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DYSMENORRHOEA

Menstruation{ scanty'or profuse, regular or irregular,
if attended with so mueh pain as to interfere with a woman's
daily work is-éalledkdysmenorrhoea.

It is of frequent occurrence, about’ 110 out of 1000 cases
met with at a gynaecological clinique (More Madden) coming
under this class. But the relative frequency will vary
greatly with individual gynaecologists éééording as tney are
guided in nomenclature by symptoms or by physical signs. Far
more than one in ten of the women coming to their cliniques
will complain of dysmenorrhoea, but where there are gross
lesions the leéion will generally classify the disease.

It is clear that dysmenorrhoea is a symptom, not a
disegse. Any useful'subdivision of dysmenorrhoea must ,
therefore, be based on our knowledge of the pathological con-
ditions with which it is associated. No doubt this is gen-
erally admitted. But if this was sufficiently kept in view
there would be less inclination in some London Schools to de-
fine it as a neurosis. Our knowledge of the subject is more
definite than some authors would have us believe, and warrants
a much broader treatment of dysmenorrhoea than it usually
receives. It ougsht to be treated in the same way as such a
symptom as jaundice.

At the outset it may be well to state the facts known

about menstruation that have a bearing on dysmenorrhoesa.
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The menstrual period, in a healthy woman, lasts a few
days, 1is accompanied with little pain; and recurs about once
a month. There is inereased general vescular tension for
some days before the periods (varicose veins become more pro-
minent and goitres swell), and the breasts may be swollen and
tender (vicarious menétruation). Loeally, there is hyperaemia
of the uterus and its appendages (a hernia of the ovary be-
comes swollen‘and tender); and thisuis followed by sanguiheous
discherge from the body of the uterus (removal of both tubes
end both ovaries has been often known to be followed by regular
menstruation). .

Normally there are no clots passed of a size to attract
attention.

Ovulation as a rule accompanies menstruation, but may
occur at other times (examination of ovaries removed by opera-
ﬁion showing Graafian follicles ready to burst at a consider-
able time before the period: pregnancy has occurred before
menstruation).

It is not definitely known whether the discharge is ex-
pelled by uterine contractions or drops away in normal men-
struation; but it is a matter of observation that it is ex~-

pelled in gushes in many cases of painful menstruation.

The object of this paper is to enquire into the origin
of the dysmenorrhoeal pain, and to suggest a classification
of dysmenorrhoea which, in my limited expérience has seemed

clinically uséful.



Normal menstruation is practically free from pain. How
are we to explain the origin of the pain in dysmenorrhoea?
In the first place, then, menstruation is essentially a re-
current hyperaemia of the sexual organs with haemorrhage from
the uterus. And it is pertinent to enquire whether the hy- »
peraemie and the haemorrhage have anything to do with the pro-
duction.of the pain in dysmenorrhoea. Any pathological con-
ditions present are no doubt existent during the intermenstrual
periods, but in the great majority of cases the pain is at
the periods only (if we include in 'period' the day or two
days preceding the flow). Spéaking generally, there are two
varieties of dysmenorrhoeal pain which have been recogniséd
in practice for many years, and my limited experience entirely
supports the contention of Dr Champneys that we can only dis=-
tinguish two kinds. One occurs during the day, or two days,
or evén more, that precede the flow: the other comes on with
or during the flow and may lest to the end of the pericd.
Obviously pain preceding the flow by two days cannot be
due to the haemorrhage, when there is no blood as yet in the
cavity of the uterus. *Vedeler passed a sound during the
pain in patients suffering from severe dysmenorrhoeél pain

before the flow, and not a drop of blood followed, though the

pains were "obstructive" in character.® (Champneys' Painful
Menstruation, p. 66)
Vedeler's observationg quite conclusively proves, no

doubt, that the mechanical or obstructive theory is not all-
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sufficient. But I refer to the cases, common cases in gen-
eral practice, in which young girls suffer from severe pain
of a constant character, sometimes very acute, sometimes dull
aching pain, coming on two days before the period and persist-
ing right up to the period and vanishiné as the flow appears.
Is this pain due to the hyperaemia?

“Pain due tq hyperaemia ought to precede the flow, because
the hyperaemia does. And pain due to local hyperaemia ought
to be relieved by local bleeding, and, therefore, by the men-
strual flow in this case, especially if the flow is profuse.
Now it is a fact that in the dyémenorrhoea of unmarried girls
the pain is usually during the day or two days preceding the
flow;, and that, in most of these cases, the flow brings com-
plete relief. Further, this pain is of a dull aching char-
acter, persistent but not paroxysmal - just as we would expect
in the case of pain due to hyperaemia. It seems difficult
to deny that the hyperaemia is the exciting cause of this pain.
Tlow the hyperaemia causes the pain must be ingquired into later

" on.

But supposing that the hyperaemia does bring on the pain,
can a pain that distinetly precedes the menstrual flow be said
to be menstrual pain? I think so, because hyperaemia is as
much a part of menstruation as haemorrhage.

It is to be understood that, though generally relieved,
this kind of pain does not neéessarily cease when the flow

begins.



The second variety of pain comes on with or during the
flow. It is not likely to be due to hypera§mia, as this has
existed for a few days before the flow. Can it be due to
interference with the free passage of the haemorrhage from
the uterus? The faet that the pain is typically a paroxysmal,
spasmcdie or colicy pain, seems to indicate that the uterus
is labouring to expel the discharge. The proof that it is
in some cases, is the observation that with the pain there is
a little gush of blood often accompanied with a clot. Women
with spasmodic dysmenorrhoeal pain often are c¢lear about this
when questioned, and this is often more marked on getting up |
after lying down for a time.

