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CHICAGO, 

F IBROIDS of the uterus have been 
known under other names since the 
time of GaIen. During the drab and 

barren centuries that foIIowed, three not 
unimportant observations became current: 
(I) Many of these tumors remained smaI1, 
were symptomIess or of slight symptoms 
and fortunateIy could we11 be Ieft aIone. 
(2) There were a considerabIe number of 
Iarge, bIeeding, degenerating and com- 
pIicated tumors which furnished no smaI1 
morbidity and mortaIity which it was 
diffIcuIt to check, and in which IittIe couId 
be done. 

3. That many of these troubIesome 
fibroids ceased to grow, receded in size, 
stopped bIeeding and became decidedIy 
Iess troubIesome with the estabIishment 
of the fibroid menopause which was five, 
ten or fifteen years deIayed. Oftentimes 
these Iooked for desirabIe resuIts did not 
take pIace. 

In 1872, Tait, one of the boldest and 
most proI& thinkers of his day, chaIIenged 
by the hopeIessness of observation No. 2 

and stimuIated by observation No. 3, 
undertook optional surgica1 castration to 
take the pIace of the deIayed menopause. 
This was not ideaI; it was not adequate. I 
cannot conceive that taking out normal 
ovaries and Ieaving a five, ten, fifteen or 
twenty pound tumor for the patient to 
struggIe with as a foreign body appeaIed 
to the thoughtfu1 and precise mind of 
Lawson Tait, but it was an opening wedge. 

With repeated openings of the abdomen 
upon such pathoIogica1 conditions, surgery 

ILLINOIS 

couId not but advance in time to the 
remova of the diseased uterus. Hysterec- 
tomy with removai of the tubes and ovaries 
foIIowed. TotaI hysterectomy and supra- 
vagina1 hysterectomy became matters of 
earnest discussion. Vagina1 and abdomina1 
hysterectomies were compared. Gyneco- 
Iogic surgery became ovary conscious and 
ovaries were Ieft for interna secretion. 
Myomectomy was performed that a11 of 
the genita1 functions might be saved even 
to chiId bearing. WhiIe myomectomy had 
its advocates, it was thought by some to 
have a greater morbidity and mortaIity 
than hysterectomy. Mayo presented a 
series of cases foIIowed by twenty-eight 
deIiveries in twenty-three cases with five 
more pregnant. He made a strong pIea 
backed by these resuIts for the worth- 
whiIeness of this measure in suitabIe cases 
during the chiId bearing period. The vaIue 
of preserving menstruation was reff ected 
in the operation of fundectomy or partia1 
hysterectomy, permitting this function 
to go undisturbed. Surgery had Iargely 
dispIaced medication, waiting for the 
menopause and eIectricity. In the first 
decade of this century it had fairIy we11 
met the test. It was removing Iarge com- 
pIicated tumors and saving functions when 
possibIe. 

Between rgo5 and Igzo continenta 
Europe was visited with a devastating 
epidemic of irradiation castration. KeIIy 
in this country at a meeting in Washington 
heId high the torch, a capsuIe of radium, 
that he emphaticaIIy and dramaticaIIy 

* Read before the Chicago GynecoIogicaI Society. 

148 

Am J Surg 1944 V-66

history-of-obgyn.com
obgynhistory.net



\e\\ SERICS VOL. I-XVI. No. z Barrett-Uterine Fibroids 

predicted would lead gynecology to the 
non-surgica1 treatment of fibroids. Many 
a man attended that meeting well content 
over the fibroid cases he had Ieft at home 
and came away with an itching for 30 to 
roe mg. of radium. Some procured IO, 13 or 
25 mg. Some epigrammatist said fifteen 
cents worth of radium can do a million 
dollars worth of harm. We do not believe 
it. At the price then current the amount 
of radium would have been too smaI1, but 
it shows the trend during those earIy years. 
Irradiation was supposed by some to have 
a selective action on the tumor, but it was 
found to be through the destruction of the 
ovaries that radium and x-ray influenced 
the fibroid. It was but a repetition of 
menopausa1 recession and the surgica1 
castration of Tait of 1872. 

