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- wition ogllm head, packing the nasal cavity before the
operation with adrenalin-soaked gauze, the type of anes-
thelie, ete., are not germane to mwy subject, except that
one should conzider [avorably the rectal anesthesin as
administered after the methed of Professor Besley and
Pr. Charchill. The anatomie work was done in the
lahoratory  for experimental surgery of Northwestern
University. | acknowledge the great help of Dra, F. Gur-
ney Stubbe and H. M. Richter in developing the technie.
SUMMARY

The infranasal route is proposed in contradistinetion
to the supranasal route for reaching the tumore of the
pituitary bedy,  The technic in general consists in cle-
vating the nose, cutting the eartilaginous septum, remov-
ing the middle turbinates. deflecting the septum, loeating
the sphenoidal  formmina, biting off the inter\'enim{
altachment of the perpendicular plate of the ethmoir
aml vomer, entering the sphenoid cells and thus reaching
the floor of the sella turcica.

103 State Street.

CYSTOCELR
A MADICAL CURE BY SUTURING LATERAL SULCI OF
VAGINA TO WIIITE LINE OF PELVIC PASCIA *

GEORGE R. WIHITE, ALD,
SAVAXNAHN, GA.
Ahlfelt states that the only problem in plastic gyne-
cology left unsolved by the gynecologist of the past cen-
tury is that of permanent eure of vystocele.
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Fig. 1.~ Altarhmenie of the cagine seen from aboce: (u) aterns
(8) spine of tvehiom; tw) white llne, (v vnging.

\

That these cases recur after operation is too well
known. The lale Panl Numde states that all of his vases
endded in failure and he had given up eperating for that

* Read in the Section on Olxtetrice and Discasss of Women
of the Amerlean Medieal Axsacintion, at the Rixtisth Annual Ses-
~lon, et at Atlanmtle Cliy, June, 1909,
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condition. The reason for failure scems to be that the
notmal support of the bladder has not been sought for
and restored, but instead an irrational removal of part
of the anterior vaginal wall has been resorted to, which
could result only in disappointment and failure.

The support of the bladder may readily be dctermined
in the cadaver by making a suprapubic incision and at-
tempting to push the bladder.qut through the vulva. It

Fig. 2.—Tassing of sutures (1) back of the white iine by Des- |,

champ’'s handle-needle: two sutures In place:
lateral sulcus of vagiua to side of urethen ;
spine of ischivm,

Iocision (b)) from
(¢) white line; (d)

will be found to, rest on the anterior vaginal wall to
which it is slightly adherent. If the hladder be pushed
aside and an attempt made to push the anterior vaginn
wall back toward the perincum its support comes oue
very plainly. [t is attachied to the sym , ubis and

pubic_hones in
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to the uterus. The uterus. being Ireely movable, is no
tmportan tor 1n the case and the real support of the
voaging comes {romn _its attachment to [he white Tine o
the qy!wc fascia and cepecially a thick bundle of hbers
attached to the spine n! f!te lsc!uum nm! rmliifiﬁﬂ: Eilt
on hoth {he anterior ane posterior surface of the vasina.
It the Tibers along the wliife Tine, and especially those

originnting from the spine, be cut across, the vagina
falls down and can be pushed out of the vulva in the
manner of a cystocele. It is. therefore, evident that a
cvstocele is caused by the breakipg lonse of the vaging
[rom the white Iine which can readily occur during
labor and especially in an instrumental delivery.

I have recently had an opportunity to observe the
actual oceurrence of this lesion in a case of instrumen-
tal delivery for eclampsia, in which a laceration run-
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ning nlong the lateral sulcus of the vagina Inid bare the
spine of the ischium, and separated the vagina from its
atlachments. Had the patient lived, she would un-
doubtedly have had a cystocele.

In another case of a young primipara delivered by
forceps without any laceration, except a small tear along
the Iateral sulecus of the vagina, a complete cystocele
developed within a month, although the perineum was
intact and the uterus was in normal position.

In the treabment of cvstocele the object is to renttach
the vagina to the white line of the pelvie fascin, cepecially
at il= origin from the ischiatie spine, which can be done
through the vagina without great difliculty.

