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EXTRAUTERINE PREGNANCY.
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Thgt pregnancy. ogcas;gna}}y_ppcy;red gugsidq_tpe ?avity

of the uterus has been known for some centuries A case has been re-
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corded by Albucasis, an Arabian physician who lived in Spain during
the eleventh century. Several cases were recorded during the six-
teenth century; but it was not till the century following that des-
criptions with any claims to exactitude were given, and that any
distinction tetween the varieties was made. Dr. W. Camobell of
Edinbureh in his work -"Memoirs of Extra-uterine Pregnancy'-enters
very fully into the history of the subject, mentioning nearly all
the cases which were recorded pefore his time. Even then the sub-
ject seemed t§ have attracted attention more because of the sup-
posed extreme rarity of the condition and the wonder and curiosity
connected with its causation, than of the importance which it de-

served. from a clinical ooint of view.



y1. New York Medical Journal, June;1897.
2;,Americdn’Journal of Obstetrics, Vol.XXXII, p.321.

8. Glasgow Medical Journai,\June,;Iasa;
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Cases then began to be reported in increasing numbers, but it
was not till the year’iBéS. when Lawson Tait performed his first
successful operation in a case of ruptured ectopic pregnancy, thatv
cases were reported in sueh numbers as to show that the condition
is comparatively frecuent. Before this time operations for the ré-‘
lief of extra-uterine pregnancy had been performed '-one case suc-"
cessfully by Dr.Thomas’ in 1878-*but no attempt had been made to op-
erate with the view of arresting the haemorrhage due to rupture of
the sac. |

What partly led to the beiief that ectopic pregnancy was
of rare occurrence,was the fact that tho}connoction of that condi-'
tion witﬁ haematocele was not recognised. Cases of haematocele were
frequentlv reported long before. 1883, and it seems to be certain
that these cases were nearly all due to rupture of the sac. No
doubt too, many cases supposed to be idippatllc p;ritonitis were
really due te rupture of an extra-uterine sac. As Dr. S.L.Jepson
says " The profession has learned from the very large number of
cases of ectopic ~estatfon published in recent years, that this is
by no means a rare condition™. Formad of Philadelphia found thirty-
five ectopic gestations in a series of three thousand five hundred
general autopsies, that is to say one per cent, while Dr. Kelly of
Clasgow states that during a period of eighteen months ending

March 1898, 5'3 per cent (sixteen out of three hundred) of the pa-

|

tients admitted to the Gynaecological ward(ward 30) of the Clasgow |
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Royal Infirmary suffewins from pelvic disease,wers the subjects of

extra-uterine pregnancv. Eleven of the c»ses or 4 rer cent of the
trtal admitted were onerated an 2nA the disconnsis of evtra-uterine
gestation was thus confirmed. i

The cases of ectonic nreenarcv which directed mv attertion

tn the subject were two in number. ard thev occurred in mv rnrac--
tice. The first case havpened soon after I had tegun practice.The
patiernt Mrs. M. was about thirtv yvears of age and the mother of
three children, the voungcest of whom was atout eichteen months old

when the symotoms occurred for which | was called in. Mrs. M. had

menstruated regularly for some months after weaninz her child till
ten weeks before I was asked to see her. There was then an inter-
val of six weeks, after which she had a discharge of some blood.
This did not gapcontinously as at normal periods but now and azain
at intervals of two or three days, and it was accompanied b%éolicky
onins in the hvpogastrium. At the time | was called in the pains
had assumed the character of labour pains, and the discharge was
considerable. On examinationll found the uterus to te enlarged and
the os slichtly opened. Behind.the uterus and to the right side
was a small body about the size of a large walnut. It was moder-
ately firm in consistence. I believed I had an ordinarv case of a-
bortion to deal with and that the tody I felt was a cvst of the
broad lizament. The pains and discharge went on at intervals for
two days when the pains became very severe and were followed by a

diséharge of membrane,which came in a single piece. | had all the



discharges preserved and | examined them carefully butrno embryo
was found. It was onlv after the discharece of the decidua that it
dawned uvon me that it nrobatly was a case of ectopic Dregnancy'ﬁlgi
which | had to deal. Some bloodv discharee continued for a few '
davs after the decidua was exnelled and. I found that the tumour was?
becomineg smaller and harder. These chanres continued, and, when last

I exarmined the patient ,all that could be felt was a hard little
body of the size of a small marbleé. It never zave rise to any
trouble or inconvenience. Mrs. M. soon afterwards left mv neich-
bourhood but I heard that since. then she zave birth to a child af-
ter a normal labour which was followed by a good recovery.

On consideration of the case the view which I take of it
is, that it was a tubal pregnancy, that the embryo had died oro- %
bakly from haemorrhage into the sac converting it into a haematocelé
and that this led to the favourable termination. |

Thé other case which came under my notice had not such a i
satisfactory ending. It occurred in the oractice of Dr. Russell a !
fellow practitioner in Klerksdoro and by him was sent to the hos-
pital of which I am surgeon, Dr. Russell'however‘being associated
with me in the subsequent treatment of the case. The patient was a

natiie woman of about eighteen years of age. She had been known to

me for nine years previously, having been a servant in the family

of a patient of mine. She was a healthy girl. well-developed and -

broadly built., a characteristic of her tribe. She had begun to men-

|
|
l{



struate at eleven years of age,and had apovarently been rerular uo
to the time she had become pregnant. She had teen married over a
vear before her admission to the hospital. She could not tell defin-
itelv when menstruation had ceased though she telieved she was at
the full time of obreznancy. She bad suffered more or less pain
throuchout the preonarcy but there was no history of acute nain at
anv time. She had suffered more severely of late, the vain beinr
in the upper part of the abdomen and of a nature which suzecested
that it was due to oressure. [t was azgravated by movement of the
foetus. It was because of this pain that she had consulted Dr.Rus-
sell, who,susoecting that it was a case of extra uterine oregnancy,
had her removed to the hospital. | |

On examinatioh I found the whole abdomen to te distended
but especiallv akove the umbilicus. Here the foetus could be madé
out distinctly the wall of the abdomen being very thin. The but-
tocks could be felt with the cleft btetween them and continuous with
them, in a downward direction as far as the umbilicus of the mother,
the back. Below the umbilicus nothing could be made out with cer-
tainty. The foetus could be moved freely from side to side. The
foetal heart could be heafd in the left side a little abowve the um-
bilicus, but no placental souffle could be heard. On vaginal exam-
ination the os was found to be slightly softer than normal while

on passing the sound the uterus was found to be empty,and very



slishtly enlarced. Movement of the abdominal tumour had no effect
on the position of the uterus. |

Eeiny satisfied that an extra;uterine creznancy existed,
and that abdominal section offered almost the onlv hore of saving
the patient this course was decided upon and the operation was per-
formed on the following morning. Chloroform havine been administer-
edyan incision was made from a point an inch below the ensiform
cartilage to over an inch below the umbilicus. The wall of the ab-
domen was very thin and the tuttocks of the foetus oresented at the
incision. The back was towards the right side of the mother and
the head in the lower part of the abdomen. The child was at once
extracted by the feet and the umbilical cord lisatured. The infant
was apparently at full time healthy and vigorous and cried as lusti.
ly on being extracted as if it had entered the world by the ordin-
ary channel. The abdomen was now carefully examined to locate the
site of the placenta. It was found in the lower part of the abdom--
en extensively attached to the intestines. As it was apparent that
it could not be detached without considerahlq,nossiblv immediately
fatal haemorrhage it was decided to leave it undisturbed. Search
was made for a sac and membranes but no trace of them could be
found. No fluid escared during the operation though vossitly there
may have been a little at the lower part of the abtdomen. The ab-

dominal incision was closed.

The vatient never rallied from the operation and died



forty eicht hours after,aooarentlv from shock. I recret that a post-

mortem was not ottainatle. The child remained in good health for %

some months when it succumbed to some infantile disease.
ﬁeforﬁhewarking on the veculiarities of this case I think!
it desirable to consider the causes of ectopic pregsnancy and to dis-
cuss the different varieties of it and their ratholo:zv.
The causes of ectopic pregnancy have been a sut ject of

discussion for many years. The consideration of this branch of the

ris
sub ect givesAgo two questions.fox consideration.First- What is the |
|

normal place of impregnation of the ovum? and second- What is the

normal place of the development of the ovumZ As to the answer to

the latter cuestion there can be no difference of opinion the cavity
of the uterus being specially provided for the develooment of the
ovum. EBEut aékregards the former question/there has been consider-
able difference of oninion. The nrincioa} oninions may be merely
stated: Lawson Tait at’oage 4. of his work on Ectopic Pregnancyl
savs "the uterus alone is the seat of normal conception:‘that,as
soon as the ovum is affected bv the spermatozoa,6it adheres to the
mucous surface of the uterus; that the function of the ciliated

lining of the Fallopian tubes is to prevent spermatozoa entering

them and t6 facilitate the nprooress of the ovum into the proper
1« Lectures on Ectopic Pregnancy. p.4.
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nests further that the pvlications and crypts of the uterine mucous .

membrane lodge and retain the ovum either till it is impregnated or
till it dies or is dischareed. Fut Hofmeier” found by examination
of the freshly extirpated uterus, the direction of the movemert of

all the cilia to be in one direction - downwards from the fimbriat#

——

o

o

ed end of the tube to the(cervi§} This being the case then accord-

RS

inz to the opinion of Tait - that the ciliary movement is to pre-
vent the entrance of spermatozoa into the Fallopian tube - no saerm
atozoa should enter the uterus at all. Mr. John W. Taylorzsays

"it has been directly proved that the active movements of the sverm
atozoa are quite sufficient to carry them against the current of
ciliary movement." In the séme lecture Mr. Taylor quotes Dr.
Straussmann who writes as follows "Fructification,the union of the
ovum with the spermatozoon, takes place in the Fallébian tube pro-
bably at the fimkriated end and immediately after the exit of the
ovum from the follicle (bischoff-His). Accordingly we mav draw the .
conclusion that every bregnancy begins'as an extra-uterine one and
that an extra-uterire pregnancy is a consecuence of retarded move-
ment of the fructified ovum.”™ This Mr. Taylor savs orobablv goes
too far .....That the normal tube admits the entrance of spermato -
zoa but is not the special receptaculum seminis seems proved by
the. researches of Professor Dﬁhrsseﬁiwho in his "vaginal Coel-

fotomies for Retroflexion in Married Women" states that he has fre-



(quently pressed a cover-glass azainst the abdominal ostium and ex-
amined for spermatozoa. In most of his investigations he met with a

negative result but in some spermatozoa were recoonized although

depenerated and motionless. L.E.Frankenthallthinks imprecnation
occurs in the tube and says "In the majority of cases the etiologi
of extra-uterine nregnancy can te established by a mechanical hin-
drance to the passage of the fecundated ovum from the tube to the
uterine cavity.'" Mr. Tavlor goes on to say the truth evidently
lies between the two extremes. We may hold with reason that there
is no evidence whatever for the belief that the seat of normal im-
pregnation is limited to the cavity of the uterus, while the facts
which are known concerning the invasion of the tubes by spermatozoa
tunmistakably point to the conclusion that normal fructification of
the ovum may occur at anv stage of its passage from the ovary to
the uterus.”

Taking this as the zenerally accepted belief rerardin:
the site of the impregnation of the ovuﬁ,and supposing the ovum to
be fertilised at or near the abdominal end or even in any part of
the Fallopian tube, and that for some reason its orosress to the
uterus is obstructed, then we have conditions favourable to the de-

velopment of an extra-uterine pregnancv. The definition of extra -

1. American Gynaecological and Obstetrical Journal. Septr.1896
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uterine oregnancv riven by Dr.Howard A.Kellvtmav be here tuoted
"When the fertilised ovum is arrested at anv point between the
Graafian Iallible and the uterine cavity and there underzoes de-
velopment we designate the condition as an extra-uterine or ectopic
pregnancv.
The ovum may be arrested within the ovary or in any por-
—
tion of the&:iiiigg tube, from its fimbtriated extremity to its inter-
stitial portion inclusive.

Extra- uterine Dregnancy.is priharily almost alwavs sit -
uated in the tube but may become tubo- ovarian.‘abdominal. or intra-
lizamentous, or even uterine in th;‘further course of its develon-
mont: gzérian pregnancy is one ;f tﬁ; greatest gynecological var-
ifeties."

Till recently the classification of extra-uterine oreg-
nancy was.:dnto:Ovariah; Tubal and Abdominal with subdivisions. This
classification was largely influenced by .the belief prevalent re-
garding the phvsiolosy 6f imprecnation. As has already been stated
it was believed up to the beginnine of the century that the sverm-
atozoa found their way along the Fallopian tube to the ovaries and
that fertilisation there took blace, and it was therefore consider-
ed that most ectopnic pregnancies were ovarian from the ovum being

retained in the ovary. In other cases it was believed that the fim-

;1; Operative Gynecology by Howard A. Kelly.M.D., Vol.II
page 428.



y1.Medical and Surgical Gynaecology, Vol.,I1I, p.344.
2. American Journal of Obstetrics, Vol.,XXXI, p.265.
8. Liebrich der Gegurtshulfe, 1899.p271.

4, Bulletin de L'Academe de Medicin de Belge.: 1889.
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briae of the Fallopian tube failing to grasp the fertilised ovunm,
as 1t escaped from the Graafian vesicle, the oosperm fell into the
cavitv of the reritoneum to some vortion of which it attached
ftself and there developed. Such cases formed the abdominal var-
fety of ectopic pregnancv. It was believed,till within comparati%e-
ly recent times, 6 that a considerable proportion of ectoric preg-
nancies arose in this way. The researches of Lawson Tait and other:
have shown the impossibility of such a causation. With our know-
ledge of the absorptive power of the peritoneum/it is extremely

unlikely that an ovum situated there could escape rapid destructio;

Yet there are some who believe that rrimary abdominal pregnancy
sometimes occurs. Pozzi”asserts that several well-authenticated
cases are on record, while Arthur Johnstondksays "There is a case
recorded in which there was neither tube nor uterus and the foetus
was developed in the peritoneal cavity fertilisation having taken
place through a fistula in the vaginal roof." Winckelza]so records
2 case of the same nature, viz. a case in which conception took
place throueh a fistula in the vacinal fornix after supra-vacinal
amputation of the uterus the ovaries being left behind. The evi-
dence of this case however is second hand. A similar case has

been recorded by Koeberle and Lecluyse?'These cases may be ex-

‘plained by supposing the ovum to be in contact with the abdominal
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end of the fistula and that it was not necessary for either ovum
or spermatozoon to traverse anv vart of the peritoneal surface.

Barnes Bland Sutton and Rokitanskv do not believe that crimarv ab-

1
1

dominal rregnancy can occur. berry Hart says "We know now that there
is no orimary peritoneal oreonancy -that is, no case known where
the placenta has had the free peritoneal surface as its maternal

portion."

The varieties of extra-uterine pregnancy have been by

most writers classified into two great divisions, Primary‘when the
oosperm develops at the soot where it was at first arrested. and

secondary, when it has not remafned at the original place of arrest ;
but ﬁas changed its position by runture of the tube or by its grad- ;
ual develooment causing different surrounding relations. Dr.Howard
A.Kelly”subdivides the orimary form into Interstitial. Tubal, and

Ovarian. From these the secondary varieties afise. From the Inter- 1
stitial are derived Abdominal and Intrallgamentary ort?c;ﬁggegg§?UL]
come Intra-uterine; from the Tubal arise Tubal mole, Tubo-ahbdom- :
inal, Tubo-ovarian, Abdominal and Intra-ligamentary; while from thei
Ovarian may arise the Abdominal. Dr.S.L.Jepson&gives the following

classification-

I.Tubal (a) tubo-ovarian,(b)tubo-uterine. or interstitial,(c)tubo—r

1 1.0perative Gynecology. by H.A.Kelly, Vol.II. p.434.
3.American Journal of Obstetrics, Vol.XXXII.,p.332.
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atdominal.
I1. Cvarian.
II1. Abdominal.
The ovarian variety is not believed to exist bv Velpeau

Kiwisch, Thomas and Bandl. Taittwhile admitting its possibilitv
when the fimbriated extremity of the Fallopian tube is glued on to
the ovary states that he has never vet met with a single case.He
says“its possibilitv I admit because l»can easily imagine a Fal-
lopian tube glued on to the ovary and deprived of its lining epi-
thelium permitting the contact of.the soermatézoq into a follicle
burst within the area (of the ovary) of adhesion. Then the sperma-
tozoa might infect the ovum before it escaped from the follicle,
the ovum might adhere to the follicular wall and then develop.Bug
there are so many contingencigs in such a case, that the doctrine
of chances makes it so remote that its occurfence may be recarded
as likely as the birth of a blue lion or-a swan with two necks,
like a heraldic monstrosity - a mere oafhological curiositv".
Waltheuksays that in no case of what i{s known as ovarian pregnancy
has ovarian stroma been microscopically demonstrated to be nresent
in all parts of the sac, as would be the case in a sestation prim.-

s1. Lectures on Ectoplc Pregnancy and Pelvic Haematocele,

by Lawson Tait.p.!18.
2. American Journel of Obstetrice. iol.XXII.,p.788.



