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PUERPERAL HYSTERECTOMY; OR PORRO’S OPERATION
BY A NEW METHOD.

By H. WIDENHAM MAUNSELL, M.D.,
Honorary Surgeon, Dunedin Hospital ; Lecturer on Swrgervy i the Otaye University,

P —

Porro, of Pavia, was the first surgeon who successfully amputated the preg-
nant uterus in a woman—utero-ovarian amputation as a mode of completing
Ciesarean section. The operation was performed twelve years ago in the
Maternity Hospital of Pavia, on a woman deformed by rickets. Since then
the operation has been performed 200 times, with a mortality of nearly 50
per cent.

Instruments required.—Strong scalpel, large strong cireular amputating
kuife, two pawrs of strong scissors, eighteen pairs of Spencer Wells' artery
forceps, two strong shghtly-curved needles, on handles; curved surgical
needles, snitable sutures and ligatures, speeially prepared; yard of strong
rubber tubing, for tourniquet ; Tait’'s recent modification of Kwberlé's serre-
neeud, with needle for transfixing pedicle ; three large flat sponges, the bi-
chloride antiseptic solution, and large quantities of hot water.

In performing laparotomy in the median line, the incision should be
lower than for simple Ciesarean section, as the stump of the amputated
uterus has to be brought out immediately above the pubes, as in hysteree-
tomy. A sound should be passed into the bladder, and every care taken not
to injure it, as it is aften dragged up above the pubes in these cases.

NeEw MeETHOD OF TREATING THE STUMP.

1. The incision should be long enough to permit of the gravid uterus
being taken out of the cavity of the abdomen.

9. While an assistant takes charge of the gravid uterus, place a large
flat sponge, wrung out of hot water, over the bowels, to keep them warm and
out of sight ; and rapidly suture up the wound with stronyg salmon silkworm
gut, as far as the neck of the uterus, which is pressed towards the pubie end
of the wound by an assistant.

3. Open uterus by longitudinal ineision in upper third, and remove
child, leaving placenta behind.
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4. Apply the rubber tourniquet below the uterus.

5. Pack round with sponges. Make transverse inecision through peri-
toneum, covering the top of the uterus, and rapidly reflect it to within half-
an-inch of the rubber tourniquet. If the peritoneum is found to be wvery
adherent to the fundus, make a eircular incision all round the upper third of
the uterus, and retlect it as above described.

6. Apply Kweberlés pin and wire ecraseur to the neck of the deperitonised
uterus,

7. Amputate the uterus with a large circular amputating knife, leaving
a fair stump behind the pin.

8. Apply torsion and ligature to all bleeding points, as the assistant
slowly and cautiously removes the rubber tourniguet.

9. Secure the lower end of the laparotomy wound, immediately above
the stump, with a strong acupuncture needle.

10. Place a thin layer of iodoform wool under the reflected peritonewn,
which is spread out like a saucer round the stump. Secure the edges of the
reflected peritonemm loogely to the skin by five or six horse-hair sutures.
Dust the peritoneal reflection above and below night and morning with large
quantities of iodoformn and amorphous boracic aeid (1 to 9), so as to keep it
thoroughly dry. If treated in this manner, in a few days this saucer-like
reflection of the peritoneum becomes dry, hard, tough, and aseptie, and
drops off in from three to five weeks,

11. Screw up the wire clamp daily. Dress the stump night and merning
with a thick layer of iodoform and absorbent wool.

I have advocated this method of treating the stwmp in cases of
hysterectomy for fibroids, (See N.Z. MEDICAL JOURNAL, September, 1887).
As far as I know, this method of freating the stwmp has never been tried

or suggested beforve.  [Its advantages may be swmmed up as follows :—

(+) The bladder and ureters cannot be injured by the ecrasaunr.

{z) There is no tension of the peritoneum or broad ligaments,

(c) The stump cannot retract into the cavity of the peritoneum.

(v} The stump is effectually shut off from the cavity of the peri.
toneum; and as it shrinks and sloughs away it is impossible for the
matter to drain on to the abdominal wound, or into the cavity of the
peritoneum.

Gopsoxn's ULASSIFICATION.

1. True Porro operation—fwetus viable.






PUERPERAL HYSTERECTOMY BY A NEW METHOD.

Fyrea Perrronean. Mesnon of TREATING THE Hrume,

A A Hpucer like eflection of Peritonedin.
B Deperitonised Stump with Kwberlé's Pin and Ecraseur.



PUERPERAL HYSTERECTOMY BY A NEW METHOD.

Extra Peritowesr, MerHOD oF TrREATING THE STUMP.

Vertical Section Shewing
A A Deperitonised Stump UConstricted by Berasear.
BB ReHected Peritoneum.
C Wound in Abdomen Sewn up to Stump.
D Pubic Bone. E Bladder. F Vagina, G Rectum.
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2, Utero-ovarian amputation performed during pregnancy, before feetus
is viable.

