, 601
vulvitis, 237
Gantrisin in treatment of pelvie cellulitis,
631

Garrulity of vulva, 329
Gartner’s duct, 774, 777
cyst, 502

Gas causing abdominal prominence, 128
formation in emphysematous vaginitis, 300
injection, dangers of, 200
test for tubal patency, 196, 864

interpretation, 198

drainage contraindicated
abscess, 606

Gayler forceps, 181

Gehrung pessary, 388, 389, 390
Gellhorn pessary, 388, 389
Generative organs, female,
physiology, 4
Genetic aspects of sterility, 857
Genital cancer, vaginal smears in diagnosis,
177
deformities, 773
diseases, backache from, 176
fistulae, 349
glands, deve]epment of, 773
organs, anomaly of, in ehlld 799
conditions of, medleelegal points, 896
tract, anatomy 'and physiology, 1
eongemtel anomalies, 687
tuberculosis of, 253, 456
Genitals, external, and adjacent struectures,
etamlnatlen 140
anatomy, 106
bacterial infections, 237
cancer of, 273
chronie enlargement of, 264
development of, 774, 775
discharge, 141
diseases of, 222
granuloma inguinale, 254
inflammatory diseases, 231, 234
injuries of, 272
.leukepleklc vulvitis of, 241 "
miscellaneous dlsturbanees 312
relaxation and fistulae, 322
tuberculous lesions, 251
ulcer, 246
varicose veins of, 268
Genitourinary organs points in development
773
tract, malformations of, 795
Germ cells emigration, 12 13
in ovarian development 11

Gall

Gauze in pelvie

anatomy and

)



Gestation, ectopie, 633
(villiam operation, 377
Glands, endoerine, changes at puberty, 32, 64
tumors of, as cause of amenorrhea, 829
in endometrial hyperplasia, 434, 437
patterns of, in adenocarcinoma of cervix,
SHE
resection of, in vulvar cancer, 280
sex, endoerine function, 33
vulvovaginal (sce Vulvovaginal gland)
Glandular changes in endometrium, 71
Glycogen in endometrium, 87
in vaginal epithelium, 105
(toiter associated with myvoma of uterus, 481
Gold, radioactive, in cervical cancer, 947
Gonadal function, 194

(tonadotrophic hormones, changes at puberty,
32
in hydatidiform mole, 583, 584
ovulation and, 832
(tonadotrophins, pituitary, in treatment of
uterine bleeding, 818
urinary, in treatment of uterine bleeding,
817
Gonads, studies of, 33
Gonococeal infeetion in chronic salpingitis,
611
inflammation of pelvis; 596
masses, operation in, 627
in pelvis, cause and location of lesion,
628, 629
Gonococcus, 222
staining of, 225
Gonorrhea, 222
acute, internal medication in, 602
as cause of dyspareunia, 875
in children, 229
chronie, treatment, 228
criteria of cure, 227
diagnosis, 224
etiology, 222
after menopause, 231
pathology, 223
pelvie infection from, 596
significance of microscopic findings, 226
symptoms, 223
treatment, 226
Gonorrheal cervicitis, 396, 397
infection of endometrium, 444
of vulvovaginal glands, 283
vaginitis, 224
Graafian follicles, 6, 7, 19
Graafian-follicle cysts of ovaries, 752
Granuloma, foreign-body, 261
inguinale, 254
in adnexa, 676
_ of cervix, 428
Granulosa-cell tumors, age incidence, 742
of ovary, 7395
treatment of, 743
Graves speculum, 163, 171
Growths, nonmalignant, in vagina, 302
of vulva, 261
Gumma of cervix, 425
Guterman test, 188
Gynandroblastoma, 747
Gynandry, 799
Gynecography, 206
in diagnosis of polycystic ovaries, 696, 697
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Gynecologic diagnosis, pitfalls, 216

examination and diagnosis, 117

Gynecology, medicolegal points in, 896

pronunciation, 4
psychosomatic aspects, 117

I

Headache, menstrual, 850
Healing of cervix, stages in, 400

erosion, 401, 402, 403, 404
Heat treatment of pelvie inflammatory dis-
ease, 603
Hegar’s sign, 195
Hematocele, pelvie, 638, 639
definition, 655
in extrauterine pregnancy, treatment of,
651
Hematocolpos, 305, 778
[Tematoma in broad ligament, 642
from injury to genitals, 272
pelvie, definition, 655
in extrauterine pregnancy, treatment of,
654
of vulva, 269, 273
Hemorrhage (sce also Bleeding)
from injury to genitals, 272
internal, as symptom of ectopie pregnancey,
648
intraperitoneal, in extrauterine pregnancy,
treatment of, 652
into ovarian cyst, 717
pelvie, 655, 656
in rupture of tubal pregnancy, 638, 640,
641, 652
uterine, -in  pelvie
099
of vagina, symptom of sarcoma, 308
Hereditary factor in cancer, 505, 506
Heredity in myoma of uterus, 466
Hermaphrodite, 796, 797
Hernia, cul-de-sac, 302
inguinolabial, 265
obturator, 303
pudendal, 265
differentiated from abscess of vulvo-
vaginal gland, 284
vaginal, differentiated from ecyst, 304
vaginolabial, 265
ventral, 127
Herpes progenitalis, 236
Heteroplasia, tumors due to, 753
Hidradenoma, 270
Hilum of ovary, 5, 6
Hippulin, 34
Hirsutism in adrenal disorders, 746
in endocrine dysfunction, 831
from gonadal disorders, 194
from ovarian tumor, 193
Histaminase in treatment of dysmenorrhea,
849
Histidine, 188
Histochemical changes, cyelie, during men-
struation, 84
Histogenic classification of ovarian tumors,
686
Histology of myoma of uterus, 467
History, 121
case, psychosomatic elements in, 119
errors in, 217

inflammatory discase,
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Hodge pessary, 367, 368
Hormone(s), anterior pituitary,
in climacterie, 884
and endometrial hyperplasia, 433
and enzymes, relationships, 85
in erosion of cervix, 405
estrogenie, isolation of, 33, 34
gonadotrophie, changes at puberty, 32
mechanism of action, 84
ovarian, deficiency, in atrophic vaginitis,
2908

and pituitary, chroniec mastitis and, 891
progesterone, isolation of, 34, 35
sex, relation of male and female, 37
steroid, formulae, 36
studies 1n  hydatidiform  mole

chorionepithelioma, 583

tests in diagnosis of amenorrhea, 830
therapy of chronic cervicitis, 414

of dysmenorrhea, 842

in endometrial hyperplasia, 441

of enuresis, 341

in functional bleeding, 814

of hyperinvolution of uterus, 454

of ovarian failure, 832

Horseshoe kidney, 679

Hot flashes, 90, 827, 881
treatment of, 884

Huhner test for sterility, 860, 861
Hyaline degeneration, 473
Hydatid of Morgagni, 665, 774

Hydatidiform mole, cystic character of,
581
preceding chorionepithelioma, 579, 580
theca-lutein cysts with, 698

Hydrocele, pudendal, 268

Hydrops folliculi, 694
tubae profluens, 667

Hydrosalpinx, 616, 617, 670, 671, 694
Hydrothorax with fibroma, 719
Hydroureter, 305

Hymen, anatomy, 110
excision of, 318
imperforate, 777, 778, 779, 874
as cause of amenorrhea, 825
laceration of, medicolegal points, 902
Hyperesthesia, sexual, 878
of vaginal entrance, 315
Hypergonadism, 194, 195
Hyperinvolution of uterus, 453
Hypernephroma of ovary, 749
Hyperplasia of adrenal cortex,
atrophy due to, 699, 700
of endometrium, 432
relation to carcinoma, 554, 561, 562, 577
in sterility, treatment of, 869
of myometrium, 454
Hypersensitivity, inherited, cause of pruritus
vulvae, 232
Hypertension in chmacteric, 886
with myoma of uterus, 481
Hyperthyroidism, symptoms, 190
Hypertrichosis, 194
in endocrine dysfunction, 830
on face with adrenal hyperplasia, 700
Hypertrophy, breast, 891, 893, 894
of cervix, 431
differentiated from uterine prolapse, 385

chart, 65

and

follicular

Hypertrophy—~Cont 'd
1diopathie, 431
of myometrium, 454
stasis, 263

Hypnosis in treatment of dysmenorrhea, 838

Hypoantuitarism, 192

Hypogonadism, 191, 194, 195

Hypomenorrhea, premenopausal, 887

Hypoplasia of uterus as cause of amenor-
rhea, 829

Hypospadias, 798, 804
Hypothyroidism, 189, 190

Hysterectomy in carcinoma of fallopian
tubes, 668

in cervical cancer complicated by preg-
nancy, 552

in chorionepithelioma, 585

in early noninvasive carcinoma, 547

for menopausal bleeding, 578

for myoma, 488, 493

and oophorectomy in granulosa-cell tumors,
743

in pelvie tuberculosis, 664

in prevention of cervical carcinoma, 552

radiation and, in corpus cancer, 574

removal of ovaries during, 734

in sarcoma of uterus, 591

supravaginal, pregnancy after, 651

in uterine bleeding, 820

wide conization of cervix with, 419

Hysteria and anxiety neurosis, differential
diagnosis, 120
Hysterograms in diagnosis of uterine bleed-
ing, 206
Hysterometer, 184
Hysterosalpingogram(s), 200
apparatus, 201
of cervical pregnancy, 651
contraindications, 201
in diagnosis of pelvic tuberculosis, 662
Hysterotomy in cervical cancer complicated
by pregnancy, 552