;1. Thomas. New York Kedtcal Journal June,;1895.
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arily ovarian. Thomas‘thinks the so called ovarian pregnancies are
cases in which the ovum was oricinally located at or near the fim-
briated end of the tube,and so by their growth have caused a spread-
ing out of the ovary on the wall of the gestation sac.

Others btelieve that ovarian pregnancv has been proved.
PozziLSays that these cases are not impossible but are of rare
occurrence. Martin®of Berlin, Ealdy?'daggard,;ﬁélly and:.others also
believe that ovarian pnregnancy sometimes occurs. Such a case is re-
ported by Mr. Arthur A.Beale{‘At the necropsy a foetus one inch in
length was found in the pelvic region. It was éooafantly buried in
membrane which still hune from the left ovary. That membrane bore
no substance like the wall of a gestation sac. No evidence of a
gestation sac was found either-in the right or the left tubes, and
both the risht and left meso-salpinx were normal, showing no siens
that there had been rupture of a tubal sac. If this was not a case
of primary abdominal pregnancy then the only explanation possible
.isythat the foetus originally developed in'the tube close to the
ostium and becoming detached adhered afterwards to the peritoneun.
Mr. Bealeéthinks that what the pathologist demands, in order to
‘prove primary abdominal gestation,is a specimen where a very early

foetus lies ensconced in a sac quite free from the tube and far
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from its ostium. Several other cases are cuoted by Mr.beale which
were stated to be abdominal or ovarian in their origin, but on
minute examination no definite evidence in support of the state-

menycan be found. Van Tussenbroek[gives a verv minute description

of a specimen removed by Konwer in 1883. The result of his examin-

ation showed a foetus 12 mm. in lencth, surrounded ty amnion and

chorion lying within the ovisac. The ovisac appeared to be a sravid

Craaffian follicle and formed'a tumour about the size of a hazel~
nut on the surface of ths ovary. Numerous chorionic villi; some in
contact with maternal tissue could be demonstrated between the
chorion and the maternal wall of the sac. The ooinion generally
held however is that expressed by S.L.Jeosoﬂhkhen he says, "For
practical purposes we may safely conclude, (the exceptions being so
very rare even cranting their possibility) that extra-uterine preg-
nancv is primari{lv tubal: that is, thit the rlacenta is originallyv
implanted within the tube the situation of the placenta and not of
‘the foetus determining the character of theAgestation."

The varieties of secondary extra-uterine oregnancv will
be discussed when the Pathology is considered.

As to lesions which mav cause a hindrance to the progress
of the oosperm to the uterine cavitv, Lawson Taitifollowing on his

bqlief that the uterus alone is the seat of normal conception,savs
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"The cause of ectopic gestation or tubal pregcnancv will be. any
process or accident which has reduced the Fallooian tute, so far
as concerns its internal lining surface, to the same condition as
the uterus,”that 1s to say any cauvse which deprives the tube of its
cilia, the’object of which,Tait believes. is to prevent the en-
trance of spvermatozoa into the tubes. To quote from Tait‘'s book.
"Desquamative salpingitis could at once put the mucous linins of
the tube into a condition exactly similar to that of the uterus.
and in that condition access of svermatozoa would be vossible, re-
tardation of the ovum in the tube wduld be iﬁovitable, and its im-

mediate adhesion to the tube-wall éfter’impregnation would be as

easy and as likely as its occurrence in the uterus."This opinion
of Tait's seems therefore, to depend on the supposition that the
odsoerm requires the mucous membrane of the uterus to be denuded
of eoithelium,bpfqrpvit can settle and that this condition is ob-
‘tained by the shedding of the epithelial coat in menstruation, and
in the tubes by 1nf1ammation. Referring to this opinion of Tait's
‘Mr. J&hn W.Tavlorlsays,that in all his thirty-seven cases no cer-
tain evidence could be elicited of any pre-existing inflammation,
and the patients were remarkably free from any suspicion of gon-

-orrhoea or syphilis. In the samé lecture Mr. Taylor gquotes Mr.

1. The Lancet,Vol.I.,1898,p.144S.
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Bland Sutton as follows, "In many instances I have failed even after

the most careful microscopic examination to find any evidence of
old salpinzitis or loss of epithelium."” To again quote from Mr.
Tayleor's lecture "As @larence Webster and Straussmann have pointed
out menstruation is by no means a necessary orecursor of pbregnancy.
Preenancy may take place in a girl who has never menstruated, in a
woman who is sucklineg and has not menstruated since her lying-in,
in women who have amenorrhoea from other causes as from chronic
phthisis and anaemia. Very occasionally too, we meet with fertile
women who have only #ery parg;y meng;#uatod,aad‘jp whom no history
of a period is found corresponding to the onset of a pregnancy.
The very facts or supposed facts behind the theory are now disoutedé
It is very questionable whether the epithelium is removed to any
extent by the menstruation and the more recent observations aopear
to show that no true wound-surface is provided by this process for
the eng:afting of the ovum,"

Anv direct obstruction in the tube preventine the fer-
tilised ovum from reaching the uterus, has been proved to be a fre-
guent cause of extra-uterine pregnancy. Amons these may be mention-
- ed tubal polypif a myoma at the cornu of the uterus described by

z 3
Leopold and mentioned by H.A.Kelly. A cause, mentioned by W.A.Freund,
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is spiral windings of the tube with narrowineg of their lumen that
is to say a persistence of a foetal type of uterine tukte. Dr.J.w.
Hilliams’menttons diverticula in the mucous membrane. RobinsonL

meniions convolutions of the tubes causing whorls of tubal plicae.

Constriction of the lumen of the tute by adhesions due to frequent‘i
attacks of pelvic peritonitis is a frecuent cause. and the pre-- |
vious history of the case often gives indications of this. Nebstera
says,that extra-uterine pregnancy may occur by fertilisation tak-
ing place in the higher half. and the -decidual reaction, which he
states does not necessarilv occur at the site of the ovum, takineg ”

place in the lower (uterine) half and so blockine the tube. Another

possible cause is an extra large ovum tocether with a slightly

contracted tube. The following case is described by Dr. J.W.
Williams and mentioned ty Dr. H.A.Kelly”in his work on operative
gynaecoloegy. '"The left uterine tube was the seat of two extra-uter-
ine pregnancies. At its uterine end was a small sac containing the
- skeleton and calcified remains of a foetus which completely occlud-
ed that portion of the tube, and from the satisfactory history ob-

tained, clearlv represented the remains of an extra-uterine preg-

"nancy which had occurred twelve years previously. while the later -,

al end of the tube contained the vlacenta and the membranes of a
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e & four months pregnancy, which had ruptured allowing the escape
of the foetus into the abdominal cavity/where it was alive at the
operation. The left ovary was small and atrophic and presented
absolutely no siegn of a recent corpus luteum. The richt tube pre-
sented signs of peri-salningitis and endo-salpingitis: but its fim-
briated extremity was patent, and the rigcht ovarv contained a cor-
pus luteum correspondins in size to the duration of the pregnancy.";
The only possible explanation (the left tube beins occluded), is
that the svermatozoa passed througch the right tube, fertilised an
ovum from the right ovary, whicg then mig?éted to the léft tube
passed through its patent fimbriated extremity, and made its way
onward until arrested by the lithopedion, where it developed.™ Dr.

I
Wiiliams has been able to demonstrate external micration of the un-

fertilised ovum in five out of thirty'cases."ln each case the ovary.
on the pregnant side presented absolutely no evidence of a corous 3
luteum, while the ovarv correspondineg to thé occluded tube contain—i
"ed a typical corpus luteum of pregnancy.''Dr. Kelly with reference

to these cases says that he has repeatedly found both tubes and

ovaries lvinc low down behind the uterus, with the fimbriated end

of the right tute in contact with the left ovary and vice versa.

Mr. J.W,Taylortmentions a peculiar case described bv Professor
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Duhrssen, where a tubal polypué was found on the uterine side of a
tubal preegnancy., acting as a valve at the uterine end of the tube,
the passace of the tube {from the uterus to the ovary beine free
from difficulty. while that from the ovary to the uterus was ab-
solutely stopped bv the polyous. On the ovarian side of the poly-
pus the pregnancy had developed.

I shall now return to the consideration of the varieties
of ectopic pregnancy. Of the three varieties (tubal, interstitial
and ovarian) into which extra-utgrine pregnancies before rupture
are divided, ovarian may be dismissed,bging so rare. As to inter-
stitial, early writers {%gqrd a'ggggwg%Qqensﬁgg%aParry for instance
is stated to have had thirty-one cases out of five hundred or 8'2
per cent, while Hennig thought that of one hundred and fifty cases
42 or 28 per cent were interstitial. Although the occurrence of
this variety is established, vet, the otservations of recent writ-
ers show that its frequency is not nearlyv s& great as these fiz-

" ures would indicate. Martin found only one in seventy-seven cases,
({i.6.1'4 per cent). while H.A;Kelly’says that he has never found
an example of it.Evidently mistakes must have been made by the ear-
lier observers. For all practical purposes indeed we may consider

that there is only one variety of early extra-uterine pregnancy,
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namely tubal.

After rupture however it is different. The foetus and
usually also the placenta mav then take up one of many positions,
and according to the position occupied by the foetus in relation
to the surroundine maternal parts. is the variety usually designat-:
ed. Thus we have such varieties as abdominal; intraligamentary; |
tubo-abdominal; tubo-ovarian; tubo-uterine; retroperitoneal: intra-i
1igamentous-retroperitoneal{'Probably JeWeslev Boveezis correct in
considering that for practical purposes such divisions are unneces-
sary, and that there are really only two varijeties of full term ex-
tra-uterine pregnancy, viz., extra-peritoneal,and intra-peritoneal.:

In considering the pathology of ectopic pregnancy I shall
first deal with the chaneces which take place in the wall of the
tube, and afterwards the chaneges which take place within the tube.

Accordine to Webstef’vascularitv is increased at the site
of attachment of the ovum, and thus in the f{rst place thickening
of the wall occurs. It has been clearly shown that the same early
chanpes (hyvertrophy aﬁd hyperplasia) occur in the tube as occuy
in the wall of the uterus in a normal precnancy. Later,the walls
.bocome thinner due to distension by the growth of the ovum, and the

inroads of the chorionic villi. In the late months the muscle
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fibres are scattered and indeed in some portions of the walls no
muscle is left. Where it is left atrophy of the fibres may have oc-
curred. As to the peritoneum covering the tube an increase of {its
tissue takes place, it crowine in proportion to the crowth of the
tube. Mr. John W.Taylor‘says that in cases of early rupture, littile
or no change has taken place in the affected tube except at. the
exact seat of presnancy and rupture, and that there is no evidence
whatever of the slightest attempt at any compensatory crowth sur-
rounding the affected area. He thinks that dt dis hdxhly probable,
that some amount of non-development or atrophy of the tube is re-:
sponsible for nearlv all the cases of early rupture. While it is
admitted,as regards the tube itself,that no attempt at compensatory
growth is made, it would appear as if some such attempt was made by
the pepltoneum. On the surface of the portion of that membrane cov-
ering the tube are often found masses of cells., which are thought
by some to be proliferated masses of the pe;iioneal cells. Webster
says that he has in a few cases found small spaces lined with epi-
thelfum under the peritoneum. He considers these spaces emb ryonic
in origin.

Havin> thus considered briefly the changes which take
place in the wall of the tube, I shall now refer to the changes

- which take place within the tube. For a long time it was disputed
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if any decidua vera formed in the tube. but now it is eenerally
admitted that a decidua always occurs. even thoush no trace of it
may be discovered. In Bidh cases however, it was doubtless present
in it at an early stage; and thoueh no traces of decidual cells
can be found at one part of the tube, thev may be at another.

To prove that the decidua can be formed at a distance
fror the seat of the ovum, Webster’records_a case in which, while
a two-month's pregnancy existed in the tube of the left side, the
tube on the right side was enlarged at a certain part of the am-
pullary portion. At another part the ampullary mucosa showed marked;
decidual formation. the large cells resembling those formed in the »
uterus in normal pregnancy. The left ovary contained a corous lut-
eum. while the right contained none. Webster says that this case
proves decidual formation to be due to the influence of the fer-
tilised ovum in the genital tract, that this influence can act at
a distance, direct contact of the ovum not béing necessary; that
while in tubal pregnancy, the uterine mucosa alwavs undergoes this
change, the tube of the other Side may also sometimes be similarly
affected. He'considers.that this power of the ovum,to develoo in
.thg tube as well as in the uterus,pnoints to a reversion in the tub-

al mucosa to an earlier type in mammalian evolution, the mucosa of
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the tube being derived from the original Mullerian ducts.

As regards the ovum itself the differences in its de-
velopment from that of a normal case are, as would be expected. in
the maternal parts. The foetal parts are developed as in a normal
case, but the maternal parts are deficient. Rupture of the tubo-
chorionic vessels, which form a part of the maternal portion of
the placenta, may occur as a consequence of this deficiency. The
usual result is that the ovum separates from the tube, and haemorr-
hage infa ‘the .sa0 taMes place, .PUurBeRd of ‘The dbe *ensitdy & The
ovum the rdBy ‘escares .fnto the Whdowiifl WYaWVELY: B *betwesr ‘the ;
folds of the btroad ligament, its vitality usually being first lost.
This was [ have no doubt the condition of things in the first case
reported by me.

But i1f, as sometimes occurs, death of the foetus does not take
place before or immediately after runture of the sac, it may occur
soon afterwards, the foetal remains being absbrbed: or the gesta-
tion may go on for some time and death of the foetus ultimately oc-
cur, it undergoing mummifiqatioh or remaining in the form of adi-
pocere or of lithoredion formation; or suppuration mav occur and
ihe parts’be discharged through the abdominal wall, rectum, vagina

or bladder. But a third condition may occur: the foetus may continue
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to develop and actually reach full term as was the state of mattersi
in the second case reported by mee« This result may come about in ‘
varioué ways. Rupture may take place into the reritoneal cavity and
the lacerationvbeing small, haemorrhage ceases. The placenta re-
mains in the tube and spreads over neighbouring parts, the child
coing on to full term.

The haemorrhage may be between the folds of the btroad

licament, the placenta chaneing its position slowlv. so remainine

adherort: and Wekbing' up Ythe'tirtulationi” and thbn 3hréading into the

peritoneal cavitv. In such a case. the placenta still adherins to

/

the broad ligamert. the foetus may live to full term. Baldy“thinks

this is the procedure in the majority of the cases in which the
foetus is found amone the intestines.

Haemorrhage into the peritoneal cavity due to rupture of
the tube, may be sufficiently great to cause the death of the mother
at once, in fact Parrybsays that the almost universal opinion is
that it is uniformly fatal. It may not be so in the first‘instance.
but a secondary haemorrhage from rupture of the false sac mav cause ,
a fatal result. Modern observers are agreed however, that primary
rupture i{s by no means uniformly fatal, but on the contrary that
recovery is comparatively frequent.

"Besides reaching the abdominal cavity by rupture of the
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tute. the ovum may do so by droopinz out of the fimbriated ex-
tremity of the tube,before its occlusion takes place. This must
hapnen within eight weeks,excent the ostium te closed in a faulty
manner. To this the name Tubal Abortion’ has been given. It is
caused bv the separation of the ovd%ia part of it from the tube-
wall and its expulsion with haemorrhage into the abdominal cavity.
The termination gf such a case is either immediate death from
haemorrhage, the formation of a haematocele, or peritonitis and
suppuration.

