A SIMPLIFIED TECHNIC FOR ABDOMINAL
PANHYSTERECTOMY

By Epware I1. Ricmarpson, JLID.
Rultimare, M.

{From the Gyneeologic Department of The Jolme Hopling fniversity and Hospital)

OMPLETE removal of the uterus by the abdominal route accord-

ing to any of the proeedures hitherto deseribed with which I am
familiar has not always proved either an easy or wholly satistaetory
operation in my hands. Moreover, my observation of the work of a
number of highly trained pelvie surgeons during the past twenty
vears, torether with the verbal testimony of others, eonvinees me that
I am not alone in this experience. I have witnessed one death on the
operating table From uncontrollable hemorrhage whieh oceurred while
an experienced gynecologzist, possessing uncommon skill and mature
surgical judement, was performing an abdominal panhysterectomy
by a widely practieed technic for complieated pelvie pathology. Ie-
peatedly T have seen other men of merited renown as pelvie surgeons
enecunter annovanee and suffer embarrassment from obstinate venous
bleeding which defied their resourcefulness during the execution of
this operation, Oeeasionally, foo, damage to the ureters has been
observed.  And, in one instance, it was my misfortune a few years
aro to sustain a fatality from fulminating streptococeus peritonitis
within seventy-two hours after an abdominal total extirpation of the
uterus according to one of the best acceredited plans,

Consequently, during the past four years 1 have been endeavoring
to perfect a technie which would be relatively simple, easy of cxecu-
tion and reduce to a minimum the three ehief dangers; namely, (1)
hemorrhage; (2) infection; and {3) damage to the ureters, It is my
belief that the operation presently to be deseribed not only meets
these major requirements but possesses in addition substantial minor
advantages,

Sinee perfeeting the operation, I have made a reasomably compre-
hensive but not exhaustive survey of the literature, because I soon
learned that an astonishingly large number of ingenions and meri-
torious modifieations of standardized procedures have been deseribed,
and it has not been possible for me to serutinize all of them in detail.
I have, however, examined a number of American, English, French,
and German textbooks and systems, and have reviewed closely the
procedures listed in various indices eovering the earlier literature,
as well as that of the past decade, without finding this plan de-



seribed,  IT it later develops, however, that 1 have simply rediscov-
ered a technie which has been previously deseribed by another who
antedated me in workinge along this line, I shall most willinglv admit
his priority of diseovery, and lherewith dedieate this publieation to
his memory and to the advocaey of what 1 believe to be a pood
operation based upon sound surgieal prineiples,

Of historieal interest in connection with the presentation of this
new panhystercctomy feehnie is the fact that this happens to be the
semicentennial anniversary of the first carefully planmed total ex-
tirpation of the uterus by the abdominal route.  On Janunary 30,

1878, W._ A, Frennd fivst performed this operation for eancer of the
uterus by a method which he had ecarefully worleed out upon the
cadaver. Moreover, in the doing of it he made use of the posture
which later was perfeeted by and is generally acervedited to Tren-
delenbere,

Three years later, in 1581, Bardenhower who was familiar with Freond s eaneer
apeeation, performed the first panliystercetomy by the abdominal route for a
myematous wherns,

In Amerien, Dr, Mary A, Dixzon Jones on February 16, 1855 was the fivst to
perform panhysterectomy for wterine fibroids, She first did an abdominal sub-
total hysteveetomy and them romoved the cervix by the vaginal route.



In January, 1888, Dr. L. A. Stimson proposed and earvied oot his epoch-making
contribution to hystercetomy, namely  preliminary ligation of the ovarian and
utering vessels,

The vperation of panhysterectomy was further popularized in these early years
of ita history through the work of W, AL Polk, James Eastman, G. M., Edebohls,
H. J. Boldt and F. Hreg in Ameriea; Trendelenbers, Schoota, Chrobak nmd
notably A, Martin in Germany; ¥. B, Jessett amd Thomas Keith in Great Britain
and by Gouillawd, who was the first to perform it in Fronee in 1301,

Many ingenious and ereditable modifications have been suggested
from time to time since this early pionecer development of abdominal
panhystereetomy until today at least four plans may be regarded as

sufficiently well standardized and widely enough cemployved to be
worthy of brief deseription. In all of these 1 shall omit that part
of the teehnie which deals with the appendages, since the variations
emploved in this part of the operation are irrelevant to the pur-
poses of this communication,

