VAGINAL HYSTERECTOMY#
A Stupy oF 348 CAsEs

LreoNarp Avererr, M.D., FLA.C.S., PAnLADELPHLY, Pa.
(From the Gyneeology Departments of St. Agnes, St. Luke’s and Children’s and
Northern Liberties Hospitals)

HILE vaginal hysterectomy has not become widely popular in this
country, nevertheless, it is enthusiastically praised by a small
group of surgeons who have perfected themselves in the technique and
have had an opportunity to observe the advantages of this proeedure,

when eompared with hysterectomy performed through the abdominal
route.

In the reeent gyneeologic literature, there appeared many exccllent
articles purporting to demonstrate the advantages of total abdominal
hysterectomy over the subtotal operation.

E. H. Richardson! states that Von Graff colleeted nearly 1,200 cases of eaneer
of the eervical stump following subtotal hysterectomy. Two-thirds of these eases
were reported within the last twelve years, Tt is quite probable that this does not
represent the total ineidence, since seattered cases mmst have been observed amid
not reported. Richardson further states that in a study just completed at the Johns
Hopkins Hospital Clinie, and not yet published, Erle Henriksen found among 940
cases of cancer of the cervix an ineidenee of 2.3 per cent of stump eancer, and that
in similar statistical reports the ineidence of cervieal stump cancer runs as high as
4.0 per cent. TFully two-thirds of the cases of stump ecancer thus reported followed
subtotal hyaterectomy for fibroids,

The general belief that the eoning out of mueous membrane of the
cerviecal eanal at the time of sublotal hystereetomy, or the destruetion of
it by cautery, as a prophylactic measure for subsequent development of
stump caneer, is erroneous; this becomes evident when one recalls that
more than 80 per cent of all eases of cancer of the cervix originate from
the squamous cell epithelium of the portio vaginalis. Statistical studies
show that of the large pereentage of women who have had subtotal
hysterectomies performed on account of the later consequences of uterine
and tubal infection, about 20 per eent, who have never been pregnant,
develop cervieal stump cancer. This serves to foeus our attention upon
the possible réle which chronic infections of the eervix play in the
etiology of cancer.

In a recent paper J. R. Goodall2 calls attention to tie eause for the far greater in-
videnee of postoperative complications in the subtotal over the total hysterectomy,
and he enumerates them as phlebitis, pelvic cellulitis, embolism, peritonifis, and

*Read nt a meeting of the Obstetrical Society of Philadelphia, December 1, 1936,
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cystitis. He attributes these to mucosal disease of the eervix. The organism in the
cervieal mmcosa while ordinarily attenuated may become aectivated and markedly
pathogenic. This is further proved by the frequent invidence of secondary seplic
hemorrhage following trachelorrhaphy or trachelectomy which generally occurs om
the eighth or twelfth day, the hemorrhage at times being severe enough to require
transfusion.

The advoeates of the subtotal or supravaginal hysterectomy claim a
smaller mortality and a lesser morbidity as compared with the total
or panhysterectomy. The advocates of the total hystercetomy elaim
that, in the first place, in expert hands the mortality and morbidity are
not any greater, and second, the elimination of the possibility of cervieal
stump cancer and foeal infeetion make this a more advantageous opera-
tion. Their elaim is supported by statisties such as those of Fullerton
and Faulkner,® who reported 1,851 abdominal hystercetomies, subtotal
as well as total, with a mortality rate of 4.5 per eent.  Sixty-three per
cent of the 1,078 total hysterectomies were performed by five members
of their visiting staff and the mortality was 3.5 per eent, while in 87 per
cent performed by two members of the vesident staff, the mortality was
5.2 per cent.