Ar interesting case of tubal abortion is descrited by
Dr.H.J.Boldtf He savs,''The foetus was lying entirelv free in the
abdominal cavity amonc the intestines; no liquor amnii was present
and no sac.'" The specimen was examined by Dr.Welch who made the
followine remarks as a result of his observations: ". I understand
that at the time of the operation there was no distinct evidence
of rupture of either Fallopian tute, and that the tubes appeared
-intact save that the abdominal extremity of>one was closed. 1
think that the most orobable‘eXDlanatlon of the condition §s an
entire separation of the abdominal part of the Fallopnian tube, in
"which placenta and foetus had orieinally developed,from the uter-

ine part of fhe tubes The abdominal end. of the tube is connected

with the detached oli%ental mass. One can also think of the possi-
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bility of an aterrant ostium of the tube and of a pregnancy de-

veloping in a diverticulum of the tube, but the explanation just

given seems to me the more probable one. At least a part of the
fibrous coverino of the placenta is the wall of the Fallopian tube.i
The appearances indicate that a small rart of the placenta nrotrud-j
ed through the abdominal ostium of the tube into the abdominal
cavitv. As one passes towards the larger pole of the placenta evi-
dences pf. tupal.siFucturg ,aopeare™ Jn,a fpeGinen; exhjbited by Dr.
Edebohls before the New York Obst%et¥itall Sokiety? the foetus with
its membranes intact was seen in the process of atortion. one half
of the ovum being free in the abdominal cavity, while the other
half was firmly graspred bv the dilated conical fimbriated end of

the tube, like a bud in its calyx: But in some cases, the pregnancy
within the tube is not extruded from the tube either by rupture or
abortion. In tﬁese cases haemorrhace takes place into the membranes
of the ovum, the embryo is injured or destroyed and a mole of pres-
nancy results in the same way as it does when a similar accident
occurs within the uterus. Iﬁ this case it is called a "tubal mole"
or“apoplectic ovum. The mole, later on,may be extruded from the

.tube either by rupture or by tubal abortion. Usually however the
mole remains attached at some part of the Inner surface of the
tube and this attachment may be the cause of consideratle haemorr-

hage,as occurrea in the following interesting case recorded by
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Je.bBland Suttonf There was no swélllng of the abdomen generallyv,

but there were a tender swgllinq on the left side, and a larcer one
on the rieht side without tenderness. After chloroform had been ad-
ministered, the swelling on the left side was found to be distinct
from the uterus, which was not gravid. In the afternoon of the day
of this examination severe pain with temperature of. 108' occurred.
On the next day the abdomen was opened when the intestines were

found swimmine in blood. The left Fallopian tute was enlarced, with

N R A T S S
the ostium widelv dilated and containing blood [t was transfixed
‘&1 9 QJ‘ B EEEVE I L
with silk., tied and removed. On the right side an ovarian cvst, the
< el R ". “&% " .RE §a‘t 7 3“\‘_}’387 :ﬁﬂ‘ﬂk‘\r' ‘" “‘311‘*3“., .3
size of a large orange was found and removed. Patient recovered and
. I SR i [ IPENENRY 2 T v, S sVry }“A'. s

left hospital fourteen days after operation.

On examining the left tube its ostium was found wide and
open. On splittineg open the‘tube a rounded body., which could be
felt externally, was found adherent to the tubal mucous memtrane.
On the free portion of this body were small villous processes, the
interior was a rounded cavity containine fluid. On examining a
section under the microscope, it was found to be formed of blood-
clot minpgled with chorionic villi, that is to say it was an "apo-
plectic ovum'". The following was apparently what had occurred:-
There was first an impregnated ovum in the left Fallopian tube. The

ovum became partially detached and filled with blood, this caused



1. Tait: Cp Cit. paoe2h.
2. Baldy: O0p Cit. pcue £31.
S. M.Cameron: ‘hdominal Sections in the HWestern Infirmary Glasgow,
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the first sudden pain. Next, when the tube was pushed up (during
the examination under chloroform) further detachment with {resh
bleeding occurred. |

Effusion of blood into the veritoneal cavity has been called
"haematocele'" and the relation of this condition to extra-uterine
pregnancy has caused much discussion. Although pnelvic haematocsle
was described by Nelaton in 1850. and many lesions as rupoture of

varicose vessels in the pelvis were stated to be the cause, it

was not untfl about 18’80 that YHe b orehts "c'&ixsia* "Was found to be

. g, Ty Aoaq 9%n
extra-uterine preanancv. %%it savs %Lattme has never seen an intra-
96‘ O ‘.0-:'“‘.'““ A "

peritoneal haematocele which was not due to a ruptured tubal oreg-
nancv, vet he admits that it mav arise from other causes namely,
(1)by sudden onset of menstruation causing effusion of tlood into
the broad ligament, and (2)by pseudo-menstruation which occurs
after akdominal operations, especially after operations on the
broad ligament. Baldyzlays it down as a zeneral rule (to which
there are few exceptions) fhat ectopic pregnancy is the one cause
of haematocele. Professor Murdoch Camerog:says "At present from
observation and earlv operation,,we have established the fact
_‘that in those cases of intra-peritoneal haematocele not arising
from some traumatfc cause. the origin is most likely due to the

rupture of an ectopic pregnancy." Th: rare exceptions are., the



v1.ielt: Die"Eileiterschwangerschart”", Stuttgart,1884.p.14.
(Fetopic Prennancy bt J.B.Webster,p.64.)

2. The Lancet,Vol.I,p1458.
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oozino surface left aftesr the enhp}oa}fon.of tumours of the tubes
and ovaries,or removal of the tubes and ovaries themselves,or run-
ture of neritonitic adhesions,or of an ovarian haematoma, or ex-
cessive haemorrhage from runture of a Graaffian follicle. Most of
the cases of regurcitation of blood from the tute are believed to
be instances of tubal abortion. Veit‘says that in a creat manv

cases of haematocele. the question of extra-uterine pregnancy is

never considered and so he thinks the following percentage as being

er? 4 #TIT 0T tvip. L
too small., -

In 66 cases of his own 16 were due to ruptured tubal pregnancy-

In 22 " Jousset 9 " " " " " " "
In 17 " Dubouscuet & " " " : " "
In 36 " ¥oison 9 " o " " " o
In7 " Engelhardt 1 " " " : " "
" 148" in all 40 or 28 per cent " " "

Mr. John W.Taylorzsays that in women haematocele is almost always
caused by tubal pregnancy,‘sometimes by ruoture of the tute and

sometimes by bleeding from the fimbrfated end of the tute without
rupture. He found that of 21 cass of intra-peritoneal haeratocele
14 were due to haem;rrhage from the unruotured tute ,and - 7 to ruo-
ture of the tube. Dr.Cullingworth states that of 26 cases of pel-

vic haematocele in which an opportunityv occurred of verifving by
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actual inspection the source of the bleeding 23 were instances

of haemorrhage from the open akdominal ostium of a presnant Fal-
lopian tute. and only:i was due to rupture. The latter is the more
cormon cause. The haemorrhage in these cases, though almost con-
tinuous or frequently repeated, is moderate in amount, and a well
defined haematocele is the result.

While then. the cause of intra-pe}itoneal haematocele
ié almost always ectopic gestation, it Is not so in extra-overiton-~
eal haematocele. The latter may arise,féfm.fu?fsg ops??bffﬁn?fmal
menstruation or the pseudo-menstruation which occurs usually at
the first menstrual period after abdominal operations. It may also
occur from the arrest of normal menstruatioqjand occasionally af- |
ter labour or ordinary abortion. The symptoms are sudden pain,
faintness, with a rise of pulse and sometimes temperature. A
toggy swelling which can te felt on examination pushes the uterus
forwvards. The swelling may even be felt above Pouvart's licsament.

Lawson Taithonsiders that laree numbers of cases of
extra-peritoneal haematocele occur from sudden arrest of menstru-
ation, and that they get well without any treatment whatever:; that
- it is a condition almost free from primary mortality and has only
a.remote secondary mortality when a thrombus btreaks down and sup-

purates, and brings about the tedious condition of pelvic abscess
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Baldylthinks that,as a venous congestion causing varix of the
broad licament is common. a sliecht accident may cause a tlood ef-
fusion. But although extra;oeritoneal haematocele arises from 2
cause apart from extra;uterinb.Dregnancy,nevertheless the most
common and at the same time the most serious cause of it is rup-
ture of a tubal preghancv into the broad lizament.
Intra-peritoneal haematocele may be formed ir various
w#ys. A tubal mole by setting up irritation and hvoeraemia in the
maternal tissues, mav be the cause of repsated haemorrhages from
the Fallopian tube into the peiitbnsal®eivityi  1he"8ToBurd s the
tube in these cases teing incomplete. before this bleedin~> occurs,
the portion of the tube containing or fixed to the mole by lits
weicht. gravitates behind the uterus dragsing with it the ovary
and the free portion of the meso-salpinx. Eleeding taking nlace,
the result is a mass consistinc of tube, ovary, broad liqament'and
blood-clot, displacing uterus to one side while the haematocele

pccuoies the other.

When the tleeding is more than this and invades the ab-
dominal cavity, coming in contact with omentum and intestine,

local peritonitis takes olace. The result is that peripheral ad-

hesions of the blood-clot to surrounding organs come about and an

intra-peritoneal haematocele is formed. But though a haematocele




1. The Lancet, "ol.l, 1858, n.1456b.



33

is formed it is seldom ¥+ ts ssids® that haemorrhape ceases. The
tube in the centre of the haematocele keeps on bleedine at inter-
vals, this continuing until the outer coat of the haematocele rup-
tures from the inward pressure. The result is that the whole oroce
of peritonitis and adhesions, with closing of the tear acain takes
place. the haematocele arain bteins formed on a larger scale. In
these cases there is a prominent tumour in the abdomen. Sometimes
however, 6 only thickening is found, stretching across the lower part
the abdomen. This marks the limiit of a haematocele occupyins the
whole of the pouch of Dourlas, which encroaches on the vasina and
rectum. Mr.J.W.Taylor finds.:this state'of-matters to be quite ex-
ceptional, while others thinkﬁit 1s'the.most usual conaition in
cases of haematocele arising in the’manner described. When intra-
veritoneal haematocele is formed by later rupture of the pregnant
tube,it generally takes place at any time from the f}rst month to

full term,being however most common from the second to the fourth

mohth. Peritonitis mav occur in these cases and adhesions are formed

Fresh haemorrhages occur however owing to detachment of the placenta

the result beins that the haematocele bursts and fresh haemorrhage

SS |

of

occurs into the peritoneum. This may be repeated several times. Mr.

J.W.Taylor draws a distinction between the haematocele from tubal

/
mole and that from later runture. He says, " The haemorrhage in tubtal

mole is of quite a different character from that which occurs in
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late ruoture of the tuke.ln tutal mole it is a more or less con-
tinuous blood—;drio~from the fimbriated end of the tute, varied
perhaos by an occasional little gush of freer bleeding at irrezular
intervals. In later runture of the tubte the haemorrhace is sudden

and relatively copious, arising either directly from the tear in

the tubte,or from separation of the placenta,or from both combined.
In tutal mole owing to the slower formation of the tumour, the out-;
er layer of blood has time to consolidate and some measure of true -
encansulation, however imperfect. is usually met with. In later
rupture of the tube,on the contrary. any encapsulation is quite
exceptional, and the haematocele is limited only by the inflam-
matory adhesions caused by the peritonitis which follows the
haemorrhage. Finally the whole condition in later ruoture of the
tute is mofe "acute'". The h#ematocele is larger at its onset and
rapidly increases in size. It may often be visiblv watched. en-
larging and distending as fresh bleedinz takds place teneath the
thin limitine adhesions. and it is then accbmpanied by siens and
symptoms proportionate to the severity of the condition."”

The diagnostic distinctions hetween intra-peritoneal
"haematocele and extra-peritoneal haematocele mav be stated as fol-

lows. In pelvic haematoceie a distinct tumour is felt caused by
the effusion of blood being limited by the folds of the broad liga-

ment, while in the early stages of haematocele no tumour of any



kind can be detected, though later on a mass is made out in the
posterior fornix. In extra-peritoneal haematocele the tumour can
be felt above foupart's lizament when it has lifted the peritoneum
from the pelvis, and the rectum is surrounded bv the tumour, which \
can be distinctlv felt by palpation. Further distinguishiny symo - :
toms will best e considered under those of extra-uterine nregnancy{
As to the prognosis of extra-peritoneal haematocele Lawson Tait
says,-"Save under three sets of circumstances, extra-veritonsal
haematocsle:is an:ascidentivesfeotdyefgegniTamydagger.-.Thesg circum;
stances are:~ (a)when a secondary rupture;®fythe:cys{ occurs with
continual bleeding into the peritoneum: (b) when it is merely a
stage in the orowth of extra-uterine pregnancy: (c) when it goes

on to suopuration.'" but as to intra-peritoneal haematocele Lawson
Tait says,that it is fatal with almost uniform certainty, and that

|
he has never seen a casekf suspected ruoture, or of one in which he;

susovected intra-peritoneal effusion of blood, recover if left alénq

i
i

Later observations however do not Jjustify such a grave prognosis.

As has been said a tubal pregnancy egenerallv ends (if
not by "tubal mole" or by "tubal abortion") by rupture takinz place.
into the broad licament ,or into the peritoneal cavity. If the lat- f
ter, the pregnancy then becomes abdominal. Lawson Tait. Eland Sut-,
ton, Cullingworth and many others believe that abdominal pregnancy

can only arise from the rupture of an intralizamentary cyst. Bland
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Sutton saysi—”Observation has demcﬁ!trated the fact that in all
tubal pregnancies ,which survive the primary ruoture and continue
their develooment the gestation sac is formed in nart by the ex-
panded tube, but mainly bv the layers of the meso-metrium. The. pro-
per annrﬁq}gyﬁpngf,thjs*{;pt;§3514gqg much,to simplify our know-
ledge of tubtal pregnaﬁcy. and no one has more strongly insisted
uoon its correctness than Lawson Tait." Baldvlsays that the amount
of distension caused tv an intraliecamentary nregnancy, which the
neritoneum forming the folds of the broad licament will tolerate,
is sometimes exceeded. and either one ofistwa results may follow this
event: (1)Profuse haemorrhhge into the peritoneal cavity. with or

without the escape of foetus,or foetus and placenta: (2) The partial

)
escape of the foetus into the peritoneal cavity, with little or no
haemorrhace, the placenta retaining its attachment within the broad
licament, and the foetus perhans continuing its existence.

"The second result. escape of the foetus with continuance

of its life is of preat interest anatomically, as it explains the
ma jority of the cases in which a foetus has been found free among
the intestines, and has ziven rise to the erroneous impression of

primary abdominal precnancy." Lawson Tait considers that onlv one

case of abdominal pregnancy in which the foetus was free amone the
intestines has ever been proved. That case is related bv Mr.Jessop

of Leeds. There was a history of acute abdominal pain, with swell-
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ing and vomitinz when the patient was two months preznant. after
which she remained in bed for two months. Soon afterwards she felt
the movements of the child and at the same time noticed a hard
swelling on the riocht side of the abdomen. There was no history

of secondary rupture. and Tait believed that it was one of the
broad ligament pregnancy‘which had cone on till the seventh or
eighth month, and that then a secondary rupture had taken place
into the cavity of the reritoneum, "the tissues of the foetus by.
that time havine arrived at a period of develooment which enabled
them to resist the efforts of abzaBthon hn1éR dsdbtieds “would be
directed towards them." The foetus was free in the cavity of the
peritoneum, %&ew hands of unorcanised lymph of a very friatle
nature lvine upon, but not adherent to, the intestines were read-
ily removed by sponging, and about an ounce of a clear éerum was
found in the peritoneal cavity.The placenta covered the inlet of
the pelvis, but extending some distance posteriorly above the brhm
where it apparently had an attachment to the large bowel and the
.Dosterior abdominal wall. The ;ooond of the cases which | met with
seems to have been of almost an exactly similar kind.

“;LaﬁSanTait'while admitting Jessop's case to be one of
LR ®

abdominal pregnancy, does not believe that such a condition can

only occur from the rupture of a broad licament presnancy. and

before the seyénth or eighth month when the foetus can resist the
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dicestive action of the abdominal contents. But new light has_beenl
thrown on this subject by Mr.JohnW.Taylorlwho telieves, that the
above case and others recorded by Champneys, Webster, Gullineworth,
Lawson Tait and himself, in which the foetus is described as being
free in the abdominal cavity, were not really so, but were covered‘
by a thin film passing from coil to coil of the intestine, and in
fact forminqa complete sac in which the pregcnancy had developed.
On‘the strencth of this case Mr. Tavlor asserts that a tubal preg-
nancy, which directly becomes abdominal., can, on account of the
thin membrane resisting the efforts of digestion of the intestines,
g0 on to full term. The case seems to me to be of such importance
that I think it desirable to quote Mr. Taylor's report of it.