The theory that this'kind of menstrual pain, known as
spasmodie dysmenorrhoea, is & neurosis has been supported by
Dr Matthews Dﬁncan and Dr Champneys. But this seems to make
a disease of a symptom. Purther, the uterus, so far as one
can judge from the action of drugs, is as stable in its ner-
vous organisation as any other organ. Oxytocies are neither
numerous nor relisble. In medicinal doses ergot rarely causes
severe uterine colic, though I believe its habitual use after
labour may be condemned on the ground that it will often cause
severe after-pains. Picecrotoxine and musearine acet through
the nerves on the uterus causing contractions, and pilocarpine
has even been used as an oxytocic (L. Brunton) but this action
is not a prominent feature in any of them. Physostigmine,

too, acts on the uterine muscles but not till all the other
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effects of the drug are in full play.

Besides the neurotie theory does not help us very far.
For in the case of other neuroses, e.g.‘hysteria, we still
need an exciting cause, and the exciting cause is what\is
practically important. A neurosis is latent till the exciting
cause comes into operation. Cramp of the stomach is no
neurosis, neither is colie. Hepatie colie and Renal colie -
are not neuroses. As we get to know asthma better reflex
exciting causes take a more prominent place, and fewer cases
can be looked on as pure neuroses. And because there are
some cases we can only explain‘as neuroses, must we keep those
we understand better in the same class as those we do not
understand at all?

If, then, we can in any other way account for spasmodic
dysmenorrhoea, we may be able to drag a few more cases into
the region of practical medicine. And in the course of the
‘next few pages an attempt will be made to show that spasm is
sometimes the expreésion of obstruetion, in the uterus as in
other organs as for instance the bladder.

For these reasons I think I am warranted in trying to
distinguish between two variéties of dysmenorrhoea: one due

to engorgement of the sexual organs with blood, congestive;

the other due to interference with the egress of the flow,

obstructive.




DYSMENORRHOEA FROM OBSTRUCTION

As the existence of dysmenorrhoea from obstruction under
any condition (except complete ocelusion - which cannot be
denied) has been called in question by some, it will be neces-.
sary to consider one by one the pathological conditions which
have been alleged to give rise to obstruction. The obstruc-
tion, of course, must be situated in the uterus or vagina,
or must depend on the character of the discharge being such
as to pass with difficulty along the canal of the cervix.

Vagina: .
Obstrgction here is rare and is caused by imperforate
18 oceluded ~

hymen which,congenital, or atresia—of—tke vagina which may be
congenital or acquired as the result of infantile vagihitis,
cicatrisation of ulecers or tears occurring during labour.
To show how complete the obstruction must be I may mention a
case I have met. It was found imposéible to introduce the
finger into the vagina of a woman in labour. A thorough
examination showed the existence of a small hdle through which
nothing larger than a surgical probe could‘be passed. The
urethra easily admitted the little finger. Yet the woman had
had no symptoms to complain of, and impregnation had taken
place. Intercoﬁrse must have been imperfect or effected into
the bladder.

These conditions give rise to occult menstruation often

with intense pain at the periods, and dilatation of the uterus
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from retention of menses. Haemato-Salpinx and pelvic haemato-
cele may ensue. |
II. Cervix uteri:
A, Imperforate os and imperforate internal os are rare.
Syd. Sot. Ranslef:
Pozzi gives references to P. Miller, G. Lowe (Vol.II, p.25
note) who have reported cases recently.
An imperforate condition of the whole canal is doubtful.
Atresia of cervix may follow abuse of stronger causties,
and I have known a case due to amputation of c=rvix. It
sometimes follows laceration in labour.
The symptoms of atresia of'the cervix are the same as

in occlusion of the vagina.

B, Stenosis of the Cervix.

This is of much greater importance because it is so
common. Simpson and Sims gave great prominence to this as
a cause of dysmenorrhoea and sterility. Sims' deseription
of the pin-hole os; of the long, narrow, gristly cervix; and
of the conical cervix &c are well-known. On these he based
his mechanical theory of dysmenorrhoea and his treatment of it.

"Thomas,Bernes, Schroder and De Sinety all accept this
theory, more or less, in their textbooks" we learn from Hart
and Barbour.

Pozzi admits (Vol.II, p.253 Syd. Soc. trans) that dys-
menorrhoea is sometimes absent in stenosis, but we must con-
clude that he is a supporter of the mechanical theory. At

the same time he draws attention to the great frequency of

.
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Metritis as a consequence of the difficulty of evacﬁating the
mucus and blood. Sterility he thinks is due not to the sten-
osis, but to the plug of mucus that blocks the canal.

O0f 252 women who menstruated painlessly Vedeler found
that Stenosis was present in 6 per cent (Champneys' Painful
Menst. p.65).

Champneys gives his own experience (ib. p.66) of 16 cases
of Stenosis, some of them markedly stenosed. Half of them
menstruated painlessly, while some of the others presented
other possible causes of dysmenorrhoea (e.g. retroflexion with
prolapse of ovaries). ' '

It is obviocus thaf there can be no question of Stenosis
as a cause of dysmenorrhoea:-

1. Where menstruation has been painless during the
first years of menstrual life.

2. Where menstruation is painless for a pericd or two
from time to time.

3B Where & moderately large sound can be easily passed
(and all writers insist on the greatest care being taken to
guard against mistake here, #s the sound is often passed with
difficulty owing to folds &e¢ of the canal and not stenosis),
or withdrawn easily (Champneys).

4. Where there has been pregnancy (excluding possible
atresia).

On the other hand if the converse of these is present,

and we find the cervix corresponds to Sims' description and
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hardly admits a probe, after excluding other causes, we are
Justified in looking on it as a casé of so-called stenosis
dysmenorrhoea.

It is certain, however, that Stenoéis is not nearly so
common as Sims believed. Indeed we must admit that Stenosis
alone rarely causes obstruction, because

1. Vedeler, Champneys and other eminent observers have
met many cases of marked Stenosis without dysmenorrhoea; and
beeeouse

2 In cases of Stenosis with dysmenorrhoea these observ-
ers often find other possible éxplanations of the pain.

After noticing Flexions I shall attempt to show that the
Metritis which_Pozzi so commonly found in cases of Stenosis
is more likely to be the cause of the dysmenorrhoea in these
cases. |

C. PFlexions.

Flexions are very common indeed. Physiologically, of
courée, there is a moderate degree of Anteflexion, and a great
proportion of all anteflexions are congenital. Retroflexion,
on the contrary, is almost always secondary to a confinement.
And pregnancy seems to correct anteflexions as thesé are much
more common in Nulliparae. Simpson and Sims regarded.égzzg;
as a very important cause of dysmenorrhoea. But Matthews
Duncan has done much to show the insignificance of the commoner
degrees of Flexion as causes of dysmenorrhoea.