I

Impaction, fecal, 128
Imperforate hymen, 777, 778, 779, 874
as cause of amenorrhea 825
Implantation = recurrences in removal of
pseudomucinous cysts, 706
Impotence, sexual, 874
Inecision, abdommal examination by, 211
Incontinence of feces 341
of urine, partial, 340
Induration, diseases
myoma, 485
extreme, in pelvie cellulitis, 627
in lateral part of pelvis, 159
Infants, rape of, medicolegal points, 897
uterine b]eedmg in, 808

with, confused with

Infection(s) as factor in cancer control, 537
gynecologic, following hysterosalpmgo
grams, 204

of ovary, 690

pelvic, 595 (see also Inflammation, pelvic)
in tumor, response to radiation, 538

of uterus method of cleansmg 604

of vulva, parasitic, 238

Infective necrosis in myoma of uterus, 474,
477 |



Infertility (see also Sterility)
male, treatment of, 870
in tubal tuberculosis, 661
uterotubal insufflation for, 196

[nflammation, bacterial, of
446
of cervix with laceration, 406
of ovarian cyst, 717
of ovary due to salpingitis, 690
pelvie, 595
acute, 596
differential diagnosis, 600
treatment, 601
chronie, 610
adhesions from, 619
differentiated from endometriosis, 761
types of lesions, 596
with retrodisplacement of uterus, 376
of vagina, 286
of vulva or vagina in dyspareunia, 875
of vulvovaginal gland, 283
[nflammatory disturbances of uterus, 395
masses, chronie pelvie, differential diag-
nosis and treatment, 627
timing of abdominal operation, 628,
630
pelvic symptoms, 215
Infundibulum of fallopian tube, 91
Inguinolabial hernia, 265

Injuries, evidences of, medicolegal points, 903
of external genitals, 272
in labor, cause of rectovaginal fistula, 350
of vesicovaginal fistula, 352
radiation, cause of, 546
of vagina, 286

Insemination, artificial, 871

Inspection of abdomen, 124
intra-abdominal, 209

Instrumentation, pelvie infection from, 596

Instruments for speculum examination, 163
Insufflation, tubal, 196
Lipiodol, in sterility, 869
Insulin in prevention of amenorrhea, 828
in treatment of dysmenorrhea, 842
Intermenstrual pain and spotting, 851
Interstitial myoma of uterus, 468
portion of fallopian tube, 91
pregnancy, 633, 642, 643
Intertrigo, 235
Intestinal cause of abdominal prominence,
128
differentiated from chronic sal-
pingitis, 621
obstruction as complication
cyst, 718
in hernia, 266
Intra-abdominal inspection, 209
Intracyclic bleeding, 823
Intra-epithelial carcinoma of cervix, 520
Intraligamentary myoma, 472
Intramural myoma of uterus, 468
Intraperitoneal hemorrhage, definition, 655
rupture in tubal pregnancy, 638, 641
Intrauterine diagnosis, curettage in, 438
Invasive carcinoma of cervix, 516
Inversion of uterus, 393, 394, 485
differentiated from prolapse, 386
Inverting type of cervical cancer, 519
Investigation of urinary tract, 212

endometrium,

diseases

of ovarian

Inder 921

Involution period, bleeding in, 821
Todized oil visualization, 200, 203
dangers, 202
Tonization in treatment of cervicitis, 422
Irradiation (see Radiation)
Irregular menstruation, 822
Irrigation of cavity contraindicated in pelvie
abscess, 606

Irritable uterus, 448
[rritation serum, 248

Isonicotinic acid derivatives in treatment of
tuberculosis, 664

Isthmial pregnancy, 633, 641

Isthmus of fallopian tube, 91
of uterus, 55

Iteching of genitals, 232

K

Kelly operation, 377
Keyes-Ultzman cannula, 197, 198
Kidney, anomaly of, associated with genital
malformation, 796

displaced, 679, 680

movable, palpation of, 136
Knee-chest posture, 373, 374

in replacement of uterus, 367

Kraurosis, 241
Krukenberg tumor of ovary, 726, 727, 728
Kymograph tracings with Rubin test, 199

L

Labia, adhesions of, 313
formation of, 774
majora, 106
covering of, 109
minora, anatomy, 106
covering of, 109
Labial hydrocele, 268
Labor, injuries in, cause of
fistulae, 350
cause of vesicovaginal fistula, 352
pelvic infection from, 596
rectovaginal fistula following, treatment of,
351
retrograde changes following, 449
tears during, 326
Laceration of cervix, 169, 406
differentiated from ulcer, 423
of hymen, medicolegal points, 902
of pelvic floor, 325
sterility due to, 856
of sphincter ani muscle, 341
Lactation, amenorrhea during, 827
Lactogenic hormone in treatment of uterine
bleeding, 819
Lahm-Schiller test, 180
Late menopause, 887
Laurence-Moon-Diedl syndrome as cause of
amenorrhea, 831
contraindicated in
tonitis, 602
League of Nations classification of cervieal
cancer, 515
Lesion(s) of cervix, 406
primary, 424
syphilitie, 425

rectovaginal

Laxatives pelvie peri-



Lesion(s)—Cont’d
extrapelvie, causing dysmenorrhea, 844
pelvie, causing dysmenorrhea, 843
precancerous, leukoplakia as, 411
in sterility, treatment of, 868
Leukoderma, 241
of vulva, 312
Leukoplakia of cervix, 409, 410, 411, 526
role in development of carcinoma, 509
of vulva, 241
as precancerous lesion, 522
preceding vulvar cancer, 273, 281
Leukorrhea, 90, 141, 448
allergy in, 889
in myoma of uterus, 482
Levator ani muscles, anatomy, 322

Leydig cell tumors, 749
LH, 20
Ligament, broad (see Broad ligament)
Ligaments, ovarian, 9
uterine, 00
tumors of, 750
Linear cauterization of cervix, 414
Lipiodol, 200
Lipoma, pelvie, 303
of uterus, 499
Lithopedion, 645, 646
Liver in echinococcus disease, 460
enlarged, causing abdominal prominence,
129
Lobulation of ovary, 778
Localization of backache, 176
Lowenstein test for pelvie tuberculosis, 662
Lump in myoma of uterus, 482
Lupus hypertrophicus, 251
perforans, 251
vulvae, 251
Luteinoma, 749
Luteoma, 697, 749
of ovary, 735, 740
Luteotrophic hormone, 819
Lymph node metastases in cervical cancer,
effect on prognosis, 548
Lymphadenectomy with radiation for cer-
vical cancer, 548
Lymphangioma, 749
Lymphangitis of connective
uterus, 598
of vulva, 237
Lymphatics of external genitals, 114
of ovary, 10
spread of cervical carcinoma by, 512, 519
of uterus, o1
anatomy, o7
distribution of, 56
. of vagina, 102
Lymphogranuloma inguinale, 257, 429
in fallopian tubes, 675

tissue about

M

Mack-Parks test, 188
Magnification, colposcopie, 179
Male infertility, treatment of, 870
pseudohermaphrodite, 798, 804
Malformation(s), 773
as cause of amenorrhea, 824
of genitourinary tract, 795
interfering with progress
ovum, 634

of fertilized

Malformation(s)—Cont’d
of vaginal orifice, treatment of, 876
of uterus, 785
Malignancies of ovary, 723
Malignancy and cervical polyp, 431
in feminizing ovarian tumors, 743
and leukoplakia of cervix, 411
of serous cysts, 709

