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comfort during the whole menstrual life. Patients often
become anxious about large growths, of the presence of
which they were unaware, till their attention was called to
them by their friends. DBut in a certain proportion—
not necessarily in cases of large tumours, and if I were
to make a guess I would put the number of such at about
five per cent.—life is a long weary burden ; a little respite is
got only during a short interval between the periods, and
often there is not even that. These unfortunates live on
somehow, a burden to themselves and to their friends, but
they rarely die from their tumour. In an advanced case of
ovarian disease, be the local difficulties what they may, one
can honestly encourage a woman to run any amount of risk.
She has not much to lose—a few months only, it may be,
of ever-increasing suffering—and she may gain much by an
operation, hdving much to gain. [t is quite different in the
case of nineteen-twentieths of those who have a simple
uterine fibrous tumour. They may have years of fair health
before them ; and even in the worst of them, the chances are,
that they will live on—not in comfort, certainly, some
perhaps in misery—but still they will live and not die.
These have not much to gain by chancing a dangerous
operation, and they may lose much, having much to lose.
Till of late years, uterine tumours were let lie undisturbed
unless when they were mistaken for ovarian cysts ; but the
restless surgery of to-day will let nothing alone ; it has no
patience for the menopause, and would attack all and sundry
in some way or other, till one almost begins to think that
individual responsibility has become old fashioned and gone
out of date. 5o far as operations for the cure of this disease
have yet gone, the mortality is out of all proportion to the
benefits received by the few. In the last edition of his book,
Sir Spencer Wells gives his results after hysterectomy as
follows:—Twenty deaths in thirty-nine completed operations,
or onc in every two operated on. In thirty-one explora-
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it seems to be almost essential that it should be performed
when the tumours are small; the ovaries will then be
almost easily reached ; whereas, if the tumour be allowed to
orow large, there is a probability that one, or perhaps both,
ovaries may not be removable even when got at. I have
failed, in nine of the thirty-eight hysterectomies that I have
performed, to remove the ovaries, simply, I believe, because
the operation was generally attempted in cases where the
tumours were too large, and in every one of these, I had to
go on and remove the uterus—sometimes under very un-
favourable conditions. Sometimes the ovary is so low
down in the pelvis and adherent, that it cannot even be
reached ; sometimes in very large tumours, it is elongated
and embedded in the capsule of the tumour in such a way
that—knowing how vascular the capsule is—it would be a
most unwise proceeding to attempt interference with it in
any way. Those who were present will not soon forget a
scene that happened one afternoon in the hospital here.
The operation was one for the removal of the ovaries for
great pain, and to check the growth of a small bleeding
fibroid. It was late in the day when the operation was
begun. Both ovaries were felt enlarged and fixed on the
tumour, each being about three inches from the middle
line, about the level of the iliac crests; a short and simple
operation w4 expected. The right ovary, with the Fallo-
pian tube enormously enlarged, was closely adherent on
the tumour. This, with the end of the tube, was tied, with
barely room to hold the ligatures, a small fragment of
ovarian tissue being left included in the ligatures; of the
left ovary, only a small part the size of a walnut could be
brought into view. A long fine trocar was pushed into it,
and some thick tarry-like fluid escaped ; but on putting on
the aspirator, several ounces came away. The left ovary
was evidently much larger than was expected. The opening
was enlarged, and the hand got in.  To do this, some adhesion
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had to be separated, and there was some surface bleeding.
An elongated cyst, closely fixed on the tumour, was now
felt, extending beyond the reach of the hand, and dipping
down into the pelvis. At last, by separating more adhesion,
and causing more bleeding, I was able to feel the distal end
of the ovarian cyst, but it was all firmly incorporated with
the capsule of the tumour. With some force the whole was
stripped off. It was seven or eight inches long, and with it
a dilated tube. At once the wound filled with blood in the
most alarming way. Sponges were packed in, and after
waiting for a time, these were withdrawn, when the hazmor-
rhage went on as much as ever. This process was repeated
over and over again. I would now fain have removed the
uterus, but this was not practicable from the way the
tumour was fixed in the pelvis, and, indeed, everywhere. The
wound was more enlarged, and part of the bleeding surface
was with difficulty brought into view. Some points were
stopped by the thermo-cautery, but on removing the
sponges, blood came as fast as before. A pair of long
forceps could be pushed quite low into the left side of the
pelvic cavity, which was full of blood-clot. It was now gett-
ing dark, and the patient was like to die on the table. A
sponge soaked in perchloride of iron solution was pushed
down, left for ten minutes, and then slowly withdrawn. A
large tube was put in, a few stitches above and below were
introduced, and nearly half the wound was left open in the
centre. As the patient was placed in bed, blood was again
filling the opening. Pressure with pads of cotton-wool and
a bandage was then trusted to, for by this time she was
pulseless and more dead than alive. Some hours after,
on removing the dressing, there was a flat coagulum under
the cotton-wool, extending up to the neck, but bleed-
ing had ceased. It did not recur, and she ultimately
recovered. I shall think twice ere I again strip off an

