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TERILIZATION 

S 
of the femaIe is a 

recognized procedure and is per- 
formed as a prophyIactic measure 

can honestIy have a11 physicaIIy deserving 
patients sterihzed, and by this means show 
much needed progress toward a sub- 
stantia1 reduction in the materna1 mor- 
taIity statistics. 

in order to save, or- at- Ieast proIong, the 
life of the individua1. The operation is 
done at the insistence of a speciaIist in 
one of the diagnostic heIds of medicine 
because that physician feeIs if the patient 
were to become pregnant at a subsequent 
time her Iife might be endangered. The 
rationaje of steriIization is to increase the 
span of Iife in those women who are 
afflicted with chronic disease which may 
become aggravated during the course of 
a pregnancy. This is true of a11 chronic 
diseases to which the human race faIIs 
prey with the exception of syphilis which 
is more amenable to treatment during 
pregnancy than it is at other times. If 
we continue to aIIow these women to 
conceive and carry on with their preg- 
nancies we are taking unnecessary chances 
with the lives of our patients, we are 
adding unnecessary hours of worry and 
anxiety to our lives, and we are defeating 
a11 the other work we are doing in an 
effort to show a decrease in our materna1 
mortaIity. 

The responsibiIities of the medica pro- 
fession lie in the direction of timely and 
adequate diagnosis of an existing medica1, 
neuroIogica1, or menta1 condition. The 
surgeon shouId not take it upon himseIf 
to pass the severity of the existing condi- 
tion or the amount of extra strain that 
that particuIar individua1 can stand in 
the form of pregnancy and labor. AI1 
patients in whom there is any smaI1 bit 
of doubt shouId have the advantage of a 
thorough examination by a competent 
specialist. It is onIy by such unsehish 
cooperation that the medica profession 

The commonIy practiced contraceptive 
measures are, in a way, methods for 
temporary steriIization, but the uncer- 
tainty of their uItimate efficiency adds 
worry to the already troubIed mind of 
the chronicaIIy III patient. Our contention 
is that any contraceptive used over long 
periods of time is futile because it is either 
unsafe or adds further disease to that 
aIready present. Stem pessaries that are 
inserted into the cervica1 cana are actuaIIy 
harmfu1. Every patient who wears one 
of these devices deveIops an endocervicit.is 
and cervicitis from the constant contact 
between the foreign body and the highIy 
speciaIized ceIIs of the endocervica1 cana1. 
Leucorrhea aIways deveIops, and many 
women have a residua1 discharge that is 
so intractabIe as to necessitate amputation 
of the cervix or even tota hysterectomy. 
In several cases which we have s’een, the 
patients had presented themseIves to 
their physicians for periodic remova and 
cIeansing of the stem pessary. When the 
device was removed from the cervica1 
cana viruIent organisms were Iiberated, 
traveIed through the peIvic Iymphatics 
into the genera1 circuIation and fatai 
generaIized sepsis resuIted. 

The cup pessary is undesirabIe for 
severa reasons. It is necessary to remove 
the pessary before the onset of each 
menstrual period and to re-insert it after 
the period is ended. Thus it is necessary 
for the patient to visit her physician twice 
each month for remova and re-insertion 
of the cup. Many women do not have 
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rigidIy regular periods, and if a patient 
begins to menstruate at an unexpected time 

FinalIy, we have the commonIy practiced 

the cup blocks the cervical exit for the 
coitus interruptus. If followed out properly 
this method is safe for the prevention of 

FIG. I. FIG. 2. 

FIG. I. Incision in cervica1 mucosa. 
FIG. 3. 

FIG. 2. Vaginal mucosa and bladder reflected. Peritoneum opened, uterine body visualized. 
FIG. 3. A. Resection of tube and uterine cornu. B. CIosure of uterine cornu. 

menstrual blood and there is a damming 
back of this blood. If the reflux is sufficient 
in amount it may spill through the frmbri- 
ated end of the tube and result in the very 
annoying and hard to treat endometriosis. 

The use of medicated jellies or medicated 
douches is bound to fail in about 5 per cent 
of cases, and if we depend on them in our 
patients who must not become pregnant 
there is always the fear that the contracep- 
tive wiI1 not prove successful. The semen 
is deposited in the posterior vault of the 
vagina, and quite frequently the patient 
fails to reach this place with the douche 
or the jelly and pregnancy may result. 