But we were then a IittIe too ovary 
conscious to accept generaIIy this irradia- 
tion castration. Too much had been hoped 
for these radio-active substances to with- 
draw them, but we now entered a period 
of dividing the dose, hoping that it wouId 
kil1 the tumor and save the ovaries. Some 
enthusiasts cIaimed the abiIity to deliver 
just the dose that wouId produce a tem- 
porary steriIity and predict just the time 
that ovuIation and menstruation wouId 
return minus the eviIs of the tumor; but 
sometimes menstruation did not reappear 
and if so, the activity in the tumor re- 
turned. An urge was exhibited by some 
to have them effectua1 in not onIy small 
fibroids but in Iarge degenerated and 
comphcated fibroids. 

Handley reported in 1913, that intensive 
doses of mesothorium destroyed a11 pri- 
mordia1 foIIicIes. Finch and others found 
the Graafian foIIicIes extremeIy susceptibIe 
to irradiation. Matthews and others have 
shown that ovaries are more susceptibIe in 
mature animaIs than in young. Peck, Mc- 
Greer, Kretzschmar and Brown, Burnam, 
Clark and Norris, and many others voice 
the opinion that there is no predictabIe 
ovarian conservation, and that if the 
ovaries survive the treatment, the tumor 
continues to grow. I think we have prob- 

ably a11 seen young women treated with 
irradiation in which the promised return 
of menstruation never’ occurred, and in 
which a marked disappointment neurosis 
was present. Th ese facts have led to 
limitations put upon irradiation during 
the menstrua1 age. Some have put the 
Iimiting age at thirty-five, some at forty, 
and some at forty-five. We are Ii\,ing in the 
age of recognition of the estrogenic func- 
tion and I see no reason that this should 
be cut short ten years and the patient 
driven to the commercia1 laboratories if 
her own estrogenic laboratories can pos- 
sibly be preserved. 

The large tumor is reduced in size many 
times, but many times it is not. Burnam 
says 40 per cent of a series of cases were 
satisfactory. KeIIy, reporting a series of 
Iarge tumors, says a certain number re- 
duced in size, but that no conclusions could 
be drawn as two years had not elapsed 
since the Iast treatment. So it seems that 
a patrent must wait two years for an 
opinion as to the resuIt of uncertain 
irradiation, when in the same class of cases 
surgery wouId remove the tumor and its 
complications in I00 per cent of cases. 

A reference to the textbooks of 1915 
to 1925 show a marked degree of confusion, 
an unwiIIingness to accept irradiation at 
its claimed vaIue, and a reIuctance to 
pIace it at its apparent value. During that 
time indications and Iimitations were urged 
which formurated wouId read as follows: 
A woman at the menopause, with a tumor 
which with the uterus makes a three to 
three and one-haIf months pregnancy size, 
slight to medium breeding but with no 
other symptoms, degenerations, complica- 
tions, associated conditions, maIignancy 
and pregnancy definiteIy eliminated. This 
was approved by CIark, Graves, Lynch, 
Curtis, Danforth, Crossen, and others with 
sIight variation, these referring mostIy to 
a slight difference in size of the tumor and 
to age of Iimitations in which irradiation 
might be permitted. This was unequi- 
vocaIIy supported by the sixty gynecoIo- 
gists answering the questionnaire. Some 
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incIuded cases not good surgica1 risks, Iist of Iimitations: (I) Cases in which doubt 
although W. J. Mayo was inchned to 
minimize this, having seeri no cases that 

exists as to accuracy of diagnosis; (2) the 

could not be gotten in condition for 
presence of intraperitonea1 Iesions other 
than the myomas which require surgica1 

surgery. intervention; (3) rapid growth; (4) asso- 
In a thirty-two year experience in Cook 