Prax L=—Tho uterine appemdages hoving been appropriantely  dealt with, the
vesico-uterine peritoneum  incised transversely, the Dladder freed and pushed well
down and the broad ligaments laid open to expose the uterine vessels, these are

divided and ligated at the level of the internal oz Btrong- traction upward iz
now made wpon the aterus whiby othe s eperator, using sharp dissection applied



eloge to the eervix, enciveles it repeatedly, each time at o lower level, and divides
all structures attached to it wntil the vaginal vault appears like the top of a
temt, This s first opened at an advantageous point; ballooning oseurs, and
detachment is completed by a cirenlar ineigion elose to the eerviz.  An assistant
follows the knife threughout the dissection applving o hemestat to ench bleeding
veggel and to the vaginal vault at strategie points as it is eot neross.  This
procedure may be aptly deseribed as the peeling-out operation.

A medifiention of this plan i3 to core or ream the corviz out, leaving a thin
eylinder of corvieal tizsue to which the supporting basal ligaments are attached,

Prax IT—The preliminary steps dealing with the appendages having heen
carried out, the uterine vessels divided and Tigated at the loevel of the internal

o8, and the bladder separated from the eervix and earried down sufficiently to
expose the anterior vaginal wall, the eperator new applies a stout elamp paralle]
and close to the eorvix on cither side, embracing in its bite the parmmetrial tisswes
and Dbasal portions of the broud ligaments quite down to the vaginal vault.
These tissmes are now divided, The vagina is opened anteriorly, the cervix is
grasped with a volsella and drawn forward into the pelvis, while its vagmal
attachment ia divided laterally and hehind with eurved scissors or a knife.

Prax IIT—This is the Doyen operation. Without preliminary disposal of the
appendages, the uterns is grasped with a heavy wolsella and drawn strongly wp-
ward and forward over the symphysis, A hlunt instrument ia then introduced from
below into tho vaginn by an assistant and earrvied well up into the pesterior fornix,
Cutting down upen this, the operator opens the pesterior vaginal wall.  Through
this opening the cervix is grasped and drawn into the coldesac. Its vaginal
attachment is then divided laterally and anteriorly, which permits it to be drawn



sharply backward and upward. The bladder is separated from below as it eomes
into view, and the uterine vessels and appendages are dealt with in sequenee as
they are appronehed,

Prax IV,—One other plan, with various miner modifications, Jdeserves special
mention for two reasons: first, beeause it is championed by o number of oxeellont
pelvic surgeons and, wndoubtedly, is a better operation than any one of the three
already mentioned; and second, becsuse the original was devised by an American,
Ibr, J. . Baldwini, of Colombus, Ohio, and published in 1816, It differs essentially
frem the three plans outlined above in the fact that, after the initial opening
into the vaging i3 mode, the index finger or a strong ook §s introduesd to serve
s a puide and aid in completing the eervieal detachment,  Quite different also

im the Baldwin methed of sutouring the rownd ligaments into the angles of the
viging and of elosing the latter by a purse-string suture, which further serves
to invert its eut margin.

Comment—It cannot be denied that each of these plans, az well as
a great many similar procedures that may justly be considered mimor
modifications of these type operatioms, possesses distinetive merit.
Nor ean it be justly contended that the vast majority of total hyster-
ectomies cannot be comfortably and satisfaetorily executed by one of
these established methods, But we are less interested today in the
larger percentage of successes that can be legitimately eredited to the
end-results of an operative procedure than we are in the smaller num-

1Am. Jour, Obst., 1007, 1xxv, 263; Trans, Assn, Obst. and Gynee,, 1017, wxix, 280,



ber of technieal difficulties, complications and failures that persist-
ently erop up to mar our records.  Sueh defieiencies in no ineonsid-
crable number are to be found vecorded in every tabulated statistieal
study of the end-results of abdominal panhystercetomy that I have
reviewed, It is highly improbable, thervefore, that any experieneed
pelvie surgeon will deny that, by any technie now in vogue, oceasion-
ally he finds this operation diffieult of exeeution; that hemorrhage is
frequently troublesome. and oceasionally embarrassing, even to il

extent of jeopardizing one or both ureters in the urgent necessity of
its immediate eontrol ; that measures to eombat or prevent postopera-
tive shocek are now and again required ; that aetual damage to ureters
still oceurs; and that, in rare instaneecs, a fulminating streptococens
peritonitis brings a rapid exodus to his patient and profound mortifica-
tion to himself, Sueh, at least, are my own convietions, which are
based not enly upon personal experiences but also upon the observa-
tions and testimony of a number of exceptionally competeni gyne-



cologists with whom it has been my privilege cither to be assoeiated
or intimately aequainted during the past twenty years.