At a reeent meeting of the Southern Medieal Association in Baltimore,
Q. V. Newell vead a paper in which he summarized the mortalities in his

cases.
MORTATATY
Supravaginal hiysterectomy in eases complieated by pelvie infection 4.29%
Total hysterectomy in cases complieated by pelvic infection 3.2%
Supravaginal hysterectomy in cases not complicated by infeetion 3.5%
Total hysterectomy in cases not complicated hy infection 1.3%

He reviewed the literature for a five-year period and compiled a total of 14,280
supravaginal hysterectomies with a minimum mortality of 1.2 per cent and a max-
imum one of 4.7 per cent. A similar summary of 5,223 total hysterectomies showed
a minimom mortality of 1.0 per cent, and a maximum of 7.9 per eent.

Vaginal hysterectomy accomplishes everything claimed for the total
ahdominal hystereetomy, and has the following advantages over the
abdominal hysterectomy :

1. Lower operative mortality and morbidity.

2. Less tendency to peritoneal infection or shock and is therefore suitable in eases
that are bad operative risks and in no way a disadvantage to the robusi patient.

3. In the treatment of hemorrhagic conditions of the uterus in middle-nged
women, the mortality rate in vaginal hystereetomy is as low as that of radium, with-
out the sequelae and relapzes; furthermore, possible malignant conditions are, in the
former procedure, readily disclosed and eliminated.

4. Convaleseence is rapid, the patient is able to eat brenkfast and read the daily
paper the morning after operation. When hysterectomy alone is done without ex-
fensive plastie work the patient is praetieally devoid of complaint.

*Perzonal communication.
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The risk of ventral hernia and postoperative adhesions is eliminated.
. Adequate drainage more easily secured.

7. Less risk of injury to bladder and ureters, providing the bladder is properly
freed and elevated at the beginning of the operation,

- =

W, Wayne Babeocks reported 300 vaginal hystercctomies without a death, N.
Sproat. Heaneys reported a series of 627 vaginal hystereetomies with n mortality of

0.47 per cent. Kennedy reports a mortality of ome-fifth of 1 per cent in several
thousand cases.

Our own series eonsists of 348 cases without a death.

Taere 1. AGe INCIDENCE

9 between ages of 20 10 29
84 between ages of 30 to 39
174 between ages of 40 to 49
60 between ages of 50 to 59
18 between ages of 60 to 69
2 between ages of 70 to 70
1 between ages of 80 to 84

The two oldest patients in this series deserve special mention.

One patient seventy-cight years of age was admitted, suffering from profuse
uterine hemorrhage and intermittent uterine contractions. Upon vaginal examination,
the vagina was found to be filled with clots, the cervieal eanal was patulous, the
uterine cavity meunsured 12 em., and n submucous fibroid, the size of a hen's egg, was
attached to the fundus.

Another patient eighty-four years of age was ndmitted with 1 complete procidentin
and hemorrhage from an uleerated cervix requiring packing to eontrol the bleeding.

TasrLe 11, INDICATIONS

Tibromyoma of the uterus 193

Fibromyoma of the uterus fixed to anterior nbdom- 5
inal wall by provious operation

Fibromyoma of the uterus and bilateral chocolate 2
cysts of ovaries

Fibromyoma of the uterus and ovarian tumors 8

Fibromyoma of the uterus and chronic bilateral 12
tuboovarian disease

Hyperplastic or fibrotic uteri with excessive bleed- G8
ing about the menopause

Prolapsus of uterus 51

Prolapsus of uterus with advanced carcinoma of 1
cervix

Prolapsus of uterus after an interposition operation 1

Badly lacerated, diseased cervix G

Adenomyoma of the uterus 1

Vaginal hysterectomy was performed sixty-eight times, in our series,
for functional uterine bleeding in middle-aged women.