Fle, 3.-~Dassing suture behing the white line by the Deschampe
needie ; drawing out a loop of the thread by hook,

T'he vagina is held open by two retractors, the ischi-
atic spine located by palpation, and an incision from
one tos two inches long made through the mucous mem-
hrane, parallel to the white line, and extending well up

the vagina, The bladder is separated from the vagina

by hiunt dissection until the spine of the ischium and
whilte line are renched and ean be felt uncovered heneath
the finger. Hemorrhage is seldom troublesome and can
he controlled by a few minutes’ pressure. ‘Ihe sutures,
whivh are of chromicized eatgut, are paseed under guid-
anee of the fingee by a Deschamps handle-necdle.!

Charles P'eck
snuary, 1906,

1. I make use of A Deschampm nerdle, deseribed b,
in hlul article on cleft paiate, Aunals of Surgery,
xHiL 10,
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The first sulure goes back of the white line just as it
joins the spine of the ischium. The handle-ncedle is
taken off, and cach end of the suture threaded on a
separate needle; one needle is passed from within out
through the median edge of the incision, taking a firm
hold on the vagina; the other needle is passed in a
similar manner through the lateral edge of the incision.
The two ends are then clamped and are ready to be tied.
A similar suture is placed half an inch lower down on the
white line, and when this is in place both sutures are
tied, bringing the lateral sulcus of the vagina in contact
with the white line of the pelvic fascia. :

Should there be any prolapse at the outlet of the
vagina, the incision may be extended down alongside of

the urethra and the vagina sutured to the dense fascia
covering the pelvic hone. The oppoeite side is treated in
& similar manner and when both sides are tied the an-
terior vaginal wall is drawn up in a normal position,
and has no tendency to sag, even when the patient

Fig. 4.—8uturin the
of the vagina to t tied.
coughs or strains. The vagiua reaches across from one
iechiatic spine to the other, without any tension; it
colla when the retractors are remove«.{ and normal
relations of the parts are restored.

The operation is always done in combination with
other plastic operations, and does not interfere in any
way with them, hor does it minimize the caliber of the
vagina, which is 8 matter of importance should exten-
sive denudations be contemplated for a rectocele.

The immediate effect is satisfactory.  There is not
much pain; dysuria, if present, passes off in a few days.
The paticnts get up in from ten days to two weeks.

I have performed the operation nineteen times in the
past three years, always in connection with some other
plagtic operation. No recurrence of the cystocele has
taken place, so far ns I have heen able to determiue,
though gome of the paticnts could not he followed.

‘The operation presents the following advantages:

1. The normal supports of the bladder and vagina
are restored. :

2. There is no sacrifice of tissue.

3. Recurrences are rare and are due to faulty technic
rather than faulty principles.

4. The operation is done without interfering with

any other plastic work about the vagina.
4 Liberty Street, West.

the taternl sonlcus

Fig. 5.—Closing-
white lige. o are

wound ; two . sutures
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ATSTRACT OF JRCUSSION
D. 11, Gran. New Yark City: At the Waman's Hosxpital in
New York we have pussed through a serien of stnges in plan-
tie surgery. 1t wan in this place that Sima began his piastie
surgery, followed by Emmet, Thomas, Peasley and others.
We formerly opernted there on o pinn devised hy Emmet of de-
nuiding the anterior wall of the vagina in evstocele with the
addition of a anture Emmet devised. A demmdation is made
on cither side of the ecrvix and ulro in the median line on
the anterior wall of the vagina, aml when these three deniia-
tiona are brought together the esrvix in pushed into the hollow
of the sacrum. That was the first principle of & suceessful
operation on the anterior wall as practiced in the Woman's
Hompital. This operntion was done for a great many years,
but we had a preat many reenrrences.  Wilhin the past few
years another methad has bheen followed there. and that ie
the method of Dr. .J. Riddle Goffe. Tu this operation a longi-
tidinal incinion is made from the urethra to the cervix on the
anterior wall of the vagine and a transrerse incision along
the cervix. These two incisions open up Lhe entire anterior

wall of the vagina. the bladder is dissected off, which is a very

important point, beeause the bindder wall hecomes adherent to
the anterior wall of the vagina in a way that is viciows. Dr.
White did not mention cystoesle where no traumatism has
occurred. In the unmarricd woman there is no traumatism,
but a gradual loas of the support, and the result is cystocele.
By dismecting off the bladder as practiced by Dr. Goffe, we
find that we get nbmolutely perfect results. He sutures the
base of the bladder to the anterior wall of the uterus with
Lhree fine cntgut sutures to hold the bladder out of place.
The pelvic fascin is brought topether in the same manner as
one does in operating for & hernia.