Consequently I have given mueh thought to the development of a-
simplified technie for abdominal panhystereetomy whieh could rea-
sonably be expeeted to reduee to a minimum these irritating and dis-
astrous oceurrences, with the result that the operation now to be de-
seribed has been gradually evolved. Five features of it were speeifi-
cally designed to achieve this end, namely:

1, Complete separation of the eervix posteriorly, as well as anteri-
orly, below the level of the external os by means of blunt disscetion
applied according to a earefully devised anatomie plan and confined to

its relatively avaseular mid-seetion. The speeific purpose here is not
only separvation of the bladder and reetum but, partienlarly, segrega-
tion of the loosely attached, Fan-shaped lateral plexus of veins on each
side into a narrow zone adjacent to the basal portion of the broad
ligament in front and behind, so that they may be ineluded in a single
elamp to be applied to the latter prior to its detachment, By this sim-
ple device the free bleeding usually encountered in the lower lateral
cervical region, which requires the application of multiple hemostats
and sutures uncomfortably close to the ureters, is completely avoided.

2. Detachment of the divided and ligated uterine vessels from the
lateral margins of the eervix down to the basal portions of the broad



ligaments, in addition to detachment of the bladder and pubocervieal
faseia anteriorly, in order to drop the wreters considerably farther
away, where they are practieally safe from mechanieal injury.

3. The possibility of a postoperative streptococcus peritonitis from
the eervix is reduced to a minimum not only through preliminary sur-
gieal toilet of the vagina and cervix, but also by reason of the faet
thaf at no stage of the operation is the cervix squeezed by the applica-
tion of foreeps to it; nor is it at any time drawn into the pelvie cav-
ity ; nor is either a finger or hook introduced into the vagina adjacent
to the cervix to serve as a guide in detaching it. Only the knife en-

ters the vapina, and this is disearded as soon as the vaginal detach-
ment s completed.

4, By means of a specially devised angle suture the severed basal
segments of the broad ligaments and the uterosacral ligaments are
firmly anchoved to the lateral angles of the vaginal vault in such a
way as to guarantee its adequate support. The usval round ligament
attachment to the vaginal vault is, of course, also utilized.

d. The complete absenee of hemorehage, which is accomplished with-
out the application of multiple clamps and sutures, greatly simplifies
the techmig, and permits perfeet exposure of the field at every step, so
that an accurate anatomie dissection is carried out with ease and ra-



pidity and without fear of damage to the ureters. The time required
for completion of the operation is, therefore, substantially reduced and
the danzer of surgical shoel is eliminated.

TRECIINTE OF TIHE PERATION

1. The Lladder and rectom should be cmpty.  Preliminary thorough sorrical
toilet of the vulva, vaging and cerviv iz first carried out. In addition, the cntive
vaging, vaginal portion of the cerviz and, particularly, the external os and ecervical
eanal are thorenghly treated with the official tineture of iodine, twenty per eent
merenrochrome or Seott’s solution.  The cxternal oz iz then tightly elosed by
aseptic suture and o dvy sterile gooxe pack is introdoced into the vaging, one end
of which is left outside to which o elamp is attached so that it ean be readily
withdrawn just befove the vaging is opened above. The vseal surgieal toilet of
the abdominal wall iz then made and the stevile draperies are properly arranged.

2, A lower midline incision iz made from the svmphysis to the umbiliens,

A Adeguate oxposure of the pelvis iz secuved threougl wse of the Trendelenberg
posture, tegether with the judicious use of wet gauze packs.