Malignant disease of cervix, 507
of vagina, 305
of vulva, 273
tumors of fallopian tubes, 667
arising from ovarian mesenchyma, 735,
747
of ovary, giagnosis and treatment of,
730 -
Manchester system of radium dosage, 542,
043
Manipulation of uterus in retrodisplacement,
366
Mantoux test for pelvie tuberculosis, 661
Marital advice, physician and, 213
Marriage counseling, 213 |
effect on cervical carcinoma, statistics, 508
Masculinization caused by arrhenoblastoma,
745, 746
tumors producing, 749
Masculinovoblastoma, 749
Mass(es) in abdomen, 135
adnexal, identifying, 156
attached to uterus, 157
diseases with, confused with myoma, 485
in lateral part of pelvis, 159
in myoma of uterus, 482, 483
pathologie, recognition of, 150
pelvie, differential diagnosis and treat-
ment, 627
errors in diagnosis, 217
palpation, 160
tender, as symptom of ectopic pregnancy,
648
in uterus, palpation, 155
Mastitis, chronic, relation to ovarian and
pituitary hormones, 891
Masturbation, 878
Maturation, 19, 21
Maturity stage of corpus Iluteum, 30, 31
McDowell, Ephraim, ovariotomy of, 701
MecIntosh uterine and abdominal supporter,
392
Measurements of abdomen, 140

body, indicative of endoerine dysfunection,
830

pelvie, 2
of uterus, 48
Meatus, urethral, widening of, 308
urinarius, 112
Mechanical obstruction as cause of dysmenor-
rhea, 844
Medication, internal, in acute pelvic inflam-
mation, 602
Medicolegal points in gynecology, 896
Medulla of ovary, 5, 6
Meigs syndrome, 719
Melanosarcoma of ovary, 730
of vulva, 282
Membranous dysmenorrhea, 442
Menarche, 63
age of occurrence, 66
and pregnancy, relation, 65

T



Menge pessary, 388
Menopause, 89 (scc also Climacteric)
age of beginning, 827
changes in uterus, 89
definition of, 880
delayed (late), 887
and carcinoma, 441
and endometrial cancer, 553, 567, 576,
o077
disturbances, 886
gonorrhea after, 231
myoma in, 487
premature, 886
problems of, 886
radiotherapeutie, carcinoma following, o
symptoms, 821, 822
treatment during, 883
uterus after, 48
vaginitis following, 298
Menorrhagia, 808
in myoma of uterus, 482
premenopausal, 887

Menotoxin, 67, 68, 81, 89
Menses (see Menstruation)

Menstrual asthma, 889
cycle, 39
stages in, 82-83
discharge, 67
disturbances, 807, 808
in genital tuberculosis, 457
in pelvie tuberculosis, 661
as symptom of chronic salpingitis, 619
flow, cultures of, in diagnosis of tubercu-
losis, 662
headache, 850
irregularities in climacteric, 881
pain (see Dysmenorrhea)
pruritus, 801

Menstruation, 67
absence of (see Amenorrhea)
age of beginning, 824
of cessation, 89, 90
amount of flow, 68
anovulatory, 811
cyclic arteriole and venous changes, 77
glandular and stromal changes, 71
definition, 61, 63
endometrial changes, 69, 76
irregular, 822
occurrence of, studies on, 38-41
painful, 442, 836 (sce also Dysmenorrhea)
in chronic salpingitis, 619
periodicity, 68
precocious, 822
caused by ovarian tumors, 740
premature cessation of, 886
prolonged menses, treatment, 488
systemic changes in, 89
tubal changes during, 95, 96
vicarious, 823
Mensuration of abdomen, 140
Mental and physical hygiene in dysmenor-
rhea, 838, 840

Mesenchyma, ovarian, benign tumors of, 719
malignant tumors from, 735, 747

Mesonephric body, 43, 44
cysts, 303

Mesonephroma ovarii, 749
Mesotheliomas of uterus, 500

7
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Mesovarium, o
Metabolie disturbances of uterus, 395

Metabolism, basal, 190
disturbance in, cause of uterine disorders,
449
Metaplasia, squamous, in adenocarcinoma of
uterus, 566
Metastases from adenocarcinoma of corpus,
565
of cervix, 534
from chorionepithelioma, o581
distant, in cervical carcinoma, 519
lymph node, in cervieal cancer, effect on
prognosis, 048

Metastatic cancer nodules in cul-de-sac, 677
carcinoma of ovary, 7295
lesions of vulva and vagina, 282

Method in diagnosis, 214

Metritis, chronie, 446
puerperal, 596

Metrorrhagia, 808
premenopausal, 887

Micrococcus gazogenes alcalescens, 289
Microscopic examination of vaginal
charge, 167
Miliary tubercles, 204 :
tuberculosis of fallopian tube, 658
“Milk leg,” 598
Miscellaneous disturbances of function, 880

Missed period as symptom of ectopic preg-
nancy, 646

Mitoses, abnormal, 523
“Mittelschmerz,” 851

Mobility of uterus, 157, 358
determining, 364

Mocassin venom in treatment of functional
bleeding, 813
Monilia albicans, 295, 296
vaginitis, 224, 295
Moniliasis of vulva, 239
Mons veneris, anatomy, 106
Morphine for pain relief, 602
Mortality in cervical carcinoma, 548
reduction by early diagnosis, 528
from intraperitoneal hemorrhage, 652
in myoma of uterus, 482
Motility of uterus, eyclic, 88
Movable uterus, retrodisplacement with, 366
Mucoepithelial discharge, 166
about external genitals, 141
Mucopurulent  discharge about
genitals, 141
Mucosa, urethral, prolapse of, 309
of vagina, cyclic changes in, 103
Mucous membrance of cervix, 52, 53
of uterus, 51
polyps, 429
Mucus, cervical, 166
Miillerian ducts, 773
Muscle cells, derivation of myoma of uterus,
467
Musculature of uterus, 49
Musculofibrous sling (see Pelvie sling)
Mycoderma, 239, 240
Myecotic vaginitis, 224
Myogenic factors in dysmenorrhea, 841
in menstruation, 836

dis-

external
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Myoma with cervical cancer, 516
imtraligamentary, distinguished from pelvie
cellulitis, 627
in round ligaments, 753
of uterus, 464
complications, 476, 486
diagnosis, 483
differentiated from chronic salpingitis,
620
gross pathology, 428
hyaline degeneration, 473
operation for, 491
pregnancy and, 493
projecting into broad ligament, diagnosis
of, 624
.sarcoma 1n, 585
sarcomatous change in, 476
secondary changes, 472
symptoms, 482
treatment, 487
x-ray therapy, 490
in vaginal wall, 303
Myomectomy, 488, 492
danger of, 470
during pregnancy, 494
Myometrium, hypertrophy of, 454
tuberculosis of, 456
Myxedema, diagnostic facial signs, 189

N

Nabothian cysts, 406

Necrosis, infective, in myoma of uterus, 474,
477
Neisseria sicca, 287
Nerve supply of external genitals, 106, 114
trunks, pelvie, palpation, 162
Nerves of ovary, 10
of pelvie organs, 58, 60
of uterus, 51
anatomy, 58, 60
of vagina, 102
Nervous ailments, gynecology and, 120
system, anatomy and physiology, 58-61
(see also Nerves)
diseases of, 215
Neuralgia of abdominal wall, pain in, 219
pelvie, differentiated from chronic salpingi-
tis, 621
Neurogenic factors in dysmenorrhea, 841
New growth pelvie symptoms, 216
Nitrogen mustard in treatment of recurrent
dysgerminoma, 749
Node dissection in vulvar cancer, 280
Nodular breast, painful, 892
salpingitis, 618, 619
Noma, 237
Nonmalignant growths and swellings in
vagina, 302
of vulva, 261
tumors of uterus, 464
of vulva, 270
Nonpuerperal endometritis, 444
Normal-appearing cervix, indications for
smears of, 529
Nuns, statistical study
uterus, 508
Nutrition in climacteric, 883
importance of, in amenorrhea, 828
in relation to endoerine function, 812

of carcinoma of

O

Obesity causing abdominal prominence, 126
in relation to endometrial cancer, 567

Obturator hernia, 303

Oil, iodized, visualization with, 200, 203
Olshausen operation, 377

Oophorectomy, hysterectomy and, 734

Oophoritis (see also Inflammation, pelvie)
chronie, follicular cysts in, 694
definition, 595 ’
parotidea, 690

