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N 
UMEROUS articles have appeared in 

the literature during the past ten to 
fifteen years indicating the great mar- 

gin of safety which vaginal hysterectomy offers 

the patient. This method permits a decrease in 
operating time, shock, blood loss, postoperative 
infection, thrombophIebitis, embolism,’ post- 
operative pneumonia and cardiac upsets. 
Numerous surveys have been made of cases 
coIlected from the literature and disclose a 
mortality rate of 0.18 per cent2 to 0.31 per 
cent3 for this operation. These figures in aI1 
likelihood are the lowest rate for any type ol 
major surgery. 

Vagina1 hysterectomy can be performed 
alone or accompanied by any group of other 

gynecoIogic procedures. By this method the 
uterus and cervix are removed at once. The 
tubes and ovaries may also be removed when 
indicated. Vagina1 repair may be added and a 

urethrocele, cystocele, rectocele and enterocele 
can all be corrected at the same time. Thus 
operation through the vagina1 route is com- 
plete and leaves nothing undone. Partial 

operation such as a cervical amputation with 
repair leaves the fundus and adnexae. A 
rectocele repair and an abdomina1 panhyster- 
ectomy usuaIIy Ieaves an uncorrected cystocele. 
These conditions may require more surgery 
at a later date. Figures need not be quoted to 
indicate the large number of patients in whom 
tumors in the retained fundus develop. It is 

we11 to point out however that cancer develops 
in the retained cervical stump in about 5 per 
cent of cases. 

The literature” abounds with references to 

the diabetic, cardiac, cardiorena1 and debiIi- 
tated patients who have received the benefits 
of this operation. Not as much can be said for 
the abdomina1 approach. It is certain that 
many patients with such medica complaints 
have not had the benefit of surgery because 
of the strain and shock5 of the abdomina1 
operation. 

The method of vaginal panhysterectomy can 
generaIIy be used whenever the abdominal 
approach would have been empIoyed.R-‘J There 
are certain exceptions. 

It is better to use the abdominal approach 

if the uterus is Iarger than a three months’ 
pregnancy. There are some18~L6 who recommend 
morcellation of such a uterus prior to its re- 

moval through the vagina. This practice, 
obviously, is carried out by those surgeons 
well experienced in the vagina1 approach. 

The majority of gynecoIogists agree that 

carcinoma of the fundus shouId be treated 
ahdominaIIy. They. aIso beIieve that cases of 
pelvic endometriosrs or chronic peIvic inflam- 
mation can not be handIed well vaginallv. 

Previous suspension cases also fall into this 
category, unless the Iigaments have become 
stretched and a certain amount of prolapse 

exists. Otherwise there seem to bc no contra- 
indications to this method. 

The gynecoIogist faced with a decision as to 

the method to be empIoyed in the correction 
of the various types of vagina1 hernias, with 
or without proIapse, may choose any one of at 
least a dozen procedures.17 When one considers 
vagina1 hysterectomy and repair, it is apparent 
that an extensive combination of these pro- 
cedures are employed at one time. There must 
be large numbers of womenrx throughout this 

country who have uncorrected severe Iacer- 

ations of the vagina, accompanied with pro- 

lapse or procidentia of the uterus, enterocele 

and eversion of the vagina. I am convinced 

that vaginal hysterectomy and repair would 

reduce markedIy the chronic peIvic complaints 

and the incidence of carcinoma if this method 

were empIoyed more frequently. 

It is not intended by any of the preceding 

remarks to recommend vaginal hysterectomy 

to the exclusion of the abdomina1 approach. 

It has aIready been pointed out when this 

method is preferable. 
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684 Levi-Vagina1 Hysterectomy 

PREOPERATIVE INVESTIGATION 

As in preparation for a11 other surgery the 
patient upon whom a vaginal hysterectomy is 
to be performed should be investigated pre- 
operativeIy, since a Iarge number of these 
operations are performed in the aged and on 
many others with chronic medica conditions. 