It scems to me that the operation described by Dr. White is
n very good one hecnune it in based on good principles, but 1
believe that unleas the bladder is at the same time separated
from the anterior wall of the vagina there will bs some
recurrencena.

Dr. C. W. Barrert. Chicago: The principles on which cys-
tocele is treated must he based on the faet that cystocele
or rectocele, or prolapse of the uterus is & hernia through the

Ivie floor. and we must take into consideration the supports
of the pelvie organa nnd the alxlominal orgnns as well. The
viscern, including the pelvie organs, are supported by liga-
ments and then by a limiting wall, and that limiting wall
grows in .importance as it goes downward. The pelrie floor
is in the nnfortunate position of having to play fast and
loose, of having to be a most important part of the abdom-
inal wall, beeause it is the lowest, and it must allow the
pasenge of the child’s head which distends the soft parts
of the peivie floor to the extreme limits of the bony parts;
and these muscles must again contract so as to serve as the
most important part of the abdominal wall. When important
structures run through the abdominal waill, as we see¢ in the
inguinal region. instead of running straight through, they run
through one part. then along the wall obliquely and then
through the remaining portion of the wall. In the lower ani-
mals. the eanal being more oblique, we have less tendency to
hernin.  As the intra-sbdominal pressure increases, the pres-
sure of the internal layer is agminst the external layer. In
anicials that waltk on all-fours, very little of the pressure
contes on the perineal region. In the higher class of animals
and in man the muscles which have no use as tail mauscles
form in the median line the levator ani musele. Occasionaily
in an individlnal we aee, without trauma of the pelvie floor,
that the mmuscle presents almost no fibers meeting in the
median line, so that no support in derived therefroms and a
tendency to hernia in created by resson of atavism of the
muscle. We find that the patient needs o perineorrhaphy just
as badly as the patient who has had a traumatism of the
peivie floor. ‘Ta cure cystocele and rectocele we must do sev-
ernl things: 1. Create a good strong peivie floor, that does not
depend on any skin operation nor on a mucous membrane op-
eration. [t is herniotomy; going in and getting hold of the
levator muscle which han been formed in the upright animals,
but which has been dinplacedt by traummtism or which has
never met in the median line. 2. We must put the vaging out
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of a perpendicular line so that the anterior segment rests on
the posterior. 3. If the vagina is 80 loose that no matter how
good a pelvie floor we make. it would gradually work out over
the perineum, we must do something with the vaginal canal;
and it may Le that this method is a good one. [ have had no
reason to diseard the method of taking out an eliptienl piece
in the anterior wall: not a searifiention, but a deep dissection
of the snterior wall and bringing it together. % We must not
only do these two things, but we must put the uterus out of
line with the vagina. [f we leave the uterns in line with
the vagina it will dissect its way down through the vagins
again,

Dx. I 8. Stone, Washington, D. C.: [ agree with Dr. Dar-
rett that there are two very strong “floors,” or & division of
one floor into two. It is very easy to understand this if we
make a dissection from below or above, that the upper plane_
of this floor. na well as the lower. has strong bundles of
fascia which may be demonsirated. If any one will make thia
diswection they will never fail to utilize it in an operation for
cyatocele. [ ean not understand how anyone. after these sev-
eral years of advanced pelvie work, can continue to use a
method denndation. Suppose we have only this upper “floor,”
as Dr. Barrett has said. If the uterus be left in such & posi-
tion with the amall end forward it will eventuaily prolapse.
But if the uterus be 50 placed that the fundus is forward and
the cervix hackward, and in addition to the eystocele opera-
tion & proper perineal operation be performed, the patient ia
cured,