Operation, cause of rectovaginal fistula, 350
in cervical cancer, 547
consent to, medicolegal points, 906
In corpus cancer, 572
for ovarian tumors, 718
for pelviec endometriosis, 764
dangers of, 767

hematocele, choice of, 652
for prolapse of uterus, 394
for rapidly spreading peritonitis, 609
for retrodisplacement of uterus, 377
for solid tumors of ovary, 731
for vesicovaginal fistula, 357

Organs, genitourinary, points in development,
773

Origin of cancer, studies on, 505-507

Os, external, of cervix, size and shape, 146
speculum examination, 168
Osteoporosis, postmenopausal, 886
Ovarian (see also Ovary)
abscess, 597
with chronic salpingitis, 615, 616
agenesis, 688
artery, anatomy, 57
changes in climacterie, 881
conditions, sterility due to, 857
cysts, complications, 715
dermoid, with torsion of pedicle, 716
differential diagnosis, 714
endometrial, theories of origin, 754
large size, 705
proliferating, 702
symptoms and diagnosis, 713
treatment, 718
disease as cause of amenorrhea, 829
dysmenorrhea, 844
failure, effect of hormones on, 832
function, cessation of, 880
lesions in sterility, treatment of, ‘870
mesenchyma, malignant tumors from, 735,
747
pregnancy, 643 £
tissue, preservation of, in operation for
chronic salpingitis, 625
tumors, 701
arrhenoblastoma, 743
benign solid, 719
- 1n children, 718 -
dermoid eysts, 710
differentiated from chronic salpingitis,
621
dysgerminoma, 747
feminizing symptoms of, 740
fibroma, 719 |
granulosa-cell, 735
gynandroblastoma, 747
histogenic classification of, 686



Ovarian tumors—Cont’d

luteomas, 740

malignant, 723
diagnosis and treatment of, 730
with endocrine influence, 735
with no endocrine influence, 747

masculinizing, 749

rare, 749

teratoma, 730

thecomas, 738

due to transplantation or heteroplasia,

753

Ovary (ies) (see also Ovarian)

absence of, 687

actinomyecosis in, 674

anatomy, 4

anomalies of, 778

atrophy of, 699, 700

blood vessels, 9, 56

Brenner tumors of, 721

changes at puberty, 64

chemical substances in, 88

cirrhotie, 690

development of, 10, 11, 13, 14

diseases of, 685

endocrine relations in eyele, 32-43

fibroma of, 719

formation of, 774

functions of, 5, 10

infection of, 690

inflammation of, 595

ligaments of, 9

lymphaties of, 10

malignancies of, 723

nerves of, 10

palpation, 159

pathological conditions of, classification,
685

physiology of, 4, 8, 10

polycystic, 692

prolapse of, 689

prolapsed, in dyspareunia, 875

radiation of, 491

relation to painful nodular breast, 892

removal of, at hysterectomy, 493

during operation, in-prevention of can-
cer, 733 | |
in uterine tuberculosis, 459

sarcoma of, 728

in Stein-Leventhal syndrome, 695

structures and relations, 5

sthilis of, 691

thickening of capsule, as cause of amenor-
rhea, 829

tuberculosis of, 691
Oviducts (.s'e‘:}‘allopian tubes)
Ovogenesis, studies of, 15
Ovoids, vaginal, in radium treatment, 542

Ovulation, 15

absence of, cause, 812

amenorrhea and, 831
- with bleeding and pain differentiated from

acute pelvic inflammation, 600

cessation of, 881

dysmenorrhea and, 837

electrical changes at, 25

endocrine mechanism, 20

fallopian tubes in, 93

menstruation and, 811

Inder 925

Ovulation—Cont 'd
pain with, 219
physiology, 7
signs and symptoms, 24, 25
tests in sterility, 865

time of occurrence of, 21

Ovum (see also Ovulation)
in endometrium, 27, 28
fertilization of, 26
fertilized, interference with progress, 634
maturation, 19, 21
physiology, 7
structure of, 19
Oxyuris vermicularis, 288

P

Pad for patients with inoperable Vesico-
vaginal fistula, 354
Paget’s disease of vulva, 272
Pain in acute pelvie inflammation, 598
in back, localization, 176
in breasts, 891
in coitus, 874, 875 (sec also Dyspareunia)
in endometriosis, 762
intermenstrual, 851
in  menstruation, 442, 836 (sec  also
Dysmenorrhea )
in myoma of uterus, 482
in pelvis as symptom of chronic salpingitis,
619
in right lower abdomen, differential diag-
nosis, 219
as symptom of ectopie pregnancy, 646
Palpation of abdomen, 131
under anesthesia, 209
of body of uterus, 150
of coceyx, 174
of lateral regions of pelvis, 157
of pelvie cavity, 160
rectoabdominal, 173
vaginal, 144
Panniculitis, nonsuppurative, 894, 895

Papanicolaou smear, 531
technique, 178

Papillary adenoma malignum, 562
carcinoma of fallopian tube, 667, 668
cyst(s), 706

malignant, 724
proliferating, of parovarium, 750
cystadenoma, 707
erosion, 401
masses in pelvis, 710
Papillomas as precancerous lesions, 5
Para-aminobenzoic acid therapy in pelvie
tuberculosis, 663
Paraffin section technique of vaginal smear,
530
Parametrial involvement in cancer of cervix,
514
Parametritis, 98, 607, 626 (sece also Cellulitis,
pelvie, chronic)
chronic, diagnosis of, 623
differentiated from salpingitis, 627

Parametrium, 56

injection of radioactive gold in cervical
cancer, 947

Paramucinous cystadenoma, 702

Parasitic infections of vulva, 238

22
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Parasympathetic nervous system, anatomy,
59
Paroophoron, 43, 44
development of, 775
Parovarian cyst, 750
of broad ligament, 752 ‘
distinguished from pelvic cellulitis, 627
treatment, 751
Parovarium, 43, 44
diseases of, 685
formation of, 774
tumors of, 750
Pavement epithelium, 400
Pearl formation in cervieal cancer, 518
Pedicle, twisted, ovarian eyst with, 716

Pediculated myoma of uterus, 470, 478, 479,
485
Pediculosis pubis, 240
Pelvice abscess, opening of, 604, 605
cancer, importance of early diagnosis, 528
cavity, palpation, 160
cellulitis, 98
chronice, 626
conditions, pain in, 219
congestion, 395
connective tissue, 97
diseases of, 633
diagnosis, difficulties of, 680
disorders, functional, psychodynamiecs of,
119
edema, fulminating, 890
endocerine dysfunction, 194
endometriosis, 753, 756
examination under anesthesia, 208
in extrauterine pregnancy, 649
history taking, 122
importance in early diagnosis of cervical
carcinoma, 529
floor, action of pessary on, 369
anatomy, 322
laceration of, sterility due to, 856
palpation, 148
relaxation, 352
associated diseases, 330
and fistulae, 322
operation for, 330
repair, steps in, 331
function, endocrine deficiencies and, 189
hematocele, 638, 639
in extrauterine pregnancy, treatment of,
651
hematoma in extrauterine pregnancy, treat-
ment of, 654
hemorrhages, 655
inflammation, 595 (see also Inflammation,
pelvie)
inflammatory masses, chronie, differential
diagnosis and treatment, 627
kidney, 679
lesions, causing amenorrhea, 828
causing dysmenorrhea, 843
causing uterine bleeding, 811, 820
lipoma, 303 |
malignancies in uterine bleeding, 821
mass, errors in diagnosis, 217
measurements, 2
organs, anatomy and physiology, 4
nerves, o8, 60
relationship, 3

Pelvie—Cont’d
peritoneum, 96
diseases of, 633
sling, 323, 324
methods of shortening, 331
structure, changes at puberty, 63
suppuration, diffuse, 615, 616
symptoms, grouping of, 215
tuberculosis, 456, 657
walls, tumors of, 678
Pelvis, actinomycosis in, 673
anatomy, 1, 322
brucellosis in, 672
diffuse suppuration in, 597
displaced organs, 679
echinococcus disease of, 677
foreign bodies in, 681, 682
imperfect development of, factor in pro-
lapse, 379
induration in, 159
lateral regions, palpation, 157
mass 1n, 159
rare conditions of, 672
tenderness in, 160
trichomoniasis in, 675
tumor in, 129

Penicillin in treatment of actinomyecosis, 260
in pelvis, 675
of gonorrhea, 227
acute, 602
in children, 230
of syphilis, 251
Percussion of abdomen, 138
in hernia, 266, 268