"On December 11th 1896, assisted by my collearues, Mr. Marfin. Mr.
Jordan and Dr. Sturge, [ opened the abdomen in the middle line and
found that the peritoneum immediately relow the incision was thick-
ened and incorporated with spme kind of sac containing a dead but
non-putrid foetus. On opening this the child was found lying in the
abdomen bathed in a small quantity of dark blood fluid. In this,
some caseous particles were floating. The head of the child lay
uppermost and formed the globular protuberance which had been
noticed near the liver. The intestines were visibly coverins the
body of the child, and the great omentum.forming in one part a

thick fleshy body of considerable thickness, passed across the
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child to:broad attachment on the uoper vart of the vlacenta.The
latter was situated at the lower oole of the pregnancy and covered%
the pelvis. The parts of the child nearest to the incision were l
the lower limbs. and after pulline the feet outside and enlarcing
the incision to admit of the nassare of shoulders and head, the
child was extracted. The cord was then divided and the child re-
moved. On looking into the abdomen the peritoneal cavitv appeared
to be directly oven as in an ordinary akdominal section. The coils%
of intestine. the lower ovart of the stomach and the great omentum.:
were all plainly visible, and separate loops of intestine could be
brought out of the incision and examined. On verv close observ-
ation it was first noticed bv Mr. Martin and afterwards confirmed
by myself and Mr.Jordanlthat a very thin transoarent pellicle or %

membrane was reflected over allyor nearly all, of these viscera

and that notwithstandinzg the apoarent free exposure of the DerQ
itoneal cavity there was/in‘all probabilitv, a thin filmy trans-
parent sac enclosing the onregnancy. not carable of separation or
differentiation from the peritoneum of any viscus over which it

was reflected,exceot where passing from one to another as from one:
coil of intestine td another, or from intestine to olacenta. Only
under these circumstances was the membrane visible.

=" On examination of the pelvis where the placenta had been, it |

was evident that the same arranzement of sac existed here as in
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the upper abdomen; that is. a fine transparent mertrane could be
traced throughout and forming a limitino laver between the usual
viscera of the abdomen. pelvis and olacenta. on the one hand. and
the child on the other. On reolacing the placenta in position,this
membrane could be traced below the placenta to the bottom of the
pelvis on the right side: it was then reflected over the broad
licament and all its attachments to the under surface of the pla-
centa. From this it could be traced all over the placenta except
where intestine or omentum was adherent to its surface. Two-thirds
(at least) of the placental margzin was free, and this was conse-
quehtly smooth, glistening. and everywhere covered by the thin
membrane of the sac. Owinc to this disposition of the sac within
the pelvis the outline of the normal pelvic viscera. the uterus,
tubes and ovaries, was considerably obscured, so-much so that f{t
was impossible to say., whether the right ovary had been removed

with the placenta, or whether it had been left in the pelvis below

the reflections of the sac.
The after-progress of the case was satisfactorv and uneventful
except for some chronic suopuration in the lower oart of the wound.
The patient was discharced convalescent on Januarv 26th. 1897.

The child weighs 7lb. and is a2 male foetus which has

undergone full development within the abdomen.of the mother. There

are no siens of decomposition. Closely aoplied to the head of the
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child is a perfect cap of memtrane, and tetween this and the head

e A A e e o

of the child is a consideratle fguantitv of caseous matter. This is

the onlv part where any membraneous coverinz or sac can be dis-
tinguished. The shape of the placenta is neculiar: the bulk of it
is circular with an excente#ic cord inserted near one torder (the
right). Bevond this and serarated from it v a deep sulcus is a
crescentic mass of nlacental tissue attached to the main placenta
btv its horns and lower surface. On the surface of this crescentic
vart is a rale red frinced mucous patch which acpears to be the
fimbriated end of a Fallooian tube. No further trace of tubal
structure can be made out on microscopic examination, and on sec-
tion of the mass it appears to consist'throughout of placental
tissue.

The oreghancy may be regarded as originally one of the
rizht Fallooian tube, which by esradual erosion or sivine way of
the upper part of the tube has passed with un}uotured membranes
into the abdominal cavitv. The deep sulcus on the unper surface
of the nlacenta probablv markslfhe line of separation in the tute
where the ovum escaved upwards into the abdomen. From the snread
out internal surface of the(ruptured) tube‘the placenta has con-
tinued growing, and has so altered or taken up {ts structure in

process of growth. as to render little but the fimbriated end re-

cognizable. The placenta has derived its blood-supply from the
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vessels of the broad licament and from the sreat omentum.’

The case is remarkatle for possessing no history of any
tubal rupture (or acute illness corresponding to this), throusch-
out the whole course of the pregnancy. The conditions and oopor-
tunities.for observation durinz the time of operation were un-
usually good, but in spite of this the exact state of the upper
pole of the pregnancy and its relation to the abdominal viscera

must be determined tv circumstantial evidence,as it could not be

’
directly seen from the incision. From the fact that the head of
the child is closely covered by a cao of membrane, between which

and the scalp is a copious deposit of caseous material, while be-

low this anv evidence of a membranous sac is wanting, (exceot the

tear of separation round the forehead and occiput). it mav be con-
cluded I think. that the upper part of the amniotic sac- the mem-
trane forming the extreme upper pole of the preznancy - has hbeen
removed with the foetus: and that. so far as this is concerned.
‘the abdominal cavity has been directlyv ooenéd. Below this towards
the centre of the pregnancy, the sac has become incorporated with
the peritoneum, so that no separation could be made ketween the
two and no indication of the presence of a sac could be seen ex-
cept at its reflection from one viscus to another as already de-

scribed. At a lower level still, (at the 'lower pole' of the prez-
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nancy) the sac was considerably thickened.forminz. tocether with
the peritoneum at the lower oart of the abdominal incision. a
membranous wall fully one;eighth of an inch in thickness. Even
here however, no definite dissection could be made between the
'sac' on the one hand and peritoneur on the other."

Mr. Taylor thinks that the importance of this case ecan-
not rte overestimated, and that it effectually disposes of much of

the theorv now current on the subject of advanced uterine preg-

nancv. Mr. Taylor quotes Mr. Eland Sutton€ "Observation has demon-
strated the fact that in all tubal oregnancies which survive the
primary rurture and continue their development, the sestation sac
is formed in part by the expranded tube. but mainly by the layers
of the mesometrium. The proper aonreciation of this fact has done
much to simplify our knowledge of tutal preznancy, and no one has
more strongly insisted upon its correctness than Lawson Tait.”

Mr. Tavlor commentinz on this statement bv Sutton, thinks that the
above describes a case of tubal pregnancy which has survived the
primary rupture and continued its development but in which the
gestation sac is formed by the amnion alone, or at most bty the
foetal membranes and tube, the laver of the mesometrium bteing in-
tabt. and the expanded tube being entirelvy taken uo and meta-
morbhosed bv the’growth of the placenta.

This case of Mr. Tavlor may thus explain many cases which
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before were inexplicahle excent on the theory that abdominal preg-
nancy could onlv ocecur by rupture of a broad licament sac. Most
protatly the same conditionh of thinzs as existed in Mr.Taylor's
case, was present in the one | have described, and in which a full
term child was extracted. In mv case no thin film stretching bte-
tween the folds of the towels and forming a sac, was observed, but
the abdominal walls kteing so thin, and the foetus teinsz come uoon
s qyigkly. ngyginute exaninatian g7 sugh 2 gankiane .wqs m2de -

In maggeG2saaiicn haue fReen recordedy Ngy.Taxlor ngints jaut qoon-
ditlons which would.lead to 48,3unRskion s\t IR Hheman, ancdos-
ing membrane such as he discovered.,was present. although not re-
cognised as such at the time. Thus in Drf Chamonnev's case '"the
laver immediatelv covering the foetus was a dull-white membrane"
and,"on the child's vertex a vatch of thin sodden looking membrane
was seen. and except a shred of similar material removed from the
wound, (probably torn from the head during delivery) no membranes
were seen or felt.'" He also quotes from Mr. Jessop‘s case in which
it is said:"the peritoneal lining. thoueh natural on its free sur-
face, apoeared thick and velvety in section," and, '"a few bands of
unorganisad lvmoh of a very friable nature lving uron, but not

adherent to the intestines were readilv removed bv sponcine and

abaut’an'ounce of a clear serum was found in the peritoneal cavitv"



1. boldt: American Journalof Cbstetrics,Vol. XxXI1X, ». 614.
2. Neugebaur: Centrablatt fur Gyné-ologie. Julyp 8Gth - 1898.

8. Taylor: The Lancet, Vol.II, 1898, p.16578.



Other cases are recorded in which it is asserted that
the foetus was found free in the abdominal cavity without any
previous evidence of rupture. Dr.H.J.BoldtLdescribing a case says-%
"The foetus wam lying entirely free in the abdominal cavitv among |
the intestines', and he savs, " I understand that at the time of ‘
operation, there was no distinct evidence of ruoture of either
Fallopian tube."

| Anothef case is recorded by Franz Neugebaurzﬁin which
an oneration was done. The child lacked twenty-four davs of full
maturitve It was entirelv free in‘the abdominal cavitv....0Onlv
around the edge of the vlacenta some remnants of the membranes
were found. The child in this case. as in the one I have related
was extracted living.

In Neugebaur's case the exact site of the placenta was
not discovered. Taylorasavs there are four different relations of
the nlacenta to the main gestation-sac in abddminal pregnancv.
which need some differentiation. He differenfiates them as follows-
" In the first group of cases the placenta is practicallv within

the cestation-sac and covered by reflexions of the amnion. In the

- second it has a foetal and maternal surface of nearlv equal di-

mensions as in normal pregnancy, the foetal surface teing covered
by the amnion and in immediate relation to the sac.while the ma-

ternal surface is crowing from the soread-out remnants of the tube
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and from the neri;tubal tissues,also the back of the uterus, the
broad ligament,and the relvic wall heing favourite. sites for such
extensions of attachment. In the third, the nlacenta remains with-
in the tube which is still recoznisable, and the maternal attach-
ments are confined to the tute itself. In this case there mav ke a
double gestation-sac., the one containing the foetus. the other the

rlacenta. In the fourth, the rlacenta is attached to the urper

wall of a broad ligcament sac outside the beritoneum. and the cord

2., T PR ERE LIRS RN PR L TR R SR F R P
pa's¥e’s’ f& the child Y%rouzh a hole ﬁn.¥ke ligament.

IRSTO T RS SO AN S § 11 ST SR SNV I
Broad Lirament Pregnancy. As has alreadv been pointed out
runture takes nlace in a limited number of cases into the troad
licament, that is throush the lower part of the tube instead of
the upper part. Eefore the rupture takes nlace, the enlarcement of
the tube has most likely separated the two layers of the mesosaloinx
and the tube, being thus deprived of the support of the peritoneun,
often bursts into the intra-ligamentary space. Considerable haem-
orrhage and rupture of the ovum may also occur, and the lavers of
the broad licament are still further separated. In the cases in
which the ovum ruptures, the foetus of course speedily perishes. The

haemorrhage forms an extra-peritoneal haematocele, which mav in-

crease by repeated bleedings from the ture or may te aborted. being

. .
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assisted to that end bv the pressure of the broad lirament. Instead

of the foetus perishing however, it may live and develop in its

new position between the lavers of the broad lisament, which have
formed a2 sac for it. This sac may in its turn ruoture, (secondary
rupture), or it mav go on to full term without rupture. In the
latter case the peritoneum must be craduallv displaced to make room
for the continued prowth of thelfoetus. This displacement of the
nefitoneum has ociven rise to two subdivisions of broad licament
pregnhancy, according as the anterior fold has been displaced the
postekfof-fold remainins Aoidali ot thd"Acdter?ss P3td- #idsiaced
and the anterior remainines normal. The last of these sutdivisions
is the same as that described bv Dr. L.H.Dunniniéas "Intraligament -
ous - retroperitoneal".’

The pathology of these different forms I will consider
separately.

According to Mr.Taylof?'it is the posterior fold of the
Deritoneu; which is most oftén disvplaced. being raised from the
side and back of the uterus, from the pouch of Déuglas. from the
rectum. and from the posterior pelvic wall as far as the sacral
promontorv. The anterior peritoneunm is'quite undisturbed. On ooen-
ing the abdomen it is found that everywhere it covers the pregnancy,
and it i{s not until the hand is passed b?ﬁ}ﬂﬂntﬁ?ff&?'Of precnancy

that one realises that the base of it fills the pelvis on the side
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from which it is sprin~rinc¢, and that the peritoneum is reflected
from above the pelvis directlv on to the body of the nseudo-uterus.

Dr. Dunninglin deseribing this form savs that the chief character-
ifstic is , that the ovum with its envelopes nrojects free into the
abdominal cavity. the abdominal portion being entirelv enveloped
bv a peritoneal covering. This peritoneal coverine is derived from
the folds of the broad lirament, and nortions of peritoneum fronm
the followinz structures and recions,viz. the Fallopian tube., one
lateral pelvic wall, the posterior surface of the uterus, the cul-
de-sac and the posterior parietal peritoneum. It is {ntralizament-
ous in the sense that after the primary rupture, the ovum develops
for the most part, between the folds of the broad ligament, and at
full term these ligaments form a large part of the ovum. It {is

retroperitoneal,in that the growine ovum has 1ifted up. and re-

ceived as-a part of its investments more or less of the posterior
layer of the pelvic peritoneum. The naming ofithis form of extra-
uterine pregnancy in which the anterior oarietal peritoneum is
undisturbad."intral13amentoUs-rétroneritoneal" Dunning thinks is
absolutely necessary, as it conveys a distinct idea, while “sub-
beritoneo-abdominaldreally means that at full term the foetus or
vlacenta occunies a place between the anterior abdominal wall and

the parietal perjtoneum. This position is rare compared with that
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designated tv the name Dr. Dunning has oiven to those in which the
anterior parietal peritoneum is found intact, in fact the majority
of tubo-ligamentarv pregnancies telones to the latter sub-division.

Sometimes it is the anterior fold of the peritoneum which'is dis-
turbed in this class of tubo-ligamentary pregcnancies. In this sub-
division the peritoneum is raised from the back, side and front of
the uterus. it is entirelv lifted away from the bladder, it is
raised from the anterior and latter abdominal wall. and so a con-
siderable oortion of the preznancv comes t&plie .im frant ofi rthe
peritoneum. so much so that it may be opened from the outside of
the abdomen without the necessity of incising the peritoneum, as I
have seen done in the Glasgow Western Infirmary lately.

In both these subdivisions it is noticed that the unoer

part of the oreznancy is reallv intra-reritoneal., and espvecially so
in the intraligamentous-retrooeritoneal.

As regards the placenta in these caseg:is.(as the tube
in these cases runtures downwards,) most likély to be found fixed
to the tube higher um than the foetus, althoush sometimes on-ac-
count of the sac developing anteriorly or posteriorly to the tube
according to the subdivision, it mav afford room for the child to

pass in front of or behind the placenta.
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Interstitial Presnancv or Tubo-Uterine Pregnancy. The

variety of tubal pregnancy which occurs in that part of the tube i

embraced tv the uterine:t{ssudﬁhas teen called Interstitial or

Tubo-Uterine.

Tait was of ooinion that these cases were uniformlv fatal
ty orimary ruoture before the fifth month, ktut Wetster and others |
telieve that they can 2o on to the full term or that they mav ruo-
tufe in one of the directions which I shall mention shortly, or

that death of the foetus mav take place and that it mav then re-
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main in the sac and undergo chanaes similar to what takes olace in
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other forms. This form of ectopic oresnancy is verv rare, and the

- . - .
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most dangerous of a11 forms. Its raritv mav be Judaed from the fact

that only six pathological spmecimens can be found in London museums.
The obstruction teine at the uterine ostium, £he ovur grows and
burrows into the uterine tissue. The wall of the gestation sac
thickens, while the foetus enlarzinz. the uterus is, as it were,
oushed out of place, so much so, that the Fallopian tube on that
sﬁde seems to enter the uterus, at a lower roint than it should.

In fact the uterus aopears lop-sided, the tubes apparently entering

t different levels. A tvpical case of this condition is descrihed by
Lawson Taitland as the drawine 1llustrating it shows well the great
ceme

A oP one tube, I here give a rough cony of the drawinoc along with an

extract from Lawson Tait's remarks concernineg it.-- " The cavity in
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which the foetus is situated §s zeparated from the true uterine
cavity by a strong septum of uterine tissue srrincin- from each
side of the uterine walls. The under surface of the sentum and the
rest of the uterine cavity is lined by hynertrophied mucous mem-
brane (decidua) (E). The stump of the right Fallorian tube (C), is
attached to what appears to be the lower angle of the uterus. but
what 1s reallv the much displaced uoper ancsle. This displacemsnt
however. is onlv apvarent, and arises from enormous development of

the left cornu of the uterus. A fine probe mav be passed from the
’ el - Lot aracred, an N ERCITES R

true uterine cavitv into fhis stump. The left Fallonian tute. (A)

on the contrarv. communicates with the cavity in which the foetus

L, .. « e I IR SR A T SLS I B B
and placenta lie. and the runture has taken nlace in the upper and

P
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back part of the left uterine cornu.”