In addition it is my custom for the patient 
with the “haId head ” cystoceIe to be examined 
by the uroIogist. He evaIuates the condition 
of the bIadder, the presence of cystitis and by 
adequate washes and treatment wiI1 cIear the 
infected urine from the bIadder. He may not 
always accomplish this compIeteIy, but surgery 
is not performed until maximum improvement 
is obtained and his decision rendered. The 
importance of this type of treatment is that 
it reduces the incidence of cystitis postoper- 
ativeIy. It is a we11 known fact that a cystoceIe 
often contains a puddte of infected urine and 
that manipuIation during repair wiI1 spread 
this into the rest of the bladder and thus cause 
severe postoperative cystitis. 

bacteria present do not have the opportunity 
of accommodating themseIves to it. This 
treatment is aIso carried out with the intention 
of irrigating the vagina, since in the face of 
infection it is considered “an abscess cavity.” 
Reduction of the inflammatory congestion 
in the cervix and surrounding tissues improves 
these, with the result that the cervix does not 
bleed so readilv when handled with instru- 
ments, nor wiI1 the catgut sutures necrose 
quickIy as they wouId in the presence 
infection. Thus the hazard of sIoughing 
sutures and possibIe bIeeding is reduced. 

In the series of cases reported in this articIe, 
two patients with severe menta1 depression 
were operated upon. Both had received 
eIectrica1 shock treatment during the year 
prior to operation. Each had a third degree 
proIapse or procidentia, accompanied with an 
extremeIy Iarge cystoceIe and rectoceIe. In each 
instance the cystoceIe contained an abundance 
of urine and was so thick with pus that the 
uroIogist reported the urine as “resembIing 
miIk.” These patients were treated by him 
for about three weeks preoperativeIy. Both 
patients were operated upon in the hope that 
correction of the organic disabiIity and the 
remova of chronic infection wouId be of vaIue 
to them. Each one showed improvement 
mentaIIy immediateIy after the operation and 
continued to improve over a two-year foIIow-up 
period. 

The infected vagina and cervix are treated 
preoperativeIy for at Ieast three weeks. This 
treatment is carried on chieffy by the patient 
who is instructed to take q-quart douches 
twice a day. The type of douche recommended 
is usuaIIy on an aIternating basis. A douche, 
aIkaIine in nature, is taken in the morning 
and an acid douche at night. This method is 
empIoyed as suggested in order to “buffa 
the bug.” In other words the environment is 
changed so frequentIy that the pathogenic 