Perforating ulcer of vulva, 251, 252
Pericervical tissues, palpation, 148

Perineorrhaphy, 331
Perineum, anatomy, 4, 325
development of, 774
relaxation of, 326
Peritoneal cavity, fluid in, 128, 129
layer of uterus, 49
tuberculosis, 456
Peritoneoscopy, 210, 211
Peritoneum, pelvie, 96
diseases of, 633
inflammation of, 595
Peritonitis (see also Inflammation, pelvic)
acute diffuse, 597

following operation for pelvic endome-

triosis, 768
local, complicating ovarian ecyst, 715
pneumococeus, 596

rapidly spreading, operative treatment, 609

Periureteritis, diagnosis of, 623
Pessary(ies), action of, 368
contraindications, 369
cup and belt, 391
for cystocele, 330
discarding of, 375
inflated ring, 375
instruction to patient with, 371
introduction of, 371, 372
limitations of use, 370, 371
mm retrodisplacement of uterus, 367
ring, 387, 388
selection of, 369
size and shape of, 370
for uterine prolapse, 387
varieties of, 367
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pH of vaginal contents in vaginitis, 291, 292
variations, 166
variations in cervicitis, 398
Phleboliths, 671, 672
Phlegmonous vulvitis, 237

Phosphatase, alkaline, in endometrium, 87
in ovary, 88
Phosphorylase in endometrium, 87
Physical changes in climacteric, 882
examination, 122
in retrodisplacement of uterus, 362
Physician’s part in carly diagnosis of cervical
carcinoma, 028
Physiologic amenorrhea, 823, 826
changes in endocrine glands at puberty,
64
in vagina, 102
Physiology of fallopian tubes, 93
of genital tract, 1
of ovary, 10

a concept, 8
of uterus, 61

Pinworms causing vaginitis in children, 288
Pirquet test for pelvic tuberculosis, 661
Pitfalls in diagnosis, 216

Pituitary changes in climacteric, 881
dwarfism, 192
gland, radiation of, 820
gonadotrophins in treatment of uterine
bleeding, 818
ovarian-uterine eycle, frontispiece
preparations in treatment of amenorrhea,
835
Plaut-Vincent cervicitis and vaginitis, 238
Pleuropneumonia-like organism in pelvie ab-
scess, 096
Pneumococeus peritonitis, 596
Pneumoroentgenography, 206
Podophyllin, 263
Pointed condyloma, 261
Point-tenderness in abdomen, 133, 134, 135
Polar bodies, 20
Polyeystic ovaries, 692
Polyp(s), cervical, 169, 428, 429
sarcoma in, 587, 589
of endometrium, 437
Position of corpus uteri, 152
Postcoital test for sterility, 860, 861
Postoperative care of rectal repair, 348
Posture, Sims, 171, 173
P.P.D. test for pelvie tuberculosis, 661
Precancerous lesions, 522, 523
Precocious menstruation, 822
puberty, 808, 809
in normal children, 740, 742
Pregnancy, abdominal, 643
* amenorrhea in, 823, 826
auscultation in, 139
with cervical cancer, 516, 552
_cervicitis during, treatment, 422
of cervix, 650
chorionepithelioma during, 580
complicated by parovarian cysts, 703
complications causing uterine bleeding, 820
differentiated from myoma of uterus, 483
in double uterus, 788, 790
early, retrodisplacement differentiated from,
364
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Pregnancy—Cont 'd
ectopie, skeletonization of fetus in, 640
edema of vulva during, 318
emphysematous vaginitis during, 300
endometriosis and, 763
extrauterine, 633
combined with intrauterine, 650
interstitial, 643
laceration of cervix as proof of, 408
massive edema of vulva in, 263
with mesenchymal ovarian
cidence of, 743
with myoma of uterus, 479, 481, 493
ovarian, 643
with ovarian cyst, 718
pessary with, 374
precancerous changes in cervix during,
527
in precocious puberty, 740
prominence of abdomen in, 129
in rudimentary horn of uterus, 792, 793
after supravaginal hysterectomy, 651
test(s), 186
in diagnosis of ectopic gestation, 648
treatment of vaginal eyst during, 305
tubal, differentiated from acute pelvie in-
flammation, 600
from chronie salpingitis, 621

tumors, 11-

Pregnanediol, 188

Pregnant mares’ serum in treatment of
amenorrhea, 834

of uterine bleeding, 818

Pregneninolone 1in treatment
bleeding, 816

Premarin in treatment of uterine bleeding,
816

Premarital conference, 213
examination, 212

Premature menopause, 886
Premenopausal disturbances, 887

Premenstrual biopsy, 812
tension, S49Y

Prepuce, adhesions, 312
Presacral tumor, 679, 680

Pressure hemostasis, 420
intracystic, in pseudomuecinous cysts, 706
symptoms in myoma of uterus, 482

Prevention of cervical carcinoma, 549
of corpus cancer, 570
of ovarian carcinoma, 732

Primordial follicle, 16, 17

Procidentia, 378
urethrae, 309
Proctoscopic examination in endometriosis,
763
Progesterone, isolation of, 34, 30
ovulation and, 837
secretion in thecoma of ovary, 740
in treatment of amenorrhea, 834, 836
of dysmenorrhea, 843
of pelvic endometriosis, 765
of uterine bleeding, 814
withdrawal bleeding, 39, 40
Progestin in endometrial hyperplasia, 433
in erosion of cervix, 405
Prognosis in cervical carcinoma, 548

Prolactin in treatment of uterine bleeding,
819

of uterine
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Prolan output in hydatidiform mole and
chorionepithelioma, 583

Prolapse of ovary, 689
of urethral mucosa, 309
of uterus, 327, 378
with cystocele, 338
differential diagnosis, 385, 386
first degree, 382
operations for, 394
second degree, 384
steps in, 381, 382
in sterility, treatment of, 869
third degree, 383, 384
Proliferating cysts of ovary, 702
treatment, 718

Proliferation stage of corpus luteum, 25, 28,
29

Prominence of abdomen, 125, 126, 128, 129
Prostate female, 311
Prostigmine test, 188

Protamine sulfate and toluidine blue in
treatment of functional bleed-
ing, 813

Protozoacides in treatment of vaginitis,
293
Pruritus, menstrual, 851
vulvae, 231
in climacteric, 885
Pseudohermaphrodite, 798, 800
dysgerminomas in, 747
Pseudohermaphroditism, 796
Pseudomucinous cystadenomas, 702
cysts, implantation recurrences of, 706
pathology, 703
size of, 704
Pseudomyxoma peritonic, 706
Pseudotuberculosis of peritoneum, 660
P.S.P. test for tubal pregnancy, 205
Psyche, changes at puberty, 63
Psychoanalysis in dysmenorrhea, 838
Psychodynamics of functional pelvie dis-
orders, 119
Psychogenic causes of pruritus vulvae, 232
disturbances, sterility due to, 857
Psychologic changes in climacterie, 882
during puberty, 64
Psychosomatic aspects of functional d1$
orders, 807
of gynecology, D
causes of dyspareunia, 875
disturbances, symptoms, 216
element in premenstrual tension, 850
Psychosomatics in gynecology, n:nportance

of, 838
Psychotherapv in dysmenorrhea, 839
Puberty, 63
age of, 824

normal age of, 809
precocious, 740, 742
constitutional type of, 810
Pubic arch, action of pessary on, 369
Pudenda, anatomy, 106
herma 265
Pudendal hernia differentiated from abscess
of vulvovaginal gland, 284
hydrocele, 268
Puerperal endometritis, 445
sepsis, 598
operative treatment, 609

Puncture, cul-de-sac, 185

Purulent discharge about external genitals,
142

Pus (see also Suppuration)
caseous, 659
collection of, in pelvie inflammatory dis-
ease, 099
in pelvis, 597
draining of, 604
treatment of, 608
in peritoneal cavity, 129
urethral, 142
Pyelitis, pain in, 220
Pyemia, puerperal, symptoms, 599

Pyometra, 432
with cervical é'an(,er 016

Pyosalpinx, 597, 613, 614

Pyribenzamine in treatment of pruritus vul-
vae, 233

Q

Question of consent in rape, 904

R

Race 1n cervieal carcinoma, 508
incidence in myoma of uterus, 465

Radiation, amount of, for tumor control, 539
as cause of amenorrhea, 829
in cervical cancer complicated by preg-
nancy, 902
evaluation of, 548
late complications, 549
dosage for epidermoid carcinoma of cervix,
042
of myoma of uterus, 490
of pituitary gland, 820
postoperative, in ovarian cancer, 731
of sarcoma of uterus, 591
in treatment of amenorrhea and sterility,
867
of cervical cancer, 537
objections to, 546
of corpus cancer, 572
of intermenstrual pain and spotting, 851
of pelviec endometriosis, 766
of sterility, 867
of uterine bleeding, 819
vs. operation in cervical cancer, 235
in vulvar cancer, 280