The use of the condom is a compara- 
tiveIy safe measure. But even here unfore- 
seen accidents occur and the purpose of 
the contraceptive is defeated, Not infre- 
quently during the course of coitus the 
condom breaks and the parties concerned 
are unaware of this accident. Thus the 
relative safety of the condom is not 
absohrte. 

pregnancy, but the effects of this practice 
on the individuals using it may prove 
disastrous. Primarily there is the fear that 
premature ejacuIation may take place 
and semen be deposited in the vagina. 
The nervous strain attached to this 
constant worry will eventuaIly teI1 on 
the individual who has some illness which 
absolutely contraindicates pregnancy. Sec- 
ondly, the persons who practice coitus 
interruptus withdraw before the orgasm 
is reached, and in this manner they 

are constantly being fomented to the 
point where pelvic congestion reaches 
a maximum without culmination of the 
act. This is an underIying factor in the 
production of so-called nervous individuaIs 
and is prone to produce irritable, dis- 
satisfied, and nervously unstable patients. 
Thus we see that the practice of coitus 
interruptus adds nervous strain to an 
already damaged body and our medical 
task is made a more diffrcuIt one. 
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After an analysis of the most common 
contraceptive practices we are forced 
to the concIusion that the patient who, 

the abdomina1 approach is difhcuh and 
at times even impossibIe if some ether is 
not used in order to get the proper amount 

FIG. 4. A. Tube and broad ligament being brought over 
uterine horn. B. Peritonealization of uterine horn by 
tube and broad Iigament. Note tube Iigated by each 
stitch. 

for some medica reason, is in need of 
steriIization is not adequateIy protected 
by the use of contraceptives. We cannot 
rely upon any of the foregoing measures 
to keep our patients from becoming 
pregnant indefiniteIy. The obvious con- 
clusion, then, is that actua1 sterilization 
by operation is the onIy procedure that 
wiIl insure both sterility and the main- 
tenance of the mental baIance of the 
sensitive patient. 

In performing the operation for sterihza- 
tion we prefer to use the vagina1 route and 
we advocate that route of attack to a11 
surgeons who are caIIed upon to do the 
operation because of its technica simphcity 
and because it is much easier on the 
patient. Gas anesthesia can be successfuIIy 
empIoyed for the vagina1 operation, whiIe 

FIG. 5. Incision for funda vaginal hysterotomy. 

of reIa.xation. If necessary IocaI infiltration 
anesthesia may be used with IittIe discom- 
fort to the patient, but in doing laparotomy 
IocaI anesthesia faiIs as often as it proves 
successful. So we see that from the point 
of view of anesthesia aIone the III patient 
is better off with the vagina1 operation 
than when the abdomina1 route has been 
employed. 

Any patient who has borne children 
has a suffrcientIy diIated vagina1 tube to 
enabIe one to enter the abdomen from the 
vagina without diffrcuIty. Most patients 
of this type require some vagina1 pIastic 
work which can be done in conjunction 
with the steriIization and thus save the 
necessity for a combined operation or 
for two separate operations. Even though 
the patient has not had children the 
procedure can be successfulIy carried out 
without a great amount of diffrcuIty. If 
the vagina is not suffrcientIy reiaxed a 
Schuchardt incision can be made and the 
vagina enlarged to enabIe of faciIe com- 
pIetion of the operation. 
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The vagina1 route is aIso advantageous 
because it saves opening the abdomina1 
waI1 and handling the intestines. This 
cuts down on the amount of postoperative 
discomfort, reduces to a minimum the 
amount of gas pains and intestina1 disten- 
tion, reduces the chances of a generalized 
peritonitis and iIeus, and removes the 
possibiIity of mid-Iine abdomina1 hernia. 
Of secondary consideration are the time 
factors invoIved. The vagina1 operation 
can be done in shorter time than an 
abdomina1 operation and thus the Iength 
of time of anesthesia is reduced. This 
may, in some conditions, be of distinct 
advantage to the patient. The vagina1 
route also proves to be an economic time 
saver because the patient is aIIowed out 
of bed and out of the hospita1 more quickIy 
than she wouId be if laparotomy had been 
performed. 

FinaIIy, if therapeutic abortion is to be 
done at the time the patient is steriIized, 
both operations can be carried out at one 
time without any considerabIe increase 
in the operative diffrcuIty, in the time 
necessary to complete the operation, or 
in the postoperative morbidity. 