The method of performing vagina1 hyster- 
ectomy has been we11 described by many 
writers.12~16~1g Therefore, onIy some practica1 
points seIdom found in the Iiterature wiI1 be 
discussed. The encircIing incision made about 
the cervix is usuaIIy begun in the posterior 
portion and then carried around to the anterior 
aspect. The uterosacra1 Iigaments often wiI1 
present readiIy through the posterior incision. 
It is possibIe to cIamp and suture tie them 
immediateIy without the interference of a 
bIoody fieId, which otherwise wouId resuIt 
from an anterior incision and the bIood Aowing 
downward. After the encircIing incision has 
been compIeted, the bIadder is freed from its 
attachments to the uterus and is dissected 
upward. If there is a question regarding the 
extent to which the proIapsed bIadder is 
attached to the uterus, a catheter may be 
introduced into the cystoceIe and the position 
of it paIpated over the surface of the uterus. 
CIamps are then appIied to the bases of the 
cardina1 Iigaments and cut cIose to the uterus 
on each side. If the Iigaments are we11 reIaxed, 
then KeIly cIamps are appIied in short bites, 
continuing up one side to the IeveI of the 
bIadder reflection and the Iigaments are cut 
cIose to the uterus. When the Iigaments are 
not too we11 stretched, the clamps may be 
applied in short bites on each side, stepladder 
fashion, cutting between the uterus and the 
cIamp. The KeIIy cIamp is used because a 
smaI1 bite can be taken with it and not too 
much tissue crushed. Ochsner cIamps are never 
used because of the point in the tip of the 
clamp which may readiIy perforate vesseIs 
and cause bIeeding. The bIadder reflection is 
incised transversely when reached. FolIowing 
the incision of this Ieaf of the peritoneum, the 
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uterus may be brought forward or tipped 
backward, depending on the easiest course. 
This in genera1 will depend on the size of the 
uterus and the ease with which it can be 
delivered under the pubic arch. It may be 
easier at times to deliver the fundus directIy 
through the vagina without tipping it or 
changing its direction at al1. The clamps are 
removed from the cut edges of the ligament 
on each side after *sutures have been applied 
and the various vessels tied. After removal 
of the uterus a pack is introduced into the 
peIvic cavity and the patient placed in deeper 
TrendeIenburg position in order to keep the 
bowe1 away from the field of operation. The 
uterosacral ligaments are puIIed forward with 
clamps held by the assistant. This permits the 
operator to palpate the ligaments on each side 
as far back as possible and under direct vision 
approximate both uterosacral ligaments by 
four or five interrupted sutures. The suture 
includes a portion of the posterior peI\-ic 
peritoneum, deep in the posterior cul-de-sac. 
If an enterocele is present, the hernia sac is 
puIIed upward by a cIamp applied in the 
“dimple” of the sac and two or three encircling 
sutures are placed across the net to obliterate 
it completely. The neck of the sac is also in- 
cIuded in the sutures which are used to approxi- 
mate the uterosacral ligaments. This having 
been accomplished the anterior peritonea1 
bIadder reffection is located. It is puIIed down 
with cIamps. This heIps visuaIize the entire 
portion of the bIadder making up the cystocele. 
The hernia is now freed from the posterior 
aspect of the anterior vaginal mucosa, sepa- 
rating the bIadder from the mucous membrane 
and stretched fascia. The protruding bIadcIer 
is reduced by means of one or two encircIing 
purse-string sutures and thus returned as an 
abdominaI organ. Interrupted sutures are 
used occasionally to reduce the mound of the 
cystocele and the fascia is frequentIy approsi- 
mated by interrupted stitches. 

After the bladder has been reduced and 
returned into the abdomen, the urethra is com- 
pletely freed from its various adhesions to 
the pubic rami. Such adhesions may pull the 
urethra either to the right or left, or cause a 
shortening and buIging of the urethra and 
therefore must be separated. The urethra is 
compIeteIy exposed for its full Iength and 
almost for two-thirds of its circumference, 
leaving it attached only in the apex between 
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the pubic rami. This dissection is exceedingly 
important, especiaIIy in cases of stress incon- 
tinence. It is the one step which appears to 
be common to the various operations which 
have been devised for stress incontinence. An 
examination of the description of such oper- 
ative procedures shows that each operator who 
claims great success for his operation, whether 
his approach is abdominal or vaginal, actually 
does a very extensive dissection and breaking 
up of adhesions about the urethra. 

The next step is the correction of the ab- 
normal descent and abnormal movement 
forward of the urethra by pIacing sutures which 
will decrease the circumference of it. PIicating 
stitches are used and include as much of the 
urethral wall itself as possible. Following this, 
four or tive sutures are pIaced so as to approxi- 
mate the suburethral tissues. The suture picks 
up the tissue underneath one pubic ramus 
and is passed to the other side. These sutures 
when tied elevate the urethra. The caliber ot 
the bladder neck is reduced by several sutures 
placed below it. The type of suturing described 
will produce a thick spIint which in turn \vill 
help correct the stress incontinence, because 
of the elevation of the urethra. 