County HospitaI’s Iarge cIinic and a Ionger 
ciated neopIasms such as funda carcinoma 

period in a private cIinic I have en- 
or ovarian tumor; (5) pressure symptoms; 
(6) softening or degeneration of the tumor; 

countered no such case. In a poor risk 
fibroid case the tumor and its cohpIica- 

(7) inflammatory Iesions within the peIvis, 
especiaIIy the adnexa (other inflamma- 

tions are the soIe cause or a marked tions may be more important); (8) when 
contributing cause of the disabiiity, and in the tumor and uterus is Iarger than a 
either case its remova once accompIished four months’ pregnancy (too large); (9) 
wiI1 be a marked factor in improvement. submucous tumors, especiaIIy peduncu- 
There are many patients not in good condi- Iated; (IO) young patients (Iimit not 
tion for operation when first seen, but there usuaIIy under forty-five); (I I) marked 
are aids to improvement much more anemia out of proportion to the symp- 
efficacious than irradiation. I wish to make toms and cIinica1 findings; (12) obstruct- 
the point which seems very important ing tumors or maIformations, and (13) 
that a patient, Ioaded with contraindica- radiophobia. 
tions for irradiation, such as a very Iarge These are Iegitimate contraindications 
tumor, compIications, degenerations, does and if this is true, Iet me add that irradia- 
not have those contraindications removed tion is contraindicated unIess and unti1 an 
by being a poor risk. PracticaIIy every adequate diagnosis can say that these 
patient can be gotten in condition for a contraindications do not exist, for a pus 
skiIIfu1 operation if they have vitaIity tube, a pregnancy, an ovarian tumor, an 
to Iive Iong enough to reap any benefit extra-uterine pregnancy irradiated without 
that irradiation couId finaIIy bring them. a diagnosis is just as bad a procedure as 
In Iow vitaIity patients irradiation has irradiation of such a condition with a 
its risks. diagnosis. Irradiation is not Iimited by 

To paraphrase a popuIar expression, surgery; it is Iimited by contraindications. 
“Time marches on,” we have reached the It is not Iimited by what surgery can or 
time in which as never before the preserva- cannot do. Its appIication is of such 
tion of the estrogenic function is counted faciIity that it wouId easiIy dispIace surgery 
very important. Laboratories are busy if it couId do the work; but there are so 
trying to produce a bioIogic or synthetic many phases in which it shouId not be 
product that wiI1 substitute for the decIine undertaken at aI1. It cannot remove even 
or Ioss of function of the patient’s own smaI1 tumors during the period before 
estrogenic Iaboratories. the menopause without ovarian castration. 

In the ages before Tait, treatment was It is conceded for the smaI1 tumors at the 
aImost ni1. Tait’s ovarian castration was menopause with no compIications, not 
crude. During the next haIf century surgery because surgery cannot do the work and 
was perfecting the treatment and under- do it weI1, but because of the greater ease 
taking when possibIe to save function. to the patient of irradiation, and with a11 
Then irradiation repeated the castration indications met it does not do much harm. 
evi1 tenfold. CarefuI observers have worked But after the menopause the ovarian 
out a formuIa of limitation by which we castration has taken pIace, and irradiation 
need not repeat the eviIs of the previous has Iost its Ieverage. In marked bIeeding 
castration experiences. 

CIark and-Norris give us the foIIowing 
after the menopause there is usuaIly a 
degeneration or malignancv causing the ~~ ” .J 
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bleeding; the one does not respond favor- 
ably to radium and it may do harm, and 
the other, cancer, is not helped by a 
fibroid tumor dose and so the harm of 
delay-. In large tumors it faiIs in a con- 
siderable percentage of cases and if it fails 
in a considerable percentage of cases, as a 
therapeutic measure, it fails in toto; for 
surgery stands ready to remove them all 
and one to two years’ irradiation is there- 
fore contraindicated. 

Then, too, large tumors and Iarger 
tumors have more degenerations, more 
complications, more pressure, more in- 
carceration, more intra-abdominal asso- 
ciated growths in which, with any or all 
of these irradiation is decidedly contra- 
indicated, while the larger the tumor and 
the more the complications the more 
surgery is indicated. 

The method of treatment in large tumors 
should avoid making a living sarcophagus 
(Clark) for a dying tumor, or a dying 
sarcophagus for a living tumor. 