ovarian cyst from the capsule of a soft fibroid unless I am
B
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sure of being able to bring the whole separated surface
into view.

For myself, I was slow to begin this operation. Many
uterine tumours of all kinds have passed through my hands.
The greater number of these gave little or no trouble at
any time. In some there were times of pain, and attacks of
haemorrhage, and then long intervals of repose ; a few even
entirely disappeared of themselves, and many, I may say
hundreds, got over the menopause with little disturbance,
though, as a rule, menstruation was prolonged. But
there were some who suffered almost without ceasing year
after year, and at the time death would often have been
welcome. Now, I sometimes see some of these old bad cases
of whom 1 was wearied,—and who, I am sure, were equally
tired of me,—enjoying a fair amount of health, and able to
live like other people. Wishing to have their view of the
situation, I tell them that nowadays their tumour would
be removed, and that, had they lived a little later, much of
their former sufferings would have been spared them. The
reply has invariably been, “I am now so thankful that I
had no operation.” [ meet with old fibroids in patients of
all ages. I saw one the other day in a healthy old lady of
eighty-four. I see almost daily in the street one whom I
attended for years. She led a dreadful life with her
tumour for upwards of twenty years, till it had reached an
enormous size. Now it gives no trouble. She is nearly
seventy years of age, and year by year her size is becoming
less and less perceptible: that some have dropped by the
way, unheard of| is likely enough.

One would expect, that the greatest immediate risk from
uterine fibroids would arise from hamorrhage, yet a death
from this cause appears to be rare. 1 have never once met
with it in my own practice, though many a patient seemed
to be almost on the point of dying from severe floodings
during the menstrual period. Once, long ago, I was present
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at a post-mortem examination of a young woman who had
rapidly bled to death. Suspicions had arisen. The cavity
of the uterus was large, and there was a sub-mucous fibrous
tumour with some varicose veins on its surface, and from a
small crack in one of these veins the fatal hemorrhage had
come,

Indirectly, however, simple fibrous tumours, especially
those of large size and those that bleed, may be the cause
of death oftener than we think. In some, the excessive
anezmia that they produce seems to be the cause of
paralysis. I have seen several deaths from embolism, the
result of inflamed uterine veins. Several times I have seen
chronic peritonitis occasion great trouble, and not unfre-
quently the peritoneum becomes the seat of malignant or
papillomatous deposit, especially if the tumour be large.
They are often the source of danger in all cases of abdominal
inflammations, and they add much to the sufferings of those
who are the subjects of diseased heart or lungs. When
they become active again after menstruation has ceased, the
cause of the activity is generally to be found in some
sarcomatous degeneration —of this I have seen some
instances. I have only met with a single case where
there could be little doubt that the fibroid had begun to
grow after menstruation had entirely ceased. Even in the
soft cedematous fibroid, the tendency is for growth to cease
— though this form is very unwilling to stop like the
harder tumours.

The cases in which, with our present knowledge, hyster-
ectomy may be reasonably advised are then—

1. In very large rapidly growing tumours of all kinds in
young women. By a large tumour I mean a tumour
upwards of 20 1b.

