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Practically all authorities are 

that Fibroid tumours of the Uterus wh ''p66^ 
or causing any symptoms, should be rem?" ,ge,' 
indeed many go further 

in recomm i- 
aru* 

I 
ablation of a//such tumours whenevp 

? ^ ? 

whether they are causing any svn! ^,SCOvei'ed, 
As to the precise choice of operitini/fi,0'11 .01 no- 

a good deal of difference of opinio ^l'6 *S 

general rule, when such tumours ? 

*" as a 

that they can be completely rp' 
6 s? s^uated 

operation of Myomectomy, without ?tl ^ 

of the whole or a part of the uterus t|G lemova' 

modern opinion would seem to he' ' le/rent^ ?'* 

this method, even though the n '!! .. 

Voui" ?' 

after-results do not appear to be nn'V 
' ? and 

those of the more radical procedure 
1 ? S? as 

Where a considerable differenp? 
? . 

exists is, as to whether it should ?^1Ulon 

general rule to remove 
the whole nf . 

? I1?a('e a 

cervix, by the operation of Pa?)iv f1US 
VV1^1 

is the teaching of an increasing \*evecto,ny, as nS number of the 
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leading English Gynaecologists ; or whether the 
cervix should be left behind whenever possible, 
and the operation of Supra-Vaginal or Sub-total 
Hysterectomy be made the one ot choice, as is 
the teaching of the majority of the modern text- 
books. 
The advocates of the more radical method 

claim these advantages for it :? 
1. That it provides drainage. 
2. That it gives security against unrecognised 

haemorrhage. 
3. That it removes the cervix which may 

become septic, slough, contain unrecognised 
malignant disease, or become malignant later on. 

4. That there is less liability to adhesions 
after the operation. 
On the other hand the adherents of the supra- 

vaginal method assert :? 
1. That it is an easier operation to perform, 

especially in difficult cases. 
2. That there is less danger of injury to the 

ureters, and less tendency to the production of 
cystitis. 

3. That it causes less tendency to prolapse 
of the pelvic contents. 

4. That the primary mortality is slightly less. 
A careful study of all the arguments for and 

against each of these operations would seem to 
show that on the whole the operation of Total 
Hysterectomy has decided advantages over the 
other, if carried out according to the method 
described by Doyen, for by this procedure the 
operation is practically as easy as Supra-Vaginal 
amputation, the risk of injury to the ureters 
and bladder is reduced to a minimum, and as to 
the mortality of the two operations, a study of 
the available statistics shows that in the hands 
of skilled surgeons there is little if anything to 
choose between them: so as this method of operat- 
ing practically gets rid of all the arguments that 
have been advanced against Total Hysterectomy, 
and gives all the advantages of this method it 
appears to be worthy of a more extended trial. 

Curiously enough hardly any of the works on 
the subject that I have been able to consult, 
either by British or American Authors, contain 
anything at all about this operation and of those 
that do the majority give such a meagre descrip- tion as to be almost useless. The best account 
that I have come across is that by Professor 
Herbert Spencer, in his article on Abdominal 
Hysterectomy in the 2nd edition of Allbutt and 
Play fair's System of Gynaecology; and it is to 
this article and also to private communications 
from the same authority, that I am chiefly indebt- ed for the following description of the operation which I feel sure will be found to be superior to 
any other method in most of these cases, and 
therefore I make no apology for giving it some- 
what in detail in the hopes that those who are not 
already familiar with it may be induced to give it a trial. 
The patient is prepared in the usual way for an 

abdominal section ; on the day before the operation 

the vagina is douched with a 1% solution of 

Formalin, and on the morning of the operation, 
as an additional precaution it may be swabbed out 
with tincture of Iodine. A narrow operating table 
makes the operation far easier to perform. The 

Surgeon stands on the left side of the patient, 
who is placed in the Trendelenburgh position. 
A solution of Iodine, 2% in Rectified Spirit, is 
painted over the line of the proposed incision, 
which is placed slightly to the left of the mid-line, 
over the inner border of the rectus muscle, 
which, after division of the anterior fascia, is 

displaced outwards, and the peritoneum opened in 
the line of the original incision. It is better to 

open the peritoneal cavity at the upper part of the 
wound first if the bladder is displaced, or drawn 

up and the incision can then be enlarged down- 
wards afterwards. 
The uterus is seized with the hand or vulsellum 