It is quite certain that in many cases of marked ante-
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fleiion'there is no discomfort of any kind.

Herman and Vedeler have enquired into this point (quota-
tions and references to both given by Champneys' 'Painful
Menstruation' p.69 et seq.). Vedeler found in 3012 women
that 54 per cent had anteflexions, 8 per cent retroflexions,
and that 15 per cent were normal. In women who had children
38 per cent of those with uterine symptoms had anteflexion,
and 37 per cent df those without uterine symptoms had also
anteflexions. Hart and Barbour (Manual p.352) on analysing

Vedeler's paper find that, taking Nulliparae only, 37-3 per

cent with dysmenorrhoea had anteflexion, and 33+*3 per cent
without dysmenorrhoea had also anteflexion.

Herman's paper shbws similar results.

Hart and Barbour complaiﬁ that Vedeler does not keep
'pathological anteflexion' in a class by itself. As Champneys
justly observes (ibid p.74) the pelvic inflammation which
causes thickening of the utero-saeral ligaments and the ante-
flexion is quite sufficient in itself to explain the origin
of a dysmenorrhoea. No doubt this elass would show a larger
per centage of dysmenorrhoeas, but no one could assert it was
due to the Anteflexiqn.

Retroflexion is much less common than Anteflexion. Dr
Herman found that in 85 cases of Retroflexion menstruation
was painful in 64 (75 per cent) (reference and quotation
Champneys' ibid p.72). Vedeler found that of 313 cases of

Retroflexion 40 per cent presented no morbid symptoms.
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(Hart and Barbour p.386 reference). Roughly speaking, then,
Hermen and Vedeler's statisties prove that 60 per cent of
Retroflexions have dysmenorrhoea. Hart and Barbour (Manual
p. 366)say dysmenorrhoea is not so frequent here as in Ante-
flexion, because as retroflexion occurs in Multiparae the canal
is more patulous. This statement seems contrary to their
own(quoted) statisties. VNevertheless, retroflexion is very
much more common in multiparae.

Now in spite of all statistics-it is certain that a
curved canal cannot be so free as a straighf one of the same
calibre. As Barnes points out the bend must cause a break
in the stream. And Dr G. Hewitt has described and figured
(B.M.J. March 3rd 1888) a specimen in University College
Museum in which the anterior and posterior walls are actually
in contact. It must, therefore, be admitted that Flexion
may cause obstruction.

At the same time statistics make it clear that Fle xions
may exist without causing the least trouble. Indeed a flexion
can rarely be of mueh importance in the ease of a roomy canal.
In the case of stenosis, or of a cznal partly filléd up by
swollen mucous membrane .the result of endocervicitis, it will
be quite another matter. So that if we admit that Flexion
is rarely in itself the cause of undue obstruction, we can
still point to statistics which conelusively prove it is often
associated with dysmenorrhoea.

How does the dysmenorrhoea arise?

I0



1. Simpson and Sims said it was due to obstruction,
and it is certain that they cured many cases of dysmenorrhoea
by treatment based on this view.

Pozzi (Vol.II p. 120 Syden. Soc. T.) says "it is difficult
"to help attaching very great importance to the obstruction,
"owing to the paroxysmal character of the crises and the flow
"of blood."

Hart and‘Barbour (p. 351) objeet that "the discharge is
"not always clobted, that in some cases it is small in quantity,

"that it is doubtful whether the blood coagulates in the uterus

?

"and that in many cases the pains complained of have not the

"distinctive character of labour pains." It may be urged

that the discharge need not clot at all, and that in no case
"WM“?

need it be large in quantity, because apart from staneéis the

tough mucus due to the gatarrh that so frequently accompanies

Plexions is sufficient, as will be shown just now, to obstruct

the flow. In this case, too, a small quantity of discharge
may cause pain. Then, in many cases, the character of the
pain is quite distinective as Pozzi points.out. Nevertheless
one may admit that pathological anteflexion may have a pain
of a different character.

2. Fritseh (Hart and Barbour p. 351) thinks the dys-
menorrhoea is not due directly to’the_bend on the canal. He
refers it to irritation of the nerves due to congestion and to
the abnormal tension of the bent vessels on the level of the

flexion.
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It may be said that Williams' experiments in injecting
bent uteri, and the anatomical conditions present in the
uterine circulation are against this theory.

3. Hart and Barbour suggest as an explanation (p. 352)
pain due to the flushing of a chronically inflamed organ with
blood. This no doubt applies to some cases of Subinvolution
and to most cases of 'pathological' anteflexion. In the one
case the organ‘as large and sensitive, in the other the pelvie
inflammation has to be taken into account.

Champneys sees his way to deny that anteflexion is ever
a cause of dysmenorrhoea, even after citing Graily Hewitt's
-case where the walls of the canal are in contact, The only
possible expianation of dysmenorrhoea in connection with retro-
flexion W M 5
4. dempneys—tirinjes—ig "the compression of the vessels in
"the broad ligaments when the uterus is acutely flexed into

"Douglas' pouch and strangulated. This will lead to conges—'
"tion of the uterus, and possibly to dysmenorrhoca®. And for
this explanation he is indebted to Dr Williams, he admits.

In the majority of cases the simplest and oldest explana-
tion is quite sﬁfficient. And where this is the sole explana-
tion the pain will not come till the flow begins, or will just

- precede the flow by an hour or two. And it will be paroxysmal.
And in a typical case, such as is often met with in married

women, it lasts right up to the end of the flow.