As in this form of ectopic gestation the walls of the sac
become thicker. (like the uterine wall in normal preenpancy)., ruo-
ture takes nlace later. not occurring usually until the end of the
fourth month. ard sometimes even later. This runture mav take olace
according to Howard A.Kellvf in oane of three directions:(1)Into the
uterine cavity, (2) into the abdominal cavity,(3)between the layers
_of the broad licament. According to Baldv¥ it mav occur ir either of
two directions: (1)into the abdominal cavity.or (2) into the cavity
of the.uterus. and accordinz to J.W.Taylor{ in one direction only.

Mr. Taylor says "The onlv runture that is known to occur, is runture
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into the abdomen, (or into the abdomen or uterus simultaneously).
Rupture downward into the cdvity of the uterus'" he says, "is a

highly probable occurrence, and if it occurred. would presumably be
followed by spontaneous healine of the wounded tissue and normal
deliverv a2t term. but in spite of the slenderness of the hridse of
tissue usuvallv existine between the sac of the pre-nancy and the
cavity of the uterus. we haveanzpgg}fﬁytjﬁgpg&ﬁ}g&};gg,that this
has ever taken place alone." | "

. .- o From the {aci.that a.gase .¥upturipgy-imto. thepaavity of the
uterus, rrobahklv thereafter follows the course of a normal preg-

nancy. direct evidence of the occurrence of such cases is not

/ _
readilv obtainalkle. Cases are on record however, which leave little

doubt that rupture into the cavity of the uterus really takes rlace.

All the svmptoms of extra-uterine pregnancv up to full
term, may be those of normal pregnancy. In some cases, symptoms may
oécur which, althoush in themselves of little value, are verv sup-
gestive when taken in conjuﬁction with others. It will be advisable
_tQ consider these svmptoms which occur’in extra-uterine pregcnancy
ap#rt from those caused by pregnancy cenerallv. To becin with the

symptoms given by the ratient:- There is usuallv a historv of a

more or less lengthened period of sterility. This symotom in itself
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is not of much value, thus in the first case which occurred in mv
practice the voungest child of the ratient was onlv a little over

/
a year old, while a case described bv Dr.A.T.McCormack had only
been married eight months. The first svmotom mentioned by the

patient is connected with menstruation. The patient misses one
period but the flow begins again in one,two,or three weeks. accom-
panied with pain. This character of the menstruation in itself is
not of any diagnostic value. but followed bv certain other svmo -
toms it is verv valuable. It.may be followed by labour pains and
the discharge of decidua. which may be in one piece as occurred in
my case. or in several pieces. or even in shreds. In whatever form
it is necessary to be satisfied that the membrane is reallv de-
cidual. and that it is not an ordinary abortion with which we have

to deal. The combination of a bloody discharge. pain. a decidual

discharze and a tumour felt in the broad licament form complete
evidence of the nature of the case. but even without the occur-
rence of labour-pains or diséharge of any kind, it may be possible
fo arrive at a correct knowledge of the state of matters. When the
pain is caused bv rupture of the tube, it is usvallv of an avonis-
ing description, so much so as often to cause unconrnsciousness.
With such symptoms,associated with a history of menstrual suopres-
~8ion or irregularitv, a diacnosis of ectopnic presnancy could be

made almoét with' certainty. In these severe cases, the extent of
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the internal haemorrhace is indicated bv the creat oallor of fhe
patient, the rapiditv of the nulse and the abdominal distension.

v
In the worst cases the patient mav die at once from tleedine. In
the cases where the patient recovers from. the first bleeding,the
svmptoms mav occur a second time either in a few davs or a few
weeks with a fatal result. or the fatal termination mav onlv result
after a third or fourth attack. On the other hand the haemorrhage

mav be small and mav not recur. and in such cases the effusion is

abqorhgd and the patient recovers.

R AT R R R Lo W I I T S TN WY S Sl ntaa
A phvsical examination shows various q«motomsifccordin: to the
~ ’i

severity of the case and the period of the cestation. In a severe
case there is distension of the abdomen, great tenderness over low-
er abdominal region and signs ofvfluid in flanks. Tenderness also
in one or both vazinal fornices, with often a swelling and almost
always a sense of resistence. The mass which is felt mayv be small
as occurred in one of my cases, Or it may be larse and bul:zins.
Spmetimes the foetus is felt. If a badly-defined mass is found in
one fornix only, the uterus being pushed to one side, then probahblv
the haematocele is between the folds of the broad lizament, at the
side at which the mass is felt. In some cases rupture follows on
violent exertion, or on sexual intercourse. An instance of the

'latter occurred in the practice of my brother Dr.Rohert Allan of

Atdfossan. The pdtient was about fortv vears of are and the mother
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of three children, the vouncest being about ten years of age.'The
last menstrual period was six or seven weeks before the illness
occurred for which my brother was called in. Durine sexual inter-
course she had the feeiing that a bas of some kind was burst in hel
pelvis. The pain was excruciating. causing her to scream loudlv at
the time. When my brother saw her next morning, he found a large
boggy swelling in the posterior fornix, tender to touch and evi-
dently caused bv blood in the pouch of Douglas. Ev the following

dav the tenderness was much less and the swelling was somewhat

.
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harder and smaller. ln the course of a week, bevond a sliaht dense-

ness at the pbart, no traces of the swelling could te discovered.
Thouzh no actual proof could be given, it is a reasonable supros-
ition that this was a case of primarv rupture of an ectonic nreg-
nancy into the peritoneal cavity. |

When the foetus remains alive by the placenta remaining
attached or only gradually changing its position, as described
when discussins the patholoegv of the subject. then other svmotoms
appear. Thev mostlv rasemble those of ordinary intra-uterine preg -
nancy, exceot that, as was found ir the second of myv cases. the
foetus is usually more distinctly made out throuch the walls of

the abdomen., there being no uterine walls interveninc.

»Dr.Dakinland some other authorities believe that con--
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tractions are not found ir an extra;uterine sac, and they consider
the absence of such to be an important symrtom when spurious labour
is in progress. This svmptom will be more fullv discussed when diag-
nosis comes to be considered. Another verv imnortant svmptom is of
course an enlarged and emntv uterus. While enlarged, it retains the
shane of the non-pregnant uterus. But this enlargemeﬁt and empti-
ness,as demonstrated bv an examination with the sound,cannot be

relied upon, as in manvy cases the uterus has actually been found

- -.;\.. -‘11'
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to contain a foetus affer such an examination, and a diaonosiq of
emptv uterus has been made . This error can easily be fallen into

when the pregnant womb is antiflexed. In such cases, the cervix re-

mains thin., is lengthened. and lies behind the tumour of the preg-
nancy as far as the finger can reéch. Mr. Taylortsays that under
such conditions, he has known a sound passed to the top of the length
ened but undeveloped cervix give'almost or quite the normal uterine
measurement, produce no abortion and in this way afford to the
practitioner who used it, confirmation of his-(mistaken) opinion
that the pregnancy was outside the uterus.

An important symptom is the position of the uterus. It
is distinct from the pregnancy, and this can be demonstrated bv
bimanual examination aided bv the sound. But in interstitial pres-
ﬁangy no distinct sac can be definitely made out, it is simply

part of the uterus. Perhaps the tumour mav be discovered to oroject
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more on one side than the other,the uterus formine a hard projection

as it weie on one side «f the tumour(the presnancv). In interstitial

cases usuallv no symptoms present themselves until the sudden and
fatal haemorrhace takes place into the abdomen. The followins case
related bv Mr. Charles Smithlof Des Moines is the usual course of

these cases:- The patient was found in a state of collapse. She was

24 .vears old and married one year. Menstruation had been regular un-
til the past two months. since which time she had seen no show, nor
had there been anv discharge of any kind from t he vaaina. On the pre

vious night the patient went to a ball, danced all night and ate a

hearty supper. Next day she worked hard.washing, 'baking and scrubbin
and then walked nearlv a2 mile, when she was taken with abdominal
Daiﬁ-and faintness. This soon passed away,and she walked home. Sever
al'stools were. passed in the evening; defaecation was painful. The
abdomen was tympanitic and t?nder,'pains as in threatened abortion
occurred. The uterus was about double the normal size, with a soft,
flabdy cervix, 'the cervix not dilated. The pains were suspected by
Smith to be due to indigestion. Shortly after he left the patient
went to the closet, screamed and became faint: other attacks follow-
ed, at length attended with convulsions, 'after which she became more
conscious and died. The peritoneum contained three quarts of blood,
mostly flutd. The uterus was extensivelv lacerated oosteriorlv, and

just to the right of the median line. The tubes, ovaries, and liga-"
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ments were oerfect1§ normal, except that the right tute and ovary
ware drawn a little highér by the ¢reater development of the uter-
us on that side. a rﬁpturdd amniotic sac was found containine
chorionic villi, which had no connection with the uterine cavityv
where, on the other hand. a decidua was found. The cervix con-

tained a mucous plug. The tissue around the rent in the intersti-

tial sac showed advanced fattv degeneration.

The following is another case somewhat similar but inter:
esting in that the patient had been-previously operated on by
Lawsggc$§1§{{9r a tu?al1prggnancy,”?p;§gtgp§}apgggpgpcyﬁpad)reach-
ed the third month. Eighteen months after she bad been onerated
upon for it, she was confined at full term and evervthing passed
off satisfactorilv. Fifteen months affér,she acain became pregs-
nant, and up to the fourth month had no extfaordinary svmptoms,
except that she thoucht she felt the child more blainlv than she
had ever done at the same time in former orqghancies. While per-
forming her household duties. and in the act of stooping. she was
seized with acute. pain and a feéling of faintness. Notwithstand-
ing all efforts to restore her, the patient died in an hour and
a half after the attack of pain and faintness. A post-mortem ex-
amination was made, when the abdomen was found full of blood clots
and fluia.blood{ a large clot was adherent to a portion of the

placenta which protruded from the uterine wall, and when this clot
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was separated it had a quantitv of villous placenta attached to
it. In this caee we.have'the almost incredibly strance instance
of a woman sufferine from tuhbal oresnancy twice, with the still
strancer fact of her having a normal precnancv between the two

occurrences. From the first of her disasters she was saved by

prompfFurgioal interference. and she micht even have been saved
from the second, but there can be no doubt that the poor woman's

doom was sealed before survical assistance reached her. and there

- . ‘. - - -'- '3 c‘
was no time then to effect the interference which was necessarv."
.\‘l-". . L] )v’

The following are the symptoms of a case in wh1ch an operd

../f‘e o <

ation to stop the bleeding was. attempted by Dr.L.H. Dunning. At

N . AN B A IR Al W T,
4-30 pm. on the dav nreceding that on which a ohvsician was called 4
’Lo (IR 4 J N "'o\. u
the patient "was suldenly seized wi{h intense oain throuoh the I
'J .‘.’" : '5" t )‘ ‘ f
uterus and became weak." When the doctor arrived he found the
-"'.r!- k‘eJ‘ - ){. %y

natient orostrated '"but not very anaemic.'" There was no bloody
flow from the uterus. but there were intermittent pains. The
uterus was enlarged and seemincly pregnant. No tumour could be

felt in the pelvis. An oplate was given. The followine morning at

8 am. the doctor found the patient nearly pulseless . The abdomen
was distended, and a boggyv feeling was elicited by digital examin-
ation per vaginam. Operation was commenced,the abdomen being opened
_at'9-45 am. A rent was found in the upper and posterior vortion of

the walls of the uterus. The patient died during the ormeration.The
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patient thoursht that she was two months oresnant. From these cases .

it would seem that ruoture in the interstitial variety occurs at a j

later date than primary rupture of tubal precnancy. Thus. in the

case quoted, (Lawson Tait's) rupture occurred at the 4th. month,
while in the case recorded bv H.L.Dunning, the rupture was at the °
2nd. month, this beinz also the time of rupture in the case related
bv Charles Smith and alreadv referred to. Mr. Taylor/says that the }
usﬁal time of rupture in this form, is from the second to the 4th.
month..Baldy’says that it maylbécur at any time between'thé 3rd.
and the 20th. week, mdxb.dTtan fn 2MoULA. month. A& to tiballcases
Lawson Taltasays that there is no evidence as yet of any instance

soines beyond the 12th, or 13th, week hefore primarv rupture. Baldy

says that rupture occurs some time between the 3rd, and 12th. week

#says "it is believed to be

more often near the :8th. While :Jepson
most commron between the 8th and 12th weeks and to almost always
occur within i4 weeks ', Parry found the time of rupture to be he-
tween the 4th.and 12th. week. J.H.F.Ross?‘statés the average period
of rupture to be the 10th. week of gestation, while Dr.A.J.McCormacﬁ§
savs that the 6th. week is the average time of ruoture. :
Thus while the opinion as to the time of tubal rupture
varies very much, it mav be considered as taking place at anv time i
from a verv earlv period up to the 13th week, or even later when

the presnancy is ‘interstitial. In the case related bv Dr.J.W.Rossy'?
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and already referred to.'the nrecnancv " he savs " could not have
been of lonwcer duration than’ Q\weeks. Another case related bty

Stieberf and an extract of Which i{s eciven in the American Journal
of Obstetrics for September 189056, shows a tubo-interstitial preg-
nancy to have remained to the 6th, month without rupture. As this

case is unusval 1 have made the following extract:- '"The patient was'
married in November 1891. Menstruation,previously regular ceased in

May 1892, and later her breasts and abdomen showed the usual signs |

e . R . e e )

of preznancy. In December 1892 oains in the head and abdomen :breasm
became hard, painful, and secreted a quantity of milk. This lested
eight days, then foetal movements had ceased. In February 1893
painful uterine contractions with a small flow of blood and mem-"
branes and secretion of milk. The abdomen diminished in size and
gradually became hard. In Merch the menses reapvreared accompanied

by pains in the loins and thighs.

On August 20th.the patient, 'a primipara eged 20, entered the
clinic. Examination disclosed a median ovoid tumour the eize of a
foetal head at term, tender,‘irregular and of varvine consistence,
one portion hard another elastic. Moving the cervix laterally did
not: disturb the tumour, pressing the latter forward moved the uterus
also. Median laparotomy by Jeannel on August 26th. showed an unrup-:
tered cysteof the right tube. The tumour was separated Ifem the ad-"

herent omentum and opened.It contained a reddish sebaceous magma andj
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a foetus. Totdl-ex.irpation of the tubal cyst and right ovarv,also

cystic, was followed by ravid recoveyy.

The cornu was normal, ‘as was also the insertion of tke round
licament into the:uterus, not into the wall of the cyst. The ex-
cision of the cvst did not open the uterine cavity. These points
and the fact that tubo-interstitial pregnancies have been known to

coﬁtinue until near term without causine rupture, confirm a diapr-

nosis of tubo-interstitial preznancy lasting fourteen months, with

death-of>the ‘Thetus at-slx'months)®rathadr°¥naf thdf ord presnancy
' A, LYIe o) s xtni,s
in the uterine cornu. The absence of ruptuge is oiplaineé Byfihe

attachment of placenta to the uteringiQHkthe infero-lateral wall of
the cyst."

While the symotoms described are almost always constantlv
nresent in ertra-uterine pregnancies., yet. cases devoid of subject;
ive symptoms sometimés occur. Such a case is recorded in the Trans-
actions of the New York Obstetrical Society by,Dr.H.J.Eoldt{ The
case had advanced to the tenth week. The specimen removed by oper-
ation showed a tubal abortion in brogress, while the embrvo was

found ffee in the peritoneal cavity. Dr.Boldt savs "The vatient did

not have a single one of the characteristic features of tubal gzesta-

tion. The diagnosis was based entirelv upon the pressure of a tumour'

beside the uterus and slight enlargement of this orcan ,extreme an-
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aemia with feeble pulse." Dr.J.Weslev E0vee/re1ates a case in which
he operated and found a ruptured tube containing foetal membranes,
though an examination of all the material removed from the natfient's
abdomen failed to reveal the foetus. The svmntoms in this case were

pallor and nausea, Pulse 140, Temperature 102'6. Other symotoms

pointed to seotic infection of the uterus and its arpendaces. re-

sulting from an attemnt at criminal abortion, which had been made.
A AT P L AL S LS LA SUEAR PR B X Y LY P T R X T
No svmotoms prointinz to extra uterine pregnancv were present.

R I i

bldéhbéis.."

te ealincgei0 Yo losgnuounpoitemhsadlign,
For the: aenorai practitionsr this is a verv

t
important branch of the subject. becaus%)hs a’ %ﬁ e. medl‘ '%&co
9 ok-"
is not sousht at all in the earlv stacss’ bht’ ¥hehl 11 15° sbhvht, it

is the familv phvsician who is consulted, a&d"ﬂ-ﬁj%n“?ﬁh"ﬂhc the
responsibiAA¢v- Uek. o0 diavho3Ini*&he' Cad2 T AN AT AWBY LB wB _

curing the necessary immediate. tsdaihent\iEomethine® hdk adY®aAHy" been

said of the difficulties of diapnos¥s:whbh discldsinkithe: sohbtions
of ectopic presnancyv. but on account of itm imodértance I think it

advisable to consider it more fullv. The subject of diacnosis is

& usually divided into diacnosis before ruoture,and diacnosis after }

rupture of the tube.