Next the sponge is removed from the pelvic 
cavity and the count taken. The anterior and 
posterior pelvic peritoneal leaves are now 
approximated and peritonization is thus 
completely accompIished. The sutures origi- 
naIly placed through the stumps of the utero- 
sacral ligaments having been left long purposeI? 
are now threaded on a needIe and are sutured 
into the stumps of the IateraI sets of Iigaments. 
When these long sutures are tied, the stumps 
of the various ligaments are approximated to 
each other and to the uterosacral ligaments. 
Perforation of blood vessels is avoided since 
a needle does not have to be passed again 
through the uterosacral Iigaments \vhich were 
sutured together earlier in the operation. The 
mucous membrane is removed next from the 
anterior vaginal wall. The redundant portions 
are removed in the shape of a triangle. A 
“safety ” stitch is introduced through the 
mucous membrane just behind the urethra 
and tied. This prevents tearing of the mucous 
membrane by unexpected pull. Interrupted 
sutures are then pIaced to approximate the cut 
edges of the mucous membrane. These begin 
just behind the urethra and are carried upward 
to that point which wiI1 become the apex ot 
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the vagina. Here the cut edges of the anterior 
and posterior vaginal mucosa are approximated 
transverseIy in the same manner as in an 
abdominal panhysterectomy. The rectoceIe 
present is next repaired. 

At the cotipIetion of the operation a pack 
is introduced into the vagina to produce pres- 
sure on superficial bIeeders. This pack is per- 
mitted to remain in pIace for twenty-four to 
forty-eight hours, depending on the extent 
of the dissection carried out on the vagina1 
wails. At the termination of a11 procedures a 
catheter is introduced, generaIIy of the FoIey 
type, using a 3 or 5 cc. retaining bag. This is 
Ieft open for constant drainage. 

Criteria for a Good Result. The criteria for 
a good result are met if the patient has good 
urinary contro1, no discomfort during inter- 
course, good vagina1 waI1 support with a 
vaginal apex puIIed up high. Criticism has been 
IeveIed at vagina1 hysterectomy because of 
the possibIe deveIopment of enteroceIe at a 
Iater time. When this occurs, it probabIy is 
aIways due to the fact that an enteroceIe was 
not recognized and repaired at the time of 
operation. 

POSTOPERATIVE CARE 

Postoperative care foIlowing vagina1 hyster- 
ectomy usuaIIy is simple. The average patient 
is permitted out of bed by the fourth day, at 
which time she is instructed to sit in a chair 
onIy. This type of Iimited activity is continued 
unti1 the sixth postoperative day at which 
time she is permitted about and is discharged 
on the seventh or eighth day. Instructions are 
issued at that time for her to continue at rest 
for at Ieast a total of two weeks more. During 
the stay in the hospita1 and beginning as soon 
as possibIe after operation, the patient is on a 
fuI1 house diet and fluids are not Iimited in 
quantity. The seIf-retaining catheter is usuaIIy 
Ieft in place for about three or four days at 
the end of which time it is removed. The 
average patient wiI1 void readiIy, but those 
who do not may require catheterization once 
or twice more and then wiI1 void satisfactoriIy. 
A few wiI1 stiI1 be unabIe to perform this 
function and if three catheterizations at six- 
hour intervaIs are reauired. then the catheter 

been pointed out 2o that the fresh incision in 
the region of the urethra is aImost aIways 
associated with spasm of the muscuIature, 
especiaIIy in sensitive individuals, and that 
in such individuaIs an inabiIity to use the 
muscIes of the peIvic floor deveIops post- 
operativeIy. The other reason seems to be 
that the bIadder has Iearned how to function 
in its cystoceIe position and that after it is 
returned into the abdomin.aI cavity it requires 
“education.” This nerve muscIe mechanism 
seems to vary in degree and seems unreIated 
to the amount of surgery performed. Explana- 
tion of this phenomenon wiI1 reassure the 
patient and make the waiting period easier for 
her. 

The nerve muscIe mechanism may be stimu- 
lated while the catheter is in pIace by clamping 
it shut for two hours and reIeasing it for the 
same period of time. The patient is instructed 
how to do this and continues this procedure 
for twenty-four to thirty-six hours prior to 
its remova1. This procedure is effective in 
many cases. 

There are some patients however who wiI1 
stiI1 require assistance. In this group various 
medications and methods have been empIoyed. 
Some have benefited from the introduction of 
5 cc. I0 per cent argyro1 soIution or steriIe 
minera oi1 into the bladder. Either soIution 
seems to overcome the dysuria and permits 
the patient to void without diffrcuIty. In others 
intramuscular injections of doryI,* urechoIine* 
or pituitary extract? wiI1 be beneficia1. Con- 
siderabIe relief is obtained by some after 
sandaIwood oiI$ IO minims is given in capsuIe 
form at about four-hour intervals. True 
cystitis is proved by bacterioIogic examinations 
and treated by daily irrigations and the 
various antibiotic or suIfa drugs, depending 
on the organism found. 