When the pain is due to the congestion the pain ought to
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precede the flow by a day or two. The flow ought to relieve
this pain, but as a matter of fact fiexions complicated by
pelvic inflammations, e.g. pathological anteflexions are

always, as we shall see in tubo-ovarian cases, so complicated
with metritis that the flow is apt to make matters worse.

That is to say thesé& cases are cases of spasmodic or obstructive

dysmenorrhoea plus something more.

D. Inflammatory Obstruction at the Cervix:

After labour a febrile condition with pelvic pain may
induce us to wash out the uterus. Sometimes it will be
found diffieult to insert the intra-uterine douche, and when
we force it through the os a sudden gush of fluid shows that
it has been confined under pressure. Oedema of the cervix
has closed the os sufficiently to prévent the escape of the
lochia. I have found this ten days after labour.

In his textbook (1891 p. 160) Lewers points .out that in
the corporeal metritis of old women there is sometimes, without
occlusion of the os, accumulation of purulent secretion in
the cavity of the uterus - pyometra. The explanation seems
to be either that the discharge is tooviscid to escape, or
that the swelling consequent on the metritis is suf'ficient
to interfere with the patency of the canal.

- Pozzi (Vol.II p. 253) figures dilatafion of the cavity
of the cervix "owing to retention of mucus in a case of
cervical metritis with narrowing of the external orifice."

In4the text he says that acquired stenosis is soon complicated
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with inflammation of the mucous membrane, and that "the second-
ary lesion before long plays the principal part, while in-
creasing in its turn the abundance and viscosity of the mucus."
We are familiar with very complete nasal obstruction
following a common cold; catarrhal jaundice is of quite common
occurrence, and at the beginning of a bronchitis the tough
muacus rzquires much coughing for its expulsion. Surely, then,
there czn be no difficulty in understanding that the canal of
the cervix, though normal in calibre (and much more so when
there is stenosis or flexion), may be obstructed by inflam-
matory swelling of its mucous mémbrane. And we know that it
is no easy matter to remove the stringy mucus of endocervicitis
with the probe. In their textbooks, Sims, Jones, and Lewers
give special directions as to how this may be done most
thoroughly. This élug of muecus is likely to increase the
obstruction due to the swelling of the mucous membrane. Some

authors, e.g. Jones (textbook 1891, p. 295) recognise dysmen-

orrhoea as a symptom of the endocervicitis requiring treatment.

Now endocervicitis is Very common in pluriparae, and it may be
objeected that few women who have had children would be without
dysmerniorrhoea were this theory of its causation correct.
Probably it will only be where the endocervicitis is of long
standing and the mucus more stringy that the obstruction will
be of importance. It is fortunate that most cases of
endocervicitis are no more than slight chronic catarrhs,

attended with no other symptom than less or more leucorrhea -
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especially in multiparae where the os is patulous.

Yet it is certain that many dysmenorrhoeas showﬁgg more
abnormality than slight anteflexion and a congested cervix,
with tough secretion hanging out of a somewhat abraded os.
The sound passes easily. If the secretion is wiped off, and
carbolic acid apprlied a few times to the eanal and fundus,
the woman is often completely and permanently relieved.

Casesn such as these are common in ordinary practice. The
patients are generally married women who have been sterile.
for some years, and soon after treatment, they, as a rule,
become pregnant. The benefit following such treatment tells
in favour of the origin assigned to the dysmenorrhoea.

The fact that the sound passes readily proves nothing.

A No 10 cathetér may often be passed in the male when there
is retention of urine.

Under stenosis aftention was directed to the observation
of Pozzi that metritis, as a rule, goes along with stenosis.

Almost all authors in considering the treatment of flex-
ions agree that the treatment of the metritis is of the first
importance. The use of pessaries is not nearly so important
in most cases, and in many & pessary is not requiredkat all.
In many cases of stenosis and of flexion there is dysmenorrhoea
as all statistics show . And we have seen that marked
flexions and stenoses occur without it;v Is it not brobable
that cervical catarrh is the key to the puzzle?

At the same time I think it has been proved that extreme
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degrees of flexion and of stenosis are sufficient causes.

Edis argues that the canal is at least 3/16th ineh in diameter;
and that the average flow is not more than 2 oz in 24 hours,
giving 40 m. per hour, or 2/%rds of a drop every minute: and
finds it difficult to imagine how there could be any impedi-
ment to the passage of so small a quantity. (Textbook 1882,

p. 454).

Champneys argues in the same way.

Now let ﬁs suppose the flow is a mere dribbling of blocod
from the uterus. It is clear that this blood must be dis-
placed from the uterus eitheér b& its own pressure, or, as
happens in the emptying of a bottle, by air. As the vaginal
walls lie in contact end the cervix is narrow, the entrance
of air is exclﬁded, so that the blood that comes from the
uterus is displaced by fresh blood ocozing from the endometrium.
If the cervix is patént all will work smoothly. If there is
any considerable narrowing, there will soon be an unusual
degree of pressure in the uterus. This will stimulate the
uterus to contract, and if the obstruction is serious uterine
colic is the result. But it seems probable that contractions
take place during normal menstruation. We have the contrac-
tions of the gravid uterus, labour pains; after-pains; oc=-
casional regurgitation of menstrual blood through the tubes;'
expulsion of membrane in membranous dysmenorrhoea; and spas-

modie dysmenorrhoea. And without contractions a certain

quant ity of blood must remain in the uterus after menstruation
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till it is displaced by mueuns, and the uterus be always filled.
Champneys (p. 12) thinks contractions take place during men-
truation. Hart and Barbour (p. 586) have felt indications
of it. In Metritis, occasionally, I think I can refer inter-
menstrual pains to spasmodic expulsion of whites, as women
frequently tell one that they have gushes of whites with the
pain. And can the uterus empty itself aé quickly through a
narrow cervig as through a roomy one? Is not a narrow cervix
a sufficient cause for uterine colic? I don't think it re-
guires a very lively imagination to see that such a thing is

probeable. In this matter,it seems to me, agnosticism has

been pushed too far.