2. In all cases of real fibrous cystic tumours, if they can
be removed. Also in all cases of suppurating tumours.

3. In most of the cases of the soft cedematous fibrous
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tumour. These often grow to an enormous size, far larger
often than any ovarian tumour. I have seen one that
would not be less than two hundred pounds weight.
Sometimes large quantities of red serum can be removed
with much relief, and I have several times been able by
this means to carry patients over the menopause, when the
necessity for further puncturing ceases. These tumours
seem to open up the broad ligaments more than the
ordinary hard tumour, and some that I have removed have
had very extensive pelvic attachments. These tumours
are much reduced by free purgation.

4. In cases of large bleeding fibroids of any age,
provided that the patients are not approaching fifty years
of age, and provided that the lives are practically useless,
and that further experience in the operation shall show
that the mortality of hysterectomy is likely to diminish.

5. In certain cases of tumours surrounded by free fluid,
the result of peritonitis, provided that the fluid shows a
tendency to re-accumulate after two or three punctures, My
own experience in such cases is, that after one, two, or three
punctures, the fluid does not collect, and it often disappears
of itself without any interference. It must not be forgotten,
however, that the long continued irritation of the peritoneum
by very large tumours is apt to be followed by degenera-
tion of the surfaces of a sarcomatous and cancerous character.
On this point the microscopic examination of the fluid gives
positive evidence which will settle the question of interfer-
ence in any way.

These embrace every form of case in which I have yet
ventured to interfere by operation. In every case once begun,
the operation was completed, sometimes with great difficulty.
Indeed, there is no operation that tries one so much as the
removal of a large, badly adherent uterine fibroid. All but
one, were cases of supra-vaginal hysterectomy. Nearly all
were under observation for some years—some for many
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years. A gradual deterioration of health had been
watched, till the stage of uselessness and wretchedness was
reached, when death seemed often to be preferable to life.
[ have never seen such pronounced anzmia as existed in
some of these patients, and anmzmia of itself does not
certainly forbid operation. Indeed, some of the most
anzmic patients did better than the others. The average
weight of the tumours—fourteen pounds—shows at least
that there was no hurry in interference. All but six of the
thirty - eight were, from their condition in life, hospital
patients. Their position was laid before them, and they
were allowed to decide the question of operation very
much for themselves. Some preferred to let bad alone,
and these are still working on in more or less discomfort
and misery, waiting for the menopause. The argument
that life was threatened was never used. Were I anxious
for operations, I might ere now have done two or three
hundred during the last ten years; and from what I know
and hear, a great number of uterine fibroids are removed,
or attempted to be removed, without the slightest necessity.

The operation of hysterectomy differs from that of
ordinary ovariotomy in several important particulars. In
the first place, a very much larger incision is necessary, for
the tumours are solid. A huge semi-solid ovarian tumour,
if not much adherent, may generally be removed, by break-
ing down the cysts, through an incision little larger than
sufficient to admit the hand. The uterine tumour must be
turned out whole; and if there are adhesions, these are
much more vascular than in cases of ovarian tumour. 1 do
not think that the length of the incision influences much, if
it influence at all, the result of hysterectomy. The closing
of the large wound prolongs the operation, but the after
comfort of the patient is in no way affected by the length of
the incision, if proper care be taken at the time to close the
wound very accurately by a sufficient number of deep
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sutures. Of these I put in about four to the inch. Where the
wall is thin, as it generally is about the umbilicus, a larger
number may be required. The incision is always carried
right through the umbilicus. Why the umbilicus should
be regarded as a sacred spot, and a sweeping incision made
to the left side of it, I have never been able to understand.
When the incision has to be extended to near the sternum,
as has often to be done, there is generally a good deal of
bleeding from that part of the wall, unless one hits exactly
the middle line. [ have seen no after trouble from the
long cicatrix, provided that the patient is not allowed to go
about too soon. In the early days of ovariotomy, when the
wound was closed by harelip pins put in at intervals of an
inch, a hernial protrusion was the rule; but since I have
put in a great number of sutures, and I think I put in twice
as many as anyone else, and take in the whole deep
tissues of the wall, I have seldom had to see a patient on
account of any discomfort arising from the wound. There
is no greater mistake than to include only the skin and
peritoneum. -This is Sir Spencer Wells's method. It saves
trouble at the time perhaps, but in a month or two the patient
suffers. It is said that the cicatrix comes to this in the end
in all cases. It does not: with a properly united wound,
with a sufficient number of deep sutures taking in all the
tissues, no hernia ought to happen. I am not sure but
that the wound is firmer when the middle line is avoided,
and the sheath of one of the recti muscles is opened
throughout.

