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THE PLACE O VAGINAL HYSTERECTOMY IN PRESENT-DAY ~
GYNECOLOGY* ‘

WO Daxrore, M., BvansToxN, huL.

(From the Department of Obstetrics and Gynecology of Northweslern University
edical School and of the Eranston Hospital)

URING the past few years a number of papers have heen presenied

io this Society upon the technie and indications of total and sub-
fotal hystereetomy and upon the management of prolapse. s a se-
quenee to these contributions 1 wish to diseuss the indications and teeh-
nie of vaginal hystereetomy. While I do not believe that all excisions of
the nterus shuthN«lfﬂmliuw Tl oLmany clinies a greater
Tne tmieht he made of this operation. Until five yours ago- this opera-
Ton was done very ravely hy ug. This was hoenuse, in my-earlier years, -
[ beeame prejudieed against the operation. A few years ago m_yas—"
sociates and I became convineed that a mode of t’reathntA\'vhich Wis,
i1 some cases, very valuable, was being neglected, and that, in ovder to
sive our patients the henefit of the method hest fitted to their individaal®
cases, we should make use ot cither the ahdominal.or vaginal route.

Sinee that time we have doue vaginal hysterectomics 266 Limes.” During -

the same peviod H41 abdominal hystercetomies have hoen performed, This’
will evidenee that we have not displayed the zeal of the ¢onvert in em-
ploying this procedure in all of our work. We beliove, in the light of our -
expericnece up to this time that vaginal hystercetomy ma 7 he. Wisely em-
ploved in a number of groups of cases.. L

TNDICATIONS
T Fanetional bleeding - s ‘

Prolapse S ' ) 07.
Fihroids- - SR ; : 30

Retrodisplaccment L ' o33
Moderate deseensus—outlet relixation 55 .

- Carcinoms of corpus. = -3
' 266

e e S e = - e e i A S e e s sttt S A 7 1 e tea ot i .

functional Bleeding.—-We have done vaginal hystercetomy in 48 cases
‘to ‘eontrol nonmalignant hleeding. Some years ago we-gave up irradia-
tion in these cases except in women in the later forties, as our experienee
showed that the discomforts of a menopause brought on some years
" gooner than it otherwise would have appeared were greater than those.
aceompanying a surgical procedurc. The removal of the uterus vag--
inally, unless the operation i otherwise contraindicated, affords a very
satisfactory method of dealing with this condition. The eervix in many
of these cases i in an unhealthy condition. The ‘operation disposes of

eccological Socicty, .

*Read at the Sixty-Third Annual Meeting of the American Gyn
Asheville, N. C.. May 30 to June 1, 1938.
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best. reserved- for the women who are in or necar the menopausal years.

- relaxation demands attention and an unhealthy cervix is present; . I
_helieve that. at least part of' the relief which follows vaginal hysterectomy

- done for this condition is due to the fact that it disposes of the varicose
veins: of the brodd ligament which so. often aecompany it.. Wee,have,
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it and any needed plastic work can be done at the same time. While
there appears to be reason for believing that, if menstruation is stopped,
the ovaries continue to function but a few years longer, these added
years are usually sufficient to carry the woman to the time at which she
would normally have had her menopause. The women treated in this
way have been far more comfortable than those formerly treated by
irradiation.

Pibroid Twmors—In women in whom parturition has causcd the
uterus to be fairly movable, so that the cervix may he pulled down into
the lower third of the vagina. We would exclude tumors too large to
be easily delivered through the vaginal incision. We have in a few
cases removed by morcellation tumors too large to he easily delivered,
but we prefer in most cases to remove the larger tumors by abdominal
seetion. Certainly moreellation is not an operation for the surgeon un-
skilled in this field. Intraligamentous tumors do not lend themselves to
vaginal removal, and fibroids which have invaded the subvesical space
are not good cases for vaginal operation. TFibroids associated with pre-
vious inflammatory diseasc which has left residues which diminish the
mobility of the uterus and which may have left extensive adhesions, are - .
best excluded from vaginal operation. We have done 30 operations for 0
the removal of uteri containing fibroids. ‘