G. 1. Strachans reports two cases of functional uterine bleeding, proved 1o be
benign by euretiage, and the patients later developed cancer of the body of the
aterus, seven years and two years, respectively, after the use of radium.
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Vaginal hysterectomy was performed in five cases of fibromyoma
where the uterus was fixed to the anterior abdominal wall by previous
operafion,

Tapre 11T, ApmrioNan OPERATIVE PROCEDURES

Removal of one or both tubes 42
Removal of one or both ovaries 42
Plastic on urethra for incontinence 21
Posterior colpoperineorrhaphy 206
Repnir of complete perineal tear 1
Preliminary episiotomy 20
Removal of Bartholin eyst 2
Repair of inguinal hernia 3
Repair of umbilical hernia 3
Appendectomy 2

With a virginal, nulliparous or atrophic vagina, a simple median
episiotomy was performed. We have found no necessity for the ex-
tensive lateral ineision of Schuchardt,

TapLg 1V, PrEOrERATIVE COMPLICATIONS

condary anemin, hemoglobin below G065 4
16 required {ransfusion

Hypertengion (systolic pressure above 130) 61
Chronie nephritis 18
Pulmonary tubereulosis (nrrested) a
Dinbetes ]
Valvular heart disonse 4
Chronie myornrditis 10

Among the sixteen patients requiring preoperative tfransfusions, one
had a hemoglobin of 27 per cent with 1,218,000 red blood eells per eubie
centimeter. This patient and three others required three transfusions
cach. Five patients required two transfusions each.

The metabolist was called in to {reat the diabetic patients.

Taptk V. PostoreRATIVE COMPLICATIONS

Temperature over 100.6° for one or more days due to:

Femoral thromhophlebitis ]
Clystitis 19
Probably (ue to wound infection, low grade a2
Tonsillitis 2
Bronehitis 3
Deaths 1]

Tasre VI, OPERATION

“Type:
Ligature 172
Clamp and ligature 62
Mayo modifieation 76
Kennedy clamp method 38
Anesthesia : HOSPITAL DAYS
Spinal 312 14.6

Gas and ether 36
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The indieations for vaginal hystercetomy inercase and the contra-
indications diminish with the inereased skill and experience of the
operator. Thus far we have not had to abandon the vaginal route and
complete the operation abdominally, In diffieult cases, the abdomen is
prepaved for just such an emergeney. Following Dr. Babeock’s de-
seription on moreellation of large fibroids, we were able to remove
fibroids reaching above the umbilicus through the vaginal route.

A skillfully exeeuted vaginal hysterectomy is a decidedly less formi-
dable procedure as determined by its demonstrable effeets upon the

patient than is the same operation performed with equal skill by the
abdominal route,
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DISCUSSION

DR. W. WAYNE BABCOCK.—By using clamps one may remove the uferus in
the quickest time and in the simplest manner. Clamps, however, limit the field of
vaginal hysterectomy, When they are used it is difficult to take out a large uterus
or a complicating ovarian tumor, and they interfere with an associated vaginoplastic
operntion. If a clamp rests agninst the soft tissues during the conventional forty-
ecight hours that it should be left on, it will eause a slough. Therefore, one should
always carefully protect the vaginal wall by gauze packing. Oecasionally a secondary
hemorrhage follows the removal of the clamps,

Aftor several alarming liemorrhages I turned from clamps to mass ligatures on
the brond ligaments, Experience proved these to be insecure, a uterine artery or
other vessgel ocensionally escuping from constriction during the extrieation of the
uterus,  An pssocinted closure of the vaginal vault alko proved to be unwise prob-
ably becnuse the pedicles were not anchored extraperitonenlly, and not infrequently
led to a pelvie abscess about the time the patient should have been ready to leave
the hospital.