INDICATIONS FOR VAGINAL 

STERILIZATION 

Cardiac Indications: Mitral lesions with 
myocardia1 changes are notabIy dangerous 
during pregnancy or Iabor. Any woman 
who has a cardiac Iesion and in whom 
there has been at some previous time a 
cardiac decompensation should be steri- 
Iized. Such a patient runs a very great 
risk of developing another, and more 
severe, decompensation if she shouId be- 
come pregnant. Pregnancy is IikeIy to 
terminate disastrousIy because of the 
extra Ioad added to an aheady injured 
heart muscIe. This applies to al1 previous 
cardiac decompensation whether occurring 
during the course of a pregnancy or not. 

MitraI stenosis by itseIf does not con- 
stitute a hard and fast indication for 
steriIization, but any patient with a high 
grade mitra1 stenosis, with or without 

regurgitation, shouId be watched very 
carefuIIy during the course of a pregnancy. 
If at any time in the first trimester she 
shows signs of cardiac embarrassment or 
beginning decompensation abortion shouId 
immediately be performed and she shouId 
be sterilized. Decompensations beginning 
in the second or third trimesters are best 
treated medicaIIy unti1 viabiIity of the 
chiId occurs, and then labor induced or 
cesarian section performed. This is advo- 
cated because Iabor or termination of 
pregnancy after the third or fourth month 
are as hard on the patient as fuI1 term 
deIivery. Any woman who, after one or 
severa pregnancies, deveIops a mitral 
valve lesion shouId be steriIized as soon 
as her medica condition permits. She 
aIready has her family and the danger of 
further pregnancies need not be hazarded. 

Renal Indications: Every patient with 
a definite deficiency in kidney function 
shouId be steriIized because if a pregnancy 
ensues and the added work of elimination 
for both the mother and fetus is put on 
aIready damaged kidneys the resuIt may 
prove dire. This is particuIarIy true for 
patients who have had a true nephritis 
of pregnancy with marked edema, aIbu- 
minuria, hyperpyrexia, and a retention 
of nitrogenous products as evidenced by 
the blood chemica1 findings. UnIike the 
acute toxemias of pregnancy, true nephritis 
does not entireIy disappear after the 
termination of the pregnancy and the 
patients never return to their norma 
states. Therefore subsequent pregnancy 
is IikeIy to prove of serious consequence. 

Patients with tuberculosis of the urinary 
tract shouId also be steriIized because 
we know that pregnancy has an activating 
effect on tubercuIosis and may stir up 
a quiescent affair. If the patient has had 
one kidney removed because of a tuber- 
cuIous process she shouId be steriIized in 
view of the fact that most often renaI 
tubercuIosis is biIatera1 even though it 
may not show up in the opposite kidney 
for severa years after the primary focus 
had been removed. If such a woman shouId 
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become pregnant a fatal outcome can be 
anticipated. 

We do not want to convey the impres- 
sion that every woman who has had a 
nephrectomy shouId be sterihzed. We have 
delivered several patients who had had 
previous nephrectomy for caIcuIi, and 
their pregnancies, Iabors, and postnata1 
courses did not deviate from the normaI. 
Therefore we say that previous nephrec- 
tomy is not an indication for steriIization 
except in cases where the kidney had 
been removed because of tubercuIosis 
or where the function of the remaining 
kidney is found, by Iaboratory procedures, 
to be beIow normaI. 

Pulmonary Indications: We a11 know 
that patients with active pu!monary tuber- 
cuIosis shouId not become pregnant be- 
cause of the activating effect of the 
pregnancy on the tubercuIosis. The course 
of the tuberculosis becomes more rapid 
during the pregnancy. This does not 
mean that every woman who has had an 
active puImonary tuberculosis should be 
sterilized. If a woman has had an arrested 
tubercuIosis for live years with no evidence 
of activation during that time she may 
safeIy become pregnant and, under very 
carefu1 supervision, carry to term with 
no III effects. But if a woman with active 
tubercuIosis periodica1Iy becomes preg- 
nant and undergoes frequent therapeutic 
abortion, that woman shouId be sterilized. 
Or shouId a muIti-gravida deveIop a 
pmmonary tubercuIosis and progress is 
noted in the course of treatment of that 
disease she shouId be steriIized in order 
that a pregnancy shouId not interfere with 
the ultimate cure. 