Rctraduplacemcnt —In women in whom further ch]ldboarmg is un-. .
desired or unwise, whose uteri are heavy and large, and in whom the. :
uterus is fairly movable, this operation may serve a useful purpose. It Jsf

It should not: be done in the. younger women. Often in these cases outlet

done 33 operamons for thiy indication. -
© Prolapse and Descensus—Tn cases in which the uterus protrudes pars
tially ov wholly from the introitus, we, in almost all cases, make use’ of
vaginal thtereelomy ‘An: ocoasiona.l Manchester operation is' done. SR
Rarely, in a feeble old woman 4 Lelort operatxon is employed, and, oe- - 7 SR
cagionally, in-women past childbearing or who are to be sterilized, and e e
|
|

when the descensus does not cause the cervix to pass the mtrmtns, we -0
employ transposition of the uterus, with- or without amputation: of the . -
cervix. Occasionally, in minor degrecs of d%census, the bases of the - -
broad ligaments are detached and fastened in front of the upper part =
of the cervix, often with amputatxon of part-of the: cervix, - In all other
cases vaginal hysterectomy is the procedure of choice.  For extensive )
deseensus or prolapse no form of abdominal suspension is used;- We have

done 97 vaginal hysterectomies for this indication.

Contraindications.—OQur experience has lmpressed upon us that cer- -
tain conditions make it unwise to adopt this method of approach. Ome
of the most important of these is changes in intra-abdominal conditions.
produced by a previous operation. Adhesions of omentum or intestine .
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may cause the operation to be far more difficult and hazardous than it
would otherwise be. Certain procedures, as retrodisplacement opera-
tions and ventral fixations, when the uterus has subscquently come down,
cause vaginal excision to be particularly difficult. We have done a few
such cases. The great majority of these should be attacked [rom above.
Ventral fixation should be an obsolete procedure but upon two of the
women upon whom we performed vaginal hysterectomy this operation
had previously been done. In thesc two cases, although the uterus had
later come down, the clongated hand which connected the fundus uteri
to the ahdominal wall rendered it impossible to deliver the uterus cither
anteriorly or posteriorly. Pressure over the lower abdomen by the hand
of an assistant aided materially in reaching the band at the fundus which
i was neeessary to divide. It is usually wiser to deal with these cases
otherwise than vaginally. When doubt is folt as to the practieability of
the vaginal operation beeause of adhesions, a posterior colpotomy may
he done. If the uterus is of normal, or nearly normal, size, its surface
may be palpated and information ohtained as to the presence or ab-.
wence of adhesions. The operation may continue vaginally or the col-
potomy would he closed and the uierus removed abdominally after com-
pleting any nceded plastie work. In general, if doubt is felt, it ig best
to operate abdominally. ‘ o
It is hetter not to attempt to remove the uterus vaginally if there has
heen a preceding pelvie inflammation sufficiently severe to cause. ad-
lesions of bowel or omentum in the pelvis. A deft and cxperienced op-
crator may deal with these cases but it is usually hetter to attack them-
from above. , R S
We have, in a few cases, removed by moreellation, fibroid tumors: .
which were too large to be delivered  vaginally. This is a procedure
which may be carried out hy one who has developed a _considersble skill -
with this operation but should.not be. attempted by others. 1t is very
useful, if one has misjudged the size of a tumor, for it may be removed
hy moreellation with far loss. trauma to the patient than. would be
caused by forecfully delivering a Jarge ass through an opening of in-
sufficient size. We use it only occasionally. . . : o
In many cases of carcinoma of the corpus uleri the size and mobility
of the uterus would render vaginal removal possible. In addition, many
women with cancer of the uterine body have more or less outlet relaxa-
tion which would facilitate the operation still more. We do not believe,
however, that vaginal removal is wise and have done it in only 3 cases.
In performing abdominal hysterectomy for corporeal cancer, our first
move i3 to place straight clamps close to the uterus on cither side to
prevent careinoma. cells from being pushed into the parametrium
~ through the lymphatics and blood vessels by unavoidable manipulation
of the uterus. The upper part of the broad ligaments cannot be blocked
off if the operation is heing done vaginally until a late stage of the
operation. If there were also a marked descensus, this disadvantage
might be less. The tenaculum in delivering the uterus is a disadvantage
a3 it should be traumatized as little as possible. - In these cases the ab-
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dominal operation is usually preferable. We have not considered
vaginal nystereetomy as o wmeans ol managing carveinoma of the cerviy
ax ot usual means of treatment is ieradiation.,