and drawn out of the wound well over the pubes 
and held by an assistant. If it is found to be 
held down by the Round Ligaments these are 
divided after ligature in the usual manner, and if 

by the Broad Ligaments these are clipped tem- 
porarily near the uterus by two pairs of forceps 
on each side and divided between them. 
The right hand of the operator is then passed 

into the abdomen behind the uterus and the 
cervix felt with the middle finger. The middle 

finger of the left hand is now passed in front of 
the uterus over the bladder and the neck of the 
cervix felt between the two fingers. When this 
has been clearly made out, the cervix is pressed 
backwards by the left middle finger to make it 

project into Douglas's Pouch and with a scalpel a 

longitudinal incision of about 1" is made on to 

the cervix opening up the vagina behind. Make 
sure that the opening is really into the vagina by 
examining with the forefinger. 

The cervix is now seized with a small vulsellum 
and pulled out through the opening as far as pos- 
sible, the mucus wiped away from the os, and the 

vagina divided on both sides close to the cervical 
reflection. A strong vulsellum is now placed on 

both lips of the cervix closing the cervical canal, 
the small vulsellum being removed, the cervix is 

pulled upwards and backwards as much as pos- 
sible and the anterior reflection of the vagina 
divided. The cervix is thus freed from the vagina 
all round. In cutting great care should be taken 
to keep the scissors as close as possible to the uterus 
throughout. The uterus is now drawn up, the 
attachments become stretched and are divided, all 
the while keeping the scissors close to the uterus. 

If the uterine arteries are seen, they may he 

clipped with artery forceps before tliey are divid- 
ed, but generally they are cut first and then 
secured. The cervix is now drawn strongly up- 
wards and away from the bladder, which is then 

readily separated from it from below upwards by 
means of the finger protected with gauze, and the 
vesico-vaginal pouch opened. In some cases it 

may be found more convenient to divide the 

peritoneum across the front of the uterus above 
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the reflection on to the bladder and to separate 
the bladder from above down to a certain extent, 
before proceeding as above described, but usually 
the former method is the best to adopt. 

The uterus is now only attached by the upper 
part of both broad ligaments which are divided 

from below upwards, leaving the Tubes and 

Ovaries behind unless these are diseased, in 

Avhich case they should, of course, be removed 
with the uterus. 

All bleeding points are now secured and un- 

derstitched with fine silk. A purse-string suture is 
next applied to the peritoneum (the vagina being 
left entirely open). The best material to use for this 
purpose is floss silk, size about 4-|, threaded on a 

j> circle needle, held in a fine needle holder. 

This suture is passed first through the cut edge of 

the peritoneum in Douglas's Pouch, then through 
the right utero-sacral ligament, the peritoneum 
over the top of the fallopian tube near its cut end 
(not through the tube itself). The right round 

ligament, the peritoneum above the bladder (in 
two or three places). The left round ligament, left 
fallopian tube, left utero-sacral ligament, and thus 
back to the commencement. The suture is drawn 

tight after the parts have been dried with gauze, 
:ind all free edges of peritoneum tucked in to- 

wards the raw surface, it is then tied and the ends 
cut short. The peritoneum is now quite smooth 
except towards the centra where it is puckered 
in the position of the knot. The passing of the 

purse-string suture is aided by hrst picking up the 
cut edges of the peritoneum at intervals, all round 
with long forceps. 
The patient is now placed in the horizontal 

position and about one pint of hot normal saline 

solution may be poured into the abdomen, which 
is then closed by any of the usual methods, the 
one that I usually adopt being a fine continuous 

catgut suture to the peritoneum, fine interrupted 
silkworm gut to the anterior fascia, and Michel's 
clips to the skin. A sterilized gauze dressing is 

then applied (after painting the wound with a 

solution of iodine in rectified spirit), and kept 
hi place by a many-tailed bandage with perineal 
bauds to prevent it slipping up on the abdomen. 
Jhe clips should be removed on the 8th day at the 
latest, and the patient may get up at the end ot 

three weeks, but not before. 
I have performed 6 operations for the removal 

?f -Fibroid tumours of the uterus by this method 

during the past 4^ months that I have been in 

charge of the Eden Hospital, and have found it so 

much superior to any of the other methods of 

hysterectomy that 1 had previously tried, in 

simplicity, shortness of the time necessary for its 

Performance, and in the immediate after-results 
to remote after-results it is of course too early 

yet to judge), that I always intend to make it my 
r?utine method of operating in these cases. 
The folio win is a brief summary of the 

