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months previously. At the confinement the child was born
without intervention, but the placenta was retained, and
had to be removed manually. She stated that she was in
a condition of shock at the end of the labour, and that
her convalescence was slow. The patient was extremely
anaemic. On vaginal examination a soft swelling was felt
protruding through the cervix, and there was a fair
amount of bleeding on handling this tumour. 'The fundus
of the uterus could not be felt in its normal position,
so a diagnosis was made of chronic inversion, and the
patient admitted to hospital for treatmenit. Dr. Dougal
tried to reduce the displacement with a repositor, but was
unsuccessful, and therefore decided to perform Spinelli's
operation, which was really an extensive anterior hystero-
tomy, but he found it somewhat awkward to carry out,
owing to the inverted structures. He had to incise the
anterior wall of the uterus as high as the fundus before
it was possible to reduce the displacement. There were
no adhesions present at the neck of the sac, but the
peritoneal surfaces about the funidus were adherent to
one another, and on separating these he found the remains
of a partially atrophied fibroid, about the size of a bean.
He excised this tumour, and then stitched up the uterus.
There was a good deal of oozing, which he was unable to
control completely, so he was compelled to leave a narrow
gauze drain in contact with the anterior uterine wall.
The vaginal wall was then sutured in the usual way, a
small part being left open for the gauze to pass through.
The patient made an uneveentful recovery, and was now,
three months later, menstruating regularly and losing a
normal amount of blood at these times. There were one
or two interesting points about the case. The inversion
miiight have been caused by extracting a partially separated
plaoenta, but on the other hand it might have been
spontaneous, the fibroid tumour at the fundus of the
uterus playing some part in the process. The failure to
replace the uterus with the repositor was no doubt partly
due to the fact that the anterior and posterior surfaces
of the uterus were adherent in the neighbourhood of the
fundus.

RBptured Uterus.
Dr. C. P. BRENTNALL (Manchester) reported a case (if

ruptured uterus in a woman, aged 38, in her sixth
pregnancy.
The first four labours were normal and at full term, the fifth

was premature, and the child was stillborn. There was a minior
degree of pelvic contraction, the transverse measurements being
normal, and the conjugate slightly reduced; the external coIi-
jugate measured less than seven inches. There were no abnor-
malities during pregnancy, and labour began about the estimated
date. Pains started at 8 a.m., and continued all day until about
5.30 p.m. They were probably not severe, as the woman did r.ot
summon the midwife until the afternoon. There was a prolonged
interval between the pains at this time, and the woman was still
going about the house when her husband returned from work
at 5.30. The membranes ruptured shortly after this, the uterine
contractions recommenced, and she went to bed. She stated that
she bled a good deal during the evening but this was doubtful,
as the midwife did not send for a. doctor until about mid-
night. The pains continued without intermission until 2.30 in
the morning. She was seen by two doctors about midnight, aind
was immediately sent off to hospital with the diagnosis of impacted
breech; there appears to have been no attempt at any operation.
She arrived at hospital at 2.30 in the morning. Labour had then
lasted eighteen and a half hours, and the membranes had been
ruptured nine hours; she was very pale, and in a state of shock.
Abdominal examination revealed the obvious fact that the uterus
was ruptured. The body of the foetus could be felt to one side,
and the contracted uterus to the other. The lower abdomen was
very tender, and she complained of pain in the left shoulder.
The foetal head was quite low down in the pelvis, lying in the
transverse diameter, and there was a depressed fracture of the
posterior parietal bone; the foetus was delivered by craniotomy and
the placenta removed manually. Dr. Dougal had considerable
douibt whether the woman would stand an abdominal section,
but it appeared her only chance. On opening the abdomen he
founid a longitudinal tear of the uterus, extending from about
the attachment of the round ligament, and involving also the
upper part of the vagina. Both layers of the broad ligament
were torn across, but the Fallopian tube and infundibulo-pelvic
ligament were intact. The uterus was removed as rapidly as
possible by panhysterectomy, and the vaginal wounid closed. The
pelvis was drained by a rubber tube inl the lower axngle of the
Incision.
There were one or two unulsulal featulres about thle case.