Postoperative bIeeding has offered no diffr- 
cuIty in the group of cases to be discussed 
later. In two cases onIy bIeeding occurred on 
the eIeventh day and was readiIy controlled 
by an oxyce1 pack placed into the apex of the 
vagina and heId in this position by another 

* Merck & Company: DoryI” (carbach U.S.P.); 
wecholine@ chIoride (urethane of &methyIchoIine 
chloride). 

is repIaced for twenty-four ‘hours longer. OnIy j Upjohn Company: pituitary extract (doubIe 

a rare case wiI1 require the replacing of the strength U.‘.‘.)* 
catheter for a second time. The diffrcuIty in 

$ Eli L111y & Company: Santa1 oil” (eIastic-liIIed 

voiding seems to be due to two reasons. It has 
caps&-East Indian); solution ‘negatan’ (negato1, 
LiIIy)@. 
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pack. This postoperative compIication is usu- 
aIly avoided by meticulous tying of the major 
blood vessels and veins with varicose enlarge- 
ment and the insertion of a vaginal pack 
immediately after the operation. The pack 
produces pressure for twenty-four hours and 
this seems to be long enough to prevent oozing. 

Vagina1 discharge wilI deveIop in most of 
the patients about the seventh or eighth day. 
This is probably due to the quantity of suture 
material used and is readiIy controlled by 
douches. 

Prior to discharge from the hospita1 patients 
are instructed to avoid spicy foods for several 
weeks. This seems valuable advice for a11 cases 
having had a catheter in the bIadder. The 
patient is also instructed to avoid heavy Iifting 
or prolonged standing for the first six weeks. 
This instruction is consistent with that given 
for all types of hernia operations. 

The first examination foIIowing the conva- 
lescent period is performed about eight weeks 
after the operation. At this time residua1 catgut 
is removed and proIiferating granuIation areas 
are cauterized with negatan soIution.* The 
patient is next seen about six weeks Iater. If 
at this time a piece of granuIation tissue is 
found in the apex of the vagina, it is removed 
with a curet and the resultant raw surface is 
either cauterized with negatan solution or 
fulgurated. These procedures are painIess. 

GENERAL REVIEW OF 129 CASES 

The foIlowing comprises a review of 129 

vagina1 hysterectomies of a much Iarger 
group. Thrs number was taken because an 
adequate foIIow-up was obtained. 

Symptoms. The symptoms presented by 
this group of patients were variabIe and gave 
no clue to the extent of the vagina1 dispIace- 
ment. Some with Iesser symptoms had the 
Iargest amount of vagina1 disorder. For 
instance one patient who stated “that some- 
thing hangs out of the vagina for the past 
twenty years” had a mass which measured 
eight inches from the urethra to the exposed 
cervica1 OS and was 1635 inches in circum- 
ference. She stated that she had no other 
symptoms. This case was one of peIvic even- 
tration. At operation it was found to contain 
the bIadder, about IO inches of rectum and 

*Eli LilIy & Company: santai oiI@ (elastic-filled 
capsules-East Indian); solution ‘negatan’ (negato1, 
Lilly)@. 

sigmoid, the uterus and about 8 feet of small 
intestine. 

Very few of the patients suffered pain and 
those who did usuaIIy transIated it into a 
“bearing down” feeIing or “pressure sensa- 
tion.” Obstruction to efforts in voiding was 
not accompanied by pain. In some women this 
function was accompIished after the cystocele 
was pushed back into the vagina. 

Of this group there were two who had worn 
pessaries for two years, three for four years, 
one for nine years, one for ten years and one 
for nearly twenty-five consecutive years. In 
none of these did carcinoma of the cervix 
develop in spite of the use of a foreign body 
over such long periods of time. 