Different opinions are held of the liklihood or even the
possibility of beine able to dia-nose cases tefore rupture. Lawson’
Téitlsavs that no diacnosis is possible tefore the preriod of rip-

tdie. for the patients make no demand upon us. He again savs at p.24

» .
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odthe same lectures. "The diagnosis of tubal orecnancy before run-
ture of the tube is nbt easyV..... What svmptoms there are. as in theé
solitarv case where | had a chance of making a diagnosis. are merely?
those of tural occlusion and distension- matters very easy to diag- ?
nose ' He savs that he has never diagnosed a case nrior to rupture, ‘
and adds "Under these circumstances | thin” [ mav be excused for
maintaining a somewhat sceptical attitud~ concernine the correct-
ness of the diagnosis of those who speak so confidently of‘making

certain diarnosis in cases of tubal pregsnancy tefore the period of

rupture." Qthers wio ane v dhe, searasop imivir are Pribe, #Hydiiet and

B
.

e o emma e g o

4 /
McMurtry. all of whom have had large experience of such cases. Price

savs;%xceptionallv. if ever, is the trouble recosnised before rup -

tureV Wylié’savs.”l wish to emphasize the zreat difficulty of diag- }

l

nosiss usuallv when a positive diagnosis is made it proves erroneousﬁ

McMurtrvasavs "No man can diagnose a case orevious to the time of

rupture"

ent opinian. Howard A. Kelly#considers the dia-nosis usuallv verv
easy. BaldyJ;ays that under certain circumstances the diagznosis has
been made a number of times and its correctness verified by subse-
quent operation. Busey‘says "The diagnosis should be made in at

1gast‘85 per cent of the cases. Hanks7says. "96 ver cent can be

i

P
diagnosticated before the end of the third month." Dr.J.F.W.Ross of
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Toronto says," In my experience [ have been able to diaznose unruo-?
tured ectopic gestation." Mr.John W.Taylor’in reolyin> to Mr.
Lawson Tait's ooinion about the nossibilityv of diarnosines tubal
preznancv before runture savs "l can hardlv conceive a tubal rreg-
nancy which could not be felt as a tubal tumour *v the 5th. or 6th,
week: and I believe it will be found, as exverience increases, that
a tubal oregnancyv in its earlv stages is to *e diacnosed with less
difficulty. than at a somewhat later period, when through ruoture,
the tumour has lost its distinctive character.”

The great awkepntpiom gwhiche e Heemi i ld :tb?'e:xib’arA\Jte'rine

pregnancies lately. especialshin to tite. rgthoiloew ® f: the sab.Ject has

given more clear and definite data to so uron in making a diagnosis;
than was known at the time barnes, Parrv and Lawson Tait wrote, andf
i
diagnosis before rupture mav now be reckoned as bv no means a rare |
occurrence. At the same time manv errors,even bv aminent ovnae-

cologists have been made, and some of these will be referred to

later on. ;
i

In considering the diagnosis of ectopnic nrecnancv before m
runture, an important point is the historv of the case. While in t

itself it is not of much value, yet. combined with the sizns obtaind

ed by examination 1qis in manv cases sufficient to form the diag-

nqsis.bThe-history of the case will usually be that of normal preg-|

nancy rlus additional svmntoms. If the patient has been confined

F

¥




'« Darin: The Clinical Manual, iol.V.p.285.

20 H.A.AG[’L/: O;,/. CLt.¢Ol.[], 77.443.



L 66

before, then she mav suspect somethinz wrone from the feelins be-

ing in some respects different from her former exmerience. She

!

mav have pelvic pains which were not nresent in former precnancies,

irregular discharee from vaszina. the discharece occurring after

amenorrhoea and beine darker thar the blood of the usual menstru- f

ation, and. it may be, shedding of a decidua or of parts of one.

On examination of the uterus it is found emntv,and btehind and to

one mide of it,a tumour is found. which., if it is examined from

time to time is found to grow larger. In a normal precnancyv the
womb mav be fixed to one side for a time by former perimetritis,

and there mav be difficultv in decidine whether the tumour is

Feute'fifE orF ext'ral-10fe riie VIR VAP Allch ' e IO Mo U £ Ffound to

contract. then according to Dr.Dakin’ it is cerffir to be a normal t

pregnancy. for a nregnant tube cannot.he says. so far as.is known
contract. Concerning the importance of this svmotom he adds '"Con-
tractions are a most valuable sign, and shou{d alwavs be looked
for in cases where the gravid uterus is possiblv constitutine the
'greater nrart of the tumour: you do not cet contractiorns in an
extra-uterine sac." On the other hand H.A.Kelly says, “This sign
is fallacious as distinct contractions have been noted in the
ektra-uterine sac.” While admitting that contractions of the sac
‘.do 6ccur, this fact does not seem to materiallv imrpair the im-
_portance of the.symptom emphasized by Dakin. The muscular tissue

contained in the sac, ( excluding cases of interstitial preg-

|
|
|




1. Routh: Transactions c¢f the Obstetrical Society of London, Vol.iXI}.

n. 87.



87

nancy), is necessarilv so small that the contractions must be-verv
feeble, and in no wav comparahle to the contractions of the uterus
which take place in normal niegnancv.

A very imnortant symntom in earlv cases is the character
of discharges if thev are present. The occurrence of haemorrhare
in itself is not a svmptom of much value, but if such discharse
is bv examination shown to contain decidua. then this svmptom
taken with the historv is verv valuable. in fact it is thourht bv
some to be pathoenomonic of extra-uterine pregnancy. Dt.Routhlsays
"Wherever you had a vrowing abdominal tumour, while a complete
decidua had been voided ner vaginam, that was 2 case of extra-

*"aﬂ vedYy e - v 2 :
uterine foetation.He also recommends (at p.167 of same vol.)

o Lrorrsl Yo L vere0d 1p9intocadd sAr Yt w03y 4 e
that, in doubtful cases the os should be dilat:d and a little por-
1.3 A T -

tion of the supposed decidua withdrawn and examined under the mi-
croscope.

It is important that any cast or shreds which may ‘e
expelled from the uterus. te examined carefﬁlly to dscertain {f
it is really decidua of an extra-uterine pregnancy and not that of
an abortion. In the latter case if the ovum has been found,of
course there is no difficulty, but if no ovum is discovered. then
a microscopical examination is necessary to find if éhoriohic

villi areé present. If they are present it is a case of ahortion.

,Shreds'of decidua may be also confounded with discharge
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from a case of membranous dvsmenorrhoea. In these cases it is the
history which must be looked to. to zive the necessarv diacnosis.
In dysmenorrhoea,6 we would have the frequency of such attacks des-
cribed tv the patient.Baldv’savs, that the decidua resultin: from

an extra;uterine pregnancv car te distincuished from that of the
normal bv being all decidua vera, and so has a smooth inner surface
and a shaggv outer surface which was attached to the uterine wa11’
the smooth inner surface beinoc untroken bv the attachment of an
ovum. But a case recorded by Dr.W.R.Dakin% shows that this cannot
alwavs be relied upon, even when decidual cells are also foun-d
under the microscope. In this case there was also a swelling found
on. one side of the uterus. The case is verv valuable. in showing
that a positive diasnosis cannot be made. even when we have three
apparentlyv diaqnostic features present. viz.(l)a swellino on one
side of the uterus, (2)a complete decidual cast with a smooth un-
broken inner surface, and (3)decidual cells fdﬁnd undar the micros-
cope. The particulars of the case.{which I give almost in full.as

, o
it is an important one, are as follows:- Age of vatient 27. A

cast was passed having the appearance of a complete linine of the
uterine cavity and triangular in shape. measured 3% inches along
the sides, and 1% inches across the base,(i.e.across the fundal

oértl Averago.thicknessé& of an inch. Attached surface shaszpy,

free one smooth.No sien of implantation of an ovum. "It was obvious.
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ly a cast of the endometrium. and since the history agreed well
with the diagnosis of ectopic zestation. that idea aprpeared the
most likelv exvlanation.” On abdominal examination she was found
to have tenderness in both ovarian recions. and a mass- the fundus
uteri - was felt tehind the pubes, rising just above the pelvic
brim. Bimanually the uterus was found to be enlarsed to twice its
usual size, and was freelv moveable. The left side of the pelvis
was normal. except for some tenderness and slisht resistence.
In the ripht side of the pelvis there was a lump as larce as a‘
hen's eceg. freely moveable, and not very tender, which seemed to
correspdii.to.8h8 ouler tRirzd 8T thel PABIMaANI$H 1 AR BArt of
the tube could be distinctlv traced to this lump from the richt
cornu. There was serum in both breasts. On microsconic examination
the cast was found to be decidual in character. It now arpeared
almost certain that the tube was occunied bv an ovum." Dr.C.J.
Cullineworth a~reed ®ibkh Br. Dakin that it was a case of tubal
pregnancy, and the treatment should be abdominal section.

On abdominal section the lump was removed,with a portion

of the broad licament and the tube adjaceﬁt to it. The lumn con-

sisted of a thin-walled cyst apparentlv in the hilum of the ovarv.

and it peeled out without difficulty. The following is the report
0£.miCroécooica1 examination. "The cvst is lined with granulation

tissue. which contains some blood pigments the remains of nast
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haemorrhare. More externallv there is a laver of larce cells. epi-
thelial in character, and senarated into columns of fibtrous tissue.

These cells are not unlike those of the sunra;renal tody or liver.
and are perhans r‘lféi of the Wolffian bodv. More externally there
is a laver of fibrous tissue. The cast is composed of large cells
with nuclei stainineg well, and resembling decidual cells. There are
numerous spaces, probably btlood-channels, and in places the remains
of-gland tubes."
" "The present case emphasized the fact that the passage
of a decidual cast. or rather of a cast having the character of
a decidual cast, thﬁumhu.aS.hﬁ&nleLXVBGW’vtimnhieSQbid'hbanf'brenl
nancyv was not to be absqlutely relied on as proving the existence
of an ovum in the cenital rassarses of a woman, even thouch a swell-
ing were found on one side of the uterus.”

"When the patfent was last seen the uterus was of quite
a normal size, and the pelvic organs were normal. She was now men-
struating normally." |

This case also shows, that the statement made by Barnes/
that a diagnosis made at the 7th. or 8th week on the followine svmp-
tomsy cannot absolutely be relied on:-(1)the ordinary symotoms of
pregnancv.(é)oain more or less acute in the pelvic region of a soas-
‘modic character, (3)more or less haemorrhagic discharge from the

hiefus. and vagiﬁa. (4)the uterus found rushed to one side of pelvic

'
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brim, and on ovposite side an extra-uterine swelliny of ovoid shaoe.
(6) all these conditions occurring in a short period in a sub ject

hitherto free from symntoms of relvic distress.

Mr. J.W.Taylorlsavs that a very constant and valuable

sign is the nresence of pulsatine vessels felt in the vacinal vzult?
on the affected side, this oulsation not beine so marked when it is
caused by inflammatorvy affections. Other diasnostic svmptoms can
also be found from varinal examination,-for example the condition
df the os. and the presence of a tumour usuallv to one side of and
apart from the uterus. The os {s usuallﬁ soft, some writers say

the same as in neimal 'pregnanay s iRHEIS0OtASTd "BRYPEs &°Pd Wakable to

distincuish between the -38Ptfe8834ud ‘+d CdxfRGtePfre ‘Oresdanct. and

that due to intra-uterine oregnahcv. It is not a sign of much diag- |

nostic value. Eut it is otherwise with the nresence of a tumour out -
side the uterus,~Phis is dn important diagnostic feature. and it is
necessary to consider its shape, position and mobility.

The tubal tumour which can sometimes be detected by vagin-
al examination is usually ovoid in shape, but if bleeding has occﬁr {
red within the tube, then the tumour may be elongated and hard,the |

bleod distendinz the whole tube. |

As to the position in which the tumour is found, it may

be situated almost anywhere around the uterus. The usual site of it

ié laterally and rosteriorly, but it may be situated directly behind
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the uterus or even in front of it. as in a case reported in the

Amerfican Journal of_Obstetrics! At first the tumour is freelyw move—?

able but as it grows it becones fixed and dispvlaces the surround-

ing viscera. The vaginal examination can usuallv be conducted with-'
out causing any pain to the patient. for until ruoture occurs the '
tubal vregnancv is quite insensitive.

When discussing the patholoev of ectopic obreesnancv., it was mention-g
ed.that a haematocele mav he formed before ruonture has occurred tv
a bleedins takins place from the tubal ostium. and that another
tumour is thus formed,which sometimes obscures the tubal tumour

and often makes himanual exapination.‘'impossible, on account of
inflarmation set up tv the Flood. In those cases a diacnosis of
haematocele can be made.

Durineg the bimanual examination the rosition of the uter-
us should be ascertained., as it is an important point when differ-
ential diagnosis is conside:ed. In extra-uterine pregnanrcy it is
usuallv found to be displaced forward or to one side on account
of the praessure of the tubal tumour or a haematocele, and in cases
where bleeding has taken place into the pouch of Dourlas. it may
be disolaced uowards. The uterus will also be found to te increased
in size. but not exactly as iIf pregnant. It is more eloncated and
leaylor séys‘“The enlargcement bears a strong resemblance to th#t of

the subinvoluted uterus after confinement.'" This enlarc-ement must
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if possible be made out. and also a decision formed as to whether
the uterus is emntv or not, without the use of the sound, it not
tein> emploved in anv case until normal precnancv is excluded.

To shortly recapitulate the sions and symptoms which con-
tribute towards forming the diagnosis of extra-uterine pregnancy
before runture,they mav be given as follows,-

(1)A. patient in whom pregnancv is likelv to occur

(2)0Ordinarv signs of earlv pregnancv preceded bty
~(8)a neriod of sterility extending to many vears.
(4)A belief by the patient that she is pregnant.
(5)History of amenorrhoea (one or more menstrual periods having
~32:902 Unnine_osorny) ore ipsi+todndd eAd Yo anoid--sronat L
been missed.
3B FAatt v mgeR Dop AYeY GArnonn, Las mitloa ¢

(6)Historv of a pre-existing salpingitis.

(7)Collickv pains often shooting down the thish with a faint
ARd WeRk' f8eTiny.

(8)Irregular discharges of btlood from vagfna. Distinpuished
from ordinary menst¥ual blood by keiné darker in colour and
comins at irrecular intervals in cushes and with pain,
followed bv,

(9)Tenderness at one or other side of ovum.

(10)Passage of a membrane or shreds during the irresular

" bleedinsgss.

(11)Presence of a tumour in lower part of abdomen.
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These are symptoms which the patient herself mav have noticed. and
be able to communicate to the nhvsician.
$he signs to be made ouf bv examination are the followinsz:
(12)A slightlv enlarced uterus.v
(13)0s soft and cervix natulous.
(14)A small tumour in region of a Fallorian tube at first not
rainful to touch but later
(15)the tumour enlarged and sensitive to touch. and crowing
larrer after each attack of colickv rain.
(16)Pulsating vesseis are felt on véginal roof on one side of
uterus.‘
‘(17)The uteruq mav be found to be dlg Qacod°"’ 30 subled Lo
(18)The uterus emptv.
As illustrating the diagnostic svmotoms’l mayv quote the followinge
case/hhich,was reported as the first case of unruptured prepsnancv
diarnosticated, and ooerated uron in America.-
Dr. Howard A.Kelly was the onerator and the following ware. the
siens on which his diacnosis was based. Cessation of the menstru-
ation for several months, some enlargement of the uterus, the form-!
ation of a cystic tumour lateral to the uterus, the anpearance of .
milk in the breasts, the expulsion of a membrane resemtling a cast

. from the uterus, unusual rains in thes lower akdomen, a shrinkage

of ‘the sac while'under observation.-"a group of signs which is."

i amt B I i i
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Dr.Kellv savs. "found in no other condition than extra;uterine
oregnancy." '"The operation revealed a richt-sided unrurtured
extra-uterine sac. IOZ centimetres long. developed in about the
middle of the uterine tute. The sac on being cut oven. extruded
a shrunken hut well-formed foetus. 12 centimetres long from vertex
to rump.”