Any given treatment is determined by 
what another treatment can or cannot do, 
having in mind the best interests of the 
patient. Before the menopause irradiation 
castrates and should not be employed. 
After the menopause the woman is ah-eady 
castrated and irradiation is ineffectual. All 
authorities agree that irradiation is uncer- 
tain in its effects upon the Iarge tumors. 
In the degenerations, complications, asso- 
ciated conditions, pressures, incarcerations, 
etc., in which large tumors abound, irradia- 
tion fails flatly and may do much harm and 
is therefore contraindicated. Irradiation 
of large fibroids has one point in common 
with murder; it would be far more success- 
ful if it were not for the difficulty of the 
disposal of the “body.” 

Into this surgical field comes radiology. 
One radiologist heads his announcement 
“ad” by “X-ray Treatment of Fibroid.” 
“ Gauss, a we11 known gynecoIogist in 
Freiburg, has practically abandoned sur- 
gery in the treatment of fibroids.” Again, a 
paper read in the Section of RadioIogy 
entitled, “Treatment of Fibroids of the 

Uterus” reports over I ,700 patients treated 
with irradiation, 262 of which were from 
four month pregnancy size up to full term. 
The author cautions about doing anything 
Iess than castration. He does not heed the 
precautions in regard to irradiation of 
women in the menstrual age or women 
with inflamed adnexa and many other 
complications. The Secretary coming to 
me said, “I don’t see why you are opposed 
to these things. Why the treatment of 
fibroids is the biggest thing in radiology 
today.” According to all testimony this 
means that castration of women under the 
menopause is the biggest thing in radiology 
today because it is through castration that 
radioIogy does its work. These expressions 
must not go unchallenged. 

The tendency to ignore these indications 
and contraindications led me to undertake 
to lind out the present day thought of 
gynecologists and x-ray men. The following 
questionnaire was sent to sixty gynecolo- 
gists in Chicago, New York, Pittsburgh, 
Milwaukee, Toronto, etc., and to ten 
radiologists. The radiologists did not reply. 
One gynecologist with a radiologic institute 
connection replied. 

I. 

2. 

3. 

About what proportion of fibroids do you 
treat surgically? 
About what proportion do you treat with 
x-ray? 
What would you consider proper indication 
for x-ray treatment of fibroids of the 
uterus? 
I. Size: of Walnut. Yes No 

2. 

3. 
4 

i: 

7. 

Orange.. Yes No 
Grapefruit.. Yes No 
Baby’s head. Yes No 
Full term pregnancy. Yes No 
Three times size of fuII 
term pregnancy. Yes No 

Location in the uterus: 
Intramural.. Yes No 
Subserous.. Yes No 
Submucous. Yes No 

With pus tubes.. Yes No 
With beginning carcinoma Yes No 
With pus cavity, in fibroid. Yes No 
During chiId-bearing age. Yes No 
With uterine fibroid polyp. Yes No 
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8. At menopause.. . Yes No During chiId-bearing age, overwheImingIy 
9. Two to ten years after meno- “no.” 

IO. 

II. 

12. 

13. 

pause. . Yes No With uterine fibroid polyp, “no.” 
With pregnancy.. Yes No At menopause, mostIy “yes.” 
With ovarian tumor.. . Yes No Two to ten years after menopause, most, 
With marked anemia.. Yes No wiseIy, “no”; one, “yes.” 
With fatty degeneration of With pregnancy, “no.” 

14. 

‘4. 
16. 

17. 

18. 

‘9. 
20. 

fibroid.. . . Yes No 
With caIcareous degeneration Yes No 
With necrosis. . Yes NC 
With incarceration.. . . . Yes No 
With herniation. . . . Yes No 
With pressure symptoms. . Yes No 
With proIapse of uterus. Yes No 
With rapid enlargement. Yes No 

With marked anemia, mostIy “no”; a few, 
“yes,” as temporary measure. 

With ovarian tumor, “no.” 
With fatty degeneration, “no.” 
With caIcareous degeneration, “no.” 
With necrosis, “no.” 
With incarceration, “no.” 
With herniation, “no.” 
With pressure symptoms, “no.” 
With proIapse of uterus, “no.” 
With rapid enIargement, “no.” 