Loss of urine curiousI_v enough was com- 
pIained of more often by patients who had a 
first degree prolapse. In this series t.here were 
thirty patients with second degree prolapse 
and thirty-seven with complete procidentia. 
Many of the latter did not complain of or 
suffer urinary loss on stress. This was probably 
due to the “knuckIe”” formed in the urethra 
by the vagina1 eversion and was sufficient to 
prevent such a symptom. 

Not many patients complained of low aI>- 
dominal pain in the group in whom enterocele 
was found. One might suspect that the reverse 
wouId have been true. 

Vaginal bleeding at irregular intervals oc- 
curred only in forty-eight patients, most of 
whom had uterine fibroids. 

Sixty-seven patients stated that the cervix 
frequently rubbed on their undergarments and 
yet there were no evidences of carcinoma of 
the cervix in any of these in spite of the fact 
that this condition had been present for man?; 
years. 

Physical Examination. In addition to the 
usual physica examination if an enteroceIe 
was suspected, the patient was permitted to 
waIk about and immediateIy re-examined. If 
a bulging mass was noted in the upper portion 
of the vagina, behind the cervix, enteroceIe was 
considered. Whenever possible, attempts were 
made to reduce the enterocele by int:roducing 
one finger in the rectum and one m the vagina 
and “miIking” the mass upward. If the mass 
disappeared upward, a diagnosis of enterocele 
was made. 

Statistical Facts. Table I outhnes the ages 
and weights of patients upon whom vaginal 
hysterectomy was performed. It is significant 
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that over half of the patients were beyond fifty 
years of age. Five of this group were within the 
range of seventy-three years. Thirty-one pa- 
tients weighed between 160 to 200 pounds and 
one was 230 pounds. 

TABLE I 
VAGINAL HYSTERECTOMY SURVEY OF 129 CASES 

Age No. 

29-39 25 90-99 
40-49 42 100-I 19 

50-59 
6069 

70-73 

Total: 67 120-139 35 
44 ‘40-159 50 
‘3 r6o-r7g 20 

5 I 80-199 II 

- 

- 

Total: 62 200-219 
Total: 129 220-239 

,- 

- 

Weight 

(Ib.) 

- 

L 

No. 

II 

0 

Total: I 29 

Included in this group were two patients who 
had suffered coronary disease, one who had had 
rheumatic heart disease and three who had 
active diabetes. Two others were suffering from 
active mentaI depression and both had had 
eIectricaI shock treatment within recent months 

TABLE II 
OPERATIONS PRIOR TO VAGINAL HYSTERECTOMY- 

Procedure No. 
Vaginal operations (total 7) 

Vaginal plastic.. 4 
Vaginal pIastic and cervicat amputation. I 
DiIatation and curettage. z 

AbdominaI operations (total 32) 
Ovariansurgery............................. 6 
Cesarean operation. 1 
Cholecystectomy (and appendectomy in 3 cases). IO 
Appendectomy.............................. 12 
Hysterotomy for hydatiform moIe.. I 
Uterine suspension.. 1 
Myomectomy.............. . . . I 

Miscellaneous operations (total 5) 
Nephrectomy. I 
Thyroidectomy. I 
Saphenous vein Iigation.. I 
Tumorofspine.............................. I 
Tumorofbreast............................. I 

Previous operations-total:. . . . 444 

prior to the operation. Both of these cases had 
exceptionahy Iarge cystoceIes with severe in- 
fection due to cystitis. 

SpinaI anesthesia was used in a11 cases dis- 
cussed herein and transfusions were given 
onIy when indicated. 