But it is, in the attachment of the tumour, that this
operation differs so much from ovariotomy, and it is in this,
that the difficulty of hysterectomy lies, for the amount of
structure to be divided and taken care of is very great,
whether it be treated intra- or extra-peritoneally, or half one
way, and half the other. So far as I have yet gone, most of
these operations have been so treated. The round and

PRERE, S . I S



-

15

broad ligaments have been left inside. The cervix, or lower
part of the tumour, or top of the vagina, has been secured in
the wound. If it was not easy to secure an ovarian pedicle
sometimes to one’s satisfaction, it is much less easy to fix a
mass of tissue ten times the size often of an ovarian stump,
in the lower end of the incision. The principle of the extra-
peritoneal method is a good and sound principle, but it is
not easy to carry it out properly. If the stump be fixed too
tightly, there is apt to be sloughing round about ; if fixed
too loosely, there is a risk of fluids trickling down into the
abdomen, and setting up a septic peritonitis within four and
twenty hours. Even now, with all our antiseptics, this is
the danger of any extra-peritoneal method, and in hysterec-
tomy, this is increased by the presence of a septic canal
running through the stump. The firm constriction of a
wire, and it must be firmly constricted, often causes such
pressure by the puckering together of a mass of tissue, that
sloughing quickly takes place below the wire and round the
septic canal outside of it. To such an extent does this
sometimes happen that it is marvellous how the patient
escapes. At first I used Koeberle’s instrument, which is still
the best for this purpose ; but for long I have given it up in
favour of a very large thin clamp, and [ think that this is a
safer way. I have not found sloughing take place to the
extent that it does when a single wire merely embraces the
pedicle ; the parts are more spread out in the clamp, and there
is not nearly the amount of puckering of the soft parts that
there is when a wire is used. A mass, as thick as the wrist,
can be squeezed into a loop an inch or three-quarters of an
inch in diameter, whereas with a large clamp there is no great
pressure on any one part below. The pressure of the wire
does not act simply on the constricted portion, but exerts
its influence to some distance below the constriction.
Whether this be the explanation or not, all I know is, that
there has been less trouble since the wire was given up.

-
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Before applying the clamp, it is better to draw all the parts
gently together by a thick silk ligature or by a soft wire,
This prevents a too great spreading out of the parts between
the blades, which would render the closing of the wound
around the clamp somewhat troublesome. Sometimes,
even with making the best of it, after tightly closing the
wound, there may be a little prolapsus of soft parts under
the clamp at either end ; this is of no consequence pro-
vided that a proper dry dressing be applied. What I use is
a saturated solution of perchloride of iron in glycerine,
applying this freely to the stump, and then drying it off ;
after that, plenty of iodoform and salicylic wool. It is
hardly necessary to add that as soon as the tumour is cut
away the cervical canal must be scooped out and disinfected
at once, either with iron or corrosive sublimate, and every
instrument that has been used for this purpose must not again
be touched during the rest of the operation. Some time
ago, I was informed by one of the bystanders, who saw this
happen at an operation of hysterectomy. The assistant, after
the tumour was cut away, put his forefinger into the cavity of
the removed uterus—apparently to satisfy his curiosity as
to its length, and then went on with his work, sponging and
tying ligatures, without thinking that his finger almost cer-
tainly carried a poison on it. The operation was a simple
one ; the patient was a healthy woman ; she died a few
days after of acute septicaemia, and there were found four
or five ounces of putrid serum confined between the stump
and the pubes.