Radioactive gold treatment of cervical cancer,
047

Radiographs as aid in radium treatment, 546
Radiopaque substances, 200

Radiotherapeutic menopause, carcinoma fol-
lowing, 577
Radium distribution, applicators, 573, 574,
275 "
dosage in cervical cancer, 543
Manchester system, 542 543
implantation, 489
treatment of cervieal cancer, 536
of corpus cancer, 573
of myoma, 488
Swedish technique, 545
tubes, 539
and x-rays, combined use in tumors, 539

et



Rape of infants and children, medicolegal
points, 897
of married women, 903
medicolegal points, 896
of older girls and unmarried
medicolegal points, 900

Rat-hyperemia test, 187

Record, history, 121
keeping, 117

Rectal diseases in dyspareunia, 875
examination under anesthesia, 209
pain in endometriosis, 762
palpation, 173
suture of lacerated sphineter ani, 345
tear, 341

Recti muscles, separation of, 127
Rectoabdominal palpation, 173, 209
Rectocele, 302, 327, 338

Rectovaginal fistula, 349
treatment of, 351
palpation, 173
septum, endometriosis of, 302
Rectum, healing of, after repair of lacera-
tion, 348
operation for repair of sphincter ani, 345
palpation, 160
radiation tolerance of, 542
relation to genital tract, 4

Red degeneration in myoma of uterus, 473,
475
Regions of abdomen, 132, 133, 135
Relaxation of pelvie floor, 325
operation for, 331
‘with uterine prolapse, 382
Relaxin, 35
Replacement of uterus, bimanual, 3605, 366
Reproductive tract, congenital abnormalities
of, 787
Reserve cells, 527
Resorcinol lotion in treatment of tinea of
vulva, 238
Rest in treatment of acute pelvic inflamma-
tion, 601
Retention cysts of cervix, 408
Retrocession of uterus, 360
Retrodisplacement of uterus, 152, 153, 104,
155, 327, 360, 453
as cause of dysmenorrhea, 843
of prolapse, 378
differential diagnosis, 363
in early pregnancy, 484
in endometriosis, 763
with inflammation, 376
~ in dyspareunia, 875
medicolegal points, 906
operative treatment, 377
with prolapse of ovaries, 690
" Retroflexion of uterus, 152, 155, 360
Retrogression stage of corpus luteum, 31, 32
Retroperitoneal masses, 677
. myoma, 472 |
Retroversioflexion of uterus, 360 v
Retroversion of uterus, 152, 154, 155, 360
Richardson test, 188
Rotation of ovarian cyst, 717
Round ligaments of uterus, anatomy, 56
Rubber-tubing stems, 844, 845
Rubin test, 864
apparatus, 197

women,
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Rubin test—Cont’d
technique, 198
tubal insufflation, 196

Rudimentary horn, uterus with, 777, 789, 791,
792, 793
ovaries, 687, 688

Rugae of vagina, 101
Rupture into broad ligament in extrauterine
pregnancy, 642
intraperitoneal, in tubal pregnancy, 638,
641
of ovarian cyst, 717

S

Sacrouterine ligaments, 95
anatomy, 97
Salpingitis (see also Inflammation, pelvie)
chronie, 610
differential diagnosis, 620
mild, 612
with exudate, 613, 614
nodular, 618, 619
radical operation
symptoms, 619
treatment, 623
definition, 595
differentiated from parametritis, 627
with exudate, 597
inflammation of ovary secondary to, 690
interfering with progress of fertilized
ovum, 634
mild, 596
tuberculous, incidence of, 660
Salpingo-oophoritis (see Salpingitis)
Sarcoma botryoides, 590, 591
of endometrium, 587, 588
of fallopian tubes, 669
of ovary, 728
of uterus, 585
of vagina, 306
of vulva, 281
Sarcomatous change in myoma of uterus, 476
Scabies of external genitals, 241
Schiller test, 180
Secretion, abnormal, from nipple, 893
Sedatives in relief of pain in acute pelvic
inflammation, 601
Semen, evaluation of, in sterility investiga-
tion, 861
Seminoma, 747
Senile atresia of uterine canal, 455
period, uterine bleeding in, 822
vaginitis, 297
Sensitization skin tests for pregnancy, 188
Septate uterus, pregnancy in, 790
vagina, 782, 784, 787
Septic thrombosis, 598
Serous eystadenomas, 706
cysts, 702
Serum in peritoneal cavity, 129
Sex cells, derivation, 15
in ovarian development, 14
determination in genital anomalies, 799
glands, endocrine function of, 33
hormones, formulae, 36
reversal, surgical, in female hermaphrodit-
| ism, 804
sterols in treatment of uterine bleeding,
814

contraindicated, 625
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Sexual development, precocious, with granu-
losa-cell tumor, 736, 739, 740, 741
differentiation, factors influencing, 777
disturbances, 855
frigidity, 877
glands, development of, 773
hyperesthesia, 878
intercourse, disturbances of, 874
precocity, premature, 809
reactions, removal of ovaries and, 734

Shape of uterus, 156
Simms-Huhner test for sterility, 860, 861
Sims speculum, 163, 171, 172, 173
posture, 171, 173
Sinus of vulvovaginal gland, 284
Size of uterus, 155
Skeletal system, diseases of, 215

Skeletonization of fetus in ectopic preg-
nancy, 645

Skene’s glands, gonorrhea in, treatment, 228
infection of, 310
mﬂammatlen of, 142

Skin tests for pregnancy, 188

Skull, exostoses on, as cause of menstrual
headache, 850
x-ray of, in diagnosis, 207
Smear(s) for uterine cancer,
529
vaginal, 177
in diagnosis of endometrial carcinoma,
068
technique of, 530
value in cervical carcinoma, 549

Smith pessary, 367, 369

Snake venom in treatment of functional
bleeding, 813

accuracy of,

Sodium ion, retention of, cause of pre-
menstrual tensmn 849
Spasmolytic drugs in treatment of dys-

menorrhea, 841
Special examinations, 177
Specimens, preparation of,
syphilis, 248
Speculum, eyhndrleal 170
examination, 162
diﬁeulties, 170
imformation obtained, 165
steps in, 164
Sims, examination with,
vaginal, 163
Spermatic fluid, evidences of, medicolegal
pomts 903
Spermatozoa, forms of, 862
Sphineter ani muscle, laeeratlon of, 149, 341
repair, 344
Spina bifida occulta, 380
Spiral arterioles, role in menstruation, 79-84
Spleen, enlarged causing abdominal promi-
nence, 129
Spotting, mtermenstrual
Squamous epithelium, 400
Squamous-cell carcinoma, 511
of cervix, 510, 519
tumor of vaglna 306
Stages, clinical of corpus cancer, 569, 571,
072
Staining gonococcus, 225
Stains, evidences of, medicolegal points, 903

in diagnosis of

171, 172, 173

with pain, 851

Staphylococeic inflammation of pelvis, 596

infection of pelvis, 598
of vulva, 237

Stasis hypertrophy, 263

Statistics on five-year survivals in cervical
cancer cases, 549, 550, 551

Stein-Leventhal syndrome, 694

Stem, rubber-tubing, for dilatation of cervix,
844, 845

Stenosis of internal os in sterlht\,, treatment
of, 869
of vagina, aequlred, 781
entrance, 315, 874

Sterility, 855
artificial inserpination in, 871
causes of, 856,857
in endemetr1051e, 762
gynecography in, study of, 207
investigation of eouple 857
examination, 860
history, 859
laboratory tests, 860
In myoma cases, 493
radiation in treatment of, 835
relationship of tuberculosis to, 458
as symptom of ovarian cyst, 604 696
test, tubal insufflation, 196
treatment of, 866
in tubal tubereulosis, 661

Sterilization, 873
Steroid hormones, formulae, 36

Stilbestrol in treatment of amenorrhea, 834
of pelvie endometriosis, 765
of uterine bleeding, 816

Streptococeic infection in pelvis, 598
of vulva, 237
inflammation of pelvis, 596
masses in pelvis, 609
cause and location of lesion, 629, 630
operation, 627

Streptococcus pyogenes, 237
subacidus, 289
vaginitis, 294
Streptokinase and streptodornase in therapy
of tuberculosis, 665

Streptomyecin with dlagneetlc curettage of
tubal tuberculosis, 661
in treatment of granulema inguinale, 256,
429
of pelvic tuberculosis, 459, 662, 663, 664
of genital tract, 427