Ruptures of the uterus were of more frequent occurrenlce inl
the minor than in thle major degrzees of contracted pelvis,v

and they were commoner in multiparae than in primi-
gravidae. But in such cases there was generally a history
of dystocia, and the supposition was that some undetected
injury to the soft parts gives way at the subsequent labour.
In this case the pelvic contraction was of a very minor
degree, the pelvis being of the simple flat variety, and
all the previous confinements had been completed without
difficulty or undue delay. There was no early rupture
of the membranes, and if it was assumed that the secon(d
stage of labour began when the waters broke its total
duration was not more than nine hours. The most unusual
feature of the case appeared to be that the head had passed
the brim, and was well down in the pelvis.

Professor W. FLETCHER SHAW (Manchester) read a note
oni two cases of Wertheim's hysterectomy complicated by
double ureter. The PRESIDENT showed a specimen of
carcinoma of the cervix in a woman, aged 29, and described
a case of adenomyoma of the uterus. Professor J. S. C.
DOUGLAS and Mr. W. W. KING (Sheffield) jointly demon-
strated a specimen of mucocele of the appendix.

ERRATUM.
In the report of the meeting of the North of Englanid

Obstetrical and Gynaecological Society on February 6th (p. 243)
the name "Miss Brookfield" should have been "Mr. R. W.
Brookfield."

UTERINE IMPLANTATION OF THE HUMAN
OVUM.

AT a meeting of the Edinburgh Obstetrical Society held
on February 10th, with the President, Dr. R. W.
JOHNSTONE, in the chair, Dr. JAMES YOUNG read a paper
on the embedding changes in the uterine mucosa as
studied in an early human ovum.
Dr. Young said that the ovum was situated in a coni-

pletely closed implantation chamber, but extending from its
outer surface through the entire thickness of the mucous
membrane there was a narrow stalk of trophoblast which
indicated the track of entrance. Externally it measured
1.5 by 0.77 by 0.6 mm., and the trophoblast consisted of the
usual dual cellular elements. There was no evidence of
the vacuolation of the syncytium present in the Bryce-
Teaclier ovum, which Dr. Young believed to be probably
abnormal. The blastocyst measured 0.44 by 0.3 mm.; it
was filled by mesoblast and there were no villi. The em-
bryonic area was too badly damaged to allow of a satis-
factory study. The ovum in its general features resemble(d
the two earliest ova so far described-namely, those of
Miller and Kleinhans. The maternal changes were similar
to thlose which Dr. Young had described in 1910. To
understand these changes it was necessary to remember
that the uterine mucous membrane was unique among
the tissues of the human organism in so far as its function,
both during the menstrual cycle and during pregnancy,
was fulfilled by a discharge of blood from its vessels.- The
mucosa tllus bled in anticipation and it bled again with
realization. Despite the unique character of this pheno-
menon it had often been believed that the menstrual
bleeding and the bleeding of pregnancy were necessarily
two different processes. In one case it was due to the
ovarian " hormone," whilst in the other it was thought to
be due to the active destruction of the vessel walls and the
mechanical liberation of the blood. But if the bleeding
that was essential to placentation could be accomplished
in this mechanical way, why, it was asked, had there been
built up all the physiological and structural complex,
the obvious function of which was an immediate opening
up of the vessels and a discharge of the blood at the very
regions where the ovum could be expected to appear?
In his previous work Dr. Young professed to have solved
this obvious dilemma by showing that the bleeding of the
menstrual cycle and the bleeding rou-nd the engrafted ovum
were essentially similar anid were due, in each case, to the
response of a specially constructed and specially sensitized
tissue to a biochemical material. He had shown that
during pregnancy the vessels opened up in a way which
was exactly similar to that operating in the premenstrual
phase. His views published sixteen years ago regarding the
essential similarity of the menstrual and placenital "hor-
mones " in so far as the uterine changes were concerned
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