^ O */ 

cases : 

1. K , Bengali, aged 22, admitted 5th 

1910, for a tumour of the lower abdomen 

she bad noticed for the Inst 8 monfl, i . , 

now double tbe size it was when fi S\ ,H Is 

and is painful at times. Mensh-?nr 
1 observed 

excessive. The tumour reached to 9*'1 \e^ar ^at 
umbilicus. ^ be'?w the 

Operation, 9th April 1910 inn,^; 

Jong. The uterus enlarged to the siz"of 
cocoanut by an intestinal fibroid l-l 

sma'l 

the left tube and ovary (which L/6 j*6' Ult^ 

were removed by Doyen's metbn 1 
& 

A\seased), 
closed inlayers. VcoUry ^S?H.A1bdo{?? 
charged 16th April 1910. -^ls* 

ufh miy 'Sio. 40',*itleJ 
6ft January 1910, and was verv f" T" ?" 
clots were passed ; since that d-itp l!"6]6! no 

plete ammenorrboea. No other svin f 

l< com- 

was Jyiug forwards pushed to the ri!?! U{er"s 
tumour the size of a cricket fTn i^a ̂ ard 
the left and in front. Operation QUt Ar '^ to 

Incision about 4^in. long. The 'nf- 7 
of multifile fibroids, the largest flia 61.us' ^e seat 

mango /on the leftside), Jdof a big 
of a bean, removed by Doven'? 

' 

u i 
Slz? 

covery uninterrupted, except f01- 
m6 

10m' .^e" 
abscess caused by the catgut tin*- l'1 s^tch 
to stitch the anterior fascia tv , 

"Sed 

July 1910. 
' DjscIjarge d 9th 

3' N ' Bengali, afrprl An 

3rd June 1910, for occasional nM _admitted 
Menstruation irregular, free and' ?.m*naJ pain, 
tumour reached to l?in. above th P?1 
Operation, 11th June 1910. Incision V Sy,mPhysis. 
abdominal wall very fat). The u??. hnS (}he 
2 fibroids, one the size of a duolc'? 

US 
jC0ll^"ni,1g 

of a hen's egg, together with 'both" tn^ 
ovaries which were diseased, removed i t^S a 

method. Abdomen closed in layers 
0^en's 

uninterrupted except for a stitch nhJ? Recovery 
to and apparently due to the same mnot&S S1.m*'ar 
last case . Discharged 29th Ju]y ^910*' 

^ tte 

4. Mrs C , European, aged 44 
' 

n,]m;u , 

4th June 1910, for pains in the abdomen ? 
down tbe legs. Menstruation free but 

' 

i" 
Tbe uterus was enlarged to the size of n re?.ujar* 
ball. Operation, 9th June 1010. XneWntfij- '' 

long The uterus enlarged to tbe size of nearlv'"-i 
months gestation, containing n ,i? CtU1J o 

fibroid the size of a tennis ball removed bv^61^^ 
method, Recovery uninterruntpd iv ,3'en s 
7ft July 1910. 

P d' barged 
5. M , Bengali, aged 32, admitted 20th T > 

1910, for scanty menstruation and ,i;a?iV ^ 

micturition. Tumour reached half vvav ^ 
the symphysis and umbilicus. Overn//^ a ~^ leen 
1910. Incision 4?" long. f I ^ 
by multiple fibroids, 7 in all, the lar^Al 

" 

a polo ball, the smaller the size of watant- ? S1Zfi ?f 
with the right tube and ovary which wo .' j??etuer 
were removed by Doyen's method. Rp16 , 

lseased. 

somewhat delayed by a small h-pirmf COvei*v ^as 
formed in the centre of the abit"? whl0,J 
superficial to the anterior sheatli of /if vvou,1(l 

apparently from oozing of some sma? Vbctta- 
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neous vessel, but was otherwise quite uneventful. 

Discharged 30th August 1910. 
6. Mrs. B. , European, aged 38, admitted 

7th August 1910, for a tumour which she first 
noticed 3-1 months ago, pain in the back and 
abdomen. Menstruation regular but free. The 
tumour reached to 2in. above the symphysis. 
Operation, 16th August 1910. Incision 4|in. long. 
The uterus containing 4 fibroids, varying in size 
from a mango to a pigeon's egg removed by 
Doyen's method. Abdominal wound closed in 

layers. 
P. S.?This patient made an uninterrupted 

recovery and was discharged cured on 10th 

September. 