E. Obstructiqn due to Polypi and Fibroids:

Champneys.appears to deny that these cause dysmenorrhoea
in any circecumstances. Pozzi says (Vol.II, p. 251) Atresia
"may be due to presence of tumours in the cavity of the cervix"
And he quotes a case reported by Meredith of "haematometra
associated with a degenerating fibro-myoma." Rhinologists
know that polypi‘cause nasal obstruction. There is no reason
why one should not aect in the same way at the cervix, even
admitting that dilatation of the cervix occurs.

In the case of both fibroids and polypi, in any situation,
there may be dysmenorrhoea, for, though not acfually obstruect -~
ing the cervix, they may give rise to endo-metritis and cer-
vicitis and so aet indirectly.

Most authors admit they are causes of dysmenorrhoea.

19.



Having considered the chief pathological conditions of
the Cervix associated with dysmenorrhoea and likely to act as
obstructions to the flow, it but remains to point out that a
cervical canal which is free enough for a normal flow may be

more or less completely blocked by an abnormal discharge.

F. Obstructicon due to abnormal character of discharge

In the after pains following labour we very often are
told that considerable distress has been at once relieved by
the passage.of a clot or shred of membrane. There seems no
reason to doubt that the clot has temporarily obstructed the
discharge and given rise to the pain in the pelvis by indueing
uterine spasm.

And in membranous dysmenorrhoea the character of the dis-

charge is so striking as to be accepted as the cause of the
pain which so constantly occurs, at least during the passage
of the membrane. |

Now, there is no agreement as to the cause of membranous
dysmenorrhoea, but there is wonderful unanimity as to the hope-
lessness of any treatment that does not make an energetic
attack on the mucous membrane of the uterus. It has been
alleged by some that it is simply a series of monthly abortions
but the first case, reported by Morgagni, is sufficient to
prove the contrary. (Champneys, p. 30). McNaughton'Jones
in his textbook, remarks that chronie¢ inflammation has been

often found to accompany it. Schrdder thinks it is so often
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accomﬁanied by chronic inflammation of the uterus as to
suggest a causal relationship. Wydér and Pozzi have no doubt
of this.

And there are observations wﬁich have a direct bearing
on the formation of such a membrane. For instance Lewers
(textbook 1891, p. 158) in describing a corporeal endometritis
following a bad confinement mentions the eseape of 'yellow,
leathery, offensive masses,' a month after the confinement,
which he was nét sure whether to look on as sloughs or clots.
Again Jones (textbook 1891. p. 522) tells us that "in patients
"whose general health is impaired and who contract vaginitis
"through the irritation of purulent discharges from the uterus,
"membranes may form on the vaginal mucous surface, of a diph-
"theritie characfer."

After the introduction of a small piece of Silver Nitrate
into the uterus for subinvolution, a woman passed p.v. after
much pain a membranous looking body on the third day. In
the Lancet (March 1llth 1893, p. 546) a similar case is reported
after Sulphate of Copper. Four days after there was uterine
colic and vomiting and "a quantity of false membrane was pas;ed
in which microscopical examination showed all the elements of
the uterine mucous membrane." This seems to be artificially
induced membranous dysmenorrhoea.

Exfoliation of uterine mucous membrane is known to occur
sometimes in Cholera and in phosphorous poisoning. (Champneys

p. 20)
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In a case of intermittent hepatic colic with Jaundice
and sometimes with feveriéhness lastihg a day (101°to 1050),
the most carefulAexamination failed to discover gall-stones
Qnée in many attacks. But several times we found long,tough,
gelatinous strings which the patient had tzken for tapeworms.
These suggested an origin for the jaundice in inflammation of
the bile-ducts, leading to formation of casts, which in their
passagé caused colic and obstruction. Dr Ralfe has reported
another such caée quite recently (Clinical Journal Nov 9th
1892). And it must be remembered that in many of the cases
of membranous dysmenorrhoea (Chaﬁpneys' tables) the membrane
is fibrinous. Further, in membranous dysmenorrhoea the pro-
cess of membraﬁe formation sometimes extends into the vagina
(Champneys p. 495. Then it is only necessary to mention diphr(
theria and eroup, and fibrinous Bronchitis. vThere seems no
reason to doubt seriously the connection between Chronic in-
flammat ion of the uterus and membranous dysmenorrhoéa.

A full account of the Metritis theory of membranous dys-
menorrhoea and references to Schroder, Wyder and others is
given in Pozzi's chapter on Metritis in Vol.I of his textbook
(Syden. Soc. T.). He defines it as "a chroniec metritis with
acute exacerbations and inflammatory shedding of the mucous
membrane during ménstruation." Somet imes only shreds are
eliminated, sometimes the mucous membrane is expelled entire.
Membranous dysmenorrhoea dates from a confinement or mis-

carriage, or, more rarely, from the establishment of menstrua-
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tion - the usual origins of endometritis. It tends to go on
to the menopanse, if not treated. If tends to sterility, but
pregnancy may intervene and the disease return after delivery.
Curetting, then Iodine applications, give good results. Suoh
is a short summary of Pozzi's views. Even Champneys who
thinks the dysmenorrhoea spasmodic recommends curetting for
its treatment.

No doubt the pain often begins a few days before the mem-
brane is expelléd, as Champneys points out, but the endo-
metritis is the key to this. The menstrual Hyperaemia will
increase the congestion of the inflamed uterus and cervix, and
the canal may be still further obstructed by tough mucus.

In short there will be an ordinary obstructive dysmenorrhoea
with a membranous dysmehorrhoea added to it.

But whatever the patholog& of membranous dysmenorrhoea,
it is ceconceivable that simnilar causes, acting in a less degree,
may give rise to clots, shreds, and altered character of the
flow, instead of a membrane. Such a discharge may not get
readily away, especiélly if it arise in connection with an in-
flamed uterus, but,gradually accumulating, may give rise to
painful uterine contractions from time to time -~ in short, to
an obstructive or spasmodic dysmenorrhoea.