D=. A. Gorvsronnw, Chicago: About seven years ago I pub-
lished an article, with illustrations of the technie, entitled,
“Intrapelvie and Infravaginal Perineorrhaphy, Without Loss
of Tissue.” I am giad that correct anatomie principles are
finally gaining ground, with the profession, in regard to this
operation; because until recently. this operation was in most
hands a very superficial and incomplete performance, merely
& cosmetic affair, which really improved the condition of the
woman very little. As I pointed out in my first article on
the subject, a German first called attention to the correct
anatomy of the levator ani muscle, and its important function
in this regard. T have wondered for Yyears why it was that
his countrymen did not incorporate his correet anatomio
principles in their aurgienl attempts at perineorrhaphy I
was recently informed by one of them, that it was because
they did not have buried suture material. But we have had
absorbable sutures for a number of years and have been rather
slow in this country in grasping the proper scope. of this
operation, and in bringing an efficient technic into general
use. Recently Dr. Barrett has become active in this matter,
and he practically advoeates the same prineiples, that I have
contended for all these years. The play of normal forces in a
woman's pelvis, is such, that when she strains, thet is when
intrs-abdominal pressure: is exercised. the pressure strikes
the vaginal tube, sideways from above, the body of the
uterus being during the same time, driven forward. in intensi-
fied anteversion.” The anterior veaginal wall is driven against
the posterior vaginal wall, which in turn is or should be
driven agminst the pelvie diaphragm, the levator ani below.
In that manner the vaginal tube ig cloned sgrinst the descent
of anything throngh its lumen by evagination. The bridge
of the levator ani muscle which normally passes from one
side to the other, back of the vagina and in front of the ree-
tum. is best restored when it has been injured, by temporarily
raising the posterior vaginal wall, and then uniting the im.
portant struetures Uy purely transverse buried sutures, and
then adjusting the detached vaginal wall in folds on the new
bridge.

Uterine prolapse in this country being aimost aitogether
in women past childbearing years, or in those who sre willing
to surrender that function, can he treated very successfully
23 & rule, by combining a vaginofixation or s ventrefixation
a( the uterine body or fundus. (by & fibrofibrous union),
with a thorough restoration of the anatomy of the levator ani
muscle as a pelvie floor or diaphragm. Moderate cystoceles
require no other treatment than the beilding up of such a
normal support for them from below. When they are very
marked or large, however, it is usually necessary to attack
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e anterior vaginal wall, also ta give the bladder a new loca-
{ion higher up or on the fundus uteri, where it cnn not agrin
invile the disorder, and to abbrevinte the expanded anterior
vaginal wall. The Intter is hetter done not by resection.
but partly at least, by sliding & flap of one sile under that
of the other side, after appropriate detachment. and denila-
tion, thus doubling thid wall, aver the median arca. where it
was formerly most attenuated.

De. G. R. Wmite, Sacannah, Ga.: [ have been surprised
many times in working out Lhis subjeet to fullow the logic
of many of the operntions recommended for the cure of
cystoeele,  Everything as recommended except repair of the
auntomic suppurts of the bladider. ‘The problem of keeping
the biadder in place ix solved in repairing the shell on whick
it reats. Otherwise 1 do not see how we can expect to cure
cystocele. The point of great importance is that the pelvie
organs nre a unit. It will not do to repanir one part and let
the nthers go and expeet to get u eure. There is no use in
repairing a cystocele awd leaving a relaxed perineum and pro-
lapsed nterus.

THE MACROSCOPIC AND MICROSCOPIC AD-
PEARANCES OF STOMACH CONTENTS

J. W. WEINSTEIN, M. D.
Attending Ihysician to the Gantro-Enterologie Department of the
vanderblit Clinte and the Medienl Irepartment of
the Sydenham 1lospital Dispenxary

NEW YORK

The subject of the macroscopic and microgcopic up-
pearances of stomach contents, especially the former, is
one that hax been neglected by gastrologista, The mo-
moent the examiner secures the coutents e pours them
immedintely into the filter on the funnel for the chemi-
cal examination. 1 have to mect yet the man who care-
fully examines the atomach contents in gross and then
makoa notes of the macroscopic findings. Fven the hest
foxt-books on the discases of the stomach are almost
cilent & the subject. [ myself con judge much better
about the anatomic condition of the stomach from look-
ing at the stomach contents than from the results of the
chemieal examination. [ will illustrate hy ab example.

[lere is a specimen of stomach contents that shows on
chemical examination the following: Free hiydrochlorie
acid, 303 total acility, 603 Inctic acid. 02 starch diges-
tion, ervthrodextrin: pepsin and rennet ferments nor-
il ; hinret positive. What would be the inference? Can-
not tell, as eversthing scems normal. One glance, how-
over, at the stomach coutents will establizh the diagnosis
of the case. The contents present the following charac-
teristics: 1t spouted out with great foree, like a foun-
tain of the stomach-tube. There is a large quantity of
it. It ix very watery, Very little hread in it. Sinall
round granules (starch) are falling to the hottomn. Any-
thing like thir makes the case clear at once. It is a case
of hyperacidity.