4. The body of the uterns is now grasped firmly with an appropriate instrument
and lifted well up, provided only that its pathology is known to he benign in
character,

If, hwowever, malignaney has been demonstrated or is buspected, the operation
must be medified to include removal of both tubes and ovaries, and it i3 partie-
ularly stressed that ne compression whatever should be applied to the uterus,
either by instruments or by the surpeon’s” hands wntil ita extrinsie blood and
Iymphatic channels have been absolutely Blocked by ligation and division of its
four cardingl cirenlstory trunk systems, numely, the twoe ovarian and the two
uterine, This I believe to be a sound and effective precaution against the possible
dissemination of malignant cells by squeesing them out into adjacent vaseular
Currents,



§. A transverse, crescentic incisiom is mow made through the vesico-uterine
peritoncum ot the upper margin of itz loose attachment to the wterus and is
carried laterally on each side to the utering attachment of the round lgament

6. Into the angle of this ineksion om each side the index finger is introdoced
and burrowed bluntly through the loese aveolar tissue of the uwpper portion of
the bread lignment, perfornting its posterier layer clese to the uterus and below
the level of attaelment of the vound ligament, the fallopian tube and the uwtero-
ovarigy lignment,

7. This aperture iz bluntly enlarged sufficiently to permit the approximation
of these throe structures to Torm a single pedicle, to which twe stont elamps are
applied, and amputation is dove between them eloge to the uterns,

8 Transfixing lgatures replace the two elamps on the severed appendage stumps,
while the twoe applied to the comnua of the uterus are heneeforth wsed as tracters
The ofiginal instrument with which the body of the uwterss wag grosped for the
purpose of elevating it is now removed,

9. Traction wpward wpon the wterns now brings clearly into view the shkeleton-
iwed uterine vessels, which are elamped and divided on each =ide at the level
of the internal os. Ligatures now replace the clamps on these vessels, care being
exercized not to inelwde any eervieal tisspe in passing the needle,

10, The zevered uterine vessels may mow with ease and -safety be bluntly
dissected away from the eerviz down to the point of their cmvergence above the
thick bagal segment of the broad ligament en each side.

11, The uterns is now drawn strongly upward and the bladder is easily sepa-



rated by Dblunt disseetion with the gause covered index finger first from the
eervix and then from the anterior vaginal wall well down below the level of the
external os,

In most instances the line of elenvage along the course of least resistance here
ie hetween the Lladder and the pubocervical (subvesieal) Iaver of fuscis, so that
after the bladder las been pushed well down close inspeetion of the cervix
anteriorly will disclose that it iz eovered by a thin but definite layer of fasein.
It is in thiz fascia that the troublesome vaseulor plexus is contained, Tf now
a T-shaped incision be made through thé faseln with the transverse cut a little
Lelow the level of the internal os and the vertienl one over the middle of the
eervin, the fascia layer together with the vessels may be easily freed from the
cervix with the index finger and pushed laterally on each side, so that the
vessels are nieely segregated adjscent to the basal segments of the broad lipaments,

Steps 10 and 11 serve further to drop the ureters well awny from the eervix

where domage to them i3 semrcely possible, if wewsonable care i3 exercized in the
subsequent application of elamps and sutures,

12, Strong traction upward and forward iz sew exerted upon the uterns, and o
transverss incision js made throsgh its posterier peritoneal reflection one centi-
meter above the level of attaclment of the two. uterosseral ligaments, The lower
peritoneal flap resulting s quite firmly attached to the posterior wall of the
cervin, aund sharp dizsection vertieally downward for at least two contimeters js
neeessary in ovder to free it sofficiently to permit introduetion of the left index
foger,  Below this level the peritoneal and reetal attaclment is quite losse and
blunt disseetion is now utilized, first to free the peritoneum from the eerviz, and
iy eontinwed downward to release the rectum from the vaging below the level of
the external ox. Bleeding does not oecur in this step of the operation, if care is
cxereised not to carry the dissection laterally on either side into the broad ligament
BOTL,

13, If the wterus now be lifted well up, the two index fingers nay readily be



apposed below the level of the vaginal portion of the cervix by invagination of the
anterior and posterior vaginal walls respectively, thus demonstrating that the
bladder and rectum have been freed from the vagine swfficiently low down,

14, The twe uterosaeral lizaments are now elamped, divided and ligated close
to their cervienl attachments,

15, The dense basal segment of the Broad liganment on each side, together with
the vazeulnr plexus wdjacent to it, whieh has been segregnted throwgh the earlier
blunt dissection enrried out over the ecntral zone of the cervix in front and
hehind, may now be ensily grasped cloze to the lateral border of the eervix,
divided and securely ligated, the clamps being removed,  If the cerviz is elongated,
this step has to be repeated at a lower level,

16, The vaginal vault now ecomes up into plain view on all sides and the sterila
rauze vaginal pack s withdrown from below, Note that even at this stage of
the operation there are no elamps in the pelvis and that we tronblesome hemor-
rhage has been encounteved,  The anterior vaginal wall is ineised, the vaging

promptly balloonz and the fveizion iz extended around the eecvix, four clomps
being applied to the vaginal vault as it proeceds; one asteriorly in the midline,
ome laterally to each angle and ene posteriory in the midline, as the entive uteros
is lifted out of the pelvis, withowt the cervix at any time having come in contact
with any intrapelvie tissoe.