3. Laparotomy for removal of feetus from abdominal cavity, followed by
amputation of ruptured uterus and ovaries.

The same treatment of the stump applies with equal force to all these
conditions.

In puerperal hysterectomy, experience is strongly in favour of the extra-
peritoneal method of treating the pedicle. According to Godson's tables,
eleven died out of fifteen cases treated by intra-peritoneal methods.

Over two years ago the above paper was forwarded to the Gynascological
Section of the Intercolonial Medical Congress of Australasia. To my great
annoyance it was refused admission, on the erroneous supposition that it
had been previously published in the N.Z. Mebprcar Jourvar. With the
exception of paragraph 4, describing the removal of the child, it is step by step
and almost word for word the same operation that I advocated for the extra
peritoneal method of treating the stump in uwterine fibromyomata, pub-
lished by me in the N.Z. MEpicaL JourxaL, September, 1887, several copies
of which I sent to a number of prominent medical men in the Old Country.
Judge my astonishment on finding that all the details of my operation for the
surgical treatment of uterine fibromas have been unwittingly appropriated by
Dr. Bantock, of London.

Dr. Batchelor, Lecturer on G ynwmcology in the Otago University, has
kindly drawn my attention to the following extracts from the last May and
August numbers of The British Gyneeological Jowrnal :—

“ Dr. Bantock showed a specimen of soft sarcoma removed from a single
woman of 36. A week before the growth of the tumour had been very rapid,
and lately had been attended by so mueh h®morrha ge that it incapacitated
her from her work. She was seen by Dr. Ingl eby Mackenzie, and was sent
on by him to the Samaritan Hospital. This ecase illustrated a peint which
had already been under discussion. The line of the peritoneum was very
high on the growth, and it was one of those cases in which the pedicle was
very short, and if he had treated it in the ordinary way, by putting a serre-
neeud round including the peritoneum, he would have a very short pedicle
with a tremendous drag upon it. Indeed, he would possibly hardly have
been able to get the pins through so as to bring them out on the skin. FHe
thevefore adopted the plan which he had lately had several times had
occasion fo bring before their notice. He first of all put on an clastic
ligature, then divided the perifoncwm all round, stripping it down to the
base of the tumour. Then he securcd the ovarian vessels on either side,
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and applied the serre-neud to the raw surface, the tumour being enucleated
away down to the level of the internal vs. In this way the whole of the
pedicle was extra-peritoneal.” (Italics are mine.) * These surfaces were
stitched together, the pins being put throngh the raw surface not touching
the peritoneum. In that way there was very little drag upon it.”

“ Dr. Heywood Smith (same journal, page 123), with regard to the first
cage, asked for a more exact deseription of the manner of dealing with the
peritoneum. Dr. Bantock had spoken of stitching the flaps together, and
this was not very clear to him. What he wanted to know was the exact
position of the peritoneal edges after the wound was closed.

“Dr. Bantoek demonstrated lkis procedure. First he applied a ligature
outeide the tumour, covered as 1t was by peritoneum. Then he opened
the peritoneal investment and applied the serre-neud at the base of the
tumour, this time inside the peritonenm. Having removed the tumour,
there only remained to stitch together the layer of peritonewn, covering what
was the base of the tumour, 7.e., the broad ligament, with that lining the
parietes.”

In the August number of the same journal (page 183) there 1s the report
of a case of the removal of a large uterine myxoma by Dr. W. H. Fenton.
The patient died owing to the injury of the ureters in the wire of the scrre-
neewd. At the conclusion of the very interesting paper Dr. Fenton males
the following pertinent remarks (pp. 191 and 192) :(—

“ The jirst question that arises to me is this: ecould [ in a similar case
avoid the same aceident of injuring the wreters! It must be remembered
that I had a huge tumour with a very thick pedicle. I naturally selected
the narrowest part below the ovaries for engaging with the wirve, and 1
thought that the wire at that point was encireling the cervix uteri. I had no
idea the pedicle really consisted of a portion of the tumour, apparently grow-
ing from the posterior vaginal wall and the vagina itself, and that I was
some inches below the os uterl. An inter-abdominal hysterectomy performed
in such a way would be bound to include both wreters, as they ordinarily
pass from belind the cervie wteri to the base of the bladder,

“ Dr. F. A, Purcell (p. 194) observed that the method deseribed by Dr.
Bantock at their last meeting seemed peculiarly adapted to Dr. Fenton's case.
He alluded to the application of an elastic ligature over the base of the
tumouwr before attempting to enuwcleate. Had that been done the hemorrhage
would have been restrained. Then the capsule might nave been divided and
stripped down and the serre-neud applied around the base of the tumour,
which would have been easy, and the tumour then lifted up out of its cavity.
The walls of the twmour would thus form the pedicle, and the application of
the serre-neeud within the capsule would have had the effect to further