Stretching of birth canal, factor in prolapse
of uterus, 378
Stricture in cervicitis, 418
of cervix, 432
of reetum cause of rectovaginal fistulae,
350
in lymphogranuloma inguinale, 257
Stroma cells, 50, 51
Stromal ehanges in endometrium, 71
Stromatosis, malignant, 591
Structure of cervix uteri, 52
of myoma of uterus, 467
secondary changes 472
of ovary, 5
Struetures in broad hgament 43
Sturmdorf excision in chronie cervicitis, 419
operation, 530
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Subinvolution as cause of relaxation of
pelvic floor, 326
of uterus, 449
cause of retrodisplacement, 361

Submucous division of constricting levator
sling, 316
myoma of uterus, 470, 478, 485, 486

Subperitoneal myoma of uterus, 470, 474
Suburethral abscess, 310

Suction drainage apparatus for vesicovaginal
fistula, 355

Sulfadiazine in treatment of gonorrhea, 227
of lymphogranuloma inguinale, 260

Sulfathiazole in treatment of chancroidal
ulcer, 247

Sulfonamides in treatment of actinomycosis
in pelvis, 675
of gonorrhea, 227
of pelvie cellulitis, 631
of vesicovaginal fistula, 353

Supernumerary ovaries, 689
Suppurating tumor differentiated from acute
pelvic inflammation, 601

Suppuration of ovarian cyst, 717
pelvie, diffuse, 597, 615, 616
Supravaginal hysterectomy, 493
Surface biopsy, 179
Surgery (see also Operation)
in cervical carcinoma, 547
in pelvic endometriosis, type of, 766
in prevention of cervical carcinoma, 549
radical, in uterine tuberculosis, 459
for vulvar cancer, 280
in treatment of tuberculosis of cervix, 427
Swedish technique of radium treatment, 5495
Swelling (s) from injury to genitals, 272
nonmalignant, in vagina, 302
of vulva, 261

Sympathetic nervous system, anatomy, 59
Symptoms of gonadal dysfunction, 195
unaccounted for, in diagnosis, 219
Syndrome, pelvic sympathetic, 395

Stein-Leventhal, 694
Syphilis, 248

of cervix, 424

of ovary, 691

treatment of, 251

of uterus, 459

of vulva, 250

Syphilitic uleers, 424
in dyspareunia, 875
Systemic changes in menstruation, 89

T

Tampons for prolapse of uterus, 391

Target lesion, 182

Techniques, diagnostic in cervical carcinoma,
530

Teeth found in dermoid ecysts, 711
Temperature, basal, chart of, 865
Tenderness, abdominal, 131
in pelvie inflammatory disease, 599
symptom of chronic salpingitis, 619
in lateral part of pelvis, 160
in right lower abdomen, differential diag-
nosis, 219
of uterus on palpation, 156
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Tension in abdomen, 131
premenstrual, 849

Teratoma of ovary, 730
in children, 718

Terramycin in treatment of gonorrhea, 227
of vaginitis, 293
Test(s), Aschheim-Zondek, 187
chemical, for pregnancy, 188
for endocrine dysfunction, 831
errors about, in diagnosis, 219
Friedman, 187
frog, 187
Lipiodol, 200
for pelvie tuberculosis, 661
pregnancy, 186
rat-hyperemia, 187
Schiller, 180
special, in physical examination, 123
for sterility, 860, 864
Simms-Huhner or posteoital, 860, 861
Testosterone, similarity to progesterone, 37
therapy of pelvic endometriosis, 765
in treatment of uterine bleeding, 817
Theea externa, 19, 21, 25, 26
folliculi, 18
interna cone, 23, 24
estrogen in, 88
in ovulation, 16, 19, 20, 21, 25, 26, 27,
30, 31
Theca-lutein cysts, 691, 698
Thecomas of ovary, 735, 738
Thomas pessary, 368

Thrombosed veins of broad ligament, 671
Thrombosis, septic, 598
symptoms, 599
Thrush, vaginal, 295
Thyroid changes in climacterie, 881
function, 189
gland, carcinoma of, 307
changes at puberty, 64
tests in sterility, 865
therapy in functional bleeding, 813
in treatment of dysmenorrhea, 842
Tiedemann’s modification of Gram’s stain,
226
Tinea cruris, 235, 238
Tissue(s) found in dermoid eysts, 711
malignant changes in, factors involved, 521
normal, radiation dose for, 539
pelvie, palpation, 159
pericervical, palpation, 148
reaction to invasion in cervical cancer, 520
smear in diagnosis of granuloma inguinale,
255
type of, factor in cancer prognosis, 537
Toluidine blue, protamine sulfate and, in
functional bleeding, 813
Torsion of adnexa, 670
Touch, trained, 150
Trachelorrhaphy, 421
“Pragic” type of tubal pregnancy, 641, 652
Trained touch, 150
Transfusions, blood, in intraperitoneal hemor-
rhage, 654
in treatment of pelvie cellulitis, 631
Transplantation, tumors due to, 753
Trauma and recovery, processes of, 538
Traumatic effects of radiation, 537
Treponema pallidum, 248, 425
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Trichomonads, 289
Trichomonas intestinalis, 288
vaginalis, 288
vaginitis, ulcerations, 423
vaginitis, 224, 288
Trichomoniasis in pelvis, 675
Trichophyton gypseum, 235

Trichophytosis of vulva, 238

Tubal abortion, 638, 639
abscess with ovarian abscess, 615, 616
cavity, visualization, 200
conditions, sterility due to, 857
insufflation, 196
apparatus, 197
patency, gas test for, 196, 864
pregnancy, 633, 634 (see also Extrauterine
pregnancy; Pregnancy, tubal)
bilateral, 637
i i1sthmus, 641
test for, 205
tuberculosis, 657

Tube(s) for cervical canal in wide coniza-
tion, 419
fallopian (see Fallopian tubes)
radiam, 539
Tuberculosis causing amenorrhea, 825
of cervix, 426
treatment, 427
endometrial, 457
diagnosis by cultures of menstrual flow,
662
imcidence of, 664
of ovary, 691
pelvie, 657
symptoms and diagnosis, 660
tests for, 661
treatment, 662
tubal, 657
differentiated from chronie salpingitis,
621
forms of, 658
of uterus, 456
of vagina, 253
of vulva, 251
of vulvovaginal gland, 286

Tuberculous ulcers, 252, 427

Tuboovarian abscess, 597
cyst, 694
pregnancy, 635
region, palpation, 157, 159
Tularemie, buboes, 260
Tumor(s) of abdominal wall, 126
Brenner, 720, 722
causing abdominal prominence, 129
of cervix, benign, 501
due to transplantation or heteroplasia, 753
in connective tissue, 678
control of, amount of radiation for, 539
dermoid, treatment of, 713
differentiated from uterine prolapse, 385
of fallopian tubes, 665
gangrenous, from twisted pedicle, 601
and host, relationship of, 537
of labia differentiated from abscess, 284
malignant (see also Cancer; Carcinoma)
arising from ovarian mesenchyma, 735,
747
ovarian, 701
in children, 718

Tumor(s), ovarian—Cont’d
histogenic classification of, 686
solid, diagnosis and treatment, 730
pelvie, palpation, 160
of pelvie walls, 678
retroperitoneal, 677
of uterine ligaments, 750
of uterus, nonmalignant, 464
1n vagina, nonmalignant, 302
of vulva, nonmalignant, 270

Tunica albuginea, 7
Twin fetuses in tubal pregnancy, 638

Tympanites causing abdominal prominence,
128

J‘ U
Ulcer(s) of cervix, 422
in cancer, 514
granuloma inguinale, 428
simple, 424
‘treatment, 429
chancroidal, 246, 424 |
chronie, cause of rectovaginal fistulae, 350
of vesicovaginal fistula, 352
rarer, of genitals, 260
rectal, lymphogranuloma inguinale, 257
simple, of vulva or vagina, 246
syphilitie, 424
tuberculous, 427
of vaginal wall, treatment of, 387
of vulva, acute, 261
chronie, 264
differential diagnosis, 251
tuberculous, 252