With a few radiation for fibroids was 

Signature 
No names wiII be used but it seems rather 

important to check on a certain “X-Ray for 
Fibroid ” advertisement which is being run, 
which impIies that surgery for fibroids is 
obsolete. 

Thanking you for your cooperation in this 
matter, I am 

Very truIy yours, 
CHANNING W. BARRETT, M.D. 

I cannot go into a compIete analysis, 
but it wiI1 be seen that they were given a 
chance to say what they did with fibroids 
in generaI, what they wouId do with 
tumors of different size. AI1 but two 
stopped with the orange sized tumor for 
radiation; one wouId go as high as a grape- 
fruit and one as Iarge as a baby’s head. 
There was a strong consensus of opinion 
that onIy the intramura1 fibroid shouId be 
treated by radiation, but as most fibroids 
are muItipIe, some may be intramura1 
whiIe some may be submucous contra- 
indicating radiation. 

There was a uniformity of opinion that 
radiation shouId not be used during the 
age of menstrua1 Iife. 

Nos. 3 to 20 Iist some very important 
questions which must be answered in 
aImost every Iarge tumor and in some 
smaI1 or medium sized ones. 

With pus tubes universaIIy “no.” 
With beginning carcinoma, with one excep- 

tion “no.” 
With pus cavity in fibroid, “no.” 

out of the question. SurgicaI treatment 
averaged cIose to go per cent; x-ray mostIy 
from none to IO per cent, three going 
higher. Some who used surgery in onIy 
about 75 per cent of cases, used radiation 
very IittIe or none at aI1. 

Dr. Heaney very sageIy remarked, “The 
troubIe is, we think we have ruIed out these 
compIications by examination and then at 
operation, we find them.” If that is the 
experience of the gynecoIogist, what are 
the chances for the radioIogist? 

Dr. Danforth said, “ FormerIy we used 
to treat cases at the menopause with 
radiation, but in the Iast few years we 
treat cases of fibroid with dispIacement, 
prolapse, scarred cervix, degeneration, etc., 
by vagina1 hysterectomy and our patients 
are much more comfortabIe.” With both 
of the above opinions I fuIIy agree. 

These answers grouped reconstruct very 
definiteIy the contraindications to radium 
and x-ray therapy which have been ac- 
cepted. They combat any idea that surgery 
has become or is becoming obsoIete. In 
fact, they show that the specialty which 
has to dea1 most with fibroids is putting 
Iess and Iess weight upon radiation. We 
deprecate the sophistry of x-ray teaching 
which accepts or Iays down contraindica- 
tions and then in the presence of a tumor 
argues that a tumor of size and compIica- 
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tions and difficult to diagnose can just as 
well take its chance with irradiation; 
because after a11 surgery does have a 
mortahty and if irradiation faiIs after a 
long course of treatment and waiting, sur- 
gery can then have its inning. We depIore 
those tumor groups which are buiIt around 
irradiation equipment, especiahy as our 
customs allow them to advertise their 
wares and aspirations. 

At this day the so-caIIed treatment of 
fibroids resolves itself into the treatment 
of fibroids and its associated conditions. 
In small tumors before the menopause the 
associated conditions are functioning peIvic 
organs which irradiation cannot save. 
In large tumors there are in addition to 
size, complications and associated condi- 
tions which irradiation cannot soIve and 
may make much worse. Surgery can take 
these on successfuIIy. 

Not a few fibroids have complications 
which even though the tumor disappeared 
as cIaimed, wouId remain a surgical 
condition and perhaps IogicaIIy a worse sur- 
gical condition, and many have degenera- 
tions that precIude their disappearance. 

Surgery in hyperfunction or dysfunction 
of estrogenic production gives opportunity 
to combine myomectomy, fundectomy, 
or hysterectomy with remova of the 
Ieast heaIthy Iooking ovary, much to the 
benefit oftentimes of excessive hormona1 
production. 

Before the diagnosis, prognosis and 
treatment can be determined, many points 
must be considered: 

I. Is there enIargement in the pelvis? 
2. Is there ascites, fat, a dispIaced 

organ, or upper abdominal tumor? 
28. Is the enIargement, in the uterus 

or some condition outside of the uterus, 
or is there both? 