It is the presence of this septic canal that is also one of
the sources of danger in the intra-peritoneal method, and,
in addition, there is the great risk of hamorrhage taking
place some hours after operation, when ligatures are used.
It will not always do here, as in ovariotomy, to transfix
and tie, and drop in, even though the cervical canal has
first been cut out and rendered harmless. The tissue we
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have to do with is a treacherous one, and independently of
that, the uterine arteries are sometimes enormous. I have
seen them nearly as large as the femoral artery. Any one
who has had the misfortune, as I have had, to injure these
during an operation, gets very quickly disabused of the
nonsensical theory that it is by the tying of the vessels in
the broad ligaments, and thus cutting off the blood supply,
that uterine fibroids cease to grow after removal of the
ovaries and tubes.

The difficulty of applying ligatures safely to the tissue of
uterine fibroids is great ; you tie as tightly as you can draw
the threads, and in an hour or two, the muscular tissue has
contracted, and internal hamorrhage goes on. [ have not
myself yet met with this. Indeed, I have not had the mis-
fortune to lose any patient from hamorrhage. Twice I
have had ha&morrhage happen in ovariotomy, and in both
occasions catgut ligatures were used. In one, [ opened the
peritoneum behind the uterus some days after operation,
and gave exit to masses of putrid blood ; in the other, I
opened the abdomen in front by breaking up the wound,
and let out two or three pints of stinking blood-clot. Some
thick catgut ligatures had been used to a very thick omen-
tum. Several of the knots came away through the wound,
and after weeks of horrible suffering from cystitis, a thick
knot of catgut, with the loop but little absorbed, was passed
by the urethra. In one other case, there was a suspicion of
death from hamorrhage, but no post-mortem examination
was allowed. Here catgut ligatures were also used. Since
then, I have never used these to large masses of tissue, and
under any circumstances [ need not say that catgut ligatures
ought not to be applied to uterine tissue, at least till we
have something more reliable than we yet have.

The only safe intra-peritoneal way, so far as is yet known,
is to follow Schreeder's plan, and make several layers of
sutures after cutting the stump obliquely, and then stitch

c
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the peritoneum all over. Even this, though probably the
safest way against hzmorrhage, is far from perfect; too
many silk ligatures are left, and a better way has yet to be
discovered. [ am in hopes that in some cases, the cautery
will be found to be the best. The worst of this method is that
the tissue of the fibroid is apt to break and crack under the
pressure of the cautery clamp. A few weeks ago, I tried
the following experiment, for we can now only perform any-
thing new on the corpus vile of some hospital patient. The
ovaries and tubes were being removed in the case of a
bleeding fibroid. One end of a tube was adherent and
incorporated with a part of the tumour which projected
somewhat from the surface. It was too tempting not to
try how the cautery would behave on this projecting fibroid.
A cautery clamp was adjusted to embrace the whole; it
crushed up easily, too easily ; the cauteries were applied to
the projecting portion which was burned off ; it was then
found, that, what with the tension and the pressure of the
clamp, the fibrous structure had completely given way
below the instrument, and some ligatures were necessary to
bleeding points. In cases where the top of the vagina could
be pulled into the clamp, I think the cautery will be suc-
cessful, also when the cervix can be cauterized, or normal
uterine tissue,which bears the cautery well,—as I have several
times proved in cases where I have been obliged to remove
part of the uterus closely incorporated with the base of an
ovarian cyst ; but the tissue of the fibrous tumour itself is
quite different, and difficult to deal with either by ligature
or cautery.

And yet I feel quite sure that just as we have all come to
an intra-peritoneal method in ovariotomy, so will we come
to an intra-peritoneal method in the removal of uterine
tumours. Compare the clamp results in the removal of
ovarian tumours with those got by the cautery, and the best
of them are utterly bad. The principle of the clamp is
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good, but it is a coarse, unsurgical instrument, and the
more unworkmanlike it seems to me every time it is used.

