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In gynaecological surgery general anaesthesia 
still enjoys universal popularity, a century after 
the introduction of inhalation anaesthesia. It 

is, however, felt that there are certain cases in 
which some other and safer method of 
anaesthesia would be desirable. In old patients 
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and in those having associated complications 
like cardiovascular degeneration, renal disease, 
diabetes, bronchitis, hypertension, etc., general 
anaesthesia, particularly ether, is not suitable, 
although these complications by themselves are 
not sufficient to contra-indicate surgery. 
A considerable proportion of gynaecological 

operations consist in plastic repair of the pelvic 
floor. The patients suffering from genital pro- 
lapse are mostly elderly and the use of ether 
alone or in combination with other anaesthetics 
makes them more prone to post-operative com- 
plications. 

It was, therefore, decided to give a trial to 

perineo-pudendal block anaesthesia in selected 
cases who were judged not to be good subjects 
for general anaesthesia. The result of this 
anaesthesia was found so satisfactory that this 

method is now being used as a routine in all 
cases of pelvic floor repair by the author. The 
usual objections to local ansesthesia are increased 
time of operation and unsuitability in highly 
strung patients; these do not apply here as only 
about seven minutes are required to induce block 
ansesthesia and the patient usually sleeps 
throughout the operation. In this series no case 
was abandoned nor required any supplementary 
anaesthetic. 
The following technique is used. Premedi- 

cation is induced by morphine sulphate gr. ? 
and hyoscine hydrobromide gr. 1/150 (given 
subcutaneously 45 minutes before operation). 
Strict silence is enjoined and the patient 
instructed to sleep. When she is asleep the 
table is wheeled into'the theatre and the opera- 
tion commenced. The solution for block 

Chart 

Number 

2* 

6* 

lOt 
11 

12+ 

13 

14 

15* 

16 

Age 

50 

30 

60 

38 

40 

22 

50 

34 

40 

48 
45 

20 

22 

22 

26 

21 

Type of 
prolapse 

Nature of 
operation 

Manchester operation 

Do. 

Do. 

Ant. colporrhaphy. 
Amputation of cervix. 
Repair of pouch of 

Douglas hernia. Post- 
colpoperineorrhaphy. 

Ant. colporrhaphy. 
Post-colpoperineor- 
rhaphy. 

Complete 
prolapse. 

Do. 

Do. 

2nd degree 
prolapse. 
Cystocele. 
Hernia of 
pouch of 
Douglas. 
2nd degree 
prolapse. 
Marked 
cystocele. 
Marked Ant. colporrhaphy. 
cystocele. Enucleation of vaginal 
Cyst of cyst. Post-colpoperi- 
post-vaginal ; neorrhaphy. 
wall. 
Complete | Manchester operation 
prolapse. j 
2nd degree Do. 

prolapse. 
Complete Do. 

prolapse. 
Do. 
Cystocele. 
1st degree 
prolapse. 
Marked 
cystocele. 
2nd degree 
perineal 
tear. 
1st degree 
prolapse. 
Marked 
cvstocele. 
Do. 

Vesico- 
vaginal 
fistula. 
Do. 

Do. 
Ant. colporrhaphy. 
Post-colpoperi- 
neorrhaphy. 
Do. 

Do. 

Do. 

Repaired 

Do. 

Result of I 
Recovery anaesthesia i 

Very satisfactory 

Satisfactory 

Very satisfactory 

Do. 

Do. 

Satisfactory 

Very satisfactory 

Do. 

Do. 

Satisfactory 
Very satisfactory 

Satisfactory 

Very satisfactory 

Do. 

Satisfactory 

Very satisfactory 

Uneventful 

Secondary haemor- 
rhage on 9th day; 
recovered. 
Uneventful 

Inflammatory 
effusion left side, 
subsided rapidly 
with sulphon- 
amides. 

Uneventful 

Do. 

Do. 

Do. 

Do. 

Do. 
Do. 

Uneventful 

Do. 

Wound broke 
down. 

Cured 

Remarks 

Emphysema of 
lungs. 
BP 110/70. 
BP 100/70. 
Hb. 55 per cent. 

Large goitre. 
BP 195/95. 
General condition 
before operation 
good. 

General health 
good. 

Do. 

Do. 

Do. 

Do. 

Do. 
Do. 

General health 
good. 

BP 104/75. 
Hb. 50 per cent. 
General health 
good. 

Do. 

* Complained of backache towards the end of operation. 
t Was not asleep at the beginning of the operation and hyoscine hydrobromide gr. 1/200 was repeated. 
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anaesthesia consists of 1 per cent novocaine with 
addition of 4 minims of adrenaline hydrochloride 
to an ounce. An intradermal wheal is raised on 
one side midway between the ischial tuberosity 
and the anus with a fine needle. A 10 cm. long 
needle is then passed through this and with the 
help of the left index finger in the vagina the 
needle is guided to the dorsal surface of the ischial 
spine where 15 c.c. of the solution is injected 
blocking the pudenal nerve as it courses over the 
ischial spine (see figure, plate I). Before 

injection the piston is withdrawn slightly to 

ensure that the needle is not in a blood vessel. 
The needle is then withdrawn until the point is in 
the subcutaneous tissue and is directed towards 
the ischial tuberosity. With the needle in 
constant motion about 12 c.c. of the solution 
is injected on the inner side of the tuberosity 
in a fan-shaped manner blocking the branches 
of the posterior femoral cutaneous nerve. The 
needle is then directed towards the midline of 

perineum and 10 c.c. of the solution injected 
blocking the muscular branches of the sacral 

plexus, then forward on the vulva as far as the 
level of the clitoris and more of the solution is 

injected while slowly withdrawing the needle 

blocking the branches of the ilio-inguinai nerve. 
The results of the anaesthesia and the opera- 

tions are appended in the table which includes 

repair of two cases of vesico-vaginal fistulae 
under this method of anaesthesia. 

Plastic operations for uterine prolapse have 
been performed under local anaesthesia with 

satisfactory results (Peham and Amreich, 1934; 
Griffin and Benson, 1941) though it appears that 
this method has not been given extended trial 

except in certain clinics. The advantages of 
local anaesthesia are too well known to need 
elaboration here. The particular advantages of 
this method in prolapse operations are absence 
of post-operative sickness, reduction of post- 
operative pulmonary complications,, reduction of 
bleeding in the field of operation, and that the 
services of an anaesthetist are not required. Its 
another great advantage in the tropics is that 
fluids can be administered to the patient before, 
during and immediately after the operation : an 

important point in avoiding water and salt 
depletion during summer. ? 

Summary 
General anaesthesia is still widely used in 

gynaecological surgery. Genital prolapse usually 
occurs in the elderly and some of these patients 
are not suitable subjects for inhalation or spinal 
anaesthesia due to associated complications. 
Perineo-pudendal block anaesthesia with novo- 
caine is a safe and satisfactory anaesthesia for 
routine use and has several advantages over 

inhalation anaesthesia. 
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A?Course of internal pudendal nerve over ischial spine. 
B?Branches of internal pudendal nerve. 
C?Branches of posterior femoral cutaneous nerve. 

A?Course of internal pudendal nerve over ischial spine. 
B?Branches of internal pudendal nerve. 
C?Branches of posterior femoral cutaneous nerve. 