The conditions with which an extra-uterine pregnancy
ma: be confounded before rupture are numerous. and the different- .
fal diagnosis will require to be considered. The followino may 1

e taken as includine most of the conditions likelv to lead to

error in diaenosiny an bxt 4ute}1‘lcgest£ffgﬁ.ﬂf"

I T IV
(Pye=salpinx or Sero-salpinx. This is the condition which is
most likelv to be mistaken for an extra-uterine gestation. Here

the history is most important. Was the catient in ill-health be-
fore?.In pyowsalpinx usually there is a history of regular menstru

ation or menorrhagia and so these cases are not so easily confusqdi
i

-with oxtra;utorino gestation, but in double pyosalpinx amenorrhoea
sometimes occurs lasting fof three or four months, and in these
cases the signs and symptoms simulate to a great extent those of
oxtra;Uterino gestation. The greater vascularity and bog-y feeli-f

ing of a pregnant tube may, according to Baldy{ enable one to

differentiate it from a pyo-salpinx. But in these cases the his-

‘ory is what must be most depended on. If the patient gives a
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historv of a former attack of nain a few vears previous. and of
slight pain in the same place since then. then a recurrence of an
old affection may he susvsected, and if there is a history of ruru-

lent vaginal discharge preceding the present trouble, under these

conditions oyo-salpinx is probatle.
(2)Myoma. Here again it is the history which is to be depended on

mostly. The historv usually extends over a longer period, the symp-
toms have come on more gradually, there is no discharz= of decidua
and there are usuallvy no symptoms of early pregnancy, thoush theras
may be serum in the breasts and the os may be softened. A mvoma is
usually harder and more cioséiy conncctod with the uterus than an
ectonic gestation. Mr.J.H.Taylbr/rolates a case in which he made

a mistake in diagnosis from neclecting the history. The case was
diagnosed as a myoma, and on operation it proved to be a peri-tubal
haematocele around an early tubal pregnancy.

(8)Abortion. The diagnosis from this conditioﬁ has already been
referred to. It may be here added that the history of the cass is
very important, and that often ii is all thers is to go upon. The
shape of the uterus may also help. The miscarriage may not yet be
oomplete and in that case, the womb may be to a certain extent
globular, differine from what has already bteen described as the

shape of a uterus in a case of extra-uterine gestation.



77

(4)A retro;fléxed fixed preznant uterus of the second or third
month.

There are seldom haemorrhages in intra;uterina cases., while in
extra-uterine pregnancy haemorrhaze is a common symotom.

In a retro-flexed oregnancy. bladder troubles will probab-
ly he present and the mass is in Douglas's pouch. In extra-uterine
oregnancv a distended tu-e may lie in Douglas’'s nouch.and simulate
the fundus of the uterus. It is very important therefore that the
fundﬁs should be clearly distinguished. If it is not the fundus
which is in the pouch of Doupglas, then whatever it is that lies
there must oush the uterum forwards, the result teine that the fun-
dus is felt above the pub#s, whild the cervix 1odoks sfratght down-
wards. In the reverse case. when ‘{f fs tie 'fundug which & tn the
‘6ouck ‘61 Douglis then by Bfmafual eximinaffon “the ‘cervix May e
found continuous with the tumour, while no fundus is ‘féird above
the pubes.

(6)An anteflexed pregnant uterus. [n these éasos often severe

pains are found in the early months of preonancy, and this symptom

taken with the fact that,the cervix is stretched,thin and lies be-
hind the tumour. makes such cases often confusing and diificult to
dimgnose. [f the round ligament is felt on each side of the tumour
"then {1t m@kes diagnosis easy as proving it to be an anteflexed

pregnant uterus. In those cases in which the diagnosis is not
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absolutelv certain. a careful observation should he kept up, and
the patient kept in bed., for as lon~ as there i{s no uterine dis-

, /
charge there is no need of immediate interference.
(6 )Tumours of the ovary and of the tube. In these there is more

usually an unoccunied space between the uterus and the tumour than
in cases of extra-uterine pregnancy, but it is mainly on the his-
tory’of the case that we can relv in forming a diagnosis.

With recard to the diagnosis of a case in which the
foetus has died without rupture of the tube, H.A.Kelly“says,-"The
absorotion of the amniotic fluid causing a rapid diminution in the

size of the sac, is almost pathognomonic.”

Diagnosis after Rupture. Althoueh diacnosis after
rupture does not as a ru1§ exhibit so much‘difficulty as that befor
rupture, still there are numerous conditions for which it may te

mistaken, and many mistakes have been made. For examole from the

snddenness of the svmptoms.a wrong diasnosis of poisoning has been
made, as was the opinion in the well-known case of the actresé’who
suddeniv fell dead in a restaurant while taking refreshment. A
post mortem was made fn the expectation of discovering a poison,
when by mere accident a ruptured tubal pregnancy was discovered to
bo‘the oadse of death. Twisting of the bowel, or of the nedicle

of an ovarian cyst, or of a broad lirament cyst. or even the ruotur
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of an aneurism, or the presence of a pelvic abscess. have all been
confused with ruptured tubal preenancv.

In diasnosing a case of sxtra-uterine pregnancv after
rupture besides having the symptoms alreadv considered when treat-
ing of diagnosis before rupture. we have others of the createst
value. Of these the most important are:-—a sudden onset of severe
pelvic pain with great abdominal tenderness, and collapse of patien
with feeble or imperceptitle pulse and possitly uterine haemorrhage
These symptoms would lead to an immediate examination of the pelvis,
with the result,that in a case with the above severe symptoms a

pelvic tumour would probably he found, of any size up to t%?t large
. l .- ‘0"3 ’;v‘ 4 .

enough to completely surround the uterus and oro ject above,Poupart'<

B~ 3 c 0 . UL fla BRI T B Y R

.liaament; though if the blood is free in the abdominal cavity, only
an indefin{te mass micht be felt either at one side or posterior to
the uterus. Sometimes however even that may not be present. The

uterus may be found enlargsed, and the cervix ;Sft, while on enquiry

the usual history of amenorrhoea decidual discharge and other symo-

toms already mentioned as occurring in cases before rupture, may be
obtained and a diagnosis arrived at. When a succession of haemorr-
hages occurs the symptoms are generally more severe with each re-

currenco;'lf'tho patient recover from the first rupture, then after

Qomorti-o adhesions form among the intestines, and a douchy mass
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imoressible by the finger is found, thouzh there is no poitting.
This may also be felt by a rectal examination.

Thus the exsiest™ diarnosis of an extra;u;erine pregnancy
is made at the time of rupture. Dr.Howard A.Kelly/savs:- “"The col-
lapsed anxious appearance, the thready pulse and the extreme pain
and abdominal tenderness are characteristic, even though there is

no tumour or perceptible uterine enlargement." Dr.A«T.McCormack %

says that great tenderness in one or both fornices with a sense of
resistence or a mass at one side or behind ths uterus, "with an
anachronous bloody vaginal discharge and a very rapid, soft almost
gaseous pulse, and prostrating pain referred to pelvic recion, is
almost pathognomonic."

"An error in the diignosis of a ruptured extr;-uterine pregnancv in
the earlv months {s most likely to océur in the case of a pelvic
abscess”., Dr.H.A.Kelly relates that in one of his cases, there was
a cessation of menstruation, and an irrogular'return. with sudden
severe pain {n the right side, followed by similar attacks. The
patient was compelled to go to Bod. and showed a decided pallor.
There was a slight elevation of the temperature. The examination
revealed an irregular tender mass to the right of the uterus, free
from the density usually found in pelvic abscess; a diagnosis of
’thra-utefine pregnancy was made, but the operation proved the case

to be one of simple pelvic abscess.
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When the child being extruded into the abdominal cavity
continues to live to the later months, the diagnosis resolves
itself mainly into a question of whether an intra-or an extra-
uterine pregnancy exists. The differential diacnosis between
theée conditions will now be considered.

In an extra-uterine pregnancy du‘kg the later months the
foetus is very easily recocnised thfough the abdominal wall by
palpation, and often by insvection, parts of the child can be
made out. One or more of the limbs can often be grasped through
the abdominal wall between the finger and thumb of the examiner,
as could be done in the second of my cases, in which the less
could be distinctly made out. The:poeltiohidf the child can. usual-
ly be altered by palpation, and there is no sign of contractions
indicatine that a containing sac is present. On vaginal examin -'-
ation the uterus may be discovered in the pelvis distinct {rom
the ehild afid slightly enlarged, this beinz the most important of
~all the signs. A small quantitv of amniotic fluid. with thin
uterine walls has frecuentlyv caused a case of intra-uterine

pregnancy to be mistaken for an oxtra-uterino one .
In all cases of suspected extra-uterine pregnancy at the

later months, it is most important to decide if the uterus is

distlncf_from the pregnancy, before any resort to operation {s had
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Dr.H.A.Kellv,recommonds the followine procedhro to obtain this in-
formation. An anaesthetic is first administered, the cervix is
then grasped with forceps and the uterus carefully drawn down to-
wards the vaginal outlet while palpating its outlines from the
rectum. If the entire uterus can be distinctly outlined in this
way. the ovum i{s clearly extra-uterine. If, on the other hand. the
fundus uteri{ or the uterus itself cannot be found apart from the
pregnancy, then it is highly probable that the case is intra-uter-
ine. An attempt should then be made by careful palpation to detect
if uterine contractions occur. I{f contractions of the sac are ob-
tained theh the great probability is, that it is an intra-uterine
sac. A diagnosis ig alsa-ta Be .made .from = prégnamncy *n *one -horn
of a bicornuate uterus. In this condition the uterus is lop-sided.
Such cases usually end bty the child being born as in an ordinary
case, but at other times, there {is no perfect communication be -
tween the pregnant horn and the cervix. and tﬁen operative meas-
ures are required.

Diagnosis must also be made from pregnancy in one half
of a double uterus, but this is a very easy matter. The speculum
shows the double cervix, and a sound can be passed into the non-
pregnant uterus.

 Cases qf ovarian cyst have been operated on for extra-

uterine pregnancv. The mistake is mos; likely to happen in the
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cases of dermoid cysts. which have a somewhat solid feeling, and
which may contain plates of bone simulating the feeling given to
the hand of the examiner by a foetus. Gareful examination however
on the lines given should prevent such a mistake.

In extra-uterine cases in which the child is dead, the
diagnosis is considerably more difficult than when they are tubo -
ligamentary, but when tubo-abdominal the death of the child does
ngt materially increase the difficulties of diagnosis. In the
tubo-ligamentarv forms, if several months have elapsed since the
death of the foetus, careful questioning of the patient as to the
history of the swelling is necessary and lq'noarly all cases a

history of pregnancy will be obtainod.
R A Jimn L Yeannl o wd REX PR

¢
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Mr.John W. Taylor relate; .3 case JAn nbich hq.nqdq a . wrong

diagnosis, operating for an extra-uterine pregnancy., and finding
a malignant tumour of both ovaries. The particulars of the case

are as follows:-“The patient had a large abdominal tumour which
had been forming for twelve months. Menstruation had ceased from
ihe fi{rst appearance of the tumour. The patient considered her-

self pregnant and prepared for the birth of the child. The medical

man was engaged for the confinement,and at the end of nine months
some kind of spurious labour (or what was taken for such) undoubt-
_ edly took place, but:-nosthiid was born. When I saw her some three

moﬁths later she had rapidly emaciated, there was evening pyrexia,
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and the abdomen was greatly distended by an irregular tumour more

marked on one side of the body. On vaginal and bimanual examin-

atfon the uterus was found to »e independent of the tumour and
empty, and on palpation in the pouch of Douzlas the finger after
displacing fluid felt two solid bodies which resembled the feet
and ankles of a foetus at full term. At the operation there was
malignant tumour of both ovaries with localised ascites and two
moieable maliegnant nodules floating in the pouch of Douzlas. In
difficult cases the evidence may be insufficient to warrant a gey-
#2ln single diagnosis but {t should be sufficient to offer an al-
ternative selection and to guard the surgeon {rom any unpleasant

..qurprises or giificulty-aftar:oneaningathe -abdamenu® : - -

7Y e

Diagnosis of Interstitial Pregnancy. The diagnosis of
this form of pregnancy offers very considerable difficulties_ in
fact Mr.J.WiTaylor says that it is impossible durine life. The char-

acteristics of this form are pain, enlargement of the body of the

uterus especially in the early months, and the fact that rupture

takes place later than in tubal prognancies;according to Taylor/
sometimes as late as the fourth month, and to H.A.Kellyzis late as
the sixth month.

Comolications often occur in extra-uterine cases which



1. Transactions of the Obstetrical Society of Londcon, Vol. XiXIi.

p. 894.



85

lead to great difficulty in diapgnosing them and even to wrone
diagnosis beins madé.' The following is an account of a few suchs
cases recorded at various times by different surgeons with remarks.
Dr.Arthur E.Giles and Ewan J.McLoiﬁ/give the following particulars
of a case in which they made a wrong diagnosis. There had been two
attacks of'pain and vomiting. There was no brown or red vacinal
discharze, and there was no lateral swelling on examination; on the
contrary the swelling was median and hard, and extensive enough to
cause a relative intestinal ébstxuatton. Further the temperature
chart was much more suggestive of pelvic cellulitis than of tubal
gestation., Temperature was 104'Von admission at 6 p.m. while pulse
wis 122. Abdomen qreatlf distendéd and tympanitic. Vagina hot and
dry. Cervix soft and low down compressed against the putes. The
pelvic brim and caiity appeared to be filled »y a hard mass, sit-
uated chiefly behind the cervix, and pressing poth on this and on
the sigmoid flexure. Fundué of uterus could not be recocnised,
owing to abdominal distension. '
Diagnosis :- pelvic cellulitis pfobably complicated by retroflexion

of gravid uterus increasing the pressure effects. For some days

temperature at 101' but in seven days rose to 103'(Saptember ]7th.)
Treatment.. Attempt to push up mass behind cervix, failed. On Sep-

tember 24th. decided to empty uterus and so sound passed. It passed
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three inches and uterus found empty. Diagnosis now extra-utérine
pregnancy with pelvic inflammation. Patient too i1l for operative
interference. Died at 12 30 p.m. next day.

On post mortem '"No coazulated blood in the general peritoneal cav-
fty, but a recently formed clot of walnut size found lying loose
near the sigmoid flexure.

The true pelvis is mainly roofed in by a thick layer of inflamma-
tory lymph of blue -black colour; its cavity is tightly packed by
the presence of an ectopic pregnancy of the left tube. The re-
lation of the parts is as follows:- The uterus is pushed to the
right front of the pelvis; the ectopic gestation sac of the right

tube has developed in the posterior pelvis and hollow of the sa-
crum,the left ovary being thus sandwiched between the sac and the

left posterior surface of the uterus. The right tube terminating
in a fluctuating swelling is also bent backwards, and the corres-
ponding ovary is compressed between the swe}iing and the ri=ht
.posterior surface of the uterus. The gestation sac of ovoid form
12 bv © centimetfes with thick placental tissue supseriorly and
posteriorly. On opening the cavity 2% oz. of sli-htly blood-staina
ed amnjiotic fluid escaped. and a well formed foetus lEFentimetres
in length. The ovary is much contorted by its compression between
the utefus and sac. No abnormality of structure is evident to the z

naked eve, and there is a corpus luteum corresponding to the
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pregnancy."
In this case the difficulties of diagnosis were undoubtedly sreat
thoush even with them, a correct diarnosis was apparently possible.
Sufficient consideration does not seem to have heen given the two
attacks of pain and vomiting, which symptoms mi-cht have sur-ested
(lupture ol ‘the: tubo’g;}an setopic pragnanpy. None of the other
symotoms described were incompatible with that condition. The fact
that the swellin> was median seems to have influenced Drs.Giles
and McLean in forming their first diagnosis, but as has béen
pointed out such a position is sometimes occupied by an ectopic
precnancv. Similarlv as recards the intestigal obstruction,'the
temperature chart and the condition and po;ilibn of the corvix
which'ware the othar svmptoms uoon which the‘uaglaken ;ia;;ogis
was made, all of these symptoms were as }ik;ly‘t;‘be occasioned
by an ectopic preqnan%}'iith‘1nf1ammaiﬁ}y°mihzai;} gblngfén,'than
by cellulitis complicated bv retroflexion of intra-uterine preg-
nanoy. The fear of 1nterrupiing a normal pregnancy seems to have
ﬁoen the reason why a utorinﬁsound was not passed at the first ex-
amination. Had the sound been used then however the diagnosis
would probably have been correctly made as was done at the later
examination.

"~ A case of wrong diagnosis in the earlvy months in which

Dr.H.A.Kelly diaénosticated a case of simple nelvic abscess to be

P e e T
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a case of extra-uterine nreznancy, has already been referred to.
But he relates another caselin which he made a wrong diacnosis.

The svmptoms were sudden cessation of menstruation with severe

pain in the ri-ht side. An elastic tumour 5 centimetres in dia-
meter was present to the right side of the normal uterus. The
stoppage of the menstruation was due to phthisis, Dr. Kelly
diagnosticated the case to be one of extra-uterine pnregnancy, but
the tumour on removal proved to be a corpus luteum cyst.