I have once or twice used Koeberle's serre-nceud, allowing
the stump to settle down into the pelvis,much in the same way
that the long ovarian ligatures were left, in Dr Clay’s method.
The mortality of this method in ovariotomy was one death
in every three operated on, and this will probably be the
ratio of mortality in cases of hysterectomy so treated. It
seems to be simply impossible to kill some women, be
the putrid mass left in the pelvis what it may. There is
often a difficulty in dealing with the bladder, which rarely
troubles in ovariotomy. The bladder is frequently drawn
upwards on uterine fibroids. I have met it nearly as high
as the umbilicus ; it has often to be dissected downwards,
more especially when the tumour comes much into the
pelvis, and where the broad ligaments are highly opened up.
Its size is sometimes remarkable, and it is not an easy
matter sometimes to make out its edges, if the ordinary stupid
direction be followed, that the bladder be emptied immedi-
ately before the operation is begun. Leave it full, and the
bladder difficulties are wonderfully modified. Its separation
downwards on the tumour is a simple matter. On one
occasion there was troublesome hamorrhage from the
separated portion, owing to numerous enlarged veins. The
ureters also run some risk sometimes when there is much
deep enucleation in the broad ligaments. Thrombi are also
apt to form when there has been much separation of cellular
tissue, and time is often lost in turning out the clots and
finding the bleeding points. It is essential, in this operation,
to be provided with many pairs of long locking forceps,
seven or eight inches in length, and of comparative strength.
These I have used since my first operation, and I am sure,
that without them, some of the patients would have been
lost from hamorrhage during the operation.

I have, as yet, no one way of dealing with the attach-
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ments of these uterine tumours. Each case has been a
law unto itself. A few of the simpler cases were treated
entirely extra-peritoneally. Generally the round and
broad ligaments were secured, stripped off the tumour,
and left inside. In two cases, the treatment was entirely
intra-peritoneal by ligatures ; in one, entirely intra-peritoneal,
by Koeberle's serre-nceud.  Once or twice, a half intra- and
half extra-peritoneal method was followed. Both of these
last ways must be dangerous methods, and much care in
the after-dressing is necessary, though the convalescence is
much shorter than when the whole attachments are secured
in the wound.

Drainage was made use of, by a long straight glass
tube passing to the lowest point in the pelvis, in the same
sort of bad cases that I employ it in ovariotomy,
Drainage is not necessary in ordinary operations, or even
in moderately difficult ones, even though the amount of
adhesion be great ; and it is not required in ordinary cases
of free fluid round solid tumours, or in cases of burst
ovarian cysts. It is to be used only in the very bad
operat{;ns where adhesions have been extensive, or where
there has been much bleeding, and where there is a doubt
that this has not all been arrested at the time of the cl osing
of the wound. Above all, if the powers of life be feeble,
and the operation has to be finished quickly before all
oozing can be satisfactorily checked, drainage is often the
saving of the patient. Of course, if an operator does not
do the severe cases, but only cases that are non-adherent,
and that have never been tapped, drainage is quite
unnecessary, and in unskilful hands might be injurious.
I think the second fatal case might have been saved had
a drainage tube been used. There was an enormous
amount of posterior adhesion, the adherent surface on the
tumour representing a space of 30 X 31 inches, but the
most of the adherent parts were long enough to allow of
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catgut ligatures being applied. There were at least seventy
of these left inside, and the patient showed signs of feeble-
ness before being put to bed. I regretted much that I
did not drain at the beginning, for I removed from the
pelvis, four days after operation, about six ounces of thin
dark blood. Nothing has surprised me so much as the
amount of almost pure blood that was removed from the
pelvis in several of the cases of hysterectomy that were
drained. Where it came from in some of them remains a
mystery to me.

The wounds healed easily, and always without suppura-
tion. Latterly, [ have rarely had occasion to disturb the
dressing, even round the clamp, for ten or twelve days after
operation. The sutures are often allowed to remain much
longer. Indeed, the fine silk now used may almost be left
in for an indefinite time. Much discomfort has been saved
the patient by her being allowed to empty her bladder
herself, and not having this done for her. Why the
catheter should be passed two or three times a day I have
never been able to understand, when the patient can almost
always accomplish this for herself. It was the rule, I
suppose, just as it was the rule to have the bladder ehﬁied
before operation.