Grartoe Thwnors- -1 hystereetomy is to be done npon a patient who

also has an ovarian evst, it s asually wiser 1o aperate abdominally, We

have, however, removed @ number ot ¢ysts while doing vaginal hysterce-
tomy.  Cysts of moderate size and whieh ave not adherent may often be
vemoved easily,  In one case unexpeeted adhesions were encountered,
which vendeved the operation morve difficult, but Jid not prevent its
complefion without ineident. Our present position is, that if” hysteree-

——
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tomy s te be done and an ovarian evst s present. undess the eyst iy
freely movable wind ol sieh a size that it may be removed with reason-
able case, and unless the operator feels at home in the vawinal field.
abdontinal seetion is prefevable.  Should cither a dermoid ov a malig-
nant eyst be suspected vaginal approach should not be consideved.  Un-
loss the eyst is small it mst he punctured before removal, which is un-
safe in either of these.  Ieosome Buropean elinies vaginal removal is
practiced even thongh the evst be avge. We prefer a more conservative
attitnde,

In stating o vumber of gquite defintte conbraindieations, we indieate
clearlv that we do not teel that this procedure showdd e used e all
cases. We helteve that the avnecologie surgeon should be master of both

wiw, ; ik 6.

methods, aad that his eliotee of the proeedure to be used in i given case
should be hased wholly upon the conditions found in that case and not
mftuenced by a preference for one or a feeling of inability o ase the
other,
THOHNIC

Mrer drying varioos ways ol doing the operation we hive setiled fairdy well
wpon two procedures.  For the marked deseensus with the aterns protruding partly
or wholly frow the vagina the procedure sometimes called the Mayo operntion, but
which was probahly first done hy J. Riddle Goffe, has been very satisfuctory,  The
techinique of thiv operation has been well deservibed and illustinted Ly George Geay
Ward, 1t is of the greufest importanes that the wterossernd Lgwinents be united
hy trausverse sutures mmd i sule cases in which rhe descensus ic oxteane, that the
pouch of Douglas should be dissccted out, This removes the hernial sue through
which the ucecompanying cuterocele descended and closes the hiernind opening.  Tail-
ure to attend o this estentinl point of techuie may cause @ later protrusion at the
posterior vault. [ailure to appreciate thig Fuact caused one recurrent enterocele,
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the anterior portion of the repair in this case remaining intact. In one other case
u cumplete fuilure occurred necessitating later operation,

The uterosaeral liguments, after being transversely united, must he attached to
the posterior margin of the united broud ligaments in order completely to close the
posterior portion,  The uaterior edges of the united browl ligaments are attached
on either side of the urethrs underncath the vami of the pubes in order to rctain the
bladder. Incontinence or urine may he dealt with as the operation procceds, and, if
Tageinl flaps ave available in the anterior wall, they wre dissected free and united.
A perincal plastic completes the operation. .\ small rubber or gutta-percha drain is
usually used at the mid-point of the sutove line in the vault,

For the cases in which a marked descensus iz not present, it is not necessary to
open the anterior vaginal wall unless incontinence, evstocele, or urethrocelo is pres-
ent for which plastic work is needed. A\ simplo iucision at the lower limit of the
bladder is made. 'The bladder is freed from the anterior uterine wall by scissors dis-

Fig. 7.