3. Is the possibIe enIargement a 
pregnancy or a tumor, or might it be 
both? 

4. If a pregnancy and tumor, are there 
disturbing symptoms? 

4a. If there is pregnancy and a tumor, is 
the tumor a uterine tumor or adnexaI? 

5. Is the patient of child-bearing age or 
at the menopause? 

6. If of child-bearing age, does the 
uterus have chiId-bearing possibiIities, that 
is, can the tumor or tumors be removed 
and the uterus saved? 

7. If the tumors are numerous, is 
fundectomy or /and preservation of men- 
struation feasible? 

8. If the uterus must be removed, are 
the ovaries, or is one ovary or a part of an 
ovary savable, to keep up the important 
estrogenic function? 

9. Are their active infections or com- 
pIicating inflammatory masses? 

IO. As the tumor grows, are there 
pressure symptoms, are there bIadder, 
bowe1, kidney, ureteral or appendiceal 
disturbances? 

I I. Is the tumor Iarge enough to offer 
disturbances of weight and deformit.y? 

12. Is there pain in the legs and/or 
sweIIing due to pressure on the nerves 
and/or bIood vessels? 

13. Is there rapid emargement and in- 
creased bIeeding and cachexia, indicat- 
ing degenerations, infections, hemorrhages, 
and circuIatory disturbances? 

14. Are there acute symptoms, indi- 
cating strangulation, rotation, or incarcera- 
tion? 

13. Are there evidences of disturbed 
kidney, liver, stomach, bowe1, heart and/or 
Iung function? 

I 6. Pancreatic, spIeen, thyroid and brain 
disturbances must be Iooked for in severe 
cases with Iarge degenerated and com- 
pIicated conditions. 

17. Is the heart and circuIatory system, 
the respiratory tract, the aIimentary tract, 
the urinary and genita1 tract in as good 
working conditions as possibIe? 

18. If they are not, how long a prepara- 
tion wiI1 the patient need and the surgica1 
necessity warrant? Is there an immediate 
emergency, such as torsion, internal hemor- 
rhage, bowel obstruction, etc.? 

These may not a11 go on paper, but the 
carefu1 diagnosis, prognosis and treatment 
must not Ieave them out. 
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The diagnosis must not onIy say whether 
there is or is not a fibroid tumor, but 
whether there is some other condition 
simulating it, what associated conditions 
exist, what compIications, what degenera- 
tions and what is the size, reIations, and 
bearing the complication or uncompIicated 
tumor may have upon the prognosis and 
treatment. AI1 of these conditions may 
not be diagnosed and surgery is needed 
to make a compIete diagnosis and right 
the condition. 

The prognosis must take into considera- 
tion not onIy the patient’s chances to Iive, 
but frequentIy the question of whether 
there is or is not a chiId in utero that has a 
chance to Iive and be born, and of the 
nature of the birth. The prognosis should 
aIso consider the question of the woman’s 
right to her womanhood, her chiId-bearing 
function, her menstrual function and her 
estrogenic function, or whether in the bid 
for freedom from the tumor and its com- 
pIications, these functions can afford to 
be pIaced in the discard or whether the 
patient may have them saved. 

I venture the foIIowing working program 
for fibroids of the uterus, knowing from 
the answers to this questionnaire that most 
gynecoIogists are in agreement up to 
date : 

I. Most smaI1 fibroids at any time 
causing no symptoms may be kept under 
observation. 

z. SmaII fibroids in the chiId-bearing 
period that show a tendency to grow even 
though causing no symptoms, may be 
removed by myomectomy to improve the 
patient’s chances of keeping a usefu1 
uterus; especiaIIy is this emphasized if 
the fibroid is in the cervix. Such a fibroid 
cIose to the menopause may stiI1 be 
aIIowed to go untreated. 

3. A smaI1 fibroid appearing at the 
cervix or in the uterine waI1 causing 
hemorrhage shouId be removed by myo- 
mectomy during the menstrua1 ages. At 
the menopause it may be irradiated if 
in the uterine waI1, but not in the cervica1 
cana1. 