Ulcerative diseases of vulva and vagina, 246
Uleus acutum vulvae, 261
rodens, 251
Ultraviolet blood irradiation of
uterus, 604
Ureter, region of, palpation, 161, 162
supernumerary, 305
Ureteral strictures as cause of dysmenorrhea,
844
Ureteritis, pain in, 220
Ureterocele, 311
Ureterouterine fistula, 351
Ureterovaginal fistula, 351
Urethra, abscess of, 310
carcinoma of, 312
female, 112
Skene’s gland infection, 310
vagina opening into, 783, 785
Urethral caruncle, 309
conditions, 308
discharge, 142
diverticulum, 310
mucosa, prolapse of, 309
Urethrovaginal fistula, 351
Urinary anomalies associated with genital
| defects, 795
diseases differentiated from chronic sal-
pingitis, 621
system, diseases of, 215
tract infections and cervicitis, 412
" investigation, 212
Urine, incontinence of, partial, 340
symptom of vesicovaginal fistula, 352
retention causing abdominal prominence,
. 129

infected
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Urologic infections, cervicitis in, 412
Uterine artery, anatomy, 06
bleeding (see Bleeding, uterine)
canal, senile atresia of, 459
cavity, exploration of, 183
lesions, diagnosis by opaque media, 200
visualization, 200
conditions causing amenorrhea, 829
sterility due to, 857
displacements as causce of dysmenorrhea,
843
glands, anatomy, ol
hemorrhage in pelvie inflammatory discase,
099
ligaments, tumors of, 750

Uterosalpingography, 865
Uteroscopy in cancer diagnosis, 568

Uterus, absence of, 825
abnormalities shown by hysterogram, 206
actinomycosis of, 462, 673
adenomyosis, 496
adherent, retrodisplacement in, 376
anatomy, 45, 358
anomalies of, 777, 785, 787
classification, 788, 789
arcuatus, 787
atrophy after menopause, 48
attachment to pelvie wall, 157
benign enlargement, 446
tumors of cervix, 501
bicornate, 635, 637
bicornis, 777, 787, 788, 792, 794
unicollis, 635
bimanual replacement, 365, 366
bload vessels of, 50, 51, 56-57
body of, palpation, 150
cancer of, 505 (scc also Cancer of uterus)
cervix (sce Cervix uteri)
changes at menopause, 89
at puberty, 64
chorionepithelioma of, 578, 579
chroniec metritis, 446
cleansing interior, of infeetion, 604
connective tissue, 49
consistency, 156
contractions of, 836
corpus of, carcinoma, 553
cyelic motility of, 88
didelphys, 777, 787, 788
discharge from, 166
displacements of, 358
in sterility, treatment, 869
echinococcus disease of, 460
edema of, in allergy, 889
enlargement of, in corpus cancer, 208
error in estimating size, 218
fixation of, in chronic salpingitis, 620
formation of, 774
funetions, 61
hyperinvolution of, 453
inflammation around, in dyspareunia, 875
inflammatory and metabolic disturbances,
395
inversion of, 393, 394, 485
differentiated from prolapse, 386
isthmus, 55
ligaments, 55
lymphatics, 51, 56
anatomy, 57
malformations of, 785
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manipulation of, in curettage, 440
mass attached to, 157
measurements, 48
miscellaneous growths, 499
mobility, 157
mucous membrane, 51
musculature, 49
myoma, 464
nerves, ol
anatomy, 58, 60
normal position of, 358, 359
peritoneal layer, 49
physiology, 4, 61
pregnancy and myoma, 493
pregnant, causing abdominal prominence,
129
prolapse of (sce Prolapse of uterus)
radiation tolerance of, 543
retrodisplacement, 152, 153, 154, 155, 360
in early pregnancy, 484
retroflexion, 152, 155
retroversion, 152, 154, 155
with rudimentary horn, 7
793
sarcoma, 585
of tube, 669
senile atrophy of, 455
septus, 777, 787, T88
shape, 156
size, 190
subinvolution of, 449
syphilis of, 459
tenderness on palpation, 156
trichomoniasis in, 675
tuberculosis of, 456
tumor of, differentiated from prolapse, 385
nonmalignant, 464
unicornis, 787, 788, 789, 797
veins, o7
wall, relation of myoma to, 468

7T, 7RI, 791, 792,

V

Vagina, acidity of, 291

acquired stenosis, 781

anatomy, 99

anomalies of, 777, 787
classification, 788, 789

application of radium to, 542

atresia of, 777, 779

hlood vessels and nerves, 101

carcinoma of, 305

chanecroid, 246

changes at puberty, 64

chorionepithelioma of, 306

cysts of, 303

diphallus, 783, 786

diseases of, 222, 286

double, 305, 777, 782, 784

epithelium, cyclic changes in, 102
life cyele, 291

formation of, 774

injuries of, 286

lymphaties, 102

malignant disease of, 305

metastatic lesions, 282

miscellaneous disturbances, 312

nonmalignant growths and swellings, 302

opening into urethra, 783, 785
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operation for pelvie relaxation, 331
physiologic changes, 102
physiology, 4
radium treatment of, 545
rectovaginal fistula, 349
relation to other structures, 101
to uterus, 100
sarcoma, 306
botryoides, 590
size and shape, 99, 100
smear of, technique, 530
stenosis of orifice, 874
tenderness of orifice, treatment of, 876
treatment of fistula, 351

tuberculosis of, 253
tumor or cyst of, differentiated from

uterine prolapse, 385
ulcerative diseases of, 246
wall, layers of, 101

Vaginal acidity, disturbance of, 398
diaphragm for vesicovaginal fistula, 356
discharge, 166

content of, 105
in uleer of cervix, 422
entrance, hyperesthesia of, 315
examination, 141, 144
structures to palpate, 145
opening, size of, 148
section in rapidly spreading peritonitis,
609
smears, preparation of, 178
and surface biopsy, 177
speculum, 163
walls, redundant, 170
speculum examination, 168

Vaginismus, 315
treatment of, 868, 876
Vaginitis, 286
from animal parasites, 294
atrophie, 297
in climacterie, 885
in children, from pinworms, 288
diphtheritic, 300
emphysematous, 300
gonorrheal, in children, 229
after menopause, 231
monilia, 295
sterility due to, 856
with sterility, treatment of, 868
Streptococcus subacidus, 294
trichomonas, 288
varieties, differential diagnosis, 224

Vaginoabdominal examination, 149
palpation, 209
Vaginolabial hernia, 265
Varicose veins of broad ligament, 671
of external genitals, 268
Vascular murmur, 139
Vascularization stage of corpus luteum, 26
Veins of uterus, 51, 57
varicose, of broad ligament, 671
of external genitals, 268
Venereal sores in dyspareunia, 875
Venous and arteriole changes, cyclie, in
menstruation, 77, 84
Ventral hernia, 127
Verruca vulgaris, 261
Vestibule, anatomy, 110
formation of, 774

Vesicouterine fistula, 351
ligament, 55
Vesicovaginal fistula, 351
operation for, 357
Vicarious menstruation, 823
Virilizing tumors, 745
Viruses, role in production of ecancer, 506

Visualization with iodized oil, 203
of uterine and tubal cavities, 200

 Vitamin A deficiency in atrophic vaginitis,

300
therapy of leukoplakia vulvitis, 245, 281
B deficiency in development of cervieal
cancer, 009, 510
C and ovulatign, 89
E deficiency in atrophic vaginitis, 298
preparations, 299
in treatment of menopause syndrome,
884
K in treatment of dysmenorrhea, 840

Vitamins in prevention of amenorrhea, 828
in treatment of functional bleeding, 813

Vitiligo of vulva, 312

Vulva, abrasions of, in dyspareunia, 875
acute ulcer of, 261
anatomy, 106, 107
bacterial infections, 237
cancer of, 242, 273
cellulitis of, 237
chancroid, 246
condylomas of, 261
diphallus, 786
diseases of, 231
eczema of, 236
in allergy, 889
edema of, 318
massive, 263
epithelioma of, 276
erysipelas of, 237
fusion of, 315
gonorrheal abscess, treatment, 229
growths and swellings, nonmalignant, 261
hematoma of, 273
herpes on, 236
leukoderma of, 312
malignant disease of, 273
metastatic lesions of, 282
nonmalignant tumors, 270
pruritus of, in climacteric, 885
sarcoma of, 281
syphilis of, 250
syphilitic condyloma, 249
tuberculosis of, 251
ulcerations, differential diagnosis, 251
ulcerative diseases of, 246

Vulvectomy in cancer of vulva, 279, 280

Vulvitis, diabetic, 239
follicular, 237
leukoplakic, 241, 411
tinea, 238
types of, 234
Vulvovaginal glands, anatomy, 111
diseases of, 283
examination, 143
gonorrhea in, treatment, 228
sinus of, 284 |
tuberculosis of, 286

Vulvovaginitis, gonorrheal, in children, 229