section and pushed upward, The anterior peritoneum is opened, or, if it is uot easily
identified, it is left until later. The incision is extended around posteriorly and the
posterior peritoneal pouch opened. The uterosacral ligaments are caught on either
side with clamps, cat and the clamps replaced by suture ligatures. It is better to
replace all clamps at once by suture ligatures for two reasons. Tirst, a clamp al-
lowed to rewmain muy slip and cause bleeding, and, second, the removal of clamps
at omce gives more space and greatly facilitates later work., .\s the uterosncral
ligaments and the bases of the hroad ligaents ars divided the uterus may be
brought lower, and, if the anterior peritoneum has not been opened, it may 1now be
done casily. When sufficient of the uterine supports have been divided the corpus
is delivered. We have found the delivery of the uterus through the posterior vault,
instead of anteriorly as is usually suggested, a very satisfactory measure. TTis was
suggested fo me by Heaney, but I have mince learned that it was done forty years
ago by Joseph Price. It is casier and usually requires less force than delivery an-
teriorly, Two clamps are placed on cither side, and the uterus is removed.
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In closing the » ound, it s best to attnch the stumps of the broad and round liga-
ments and the nterosacral Li;j'ann'uiw,_M@wﬂETgﬁmﬁ
4 suture through the aunterior vaginal wall and pcx'iwflcum, through the stumps of
the broad, round, uud aterosavial ligaments, and jastly through the posterior
peritoncum und vaginul wail.  Thisx =upplies support for ihe vaginal wall and alsu
brings together the peritoncum of the anterior amd posteriov leaves of the broud
lpaments and of the pelvis, thus leaving a good peritoneal covering. Closure is com-
plated by interrupted wutures hetween these two,  Oeeasionully @ suture outside one
or Lol of the two first sutures is seeded to bring the vaginal wall together com-
pletely. Drainnge is needed unly exceptionally. The most annoying bleeding is
waally from the cut edge of the posterior vaginu wall, A temporary suturc is
cometimes used to countrol this. This mode of elosure approximates the vaginal
wialls =0 that the anterior and postevior walis lie smouthly in contaet. Approxima-
fion of the wound in the vault by un antuervposterior suture line disturbs the normal
relationship of the unterior and posterior walls and also may, us the luteral vaginal
structures are drawn inwand, fend to displace or kink the ureter. .\ transverse suture

line is preferable.

RESULTS

In this series of 266 cases there were no Jeaths. - This statement does
not mean that the operation is without mortality and we freely admit,
while every care has been used, that good fortune has also played a
part and we do not expeet to operate indefinitely without mortality.
During the time covered by this veport, 40l qubtotal hysterectomies were
done. In this same period 90 total hystercetomies were done. The free-
dom from symptoms referable 1o the cervix in our vaginal cases has
enused a greater use of the total operation dnring the latter part of this
fime. Of the total mumber of hystercetomies 31.5 per cent were done
vaginally.

The postoperative course of thcsg“_gg;seswl}gi:g'beenWsmgoj;_hg_r‘,»c_)pmphg_

average, than a S yiamber of abdominal hystercetomies.  The ad-
vantage of vaginal attack is most apparent in older women, particu-
larly those operated upon for marked descensus. While the morbidity
was a little greater in this group than in those operated upon by the
simple technie used in operations done for other indieations, vecovery
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has been far smoother than would be expected in a group of similap
age upon whom a combined vuginal and abdominal operation had heen
donc. The fact that in the cases of marked desecnsus or prolapse the
operation is almost extraperitoneal doubtless contributes a great deal to
the smoothness of the recovery,

COMPLICATIONS AND MORTALITY

Cystitis and pyclitis 6 2.249
Postoperative bleeding 4 15 ¢
Phlebitis 2 0.759
Delvic abscess 1
Total morbidity 9.029,
(American College of Surgeons Standard )
Mortality i

s . e e e e e e eln [

In this group we had a morhidity rate of 9.02 per cent, using the
American College of Surgeons standard, that is, a rise to 100.4 per cent
on any two days exeluding the day of operation. An attempt to extend
the applicability of the vaginal route greatly beyond the limitations al.
ready stated would almost certainly be followed hy an increased mortal-
ity and morbidity. This would certainly be so in the hands of operators
not thoroughly at home, in the vaginal field.