TabIe II demonstrates the fact that forty- 

Hysterectomy 

four or about one-third of these patients had 
had previous surgery. Seven of these had 
vagina1 operations and thirty-two abdomina1 
surgery. Patients faIIing into the Iatter group 
readiIy acquiesced to operation when they were 

TABLE HI 
PROCEDURES PERFORMED IN ADDITION TO VAGINAL 

HYSTERECTOMY AND REPAIR OF VAGINAL WALLS 

No. 
BiIateraI vuIvectomy. I 
Excision of bartholin cyst. I 
Rectovaginal fistuIa. I 
Inclusion cyst of vagina. I 
Diverticulum of urethra. 2 
Suture of bIadder (entered during operation). I 
EnteroceIe repair. 8 
Left saIpingo-oophorectomy. 2 
BiIateraI salpingo-oophorectomy. I 
Incision ovarian cyst. 2 
Resection of ovary. 9 
Oophorectomy _.....,............. :::: 2 
RcmovaI of parovarian cysts. 3 
Pelvic eventration (with extensive hernia sac) I 

informed that the abdomina1 approach wouId 
not be necessary. 

Table III indicates the surgery performed in 
addition to vaginal hysterectomy. Abnormal 
ovaries were removed without diffrcuIty. The 
largest cystic ovary removed was nearIy the 
size of a grapefruit. It was eased out of the 
peIvic cavity without rupture. The bladder was 

TABLE IV 
SPECIFIC PATHOLOGY 

Vagina No. 
Leukoplakia. I 

Cervix 
Chronic cervicitis., Nearly a11 
Endocervical and endometria1 poIypi 23 
Carcinoma in situ (cervix) 2 
Leukoplakia of cervix.. . . . . 3 
Keratosis of cervix. 2 
Hypertrophy of cervix. 3 

Fundus 
Atrophy or fibrosis uteri.. 27 
Leiomyomas. 48 
Endometriosis or adenomyosis. I2 
Adenocarcinoma of fundus.. I 

Ovary 
Large simple cysts. 5 
Serous papiIIary cystadenoma. 1 
Adenocystoma I 

entered once in spite of cautious dissection. 
This was immediateIy recognized and re- 
paired, and it offered no difhculty in healing. 
Eight enteroceIes were repaired. 

TabIe IV tabuIates the pathoIogic disorder 
found at operation. It is interesting to note 
that in spite of long-standing severe cervicitis, 
wearing of pessaries and years of rubbing on 
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undergarments there were no external cancers 
of the cervix.2z Two patients in whom carci- 
noma in situ was found are well two years after 
operation and one with unsuspected adeno- 
carcinoma of the fundus is alive and well nine 
years after operation. 

TABLE v 
VATHOLOGIST’S REPORT 

No. of Cases Approximate Size of Uterus* 

(cm.) 
3 IOX 8x 4 
2 11x 7x 5 
6 12x 6x 5 

5 13x 8x 5 
I 14X 8X 7 
I 16x 8x 6 
I 17 X 10 x 8 
I 19 x IO x 12 

* Normal size (average) is 8 cm. long by 5 cm. wide 
by 3 cm. deep; most cases about 8 by 5 by 3.5 cm. 

Table v shows the pathologist’s measure- 
ments of the largest uteri in this series. Leio- 
myomas were found in forty-eight cases. 
The largest uterus of a11 was invoIved with 
adenomyosis. It is worth whiIe stating that 
none of these enIarged uteri required morceIIa- 
tion and were readiIy derivered by application 
in stepladder fashion of cIamps to the Iiga- 
ments with traction applied to the cervix unti1 
deIivery was accompIished. 

Immediate Postoperative Problems. In this 
series a smaI1 peIvic abscess developed in one 
case. It drained spontaneousIy on the thir- 
teenth postoperative day and was compIeteIy 
cIeared six days Iater. Twenty-one patients 
required further care before voiding satisfac- 
toriIy after the catheter was removed. Seven- 
teen patients suffered cystitis, ten of whom 
had had badly infected bladders prior to 
operation. Five patients remained in the 
hospital Ionger than ten days and were troubIed 
with cystitis. One of these patients was not 
discharged unti1 the twenty-first postoperative 
day-. Two patients had some bIeeding on the 
eIeventh postoperative day which was readiIy 
controIIed by means of an oxyce1 pack intro- 
ducecl into the vagina1 apex. In thirty-two 
cases granuIation tissue was removed from 
the vagina1 apex as Iate as four months 
postoperativeIy. 