Otolaryngological Indications: One ear 
condition is known to be aggravated by 
pregnancy, many patients having no signs 
of this disease unti1 they become pregnant. 
That condition is otoscIerosis. If a patient 
suffering from otosclerosis becomes preg- 
nant and the effect of the pregnancy on 
the ear condition is noticeabIv bad, that 
patient shouId have a therapeutic abortion 
and sterihzation. If a patient with this 

disease presents herself with a history of 
previous gestation having caused a marked 
increase in the symptomatoIogy, that 
patient should be steriIized because subse- 
quent pregnancy wiI1 undoubtedly cause 
an increase in her difficulty especiaIly 
since otosclerosis is a progressive disease. 
A nuIIigravida with otoscIerosis and a 
great desire for a chiId may be aIIowed 
to become pregnant, but she should be 
warned that her ear condition wiI1 prob- 
abIy become worse. If the symptoms 
become so marked as to force the patient 
to seek reIief she should be aborted and 
steriIized. 

TubercuIosis of the Iarynx usuaIIy 
accompanies an active puImonary tuber- 
cuIosis, but rareIy it may occur inde- 
pendently. If a patient has a IaryngeaI 
tubercuIosis that patient shouId be steri- 
Iized under the same conditions and for 
the same reasons that a patient with 
active puImonary Iesions shouId have 
the operation performed. 

Local Anatomical Indications: Local ana- 
tomical conditions, usuaIIy the resuIt 
of pregnancy, frequentIy demand pIastic 
repair, but these repairs are of no avail if 
the patient subsequentIy becomes pregnant 
and during the Iabor and parturition the 
operative repair is torn down. Large 
cystoceIes and rectoceIes, third degree 
Iacerations of the perineum, vesicovaginal 
hstuIae, rectovagina1 IistuIae, cervical 
lacerations extending beyond the interna 
OS, and prolapse of the uterus faI1 in this 
group. AI1 women presenting themseIves 
for repair of the afore-mentioned conditions 
shouId be steriIized as a part of the opera- 
tion in order to preserve the work done 
at the time of the operation. In doing 
the interposition operation the steriIization 
is an important part of the procedure, 
inasmuch as shouId pregnancy foIIow great 
difficulty will befaI1 the patient and 
therapeutic abortion is frequentIy neces- 
sary to reIieve a uterine or bIadder 
incarceration. The onIy exception of this 
ruIe is the nuIIigravida with a uterine 
proIapse. This may be repaired without 
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steriIization in order to give the patient 
a chance to bear chiIdren. 

Social Indications: FrequentIy we are 
approached by the socia1 service depart- 
ments of our hospitaIs and requested to 
steriIize certain patients for social reasons. 
Some of these requests we are forced to 
deny, but we fee1 that there are certain defi- 
nite social indications for this operation. 

There are apparentIy norma parents 
who have had several mentahy deficient 
children. If this condition recurs in severa 
children of the same parents there is a 
definite reason for sterilization in order 
to save these parents from bringing into 
being any more of those pathetic creatures 
who wiII eventuahy become wards of the 
state. 

Another grave socia1 probIem is that 
of the unmarried mentaIly deficient girl 
who is promiscuous in her sex reIationships 
and who becomes pregnant at frequent 
intervaIs. SteriIization of such an indi- 
vidua1, with the permission of the parents 
and the juveniIe court, is a desirabIe 
thing both from the standpoint of the 
famiIy of such a gir1 and for the weIfare 
of the community. 

Amaurotic famiIy idiocy is a rare 
condition that is prone to recur in certain 
famiIies. If this condition is found in the 
offspring of one woman more than one 
time, that patient is entitIed to steriIization 
in order to protect her from the danger of 
bringing more such infants into the worId. 

Nemo-psychiatric Indications: In some 
states there is a Iaw making steriIization 
of the insane compuIsory. It is definiteIy 
known that certain types of insanity have 
a tendency to recur in the offspring of 
the person afflicted. Many of these patients 
have recessions of their menta1 conditions, 
but if during such a period of betterment 
of condition that woman becomes pregnant 
there is IikeIy to be a reIapse of great 
severity. Therefore steriIization of such a 
patient is desirabIe both because of the 
good it may do the patient and because 
of the reduction in the numbers of the 
potentiahy insane. 