17. Bpecial angle sutures now replace the twe angle elanps as follows:  the
needle is first passed through the anterior vaginal wall into the lumes of the vagina
one centimeter mesial to the angle clamp; it now twiee transfixes the stump of
the basal portion of the broad ligament, forming within it @ liberal mattress
suture loop; from here the needle again enters the lumen of the vaging, piereing
its posterior wall also pne eentimeter mesial to the angle elimp and, further, is
minde to transfiz the stump of the uteresperal ligament, When tied, this suture
elosea the lateral wvaginal anele and snurly apposes o i for support both the
strony basal sepment of the broad ligament and the uterozneral lizament.

18, Further complete or partial appoesition of the anterior to the posterior
vaginal wall by suture, depending on whether or not drainage is to be emploved,
i& now quickly executed,

18, A single mattress suture on each side now first engages the eloszed vaginal



vault anteriorly and mesially to the angle suture, ptransfizes the stumps of the
round and uterc-ovarian ligaments and passes back to engage the posterior vaginal
wall opposite the point of entrance. When tied, this sutwre swusly apposes the
round and uterc-ovarian ligaments to the vaginal vault, thus afording additional
support to the latter and neatly suspending the ovaries.

20, The cut margin of the vesico-utering peritoneum iz new neatly scwed to the
free edge of the posterior peritomeal flap, leaving the pelvis completely  peri-
toncalized with the vaginal vault and the ovaries strongly supported.

Modification A—If for any reason unilateral or bilateral salpingo-eiphorectomy
ia indipated, the ahbove techmic hecomes even simpler and is readily modificd fe-
eording to well established procedure to mect this requirement,

Modificntion B.—If exposure of the cervix for the lower disseetion iz rendered
difficult by reason of benipn pathology in the corpus wteri, such s enlorgement
from a myomatons change, it is recommended that a subtotn]l hysterectomy at
or above the level of the internal os first be donc.  The eervix may then be easily
and speedily removed by the teehmic detailed above,

Comment.—The perfeeted technic of this operation has been a grad-
nal development during the past four vears, in which period 1 have
performed it a number of times for various types of uterine pathology.
Thus far T have had no mortality and no postoperative eomplications,
other than the minor ones uniformly associated with any major ab-
dominal procedure. The operation is, therefore, now offered not with the
optimistic faney that no untoward results will later be chargeable to
it, but with the confident belief that it possesses the following distinet
advantages:

1. Each step of the operation iz anatomically and surgieally sound
in principle.

2. It is relatively simple, easy of excention and consumes substan-
tially less time than has been hitherto required by most operators for
abdominal panhysterectomy.

3. There is complete freedom from hemorrhage or troublesome ooz-
ing throughout, which iz accomplished by a ecarefully planned anatomic
dissection that serves to segregate the vaseular network surrounding
the lower ecervix, so that not more than four hemostatic elamps are
regquired in the pelvis at any stage of the operation.

4, The danger of injury to the ureters is reduced to-a neglicible
factor.

5, The aceurate identification and preservation of the substantial
basal portions of the broad lipaments and of the utercsacral ligaments
for later coaptation to the vaginal vault by a speeially devised suture
affords an efficient guarantee against later prolapse.

6. The possible eontamination of the field of operation or of the
peritoneal eavity from the cervizx harboring virulent organisms iz re-
duced to a minimum.

7. The speeial technic recommended where malignant disease is sus-



pected (Step 4) constitutes an additional protection against possible
recurrence, which possesses unquestionable merit.