T therefore found it wise to expose and ligate the uterine and ovarian
vosgels individually on the sides of the uterus. This enabled me to open the anterior
and posterior culdesae without any specinl effort, for the peritoneum is incidentally
penotrated at the side of the uterus while exposing, ligating, and dividing the
vossels.  Thuos there was little danger of injuring the bladder or rectum, and by
proper retraction with a small trowel, the ureters are not endangered. The vaginal
vault was also left open and a Mikuliez drain carried into the pelvis, This did away
with the secondary pelvie abscesses, but in three instances, intestinal adhesions to
the pouze or some adjacent part led to an obstroction requiring secondary operation.
We, therefore, then brought the pedicles through the peritoneum to the vaginal wall
where they were anchored, the peritoneum being closed, and the vaginal marging
lightly approximated over the pedicles. Thus far this method has worked well,

With large fibroid tumors, for we remove fibroid uteri up to the size of a seven
months! gostation, mueh of the blood supply is controlled before the morcellation
is started and therefore there is less loss of hlood, With the abdominal walls re-
faxed and the patient in a high Trendelenburg position, the interior of the pelvis and
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tower abdomen may be ingpected nfter the uterus has been removed.  While ny yet we
have not been able 1o see fhe gallbladder, we have removed the appendix through
the vagina, in about eighty such cases. Without clamps one or both ovaries muy
be resected or removed, and an anterior colporrhaphy and perineorrhaphy  con-
veniently done after removal of the uterus.

To one experienced vaginal lysterectomy is the safest method of complete re-
moval of the uterus, although not always the easiest for the operator. How else enn
one maintain & mortality under 0.5 of 1 per cent? Tt also has the lowest morbidity.
1f no vaginal plastic is done, the patient may be out of bed on the sixth day, ad

Jeuve the hospital, without the cares of complications of an abdominal ineision, on
the eighth or tenth day. TIn the vaginal repair, we have found buried fine rustloss
steel wire of advantage, It is tieable, much stronger than silver wire, anid need not
be removed.

DR. HILLEL (Dovent of the Mackenrodt Clinie, Berlin).—The first waginal
operntions T saw were performed by Mackenvodt and Diihrssen. 11 they coulil see
the field which vaginal operations have attained in Amerien, they would be aston-
ished. In former times Ameriea could learn from Europe, but the surgery I have
coen here in the United States lias reached sueh a high standard that T believe
Europe has nothing to offer any more.

DR. J. W. KENNEDY.—Thirty-oldd years ago in the Joseph I'rice Hospital 50
per cent of the hysterectomies performed were done by the ahdominal Toute. Today
5 per cent are performed through the abdomen against 85 by vaginal lysterectomy.

The indications for the operation are: All fibroid tumors that ean he remoyed
by the vaginal route and, if morcellation is resorted to, large growths may be re-
moved through the vagina; ull dysfunctions of the uterus in the suspicions nmld
sterile uterus; all degrees of prolapse of the uterus in the sterile organ; all eondi-
tions of the abused cervix in patients over forty-five: in all patients where malignaney
comes within the first and second groups; in all polypoid growths of the cervix in
patients over forty-five, as over sixty per cent of these patients will show similar
growths of the fundus, and in practically all patients with excessive weight with
eardiorenal symptoms.

We feel that the slough incident to the elamps is a very important factor in the
recommendation of the procedure in malignancy of the uterus.

The elamp method in removing the uterus is most important in nny degree of
prolapse of the organ, for after the clamps are removed the broad ligaments con-
tract und pull the vaginal fornix high up and thus relieve the prolapse which fakes
care of the eystoeele in most conditions. In the extensive prolapsed conditions, sueh
ns complete procidentia, we immediately do a repair of the eystocele by the use of
silkworm-gut sutures,

The slough incident to the elamp method of removing the uterus ennses an in-
fectious discharge nnd huried absorbable sutures must not be used,

The mortality of vaginal hystercetomy is the lowest of any major operation of
which T have knowledge. T have never seen a denth from operative infection, op-
crative or postoperative hemorrhage, nor from an embolus or postoperative pueu-
monia.

The elamp method of removing the uterus lengthens the vaginn, the ligature
method shortens it. The use of the elumps gives o lurge percentage of operability.
The operntive time is the shortest of any major operation of whieh T linve knowledge.
Very often the anesthesia may be stopped when the operntor begins the procedura,
There is little shock in vaginal hysterectomy.
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