4. Large or medium cervicat poIyps 
causing profuse symptoms, may be re- 
moved by myomectomy, but the uterus 
should not be removed at the same 
time as one is working in the presence 
of infection and risk wouId be taken 
UnnecessariIy. 

4. SmaII submucous fibroids may be 
removed vaginaIIy during the chiid-bearing 
age. Larger ones by vagina1 hysterotomy 
if possible and stiI1 Iarger ones by abdom- 
ina hysterotomy. 

6. Larger subserous, intramura1, or intra- 
Iigamentous tumors may be removed by 
abdomina1 myomectomy and the patient 
Ieft chiId-bearing, without being obIiged 
to resort to hysterectomy. But, if a 
hysterectomy is necessary, the ovaries or 
one ovary or a portion of ovary shouId 
be saved. 

7. MuItipIe fibroids making saving of 
the uterus impossibIe may in favorabIe 
cases be treated by fundectomy during 
menstrua1 Iife with preservation of men- 
strua1 and ovarian function. 

8. Tumors Iarger than three and one- 
haIf months’ pregnancy size shouId be 
removed by hysterectomy at any age, with 
or without degenerations or compIications, 
unless in the chiId-bearing age it is favor- 
abIe for myomectomy. 

g. Fibroids at or after the menopause, 
that begin to grow or bIeed profuseIy, 
have either a degeneration or beginning 
maIignancy and shouId be removed. 

IO. Large tumors are usuaIIy degener- 
ated, compIicated, adherent or/and causing 
symptoms of pressure and shouId be 
treated surgicaIIy. 

I I. Large to very Iarge tumors, with 
possibIe pus tube compIications, pres- 
sure on bladder, rectum, ovaries, ure- 
ters, kidneys, sigmoid, cecum, appendix, 
attached to boweIs, omentum, trans- 
verse coIon, gaIIbIadder, with inflammatory 
massing of a11 or many structures, with 
anemia, kidney and heart insuffIciency, 
must stiI1 be operated upon; but great care 
shouId be taken to have the patient in the 
best condition possibIe and in the hands of 
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the best available man, or surgery will be 
no better than radiation and radiation is 
worse than useless, but by following lines 
of cleavage, promptly, and without acci- 
dent or deIay, such a case may not be so 
difhcult. 

I 2. Fibroids with extra-uterine preg- 
nancy, or twisted pedicle or bowel obstruc- 
tion, or acute appendix or ovarian cyst 
with twisted pedicle or rupture, must be 
operated upon promptly in spite of an 
apparent desperate condition. 

13. Fibroids with pregnancy should in 
practically all cases aIIow the pregnancy 
to continue if it will in spite of any apparent 
future impediment to deIivery. As the 
uterus enIarges a given fibroid mass may 
draw out of the peIvis, leaving the peIvis 
clear for deIivery. 

14. A tumor with a twisted pedicle 
or causing severe annoyance during preg- 
nancy may be removed by myomectomy, 
but this shouId not be undertaken IightIy, 
as it may end up in hysterectomy or/and 
loss of the fetus. 

15. In the case of a tumor occupying 
the pelvis at term, that is not readiIy 
drawn up at labor or that cannot be pushed 
up, cesarean section shouId be done before 
the patient is exhausted. A myomectomy 
or hysterectomy may foIIow. 

It sometimes happens that a fibroid, 
bleeding or otherwise, presents in which the 
fibroid, the adnexa, the boweIs, the omen- 
turn, the bIadder and the Iower abdomina1 
wal1 furnish a Iarge undifferentiated, in- 
fected and infiltrated mass, peIvis engorged 
and under tension, boweIs distended and 
inactive, abdomen swoIIen, and increase 
in temperature and pulse rate are con- 
siderable. Such a patient shouId not be 
operated upon until a11 the acute symptoms 
have subsided, except in some condition of 
extreme urgency. PeIvic tension should 
subside, bowel distention shouId be re- 
lieved, so that peIvic contents can be 
individuaIIy recognized. The anemia shouId 
be combatted by transfusion. An orderIy 
system of approach shouId be used. SeveraI 
layers more or Iess compIete are recognized, 

adherent, but more or less amenabIe to 
cleavage. 