In this light it is interesting to read the usual des-
crintion of spasmodic dysmenorrhoea. Lewers (textbook p. 76)
observes that "the pain begins a few hours hefore the flow
"and lasts for the first day or two of the period. The fiow
"then usually increases in gquantity and the‘pain diminishes or
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"ceases. The pain is at its worst while the flow is scanty.
"The blood may contain clots or shreds."

This is very similar to Champneys' description. He
thinks it almost always is primary, i.e. begins with the onset
of menstruation. And "the flow is scanty, especially during
.“the time the pain is most intense. The blood is often mixed
"with clots,which on examination arevfound to be the membranes
"of membranous dysmenorrhoea." Further on (at p. 81) he holds
it is established that (1) Sapsmodic dysmenorfhoea is pre-
eminently an affection of the immature uterus; (2) the pain
is certainiy colic, and often precedes the flow, and sometimes
ocecurs without.any flow at all; (3) it is often associated with
nervous ypnenomena in other varts of the body. Then he begins
to theorise: “it is essentially a neurosis, and ﬁas motor
Yphenomena (coliec), and vaso-motor phenomena (scanty or greatly
"varyings flow); some would go further, and add secretory
"phenomena, such as catarrh, and quote the analogy of asthma."

This neurotic theory has been critieised in my introduc-
tion and I need not again refer to it. Nervous phenomena
are very common in connection ﬁith menstruation, painful or
otherwise.

We must'accept the clinical facts. But, surely, another
explanation may be suggested, vizi!- The Menstruation begins
with a slight oozing of blood which as it slowly fills the

uterus becom2s mixed with flakes of mucosa. It is retained
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longer than when the discharge is free, and this delay leads
to clotfing (which is favoured by the epithelial debris, per-
haps). The clots prevent free egress of discharge and so
bring on uterine coliec - In short, we get spasm as the result
of obstruction. After a day or two the flow becomes freer,
and the more copious discharge does not linger long enough to
clot, but washes out the uterus and ?uts an end to the trouble.

That immature uterus is not essential is shown by the
occurrence of the dysmenorrhoea in multiparae. Champneys (ib.
P. 59) explains that in women who have rapidly borne many
children the uteri are worn out, exhausted, and subject to
after pains. In the same way he thinks they are subject to
spasmodic dysmenorrhoea. I would suggest that the frequent
occurrence of labour in these uteri has brought on chronie
metritis and that the dysmenorrhoea is due to the catarrh and,
perhaps, alterations in the discharge - the result of the
metritis.

Champneys observes (on the same page) that 'in some cases
'the pain may not precede the flow, and may not be relieved
'by the flow." I have met with this condition in a married
woman with one child five years old. The dysmenorrhoea was
severe, began with the flow and lasted throughout. There
was nothing but chronic metritis and tough catarrh. One
applicétion of Carbolic cured it and in three months she was
pregnant. Theoretically this is what we would expect in a

typical spasmodic dysmenorrhoea - pain not preceding flow.
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But it is uncommon in practice. And I think this is because
we have not often chronic metritis without ovarian congestion
or slight salpingitis.

In this connection I.would quote Pozzi (Vol.II p. 329)
"even when the metritis is the predominant condition, it is
"very frequently accompanied by a slight amount of Salpingitis
*quite sufficient to lead to tenderness of the appendages."

On this account pain precedes the flow in most cases and is
due to hyperaemia of the congested appendages.

Again Champneys says "the character of the pain is not
"always intermittent, it may be continuous; perhaps, because

"Yone spasm overlaps another." But a continuous pain can not
well be called spasmodic. Further, continuous contraction
must end in fatigue. It is intefesting to note that Champneys
explains the action of ergot in dysmenorrhoea by supposing
that it converts coliey or clonic contractions into tonie con-
tractions and so gives relief. There seems contradiction in
this. Personally, I give ergot to stop the flow in dysmen-
orrhoea. And I find that tHe most effective prescription I
have for spasmodie dysmenorrhoea is ergot and belladonna in
fairly large doses. The flow usually stops soon.  Appro-
priate treatment of the diseased condition can then be tried
during the intermenstrual period. It is probable that con-
tinuous pain means that there is somethinzg more than spasmodic
dysmenorrhoea. More than one form of dysmenorrhoea may be

present.'
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"In rare cases" says Chamnneys "the pain is intermenstrual
"or occurs wnere there is no flow at all." Agzain (ibid »n. 82)
he quotes Vedeler's obscrvation that dysmenorrhoea may occur
monthly without anyv flow at all. There can be no question
of (obstructive or) spasmodiec dysmenorrhoea here. But ovar-
itis would have to be excluded. And we know Trom experiment
that irritation of the ovarian, crural or sciatic nerves pro-
duces r=2flex uterine contractions (lander Brunton's Pharma-
cology p. 454, 3rd edit.). And it has been observed that
in ovaritis pains somet imes ocur with evacuation of muco-pus
from uterus. These Pozzi thinks (Vol.TI p. 326) are reflex
uterine contractions. Ovaritis is not common - and these
"pains" are not common in ovaritis, but "there are often pro-
longed periods of amenorrhoea in ovaritis. (Pozzi Vol.II p.

327)."
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DYSMENORRHOEA DUE TO ENGORGEMENT OF DISEASED ORGANS —

D¥SHRNORRHOEA DUE TO HYPERAEMIA AT THE PERIOD

. In tﬁe introduetion it was stated that it was difficult
to distinguish more than two kinds of dysmenorrhoeal pain.
It was suggested that one was due to obstruction - this one
has now been considered, and one to the hyperaemia that pre-
cedes and attends the period. The former has its origin in
the uterus. Congestive dysmenorrhoea has its origin chiefly
outside.the utzsrus, - in the ovaries and tubes. It has been
pointed out that the characteristics of the congestive form
are: pain preéeding period, of a dull, aching - not paroxysmal
character, and relieved by the flow. It remains to be con-
sidered hov this pain arises.

In order to understand this it will be necessary to con-
sider the structure of the appendages, the effect of inflamma-
tion on them, and the changes they are subject to at the
periods.