An objection which is sometimes made is that the vaginal operation
shortens the vagina. This we find to be true in many of the patients -

‘ ‘operated. upon for prolapse. The shortening is not extreme and in many -
of these older Dpatients is of little importance. In the women operated: -
~upon_for indicationy other than prolapse, in whom the technie shown in
~the illustrations is used, there is no shortening, ‘ o
OPERATIVE. COMPLICATIONS ;

I two cases an injury of the bladder oceurred. ' Both were recognized < -
at-once; the wound elosed, and recovery was uninterrupted. In one case’
“active bleeding Trom. the uterine artery ocevrred due to the slipping ofa
clamp. . This wag controlled hefore serious loss of hlood, There were:

+ cases of postoperative bleeding, In one of these the l)leeding_h&c’l;’f‘f{fn{f'k o
nothing to do with tlie hysterectomy but came from the berineum, upon

whieh a plastic operation had been done. In the 3 others it canie from -
the region of the uterosacral ligaments and was controlled by placing .
a six inch clamp, which was.left for thirty-six hours upon the bleeding
area. Closer attention to'this area in closing the operative wound hag
prevented further bleeding, - R o o

In one case a serious thrombophlebitis followed operation. Recovery
Tollowed conservative management. In one case. a pelvie abseess de-

veloped six weeks after operation. This was opened and recovery fol- - )

lowed. In two patients who were operated apon for prolapse unsatis-
tactory vesults followed. In- one case the anterior portion of the recon-
struction was satisfactory but an enterocele tollowed. This wag an early
case in which the patient was opcrated upon before we had come to ap-

breciate the importance of careful closure of the posterior peritoneal ‘

pouch and the approximation of the uterosacral ligaments,
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Our present opinion is. that vaginal hysterectomy is a procedure of
areat value and that it is worthy of more extended use than it receives
in many clinies today. Strongly to advocate its adoption by oceastonul
operators, or by the general surgeon without gynecologie training would
probably not be to the advantawe of the patients ol these men. While
a clever gencral surgeou may learn the fechnie of this as ol other op-
crations, in the hands of most of the individuals who nmke up thesc
aroups, morhidity and mortality would he too high, 1t is a proeedure
for the gynecologically trained swrecon. It is more diffienlt, in some
cases much more difficult, than the average abdominal hystereetomy.

In cases (o which the operation is well adapted. convaleseence is, on
the average, smoother than in abdominal cases.  Mortality should, m
expert hands, be essentially the swme in wneomplicated total abdominal
hystereetomy and vagimal hysterecetomy. A painstaking vaginal toilet
i« an essential part of either operation, o

Although 1 aseribe a high value to the operation T think that ifs ap<
plication should be kept within logieal limite, I used in cases such
as those discussed under the head of contraindientions, the dangers of -
the operation increase. A carveful evaluation of the anatomie and

yathologie characters of cach case ix essential, and the choice ol the -
l S

route of operation must he based npon o consideration of these,
DISCUSSION

DR, JOSEPH L. BAER, Chicaco, Iiie-When we devide that we e goin o
try out an operation, we try within reasonable limits to muke the patients #t that

operntion until we have had one, two, or three yeurs ol vxpc\r,ionw:withithut"‘op{a;
erntion.  That is entirely justifinble in the hands of men who nre enreful of the - -

altimate welfare of their patients, - Wo did this in our prolupse serien. when wo
worked first with the intorposition vperation. then vaginal hysterectomy, and now -
parametrial fixation, : ' e I
Nevertheless we sometimes give way to departmentnl ronetions. For instance,
vaginal hysterectomy gives wny to total hystercetomy ‘when the supports of: the uterus
ure good, or when the cervix does mot come down reasounbly well. The vaginal ‘ap-
proach is indicated when tho cervix is b and the uteras-ix niabilo, and especially.
when a plastie operation anteriorly or posterinrly, or both, ix necossury. I li_ke
parametrial fixation particularly in those insfances of greater degrees of prolapre
than thoss which Dr. Danforth prefera. Purtial protrusion of the utcrus is usually
protrusion of the cervix, and. I ses no reason for not utilizing purametrial fixa-
tion for that type of prolapse instead of vaginal hysterectomy. We likewise use
“the Le Fort operation more than du Dr. Dantorth and his group. 1 like it for the
clderly worman with the atrophie uterus. , : '
The essentinls of techmic in vaginal hysterectomy are these: [irst, during the
closure of the opening which we have crested ut the top of the vaging, we must
anchor the vaginal vault one way or another. Seeond, when the bladder has pro-
lapsed, bladder and urethra must bhe clevated and the supports prupegly recon-
«tructed. - ‘Third, when there is & decp cul-de-sac, that must be completely repaired.
\Wo do not drain either in the ordimary types or in the prolapsed types, of vaginal
hysterectomy. There should be no neccssity for drainage in the vaginal vault nor

pucking of the vagina.