Certain women, otherwise absoIuteIy 
sane, deveIop a true psychosis during the 
course of a pregnancy. These patients have 
an absoIute cIearing of symptoms after 
the termination of the first pregnancy in 
which the condition deveIoped, but with 
subsequent pregnancy the menta1 upset 
becomes worse and of Ionger duration. 
Such a patient shouId not be aIIowed to 
go through more than one pregnancy 
because of the danger of a permanent 
return of the previousIy encountered men- 
ta1 condition. We aIso see cases of puerpera1 
psychosis in patients who go through their 
pregnancies and Iabors normaIIy but during 
the course of the puerperium deveIop a 
psychosis. The majority of these women 
recover eventuaIIy, but to aIIow such a 
patient to again become pregnant is not 
good judgment inasmuch as she may 
deveIop a more severe and more permanent 
psychosis during her next puerpera1 period. 
SteriIization of women in this group is 
strongly advocated. 

Chorea gravidarum, a very severe neuro- 
IogicaI condition that occurs in the course 
of pregnancy, is very IikeIy to again 
appear during the next period of gestation 
in a more severe form. The choreiform 
movements may become so vioIent that 
the patient cannot contro1 herseIf sufli- 
cientIy to maintain her equilibrium. Falls 
are very frequent during these attacks 
and at times there are such severe injuries 
resuhing from these faIIs’that the patient 
is permanentIy crippled or dies. There 
are aIso cases reported where the move- 
ments were so vioIent and of such constant 
character as to compIetely exhaust the 
system and end in death from cardiac 
failure. Inasmuch as this condition is 
likely to recur during subsequent preg- 
nancies, it is safest to steriIize the patient 
after the termination of the first pregnancy 
in which the chorea was observed. 

True epiIepsy is another indication for 
steriIization both because the patient 
herseIf is endangered and because the 
disease may be transmitted to the off- 
spring. The d anger of the patient Iies 
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in the direction of increasing the severity 
of the epilepsy. It is known that the 
siezures are of more frequent occurrence 
and of greater severity during the course 
of a gestation, and foIIowing muItipIe 
pregnancies there may be a permanent 
change for the worse in the condition of 
the individua1. AIthough the transmission 
of epiIepsy to the offspring may be debat- 
abIe there can be no question that if 
a mother with this condition has a chiId 
who shows an epiIeptic tendency, that 
woman shouId be sterihzed in order to 
prevent her bringing more of her kind 
into being. 

The rare neuromuscuIar conditions, 
pseudo-hypertrophic muscuIar dystrophy, 
progressive muscuIar atrophy, and myas- 
thenia gravis are a11 characterized by a 
muscular weakness. If a patient with any 
one of these diseases becomes pregnant 
and extra weight is added to that which 
the weakened muscles must support, 
the genera1 condition of that patient wiI1 
suffer and the muscuIar condition wiI1 
become aggravated because of the added 
strain. If patients suffering from these 
conditions are steriIized and the pos- 
sibiIity of pregnancy is removed, the 
treatment of the neuromuscuIar disease 
can proceed without interruption. 

THERAPEUTIC ABORTION 

UnfortunateIy, many of the patients 
suffering from these conditions do not 
present themseIves for examination unti1 
after pregnancy has taken pIace. Our 
probIem now is twofold, doing away with 
the pregnancy and steriIizing the patient 
in order to obviate the possibiIity of 
future pregnancy. But even this doubIe 
probIem need not be diffIcuIt. In employing 
the vagina1 route of operation the thera- 
peutic abortion can be done as a part of 
the steriIization operation without adding 
much to the technica difflcuIties of the 
procedure. In doing the combined steriliza- 
tion and abortion we prefer to do a funda 
vagina1 hysterotomy instead of the tradi- 

tiona1 transcervica1 uterine evacuation. 
In doing the operation by this method we 
do not go through the frequentIy infected 
cervix and so cut down on the chance for 
postoperative infection. In foIIowing out 
this technique we do not encounter sepsis 
such as we see on occasion in the patients 
who have had pregnancy terminated by 
the transcervical approach. 

OPERATIVE TECHNIQUE 

SteriIization can aIways be accompIished 
by the use of radium or the x-ray, but 
we rareIy empioy these methods of proce- 
dure because of the disadvantages attend- 
ant on their use. The x-ray and radium 
steriIize by a destruction of the ovarian 
function. This means that the patient wiI1 
be thrown into the menopause, and 
menstruation wiII cease. In many patients 
the cessation of menses wiI1 prove a 
damaging psychic factor, whiIe in others 
the symptoms accompanying the meno- 
pause may be very severe. Therefore we 
advocate the use of these forms of steriiiza- 
Con onIy in women who are approaching 
the age of the menopause or in those who 
have such serious medica conditions as 
to make even the very simple vagina1 
operation dangerous. 