The tube is a hollow cord, the walls of which are made
up of peritoneum, connective ftissue, unstriﬁped muscle aﬁd
mucous membrane. In cross secetion the lumen of the tube is
seen to be almost filled up by folds of mucous membrane.
There is a very rich arterial supply to the mucous membrane,
whilst veinskand lymphatics are abundant in the walls‘of the
tube. .The fimbriae, oneof which is attached to the ovary,

contain involuntary muscle and are very vascular. The vas-
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cularity of the tube and the abundance of veins and venous
sinuses in its walls show that it is an erectile organ - such
is the opinion expressed, after special anatomical examination
of the tube, by Mr Milroy in his paper in the Glasgow Medical
Journal for June 1891. The effect of the menstrual hyperaemia
is probably to increase the length and thickness of the tube,
and so.bring it into a closer relation to the ovary.

Freund (Pozzi Vol.II p. 313) distinguishes two kinds of
tubes in healthy women: one nearly straight and of normal
calibre; the other contorted and constricted in places,’ a
remnant of the infasntile condition. In the first class tubal
affections run their course rapidly and may be recovered from
without treatment. In the other suppurative inflammations
necessarily>terminate in the formation of cysts from the narrow-
ness of the oviduct. This conformation may be suspected when
the patient has a delicate complexion, and has had dysmenorr-
hoea from the very commencement of menstruation.

But without malformation we can understand the havoce an
acute inflammation will work in the tubes.

On account of the continuity of the mucous membrane of
the tube with that of the uterus, and the frequency of endo-
metritis, one would expect thét Salpingitis is common. In
a series of 100 female bodies, Lewers found grave tubél disease -
in 17. And although this would be very excessive for private
Practice, it shows how common is tubal disease. In almost

all cases salpingitis is secondary to endo-metritis. And
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reference has been made to the opinion of Pozzi that more or
less Salpingitis commonly accompanies an endo-metritis, The
more intense inflammations usually arise after gonorrhoea, or
sepsis following abortion or confinement. These spread
through the uterus to the tubes setting up acute purulent
inflammation, which almost always obliterates the abdominal
ends of the tubes by matting together the fimbriae. This
shuts the pus out of the peritoneal cavity, although the ovary
is practically always involved in the wreck of the fimbriae.
The inflammation may stop here, and, gradually passing into

a chronic form, leave a more or less thickened and distorted
tube adhering to an inflamed ovary. Or strictures may arise

in the tubes at the narrow uterine portion and pus may be

shut in between. the two ends of the tube giving rise to pyo-
salpinx. Thé dilatjg:‘fixed to the ovary by adhesions, com- :
monly sinks into Douglas' pcuch where it contraects other
adhesions. 1

Now what is the effect of menstruation on tubes like these?
The hyperaemias comes on, and the thickened, adherent, dis- ;
téended, distorted tubes cannot accommodate themselves to the
turgidity as they did. Erection is interfered with, ad-
hesions are dragged on, and the period is preceded by pain as
it is by hyperaemia. | |

In tubal gestation there may be little uneasiness even

when the tube is distended to the size of an egg, and the

irregular menstruation that attends it may be painless.
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Indeed no symptom may precede rupture of the sac. It is,
therefore, the adhesions and dragging that occasion the pain
rather than the dilétation of the tube. Indeed, this pain
seems altogether comparable to chordee.

It is generally believed that erection of the appendages

attends coitus. In cases of haemorrhage from the uterus, the

haemorrhage is sometimes observed to start afresh after coitus.

Women have been known to menstruate for the first time shortly
after coitus. . I have met one case where a wéman over twenty
who had never been unwell began to menstruate shortly after
her first coitus. Certainly women have been known to con-
ceive without menstruating at all. In faet, so far as the
sexual organs are concerned, coitus may be looked on almost
as transient menstruation without sanguineous discharge. Ve
are, therefore, prepared to find that dyspareunia is a very
constant symptom of tubal disease. Women with tubal diseazase
have often for months to give up marital relations on account
of dyspareuria. Although tenderness of the internal organs
to contact is present in some cases, in others the act is not
rainful but the pain sets in soon after it. This tells
against its arising from tenderness of the organs to contact

in all cases. The explanation in some cases seems to be that

the tubes are unable to expand properly when flushed with blood .

but drag painfully on their adhesions. The great sensory
excitement may mask the pain during the act, but soon after

the aching sets in and a neuralgic condition once started is
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likely only gradually to pass off.

The natural history of tubal disease indicates that a
tubal is almost always mixed up with a uterine dysmenorrhoesa,
because a condition of uterus sufficient in itself to give
rise to obstructive dvsmenorrhoea often precedes tubzl disease.
Indeed, an endometritis may go on for some time witnout affect-
ing the tubes to anv extent, and there will be only obstructiwve
dysmenofrhoea. After a time a granular condition of the AZﬁéuc
mucous membrane may come on and the more profuse mucous dis-
charge will get less freely away. Then fhe tubes are in-
vaded just as are the Eustachian tubes in adenoid disease of
the naso-pharynx. And in this way tubal disease may more
slowly develop till a condition as disastrous as the result
of an acute inflammation is arrivedat. The dysmenorrhoea
will now be composite and the premenstrual pain be as pro-
nounced as the menstrual.

It is certain that in tubal cases, after curetting and
the daily use of glycerine tampons and the vaginal douche,
theré is often great relief and permanent improvement in the
dysmenorrhoea:and other symptoms. In short, treatment of
the uterine condition alone is often followed by excellent
results. Martin says that only one-fifth of his tubal cases
require the major operation (Medical Annual 1888, p. 443).