& Finally the factors whiel commonly produce shock and prompt
exodus following panhystercetomy, sueh as excessive loss of blood,
extensive mechanical insult to the tissues and prolonged operative
manipulations, are ecompletely eliminated through this simplified
technie,

# East CHASE STREET,

DISCUBSION

DRE. FLOYD E, KEENE, Pumanenriis, Pa.—In order to fully appreciate the
operation which Dyp, Richardson has just desceribed I think it is necessary for one
to zee him do it

Three points particularly stand cut in the operation.as of paramount importance.
The first which T think should be stressed very stromgly iz net ouly the separation
of the bladder anteriorly, but of the pubocervieal fagein. Im the ense which Dr.
Richardson operated upon in my clinic thizs line of eleavage between the eervix
and the faseia was readily demonstrated and the fasein easily pushed off leaving
the vascular zone well to the sides of the eervix,

Seeondly, the technie affords a rapid and Woodless approach to the tissues
posterior to the cervix. It took him @ shorter time to throughly separate these
tiszues thon it did for him to desgribe it, As g result of this complete separationm,
anteriorly and posterierly, twoe comparatively thin zones of tissee ecomposing the
hasez of the broad ligaments were exposed and with two elamps, one on each gide
of the eervix, the uterns was very casily enucleated, Furthermore, there was no
soiling whatever of the field of operation frem contamination with the cerviz. The
operation is one that is ensily earried out, in his hands at least; it is bloodless
and proctically elimingtes the danger of injuring the wreters, Those of us who
saw the demonstration were mmanimous in our helief that he has presented a very
valuable contribution to the technic of total hystevcetomy.

DE. BROOKE M. ANSPACH, PHILAGELFIIA, Po~T, too, Tind the pleasure of
seeing Dr, Richardsen perform this operation, It was dome with dexterity, celerity
and precision, Tt was almost entirely bloodless and T have never seen a more
skillful demonstration of a surgieal proeedura, T have had one opportunity to try
the operation and althomgh I did not suceeed as well as Dr. Richardson in aveiding
loss of blood, I am sure I like the plan of operation better than the teelnic formerly
employed in which the urcters were exposed in the pesterior part of the Twrodid
ligaments. .

DR. ARTHUR H, CURTIS, Ciumcago, Inn.—What disposition was made of the
utere-saeral ligaments?

DE. E. H. RICHARDSON, Barmimore, Mp, (Closing)—I went over the opera-
tion so hurriedly that I may have left out some minor steps. You will find in the
deseriptive technie that the uterc-sacral ligaments are taken care of just prior to
the separation of the basal portions of the broad ligaments and also that they
are incleded in the amgle suture devised to take care of the supporting atrectures
at the end.



Fig, 1.—The veslcoutering peritoncum has been divided transversely.  The indesx
Mnser Bas perfornted the broad Hgament and sopports the round ligament, the fallos
plan tubse and the uteroovarian ligament, On the opposite side these struetares hoge
boen divided and the pedicle has besn tranafixed asnd  gonted.




Fig. 2.—The uterine veazels on one 2ile are ghown elamped and divided at the lovel
of the internal os with @ lhEature placed around them.  The vessels have been Bluntly
fread from the cervix down to the basznl soptmenl of the brosol lignment,



Fig. :2—The aterus is vl stromgly upwond while the bladder {s being  separated
from the cervix by blunt dissection strictly confined to the mid-cervieal zonce



Fig. 4.—Sagittal view with arrows indicating the plane of the blndder dissection.
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Fiz f.—A transverse ncigion has been mado through the poster 1 -
ke lovel t:li'll:h.:: cervienl attaehmoent of the uterosacral ligwments. -]:Hmll_-.l-]diﬁsfﬁ};ci:uﬁ
being applicd to the mid-corvieal sone in order to free the rectups well belo L
of the extornal os waterd.




Fig, f.—Snzlttal view inclicating the plane of clenvinge between the vagina and restunm.
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Fig, T—Sagittal view showing test being applied to detorming that the frecing of
the bladder and rectum hos been carvicd to o suflciently low level,

The Inset shows the lateral cervieal plexus of vesscls before and sfier scgregation.



Fig, 5—The basal portion of the broad ligament with the segresated laters] vascular
plexus i here shown clomped wnd divided with oo lzatare plaeed areund them.



Fig, %—The tinal step in completing the removal of the uterus is here showne The
vaginal vault g being held up by cloanps,



Fig. 10,—Showlng the angle suture, which passes through the anterfor vaginal
wall, twice transfixes the bosal segment of the bromd Hesment formilng o mattress
loop, penetrates the posterior vaginal wall amd tronsfses the uteresseral lgament,
Un the opposite slde this suture has been tled, snugly closing the angle of the vaginal
vault and approximating the supporting ligaments to it



Fig. 1l.—TPurther closure of the vaginal voault with approximation to it of the rownd
anid utercovarian ligaments together with the marvgins of the peritoneal flaps.
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