It must be remembered that in the 
course of the operation the abdomen is 
opened through the vagina and we must 
be very particuIar about the preoperative 
preparation of these patients. The externa1 
genitaIs and vagina1 tube shouId be 
thoroughIy washed with tincture of green 
soap and steriIe water three times, with 
great care to get up to and behind the 
cervix. The soap is washed out with steriIe 
water or with I : 5000 bichIoride of mercury 
soIution. The vagina is then thoroughly 
saturated with one-half strength tincture 
of iodine or the surgical preparation of 
mercurochrome, speciaI attention being 
given to the posterior vagina1 vauIt and 
the cervix. When the cervix is brought 
into view it is again swabbed with the 
iodine. These simpIe precautions wiI1 go 
a Iong way toward reducing to an absoIute 
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minimum the chances of postoperative 
infection. 

We will describe the technique that we 
use for simpIe vagina1 SteriIization, that 
for the repair of cystoceIe in conjunction 
with the steriIization, and that for the 
performance of therapeutic abortion during 
the course of the steriIization operation. 

Simple Sterilization: The perineum is 
heId back by the use of a weighted vagina1 
retractor. The anterior and posterior Iips 
of the cervix are grasped by singIe tooth 
voIseIla tenacuIae, and the uterus is puIIed 
down into the vagina. Two cubic centi- 
meters of obstetrica pituitrin are injected 
into the cervica1 tissues in order to promote 
uterine contraction as we11 as generaIized 
contraction of the peIvic vesseIs and so 
cut down on the amount of bIeeding 
encountered during the course of the 
operation. An incision is made across the 
anterior Iip of the cervix (Fig. I) just 
beIow the insertion of the bIadder on the 
uterine waI1. This incision is Carrie-d 
through the vagina1 mucosa and sub- 
mucous fascias. These fascias are then 
separated from the uterine waI1, from side 
to side and upward by means of sharp 
dissection. A pIane of cIeavage wiI1 soon 
be found which wiI1 enabIe one to strip 
the bIadder and its attached mucosa 
from the anterior waI1 of the uterus by 
gentIe pressure with the gauze-covered 
finger. This separation of the bladder 
from the uterus is carried up to the point 
where the peritonea1 reflection is brought 
into view. A narrow anterior retractor is 
now inserted between the reflected bIadder 
and the uterine waI1, and traction on this 
retractor gives one a good view of the 
peritoneum. The peritoneum is now incised 
and this incision is widened by inserting 
both index fingers and puIIing them apart. 
This brings the fundus of the uterus into 
view and the anterior retractor is now 
pIaced between the upper peritonea1 flap 
and the uterus (Fig. 2). The cervix is 
now pushed backward into the posterior 
vauIt of the vagina and in this manner 
the fundus is forced down toward the 

vagina1 opening. The uterus is now grasped 
with a singIe toothed voIseIIum forceps, 
and by gentIe traction is deIivered into 
the vagina. This brings into view the 
entire uterine body together with the 
tubes and their insertions in the cornua. 

The tube is grasped with a hemostatic 
forceps about 3s inch from the uterine 
horn and cut across. This incision is carried 
paraIIe1 to the tube as far as the uterine 
horn and across this, removing with it 
the interstitia1 portion of the tube (Fig. 
3~). The uterine horn is now cIosed by a 
continuous running suture of chromicized 
catgut interIocked every second or third 
stitch (Fig. 3B). Care must be taken to 
bury the cut end of the interstitia1 portion 
of the tube. The proxima1 end of the cut 
tube is then brought over this portion of 
the uterine horn and sutured. In sewing 
the tube and its broad Iigament attach- 
ment to the uterus care is taken to go 
around instead of through the tube. Thus 
we are peritonizing the raw edges of the 
uterine cornua and at the same time each 
stitch is surrounding and constricting 
the tube so that maintenance or re- 
estabIishment of the patent Iumen is 
impossibIe. The same procedure is carried 
out on the other side (Fig. 4~). In the Iarge 
series of cases in which we have empIoyed 
this operation we are not aware of a singIe 
instance in which it has faiIed to sterihze 
permanentjy. 