Later Postoperative Problems. One patient, 
eighth in the series, required an enteroceIe 
repair operation approximateIy one year after 
vaginal hysterectomy. I beIieve that the 
enterocele was missed at the origina operation, 

hfay, rc)fj 

aIthough it may have developed later. Ten 
days after the operation this patient went to 
work in a grocery store where she carried heavy 
loads and was on her feet fourteen to sixteen 
hours a day. 

Large ovarian cysts developed in one patient 
and four years after vaginal hysterectomy she 
was operated upon for acute intra-abdominal 
bleeding from a ruptured large hemorrhagic 
lutein cyst. This patient was thirty-six years 
old at the time of the original opration. 

Follow-up. The 129 cases discussed in the 
statistica tables were chosen from a larger 
group, because it was possible to obtain a 
satisfactory follow-up of these individuals. 
Two patients had died of medical causes many 
years after the operation but enough time had 
eIapsed between the time of operation and last 
vaginal examination to indicate satisfactory 
results; I 19 were personally examined; six 
replied by letter or teIephone; and two patients 
Iast examined several years ago couIc1 not be 
located during this survey. 

During the hospital stay or at any other time 
phlebitis or embolism did not develop in any 
of the patients and none suffered peritonitis, 
paralytic ileus or distention. Cardiac and 
diabetic patients were not disturbed bv the 
operation and, as in the vounger group, the 
aged withstood the operation without shock 
or difficulty. 

The recent review disclosed the fact that 
the criteria for good results were met by this 
group and furthermore showed that many 
patients referred friends with similar troubIe 
for care. In other words it may be assumed 
that as far as the patient is concerned the vag- 
inal approach and results are most satisfactory. 

SUMMARY 

I. Vagina1 hysterectomy is an operation 
which shouId be used more frequently than at 
present because the fohowing can be accom- 
plished at one time: complete removal of the 
uterus and cervix; cystoceIe, rectocele and 
enteroccle repair; and if necessary the adnexae 
likewise can be removed. 

2. It is not recommended that vaginal 
hysterectomy completely replace the abdom- 
inal approach. There are definite occasions 
when the latter must be used. To indicate the 
attitude of the author, the following figures 
are presented. During the period covered by 
the survey 265 tota and 347 subtotal hyster- 
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ectomies were performed. In 461 of these cases 
some type of vagina1 procedure was ako per- 
formed at the time of the abdominal operation. 
The r 29 vagina1 hysterectomies reported herein 
and the number not surveyed were aIso per- 
formed during this same period. These figures 
are presented to indicate that the method is 
carefuIIy chosen to suit the case. 

3. Vagina1 hysterectomy with or without 
vagina1 pIastic is an operation practicaIIy free 
of thrombosis, emboIism, abdomina1 peritonitis 
or paraIytic iIeus. 

CONCLUSION 

As a result of this survey and the recom- 
mendations of others versed in vagina1 hyster- 
ectomy the author believes that this operation 
shouId be empIoyed oftener than it has been 
in the past. The chief reason being that by 
means of one operation compIete gynecoIogic 
surgery is accompIished with a mortaIity rate 
from o. 18 per cent to 0.31 per cent. This 
probabIy represents the Iowest mortaIity rate 
in any type of major surgery. 

The current Iiterature we11 demonstrates 
the fact that the vagina1 approach to peIvic 
pathoIogic disorder has increased tremendousIy 
during the past ten years and that the criticism 
IeveIed at this operation is unjustified and 
usuaIIy comes from those not we11 acquainted 
with the procedure. 

The method of vagina1 hysterectomy and 
repair shouId be added to the armamentarium 
of the gynecoIogist because better resuIts are 
obtained in the treatment of uterine proIapse 
and vagina1 reIaxations than by the abdominal 
route, accompanied by vagina1 repair. 

It is further recommended that efficiency in 
the vagina1 approach for hysterectomy be as 
we11 deveIoped as the abdomina1 approach so 
that the patient may receive the best resuIts 
from modern surgery. 
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