As in ovariotomy, the use of carbolic acid spray has
been long given up during these operations. In only six of
these thirty-eight cases was it employed. One of these
died. There was blood in her urine next day, the day
after albumen, and then came an attack of acute mania,
from which she died. Possibly it may all have been a
septicemia. Of thirty-two done without spray, there were
two fatal cases in very feeble women, and after operations
of great local difficulty. In truth, there is nothing in all my
work that has so thoroughly broken down with me as the
carrying out of the so-called “perfect Listerism” in the
surgery of the abdomen, by means of the carbolic spray.
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I expected much and have got nothing, after years of
vexation and disappointment, and the results got now are
very much what they were before carbolic acid spray was
heard of. In ovariotomy the mortality was one in twenty-
six before the spray was used. It is almost the same now,
since it was given up. It is true that there was a long
series of successes, and, at the time, I thought this was due
to the protection that was given by spray, and not to the
steady use of the cautery and drainage in the very bad
cases, as [ now think that it was. There were eighty
consecutive cases of recovery—that means two deaths in
eighty-two, or one in forty-one. But of the whole number
of one hundred and twenty spray cases there were seven
deaths, or one in seventeen. In the Infirmary the results
were disastrous : one out of every seven died. Fortunately
only twenty-one operations were done under the spray,
and my impression is—I may be wrong—that these would
have lived had the spray not been used. Since the spray
was abandoned, there have been done, in my small ward
in the Infirmary, eighty-eight ovariotomies up to this date,
Dec. 8, 1884. These include cases done by the assistant
as well as by myself. The number of deaths is two, or
one in every forty-four operated on, and neither of these
died of septicemia. In one, a very difficult case of large,
solid tumour, opening up the broad ligament, the patient
died a week after of uremic poisoning, the kidneys having
secreted nothing for two days. The right ureter was
included in one of the many ligatures. This is the only
disaster that has happened to me during the operation, in
fully 550 times that I have opened the abdomen for the
removal of ovarian or uterine tumours. The other fatal
case was that of a feeble woman coming out of a severe
operation with a pulse at 170, and it never fell.

The fact is, that we must look for greater success in
hysterectomy in the developing of the technical methods of
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done by the surgeon himself. It was the willing and tender,
though unclean hand, that carried the poison into the
wounds. It is to this that Lister has put a stop. With
a proper antiseptic, an operator is now made to be clean in
spite of himself, is compelled to have safe sponges, safe
ligatures, clean instruments, and, above all, clean fingers.
If one be careful enough—and few are careful enough—one
may do all this, as Mr Tait does, with boiled water alone.
Some such precautions are essential ; beyond these, with
ordinary care, we need not disturb ourselves much as to
what is in the air. Yet it was pleasant to put a bad result,
that ought not to have been a bad result, upon something
that was beyond us, and that could not have been helped.
I fear we all blame time, place, and circumstance rather
than ourselves.

So far as [ am aware, the results of these supra-vaginal
hysterecfomieg are the best that have yet been obtained,
and as they are my first cases of this operation, it is only
reasonable to suppose that the mortality will become lower
by a longer experience. Without the experience, however,
that ovariotomy had given me, I shrink from thinking what
the mortality might have been. It seems to me that the
reason of this comparative success lies in the fact that no
operation was done, unless there appeared to be some
strong necessity for the doing of it. No one was operated
on in good health or in good condition. No case of
pediculated tumour was ever meddled with, simply because
I do not consider that any interference is justifiable in such
cases. Almost all were done on account of repeated
haemorrhages, and ruined health. The time chosen for
operation in the feeble ones—and most of them were feeble
—was a day or two before menstruation was expected.
The tumour might perhaps be then at its largest, but the
patient had regained more or less force from the losses of
the previous period. In two, and both were amongst the






































































































































































































































