I. The abdominal waI1 shouId be opened 
rather high in the incision without attack 
upon the viscera. The omentum and 
adhering viscera should be carefully separ- 
ated from above downward. 

2. The omentum is now freed from below 
upward. 

3, The bladder and boweIs may now 
form an adherent layer over the tumor and 
uterus. The bladder should be pushed off 
from backward to forward and the small 
intestines, sigmoid and cecum, including 
the appendix, shouId be worked off from 
before, backward. If these structures are 
Iooked upon in any way as a part, of the 
tumor mass or adnexa1 mass and worked 
out from backward to the fore, they run 
great risk of being separated from their 
mesenteric attachments. 

4. The fibroid and uterus are now 
uncovered. The adnexa may be worked out 
of the cul-de-sac from backward, upward 
and forward. 

5. The tumor and uterus now stand 
exposed or ready to be lifted out of the 
peIvis and out of the abdomen when it 
is frequently as readiIy subject to the four 
point clamp of bIood vessels as is the less 
compIicated case. At times the impacted, 
adherent tubes and ovaries are more readily 
removed after the large tumor and uterus 
have been removed. 

CONCLUSIONS 

I. Fibroids are very common, may be 
very disabIing, and the Iarge and disabIing 
ones were once smaI1, and the smaII ones 
should be handIed if possible so that they 
never become the Iarge complicated dis- 
abIing ones. 

2. Fibroids while having a relation to 
steriIity and abortion, still Ieave the 
patient with possibiIities in many cases 
for chiId-bearing, menstruation and ova- 
rian function and no treatment shouId 
IightIy take these functions away. 

3. The patient’s own estrogenic labora- 
tories shouId be preserved instead of 

history-of-obgyn.com
obgynhistory.net



156 Amencan Journal of Surgery Barrett-Uterine Fibroids NOVEMBER, 1944 

causing her to faII back upon a commercia1 
product. 

cIaimed is that it may, or may not dis- 

appear, that it may or may not reduce 
4. Castration by surgery or radiation 

shouId be a matter to weigh seriousIy even 
in size, that it may or may not grow 

as a Iast unavoidabIe resort. 
again, that it may or may not degenerate 
into a malignancy. 

5. Radiation without castration is ad- 
mittedIy not feasible. 

IO. The gynecoIogist and the patient 
want more than “may or may not”; 

6. Conservative surgery is the treat- they want a certainty of remova of the 
ment of choice in women of the menstrua1, Iarge tumor with a11 its degenerating 
chiId-bearing, ovarian function age. compIications and pathoIogica1 processes. 

7. Radiation may be used in smaI1 The treatment of the gynecoIogist for the 
tumors at the menopause that present no patient with a Iarge fibroid tumor is 
compIications and the onIy symptom is surgica1. 
slight or moderate bIeeding. Many of I I. May I suggest that the consideration 
these smaI1 fibroid cases have compIications of a11 of the phases of fibroid tumors 
that wouId be better served by surgery. compIicated and uncompIicated is a gyne- 

8. Surgery is the onIy treatment that coIogist’s probIem as the prostate is a 
can diagnose a11 the conditions, dea1 with uroIogist’s probIem, and not soIved by the 
a11 the compIications, remove a11 of the possession of 800,000 kiIowats of deep 
tumor and other accompanying tumors, x-ray and a pound of radium. 
pus tubes, extra-uterine pregnancy and 12. The greatest argument in favor of 
what not, and Ieave a11 that ought to be radiation was the pioneer surgery of the 
Ieft. time of Gauss and his foIIowers. The more 

9. To Ieave a degenerating ten or finished surgery of the present day Ieaves 
twenty pound tumor for the abdomen to no room for the function-destroying radia- 
struggIe with is no more rationa than tion except with the indications stated. 
to Ieave a Iithopedian of the same size, 13. The claim of ovarian conservation 
and makes of the patient’s abdomen a with radiation destruction of the tumor 
sarcophagus in which the more or Iess has not been verified, so that surgery must 
dead tumor dweIIs. AI1 that is or can be be depended upon. 
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