The uterus is now repIaced in theabdomi- 
na1 cavity and the anterior retractor is 
taken out from beneath the peritonea1 ffap 
and reinserted beneath the bIadder. The 
index finger is put into the abdomina1 cavi- 
ty and the peritoneal edge is found and 
secured by a suture. The peritoneum is 
cIosed by severa interrupted sutures of 
catgut. The anterior retractor is now re- 
moved and the bladder together with the 
attached mucosa is puhed down into pIace. 
The vagina1 mucosa is now cIosed by inter- 
rupted sutures of chromic catgut. 

Sterilization with Repair of Cystocele: 
If cystoceIe is present and operative 
treatment is decided upon in conjunction 
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with the sterihzation, the technique is 
somewhat varied. In these cases it is 
necessary to separate the bIadder from 
the vagina1 mucosa at the outset and then 
to separate the bIadder from the uterine 
waI1. The same primary incision is made 
through the vagina1 mucosa and then a 
curved rounded tip scissors is insinuated 
between the vagina1 mucosa and the 
bIadder. After pushing the scissors as 
high as possible it is opened and in this 
manner the bIadder is separated from the 
vagina1 mucosa. The mucosa is now spIit 
up the mid line as far as the separation 
has been compIeted, and in repeating 
the process the division of Iayers is carried 
on as high as the urethra. LateraI separa- 
tion of the mucosa1 flaps is very readiIy 
carried on by gentIe pressure with the 
gauze-covered finger. 

The bIadder is now separated from 
the anterior uterine waI1 as previousIy 
described, and the steriIization operation 
is carried out. After the steriIization is 
compIeted and the peritoneum is closed 
we proceed with the repair of the cystocele. 

The vagina1 mucosa is trimmed in order 
to tighten the covering of the bIadder 
when the repair is completed. The Iower 
edge of the bIadder fascia is now caught 
and sutured to the uterine waI1 1% to z 
inches higher than its previous insertion. 
This eIevates the bIadder on the uterus 
and prevents it from coming Iower down 
on the cervix. The bIadder is sutured to 
the uterus with three interrupted sutures, 
one in the mid Iine and one on either side. 
The subpubic fascias are now brought 
together from side to side. This tightens 
the urethra and acts as a support for 
both it and the bIadder. The vagina1 
mucosa is now brought together in the 
mid Iine by a continuous interIocked suture 
of chromic catgut starting near the urethra 
and proceeding downward, When a point 
below the newIy made insertion of the 
bIadder is reached, the suture is brought 
through one side of the vaginal mucosa, 
through the uterine musculature, and 
then through the other side of the vagina1 

mucosa. This type of stitch is carried on 
down to the Iower edge of the vagina1 
incision. By taking these bites through 
the uterine waI1 we form another barrier 
in the path of the bIadder should there 
be a tendency for it to sIide down, prevent- 
ing such a possibiIity and at the same time 
eIiminating any “dead space” that may 
exist between the wal1 of the uterus and 
the vaginal mucosa. The transverse incision 
across the cervix is cIosed by severa 
interrupted chromic catgut sutures. A 
retention catheter is put in pIace and 
Ieft for five to seven days in order that 
the bIadder may be kept empty during 
this time. This emptiness of the bIadder 
aIIows it to regain its muscuIar tone and 
shrink in size. Thus, with increased bladder 
tonus, there wiI1 not be a tendency for 
over-distention and the primary causative 
factor in cystoceIe is removed. 

Sterilization with Therapeutic Abortion: 
If therapeutic abortion is to be performed 
in conjunction with the sterilization the 
technique is not varied unti1 the uterus is 
deIivered into the vagina. A transverse 
incision is made across the fundus of the 
uterus anteroposteriorly (Fig. 5). The 
incision can be made from side to side 
and carried on to the remova of the 
uterine cornua, but we prefer the antero- 
posterior incision because in the mid 
Iine of the uterus no major vesseIs or 
Iarge branches of these vesseIs need be 
cut across and the operation is practicaIly 
bIoodIess. When the uterine cavity is 
opened into the products of conception 
can be squeezed through the incision in 
toto. The decidua is IightIy curetted out 
through the incision and a11 is very care- 
f II u y sponged away in order to prevent 
the possibIe deveIopment of an endo- 
metriosis. The incision in the uterus is 
cIosed by a running suture of chromic 
catgut, and this in turn is covered by a 
serosa1 stitch of fine pIain catgut for 
purposes of peritonization. The steriIiza- 
tion operation is now carried out and 
compIeted as described. 

[For ConcIusions see p. 539.1 
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