Again it is just as certain that extirpation, though it
generally relieves and often cures, not infrequently does

little gooad. And this we might expect. For the condition
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of uterus remains very much as it was. And the ovaries, ex-
isting as little masses of connective tissue or bags of fluid,
have long been to a great extent eliminated. Indeed, the
removal of such obsolete organs must often have little effect
on the recurrent haemorrhages from a granular surface developed
on & mucous membrane prone to bleed. We have here an ex=-
planztion of the faiiure of many extirpations. In these
cases trestment of the endometriunnShould always be practised.
Pozzi (Vol.II, p. 364) says "every operation on the tubes
should be followed by curettage to modify the concomitant
endometritis." |

In réecgard to menstruation after extirpation, Pozzi thinks
the changes in the mucous membrane in these cases are favour-
able to it. He. quotes Sdnger as having only two cases in
which the catamenia persisted after extirpation. In one of
these menstruaticn stopped after curetting, in the other men-
struation probably depended on endometritis attendant on maul-
tiple myomata. Pozzi also quotes Czempin's opinion that the
cicatrix in the broad ligament left by the operation may cause
passive congestion and fevour bleeding. (Pozzi Vol.II, p.275
and note).

I have been closely associated with the treatment of two
cases by castration. In one the operation was for menorrhagia
attendant on multiple small myomata; in the other for ex-
cessive menorrhagia and dysmenorrhoea, recurring every fort-

night, in a case of chronie salpingitis and cystie ovaries.
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In neither case was there thé slightest loss after convales-
cence, although in both menstruation began, as is usual in
these operations, soon after castration and lassted for a few
days. In the latter a rather profuse leucorrhoea with bearing
down pains showed that her endometritis was still active =
indeed, I had to dilate and treat the endometritis a few months
after the major operation. The menorrhagia in these two

had b .
cases wee SO excessive that it was hardly expected that cas-
tration would be entirely successful in arresting it.

Lewers reports (textbook 1891 p. 282) two cases in neither
of which menorrhagie was remarkable, in which after castration
the catemenia still ceontinued. Indeed, in one case the loss
seems to have been greater after the operation. Both were
married women.

In the two I have mentioned above one was unmarried, the
other was a widow. It seems probable that after czstration

a married woman may have lossess determined by the hyperaemia

attendant on marital relations.

Ovarian dysmenorrhoea

Ovaritis,'though very uncommon, perhaps, is admitted by
most authors to exist as a disease by itself. Pozzi allows
(Vol.II p.330), while insisting that ovaritis is almost always
due to and associated with tubal disease, that fibro-cystic
ovaritis may exist alone. And most writers fake.this view.

The association of ovaritis and mumps has been long admitted.
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It sometimes ocurs in the course of fevers. Matthews Dunecan
has ascribed its origin in some cases to indulgence in alcecohol.
It is generally believed that a e¢hill at the period by stopping
the flow may lead to congestion of the ovaries. The symptoms
of ovaritis are usually stated as (1) pain present more or
less during the intermenstrual period, but greatly increased
as the period approaches. (2) This pain is often accompanied
by sickness. (3) Tenderness in the ovarian region and ex-
cecding tenderness on vaginal examination.

Now if there is such a thing as simple ovari;is, it does
not seem unreasonable to infer that a condition short of ovari-
tis mey exist which only gives trouble dﬁring the engorgement
attending the flow. And the flow may relieve this pain.

As already mentioned, the ovary is known to be enlarged
at the menstruél ?eriod. And a pain, especially in the left
side, of no great severity is a frequent forerunner of a nomal
period. In a large proporticn of the dysmenorrhoeas of young
unmarried girls the pain is experienced during the two days
preceding the period, znd the flow brings complete relief.

The pain is described as an aching pain in the sice, especially
the left side; =and sometimes it is intensely acute. Sickness
somet imes accompanies this pain. And the patient refers the
pain to the ovarian regions which are often tender to pressure.
It is evident that this form of dysmenorrhoea has in it much
that reminds one of ovaritis. But there is no uneasiness at

all during the intermenstrual pericd. It seems probable that
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it is the result of congestion of the ovary. In many cases
one gets a history of a chill at the menstrual period leading
to suppression and péin at the next period. The chill may
act on Fhe ovary, or it may cause a slight endometritis with
é::@%ﬁﬁgge of the appendages. In the absence of stenosis and
flexion there is not 1likely to be the least obstruction, and
the tenderness of the appendages merely gives rise to pain
preceding the period. Further I have often known a case of
this kind at the beginning, that afterwards had pain during
the flow added to the pain that had preceded the flow. I have
also seen a case of this kind alter soon after marriage, so
that there was pain more or less during the intermenstrual
period. In short,marriage'converted the congestion into in-
flammation of the ovary.

In reference to intermenstrual pain it may be mentioned
that some writers would go the length of naming an'intermen-
strual dysmenorrhoea.’ This, they suppose, depends on ovu-
lation, painful ovulation occurring apart from menstruation.
There is no proof that ovulation is ever painful. And Pozzi
has no hesitation in referring the symptoms to inflammatioﬁ
of the uterus or appendages. (Yol.II, pP. 2&8) I could
imagine something of the kind a;;;ingAfrom pains induced by
retention of the mucus in the uterus. And in the less grave
forms of tubo-ovarian disease there is often pain, exactly

like the dysmenorrhoeal pain, brought on by coitus and lasting

for many hours after.
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Lastly it may be mentioned that ovarian varicocele has
been said to cause dysmenorrhoea (Pozzi Vol.II p. 287).

Prolapsed ovaries may suffer from passive congestion
owing to the bend of the broad ligament and give rise to pain
at the periods.

So far as treatment is concerned it may be said that
ovaritis is not of mueh importence as it is rare. And knowing
that the common dysmenorrhoea of young girls is quite relieved
by the‘flow, our object is to‘encourage its appearance. Ve
cannot depend on doing this. But as the flow probably.acts
by relieving congestion we can alwéys accomplish this by lower-
ing the general pressure. For this reason a warm bed, warm
drinks, sweating pqwders,quinit’oﬁkﬁitfous Aether, Nitro-
glycerine and Nitrite of Amy%e act well.  The re?utation of
gin and hot water is surely thus to be explained, but there
ar; better remedies in the preceding list.

The narcoties are not so often required here as in ob-
structive dysmenorrhoea.

This ovarian dysmenorrhoea is commoner than practice
would indicate, because its treatment is éZf:iy within the
power of the matron who has the people's pharmacopeia at her
finger ends.
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