A case is related bv Damas and Arman&z(L'Obstet., Julv
15th.18¢9.) in which an intra-uterine pregnancy was mistaken for
an extra;uterine_gestation. A tumour smooth and apparently cystic
reached to the unbdi{cus ahy’ was: auch: deflected  to- thecright.. The
tul.ﬁlneonaistld ot a hydramnietio utotufqmnun¢od-on:austrr’much
elongated cervix from which it wisfsopatatOd-by=a.deepﬂgzoove. The
bladder rose hizh above the pubes, it was thick-walled from disease

and its fundus had been mistaken for the fundus of an empty uterus

with a normal but slightly distende§ bladder telow it. The ab-
dominal wound was closed, preghancy went on to term and labour {
was normal.

An extraordinary case of wrong diacnosis is related in :
the British Medical Journal? This case occurred in Sydney, N.S.W. E
|

~ The souﬂd was used and entered the uterus the usual distance. The
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oatient was oﬁorated on for evtra-uterine nregnancy at about the
eizhth month of zestation, and died two days after from Periton-
ftis. The post mortem examination showed that an intra-uterine

foetus had been removed and then the uterus and both ovaries.. The

The upper part of the vagina was ligatured.
[t was related by a member at a meeting of the Glasgow
/ '
Medico-Chirurgical Societv,that Gusserow while remarking on the

ease with which an extra-uterine pregnancy could be diagnosticated,

proceeded to operate pn.y?at he thougkt to be such 3 cagg,,bu;

I Balic i \-v-~

which tgrnod put to be a tg;ge:gugnthsl ggtra-pteyinq pregnancy
with dextroflexion. Numerous othorbga;es have been recg;dgd of
wrong.diacnosis. apd they impress the, syreeon with the pacessity

of usine, gyen;iq apparentlyv simple cages. every meagqﬁqgsgegify-

ing a_diagnosis pefore proceedinz to eperate, . h34- 8
A R T TP o coaRAns T e
Prosnosis. The earlier writers on extraauterine

: 2
prognancy considered the prognosis very unfavourable. Goupil writ-

ing in 1866. after considering the views of Murat, Cazeux, Chailly,

_ Jacquemier and Eianchi comesito the conclusion that "all the cases



I« Parrv: Extra-lterine Pregnanc., 1896.

Ze Bandl:imeritcan cournol of Ovbstretics.bol.xaall, p. 828.

S.Schauta: Ioid. XXvil,n. 472,
4.Byferd: I'bid. KXIvV, n.o 1296.
5. Werder: Ibid. " r. "

B. Jepson: Inid. XXxrr, r. 3827,

7.McCormace: ibid. XikVTl. p. 59.



80

of intra;peritoneal haemorrhage arising from extra-uterine oreg-
nancy end in death." Parrv’found a mortality of 52'6 per cnnt
among 188 unoperated cases. Bandlzfound that %51 cases collected tv
Kiwisch, Hecker and Hennig gave a mortality, uninfluenced by
treatment of 76 per cent. Of 241 unoperated cases collected by
Schauta? the mortality was 68'8 per cent. Veit reckons the mor-
tality, in cases in which a haematocele has formed,as high as from
25 to 28 per cent« But when he come to later writers we cet more
hopeful views as to prognosis. In 1891 H.T. Byfordqsaid ~ The first
considerable haemorrhage noarly alvays kills the foetus and but
seldom the mother,"and he thinks the danger of death from hasmorr-
hage to be very slicht if the patient be kept quiet in bed for a
long tfme. Herdefrthinks a large porcgntago recover even after
intra-peritoneal rupture. Jepsonérecqyds two recoveries out of
€ unoperated cases. |

In the intra-ligamentary variety the prognosis in se-
condary rupture must be cohsidered bad, while in abdominal cases
.Operated on at time of first rupturg the prognosis is good, in
facot Dr.A.T.McCormack7considers that all such cases should re-
cover unless-seen’'tge 1a¥s and that all cases of the intra-liga-
mentous variet§ should recover if properly treated. After the
- second or third haemorrhage,when the placenta becomes attached to

'ihe surrounding viscera, the percentace of recoveries is of course
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smaller, and these cases are always serious.
Until the full time fs reached, tubo-ligamentary preg-

nancy is more serious than the tubo-abdominal variety, for in the
former case, the placenta owing to 4ts hizh attachment in relation
to the foetus is more liable to become detached.Thus it is, that
while in the tubo-abdominal variety the vatient is comparativelv
free from danger after the foetus has left the tube until full
tefm. in the tubo-ligamentary variety secondary rupture and fatal
haemorrhage are likely to occur at any time.

About the fourth month is a critical time in all varieties
for it is then the foetus leaves the pelvis and invades the abdomen,
and in the tubo-ligamentary variety pushing :tha placenta s;ill;
higher in front of it . [In the early montha the most likely, cause
of death is of course haempryhage, shile later. it is septic.
peritonitis.

From the data pgiven above the mortality accordins to

Schauta is 68'8 per cent of all unoperated céses. But this does not

include those mild cases which undoubtedly frequently occur and are

1 r ez

put down to colicbr other ailments. If all cases were considered
the number of recoveries would no doubt be much higher than one -

third.
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Treatment. With the advancement in ab-
dominal surgery, the treatment of oxtra;uterine oregnancy has
undergone great change. While the fear of openings the abdominal
cavity prevailed, little operative treatment was undertaken for the
cure of this disease. As late as 1881 Lawson Taitﬁrefused to oper-
ate for ruptured tubal prgnancy. He says that the bold sugcestion
staxcered him. Since then opinion has so much advanced that oper-

ations for the relief of extra-uterine nregnancy are now undertaken

with as much confidence as other operations on the abdomen. It is

generally agreed that the treatment is essentially operative. Some

writers indeod think that medical tr:atnont should have~ no place
SR e bt N MO S

whatever in the consideration of this disease. Dr.ﬁ R.Dakinzaaya -
YV ~ "‘_ : 8 ,.‘v..“ - . 4

L gy

" As a matter of fact it (the treatmont) islin orinciple, sim-
plicity itself. Directly you make a diagnosis of extra-uterine gestd
ation vou must operate, whaiever the condition of affairs i{s. I
think it may be said that there is no exception to that rule."
D:A.T.McCormack?is of the same opinion, he says:- "All cases of
ectopic gestation should be operated on as soon as diagnosis is

made- before rupture if possible- and in no CaS.w!hQMkd Atrbecdes ya-
‘—, K-".

layed after the first rupture has made diagnosis éértainf
TXEVforning a judement on those opinions we must consid-
)er that ﬁany cases undoubtedly recover under medical treatment only.

Many observers are inclined to tonsider those cases of haematocele
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which under medical treatment an,

without operation recover, as

not being due to tubal rupture, because owing to the difficulty

of diagnosis the tubal precnancy was not recocnised hefoee rupture
Theoretically there does not appear to be any reason why intra-
peritoneal rupture should invariably prove fatal, and it seems un-
reasonable to conclude that because a case ends in recovery that
it was therefore not a case of ectopic pregnancy. Dr.Murdoch
Cameron,has seen scores of cases of haematocele get well under
medical treatment, and although he did not consider them all due
to extra-uterine pregnancy, he evidently is of oninfon that a cer-
tain proportion of them resulted from that condition. Mr.John W.
Taylorlhas seen five or_s;x‘61§55‘6§3fu3§d?§d tuﬁfI"Efegﬂindﬁ
recover without operatfon and he says:. "Pheéte ¢duld be no doubt
of the ge@ﬁtdeﬁeés‘both96f the diseddée and 'of the recovery. indeed.
in one of these cases the rupture of the tube and the traces of
the old haematocede were plainly visible in opening the abdomen
"some two years later." The experience of these two observers is

I think sufficient to warrant iodical treatment being adopted in
certain cases and under certain circumstances.

Probably non-operative treatment would be the most pru-

dent course (especfially by the general practitioner when no sur-

geon {s obtainable) under the following circumstances ;- When a
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haematocele having forhéq the nain is diminishine, the swelling forn
ing the haematocele {s not inCreasiﬁk.in size and the pulse etc.
shows that noffupther bleedine is continuing. These were the con-
ditions in the case of Dr.Robert Allan which I described and which
rebovered without operation.

The operative treatment Is usually divided into that be-
fore and that after rupture, though some writers as Mr.J.W.Taylor'
treat the sub ject under the two classes of (])operations in the
earlier half of pregnancy, and (2)later operations. I think the
division of operations before and after rupture 4s more distinctive
and has not the same 1liklihodd.of causdhg the ciassés to overlap.

1 shall therefere adopt that divisiop- 4b vonsiderinc the-operative
treatment,n:,.- ... Jioo T T et -

TreatmOni’bbfore rupture. The object of this treatment
is to prevent rupture. With this end in view various methods have
been employed, having for their ob ject the de;truction of the life
of the ovum.

Puncture of the gestatfon sac and withdrawal of the fluid,
injection of poisonous substances into the sac and electrical |
puncture have all had their advocates. Winckelzrecommended morphia
injections, and reported five successful cases and two deaths’ He

advocates injections in preference to laparatomy durinc the first
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few months of extra-uterine pregnancv, because both ovaries and
tubes are left remaininz, and the contents of the tube micht even

be absorbed so that the organ could perform its function. If the
patient complained afterwards of pain,,laparotomy could then be
performed. In the two months previous to writing;&Sep%bhber and
October 1891) he had cured two cases by morphine injections into
the amniotic sac. The patients had neither pains nor aches after-
wards. One injection only was made in each case. This method, he
considered, esoeciallv recommended itself to the general practfi--
tioner unaccustomed to performing laparatomy.

Barneslrecompp?ded gp?ctggg @f_}?ehgag, gr.elgggr!c}ty.
The objestion to the treatment by pungture is. the pisk of perit-
omitis of'haemorrhage from injury to largce vessels. AThé f.reatment1
by electricity has had more advocates than that by injection of
poisonous fluids, and numerous statistics of its successful em-
ployment have been publishdd?

The foetus having been killed by these methods, the
products of conception become absorbed, this process being hasten-‘
ed by the electrical current. If the operation is not successful
then no har® has been done and another operation can be performed.

Bucknsto? says: There is no case on record where the proper use

of-olectricity has been followed by bad results."” While Brothers
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2. Transactions of the Cbstetrical Society of London, ¥Fol.ixIX.

p. 503.



96

reports ©0 cases with only one death, and in that case haemorrhage
had occurred before treatment. In two of the cases the electrical
treatment was abandoned and- coeliotomy was performed,one case
proving fatal. "In none of these," says Brothers '"can the electric-
al treatment be accused of doing anv harm." The method emploved

was seldom by electrical puncture, only eight being so treated.

The ma jority of cases were treated by faradism, some by calvanism.,
and seventeen by both currents. Galvanism is recommended in pre-
ference to Faradism., because it better aids in promoting the ab-
sorption of the products of gestation.

The principal objection to the ugse.of electricity-is,that
.after therdeathrf the: foetus a. mass is left that-may inflawe and
suppurate. Suth“a result.of the use-of.galvanism within three.
months has never been reported. Strahan’sayl that this argument
has not much wefght against killing the foetus before rupture, or
even shortly after, for we know that as a rule foetus and blood
ire alike absorbed.

To another objection that the death of the foetus does
not always prevent haemorrhage, Strahan replies that he cannot find
any data to prove this statement. Another ob jection is that the
- placenta may continue to grow, and Taitlwho believed that such is

the case ésks."!f the 1ife of the foetus wete destroyed and the

f
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placenta continued to grow, what advantage could we 2ain?"” Tait
gives several caseg&o nrove that the placenta continues to grow,

and ﬂartLalso cives a case which he thouzht showed zrowth of placen-
ta after death of foetus, but he on further investization changed
his opinion, believing that the increased bulk was not due to -rowth
of placental tissue, but to organization of blood-clot from repeated
haemorrhage into the substance of the placenta.

The case reported by Brothers which succumbed to haemorr-
hage has been quoted as proof that electricity may cause rupture of
the tube. But in this case the sac was found intact, and haemorr-
hage had commencod before the emnlovment of galvanism.

N0, SoADT I . . 3

The ogerativo treatmont Ln cases bofore rupture. other

. SRS

tﬁiﬁ thoSe,formn dlscussed. conSists 1n a choice between vauinal
S T T

.‘;jJr

coogﬁgﬁ%my'ﬁpqhsﬁqdmgéai:sectioq, The advaﬁggggs in favour of coeli-
otomy are supposqqatq be‘fne'[gllqw{n&zf 1aggjshgck. greater safety,
peritoneal cavity “°€-Qqaﬁﬁd294§3?n43°~§°9W534l1t lowesy point, Its
chief disadvantaces are -(Y)occasional insufficient space for doing
the operation, and(2) the liabilitv of injury to the enlarsed and
softened uterus in the dragging of it down to ligature the tube.

The advocateé of abdominal section assert, that, as it is now an

operation the safety of which can be depended on in nearly every

case, aﬁithereforo just as safe as coeliotomy, and as creater room
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and freedom in overatine can ke secured,there is no need to operate

in such a narrow space as the vagsina. These considerations seem to
indicate that abdominal section is the preferahle operation under
ordinary circumstances, and it is the operation most in favour at
the present time.

The overative treatment after ruoture,is also either by
vazinal section or by abdominal section. The objections to coeli-
otomy in cases before ruoture, apply also here. but there is an-

ot.her ob jection. After rupture we have a haematocele to remove and

although we may easilv get at the tube from the uterus, the haem- |

atocele may separate and there may be difficultv in findina it. It

P":'\; ‘ g A I

will probably become ultimatelv absorbed. but this process is sure
to protract the convalescence and is not without risk.
The two onerations so far as safetv coes being practically

the same. most oynecologists adoot abdominal section. Amons those

2 z.|
advocatin> this course are Dr.Arthur T.McCormack.Dr.Howard-A.Kelly, |

Professor Murdoch Cameroﬂz and Mr.John H.Taylor”} The last mention-
ed says :- "By abdominal section the extent and connections of the
haematocele can be accurately explored, the limiting adhesions to
omentum and intestine can be carefully separated or broken throuzh,
and the whole of the operation from becinning to end can be per-

‘formed uﬁder the most favourable conditions for manipulation and

LIpT ST
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cleanliness." Nearly all writers agree that the operation in itself
is a simple one, and this is especially the case when the foetus

is at or near full term. While the overation per se, may be simple
yet many complications may occur. as is shown by the reoorts of
such cases, and often great presence of mind and expedition are
required in performing it. Great judgment is also required in deal-
ing with the placenta. While the majority of cynecolosists advise
that the placenta should be left, some advise that a careful but
thoroush attempt should be made to remove it. Mr.John W.Taylor/
says that in all cases of true abdominal pregnancy it is wise to
remove the placenta.

Another imp&rtaﬂt péint in treatment which has ledrto
muéh‘ZELcﬁ;;iBhliis ih?i;}%;éxftnze:};; %pe;;#I;;.’lﬁ ca;:siwhere
the child has already reached the seventh month and is living, some
recommend delay until the ninth month, with the object of savins
the child's life. If the ch;ld should die durine this time then
immediate operation is advised. Delay has also been advised until
death of child, on account of dancer from haemorrhace. hut very
few now recommend this, as the risks from putrefactive changes are
as great as from haemorrhaee.ff

Operative treatment after rupture in the early months I

“have already referred to. It is cenerally agreed that it should be

at once adopted in all cases with serious symptoms, and continuous
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bleedingc.

As to the treatment of interstitial pregnancv, fhere is
not much to sav. This condition is rarely diagnosed béfore rubture.
If it is, Lawson Tait recommends that the cervicil cénal should be
dilated, the seotum separating the uterine from the gestation
cavitv divided, and the foetus delivered by the nprmélIWay. In caseé
of rupture then the sreatest haste should be made to at once cet
to the site of bleedinz, Tait recommends the removal of the uterus
as the only effectual chance of saving the patient.>Dunnin; reocom-
mends that after the seat of rupture has been.roached, ana'ihe
foetus and placenta.have‘boen extraciod, th€'membrane separating
the uterine bh#ity'frpm-tho~gbstationvcavity should Ee incised,
thus formine a communication bétweeh uierUS’Qﬁd.abdominal cavitv.
The rent in the wail of the uterus should then be sewn up,'after
drainage tubes have been inserted :eiching from the gestation
cavity to the vagina. In rupture of 1nterstitial preznancv, what is
most recuired is expedition in oooratinﬁ and rapiditv in deciding

the proper method of treatment in accordance with the state of

matters found when the seat of haemorrhace has been reached.