In the actual technic my associnte, Dr. Reiw, i8 trying to convert me Lo the ampu-

tation of an unduly long cervix after it has been completely separated and before
rotating the uterus on its transverse axis. In that way the uterus is almost ball-

like and can be rotated equally treely anteriorly or posteriorly.
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When the cal-de-sac is opened I think it worth while tipping the table and put-
ting the patient in a purtisl Trendelenburg position. Oceasionally the patient
straing and exerts a little intra-abdominal pressure so that loops of bowel may pre-
sent at the vaginal vault. Tt is simpler to tip the table at that stage of the opern.-
tion than to pack bowel away.

I like the transverse closure of the vault. Ordinarily I do not unite the utero-
sacrals in tho inidline. T do, however, when they are unusually long, or when there
is enterocele.

Our morbidity is more than double that shown by Dr. Danforth, We had one
fatality in a private paticnt of my own which I think it proper to report at this
time. After un ordinary uneventful hystercetomy she developed fever and on the
fourth day we instituted sulfanilamide therapy in rather considerable doses. The
patient developed an intense rash with urticaria, which went on from pink to purple
in color, and in the weck following, in spite of every measure that we could in-
stitute, the termination was fatal,

DR. LILIAN K. P. FARRAR, NEwW Yorx, N. Y.—Dr. Danforth has called at-
tention to other conditions than prolapse that might be operated upon by the vaginal
route. I am glad to learn that he prefers to do a vayinal hysterectomy rather than
apply tadium in functional bleeding in women at the time of menopause., By
vaginal hystercetomy the cervix does not remain o menace for the rest of a woman’s
lifs, as after irradiation of the fundus, and a more comfortablo menopause is se-
cured for the patient if the ovaries are left at operation and not destroyed by ir-
radiation. By restricting the vaginal operation to uteri and to ovarian ncoplasms
that are not so large but that one can be sure of their easy delivery through the
pelvis, to retroversion or to chronic admexa if not adherent, one may do vaginal
ltysterectomy and all needed plastic work in less time than a combined vaginal and
abdominal operation, and with less shock. I believe though that a known or even
suspected- carcinoma of the fundus should be done by the abdominal route with
clamps applied to the sides of the uterus as Dr. Danforth does. :
~ There are several points in technic that I would like to speak of and the first

i3 the closure of the wound anteriorly. Dr. Danforth says, ‘‘The anterior edges of - =

the united broad ligaments are attached on either side of the urcthra underneath -
_the-rami of the pubes in order to retain the bladder.’’ This is never necessary in

- total abdominal hystercetomy, why is it necessary in vaginal hystereclomy? It causesi:’ﬂ. s
- distortion. of the upper pelvic floor, displacement of the ureters and may produce - &

" an enterocele.

The bladder was in its_"n‘ormal position resting upon the uteropubic fascial plane, A
with a split in the faseia which was the boginning of a cystocele. Dr. Danforth . 7 ..
says, ‘‘If fascial flaps are available in the anterior wall they are dissected free and - -

united.”’ " I have never seen a case where these flaps could not be dissected free

.and when sutured- together the constructed fascial plane may then be sutured by .
its posterior edges transversely to the broad ligaments exactly as we.do in total ab-: =

dominal hysterectomy and restore the bladder to its normal position in the pelvis._

The final point is the repair of an enterocele.  This condition has long heen of ©
interest to me since I saw the monumental work of Tandler and Halban (““The ...