I{ere is another example: Stomach eonlents on exami-
nation show frec acidity of 371 total acidity, 73; lactic
acid. 0; starch, amylodextrin: pepein and rennin, nor-
mal : hiuret, positive. What is the inference? Nothing
dictinctive. The case, however, is clearly one of chronie
pastritis of the acid variety. And on gross examination
ihe contents show it at once. There is a lot of mucus in
the contents embedidal within the fond. Contents are
rather profuse and fairly fluid, and 1 would, therelure,
cirmise this to be a caxe of acid gastritis. ~

‘The negative part of the examination is just us impor-
tant az the poxitive. A patient presents himself and tells
of his illness, which lins come on him rather suddenly.
Ile has previously been in perfect health. For past few
woeks he has had a variety of dyspeptic symptome, with
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some loss of flosh and strength, loss of appetite, ete. The
diagnosix of .cancer of the stowmach naturally flashes
throngh the physician’s mind, and he gives the patient a
test breakfast. The chemical examination of the con-
tents gives s normal result, Would any one, in the face
of that history, assert that there is no cancer? 1 hardly
think so. If, however, the stomach contents are exam-
ined macroecopically and found to consist of a clear,
thin, milky emulsion, this being supplemented by & neg-
ative microscopic examination (and | will point out
later what is understood by a negative microscopic pie-
ture), I would not hesitate a moment in pronouncin

this case to be free from cancer of the stomach. 1 shaﬁ
proceed mow to point out the characteristic features of
the macroscopic and microscopic pictures of stomach
contents in normal state and in disease.

NORMAL STOMACIH CONTENTS

[n order to establish fixed clinical pictures we must
have s standard. The stomach contents must be ex-
trncted always sfter a certain time and after a fixed
uniform menl. 1t will never do to compare the appear-
ances at one time of a carbohydrate meal and next time
of a meat meal, ns the two meals will vary considerably
in their appearance. Nor does the same meal look alike
at different periods of digestion. Fortunately the Ewald
tost breakfast is marvelously well adapted to the pur-
pose. Although T am in a habit of giving each stomach
patient two meat mcals as well as two Ewald test hreak-
fusts, and 1 have, therefore, had the opportunity of ex-
amining as many meat menls as [ have examined test
broakfasts, [ have not learned to judge of stomach con-
tents consisting of a meat meal with the same certainty
as of an Ewald test breakfast.

A normal test breakfast, when extracted three-quar-
ters to one hour after it is eaten gives a uniform white
milky emulsion. The particles of bread are very tiny
and they are all of almost uniform size. The contents
are neither too thick nor too fluid. One or two ounces
are sccured without difficulty either by expression
method or by employing un aspirator. There is hardly
any odor to it. On standing 1t will separate into two
lavers which will be almost even in volume, the bread
being at the hottom and a rather turbid liquid at the
top. There is no mucus to he seen in it in gross. [ts
color is white, but may shade off into a very faint vel-
lowish tinge. Having made these observations I pro-
ceed next to pour the contents into the filter. I notice
that the contents pour unifermly. There is no large
aggregate of masses bound together. There is not much
of adherence between the individual particles of bread;
a very slight, almost inappreciable quantity ol mucus.
The contents filter with a fair rate of rapidity and in
five to ten minutes we get 5 to 10 c.c. of contents fil-
tered through.

Microscopic Examination.—A drop of the unfiltered
stomach contents is put on a large glass slide and spread
out evenly to a sery thin layer with a glass rod. The un-
stained epecimen is very uneatisfactory for microscopic
examinations and the kcenest observer will confound
amall starch granules, fat globules, yeast cells, cell nuclei
and blood cells if they should happen to he there. (Blood
cells are extremely uncommon in stomach contents, as
they are digested by the gastric juice and lose their iden-
tity.) 1 have, therefore, discuul'ed the unstained smears
entirely.

The most eatisfactory way of examining it is to use 8
solution of iodin and potassiwin iodid in the following
proportions: potassium iodid, 0.1; resublimed iodin,
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