Anpatomie und Atiologie der Gemital Prolapse’’). I believe that to repair an
enterocele correctly one wmust dissect it out and suture the uterosacral ligaments ~
together. ' ' _— S :

PROFESSOR LUDWIG ADLER.—Dr. Danforth’s mortality record has been
excellent and T must confess that we have not been as fortunats as he has been.
This may in part be due to the fact that our indications are somewhat different
from Dr. Danforth’s. A great number of his cases were of prolapse or of descensus.
We have used for such cases either the interposition operation or a pracedure similar
to that of Fothergill, or in old women the Le Fort operation. Following hysterectomy -
for prolapse we have seen quite a number of recurrences in the form of hernis
of the vagina, and therefore, prolapse in our country is rarely considered an in-
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dication to perforni u vaginal hysterectomy. On the other hand, we do vaginal
hysterectomy a8 & method of choice in fibroids if the tumor is movable even if the
uterus is double the size of a #Hst, ‘
For the tfcatx?xcxnt of bleeding in a uterus which has no fibroids, I personally
have becn using intrauterine radium treatment, but with so small a dosage that the
troubles of menopuuse do not oceur. It seems to mo that this treatment is less
dangerous than the complications which sometimes follow vaginal hysterectomy.

As to the technie [ usually bring out the uterus from the anterior plica. In some
cuses the procedure of bringing it out from the pouch of Douglas is advisable. If the
uterus is not easily movable or if the uterus is large, amputation of the cervix is use-
ful. If there is difficulty in bringing out the uterus, as in inflammatory cases, or when
large fibroids arc present, wc split the whole ulerus or perform a morcellement.
One point which scems very important to me is that ail the stumps should be placed
extraperitoneally. Furthermore, if we remove the aduexa, we take care that the
cornar suture of the peritoneum catches the infundibulopelvic ligaments. We do this
for two reasons: first, to prevent adhesions, and second, because if there is hem-
orrhage from one of the vessels it can be controlled without opening the peritoneum.
After closing the peritoncum I always tie the stumps to the cormer of the vagina so
that there is u retraction of the vagina which prevents later descent. -

We do perform the vaginal operation as 4 routine vperation for cancer of the body
if the uterus is mnot too large. ,

May I add that personally within the last twenty years I have done nearly all
of my vaginal operations, including uterine cancer, under twilight sleep and local
anesthesia. Tt has not only the effect of lessening the shock of operation, but the-
bleeding is less and the disscction of tissues becomes very casy. o

DR. N. SPROAT HEANEY, Cuicaco, Inr.—Since using ethylens gas for ans .

exthesia I have dome 831 vaginul hysterectomics in nonmalignant disease with 3

fatalities as previously reported. Most of the operations were done- for fibroids.- -
Among these cases were 197 nulliparous patients. Some of these were with intact
hymens so that the hymen had to be incised in order to enter the vagina.. In the.
last 360 vaginal hysterectomies, it was necessary to morcellate 93 times, - In- this.
list I have not included cases of carcinoma of the bedy of the uterus which I prefer
to operate upon rather than to irradiate. Whenever possible I operate upon these
cases vaginally, because they are for the most part elderly women sad will stand a
vaginal operation much better than en abdominal one. T'here has been no mortality
in these cases of caucer of the body of the uterus.. . ... .

For a considerable length of time now I have been operating upon the cases of
carcinoma of the cervix after they have been treated with radium and have healed,
hoping in this way to increaso the-number of ultimate cures. I’ do either a Schauta

or 1 Wertheim on these cases, depending upon the conditions.

DR. DANFORTH (closing) —Recently we have been doing two-thirds of our
hysterectomies by the abdominal route and only one-third from below. The choice
of procedure ia an individual matter. One who has developcq a great dea.l qf sk.xll
can take out slmost any uterus vaginally if he chonses.to de it,  Whether it is wise
to do so from the standpoint of the patient’s safety 1s.another thing and I thln.k
one should choose the operation which is safer for the patient and that causes certain
limitations. ‘

" Transverse closure has a definite advantage in that it does not drag in the walls
of the vagina and is rather les3 likely to produce kinking of the urel';er. ' o

Dr. Adler’s point about bringing the stumps of the ligaments mt? tl'm ’vagmal
~angle is very important. Ve find it useful except when we are dealing mth pro-

lapse.

As our gkill increases with an opersti .
Wo find ourselves sometimes getting & 1
tion, but T think this should not be done un

on we arve inclined to use it more and more.
ttle more liberal in the use of the opera-
til one increases one ’g gkill, :




