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SENN: LAPARO-HYSTEROTOMY, o

in which the antero-posterior diameter of the pelvis is less than two
inches. Here the dangers to the mother, incident to craniotomy, are
as great as in delivery by laparo-hysterotomy, and there is good prospect
of saving the life of the child by the latter operation. In the cases in
which theshortest diameter of the pelvis is three and three-fourths inches,
he regards laparo-hysterotomy and craniotomy contra-indicated, and an
attempt should be made to deliver the child through the normal channel
without mutilation,

The statistics of mutilating vaginal operations collected by Dr. E. P.
Davis, in his article in the American System of Obstetrics, include 1000
cases by the ablest obstetricians, show a maternal mortality of about 8
per cent. MecKelway, in a paper read before the American Medical
Association at its meeting in Detroit, expresses himself as follows con-
cerning the results obtainable by laparo-hysterotomy: “I believe it fair
to state that the mortality of the improved Ciesarean section, done in
women not exhausted by labor, and done under proper antiseptic or
aseptic precautions, by skilful operators, is not over 10 per cent.” I will
go one step further, and make the claim that, in well selected cases, the
maternal mortality of laparo-hysterotomy is not greater than the mor-
tality of ovariotomy in the hands of the same operators. Laparo-hyster-
otomy is absolutely indicated in all cases where the conjugata vera is
below two and three-quarter inches, whether the child is living or dead,
because the dangers incident to the mother from a craniotomy would
more than overbalance the maternal risks of this operation. It is also
the operation of selection when the obstruction to delivery is due to the
existence of a pelvie tumor or malignant disease of the cervix. In view
of these facts, it is only a just inference to conclude that in the future
craniotomy should be limited to the extraction of a dead child, in cases
in which this procedure does not ineur more risk to the life of the mother
than laparo-hysterotomy, and that in all other cases a healthy living child
should be delivered without mutilation, by the natural process by the
aid of forceps, turning, symphysiotomy, or by laparo-hysterotomy.

Symphysiotomy has recently again come into prominence as a formid-
able competitor of laparo-hysterotomy. It is certainly to the interests
of the children yet unborn that this operation is being perfected, and
that it has met with such a warm reception on the part of the profession
!1&1'-3 and abroad. It will add its share toward limiting craniotomy to
!I;a legitimate sphere. TIts value as a life-saving measure to the child,
its dangers as an operation to the mother, must be established by
future experience. I fear, however, that many children will be sacrificed
~ by substituting this operation for laparo-hysterotomy in many cases of
contracted pelves. I am also confident that the permanent damage done
to th'e I:{ﬂth&r is much greater than we have been led to believe by the en-
thusiastic reports recently published. Time and ex perience are important
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as the amount of blood lost during the time required in making the
uterine incision and extraction of the child does not exceed that
attending an ordinary delivery, provided the uterine opening is made
quickly, and by tearing in place of cutting. The uterus should not
only be in the middle line, but an examination should be made to ascer-
tain that it is not twisted on its axis. Should this be the case the
malposition should be corrected before the visceral wound is made.
The median line of the anterior uterine wall can be ascertained by
observing the location of the Fallopian tubes. If these occupy the same
relative position, a point halfway between them will correspond to the
abdominal incision. In order to limit the hemorrhage to a minimum
without any artificial hemostatic agent, I make an incision in the
median line of the uterus about six inches in length, cutting down to
but not into the large vessels. This incision should terminate two
inches or more above the cervix. An assistant now makes pressure on
each side of the abdomen in such a manner as to retract the margins of
the abdominal incision, and bringing at the same time the uterus well
forward into the external incision. The lateral pressure prevents the
escape of blood and amniotic fluid into the abdominal cavity. With
one cut of the scalpel a button-hole is now made in the centre of the
superficial ineision, which penetrates the entire thickness of the uterine
wall and without any reference to the loeation of the placenta. Both
index fingers are inserted into this opening, which is then enlarged to
the requisite size by tearing. The superficial incised wound determines
the direction of the lacerated wound. The tear in the deeper tissues
may take place somewhat obliquely, but this is not detrimental either
in the delivery of the child or the suturing of the wound. Only a few
seconds are required in making the opening in the uterus.

Eztraction of the Child.—As soon as the opening in the uterus is made
the operator plunges the right hand into the uterus and quickly grasps
one or both feet and delivers the child as speedily as possible by traction,
while the assistant keeps up lateral pressure. The hemorrhage is greatly
diminished, or nearly arrested, as soon as the surface of the wound is
compressed by the body of the child. As little time as possible should,
therefore, be lost from the moment the uterine incision is commenced
until this stage of the delivery is reached. The uterine incision and
delivery of the child can be completed in less than a minute.

Llastic Constriction.—I cannot deprecate too strongly preliminary
elastic constriction of the uterus. The time occupied in the application
of the elastic constrictor and the rough handling of the abdominal con-
tents cannot fail in adding an inereased risk to the operation and endan-
gering the life of the child, while as a blood-saving procedure it is
certu:inl;.r unnecessary. IKlastic constriction has been charged with
causing post-partum hemorrhage by Veit, Doléris, Pajot, Zweifel, Singer,
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a normal delivery. The patient never had an ache or pain, and left the
hospital in less than three weeks after the operation. Mother and child

remain well at the present time.

REMARKS.—In both of these cases hemorrhage was completely arrested
by the sutures. No oozing occurred from the needle punctures, as in
both instances the last row of sutures was made with fine catgut and an
ordinary sewing needle. All of the sutures are absorbed except those

*of the third row, which become encysted between the uterine and peri-
toneal cavities. It is advisable to use as many absorbable sutures as
possible, but for the third row a material should be used which can be
relied upon in maintaining approximation between the inverted serous
surfaces for a sufficient length of time. My experience with these two
cases has satisfied me that laparo-hysterotomy can be done on the par-
turient woman with as small a maternal mortality as now attends ovari-
otomy, and that unless the uterus itself is the seat of a removable life-
threatening disease a hysterectomy is absolutely contra-indicated. The
time is at hand when gynecologists must, in consonance with modern
surgical teachings and practice, mitigate the furor operativus and resort
more and more to conservative instead of mutilating operations. The
generative organs of the female should constitute no exception to the
golden rule, never to sacrifice an organ unless it is the seat of an other-
wise incurable disease.

Laparo-hysterotomy for the Removal of Ulerine Myo-fibroma.—I have
already alluded to a form of myo-fibroma as another indication for
laparo-hysterotomy. The removal of the uterine appendages and hyster-
ectomy in the treatment of myo-fibroma are mutilating operations, and
should be reserved for cases in which there is no other alternative. I
wish to speak in this connection of laparo-hysterotomy as a valuable
surgical resource in the treatment of myo-fibroma of considerable size in
young women, located within or near the uterine cavity, I will premise

my remarks by the report of a case that has recently come under my
observation,

Case ITT.—The patient was a married woman, thirty-eizht vea
age, who had borne three children, the youngest beingy eiEht _'i:earI: gg
age. She dates her illness back seven years, but was not aware of its
nature until recently. For the last six years menstruation has been
profuse, and at times painful. She was admitted into St. J oseph’s Hos-
pital November 23, 1892, and the operation was performed a week later.
Patient was somewhat anemic, otherwise her health was not impaired.
On examination a hard, smooth tumor was found in the lower part of
the abdomen, reaching upward as far as the umbilicus. Vaginal ex-
amination revealed a condition which very much resembled the first
stage of labor. The os uteri was found high up, widely dilated, and
occupied by a smooth, hard tumor, which might Lawe been very easily
mistaken for a feetal head. Bi-manual examination satisfied me that the
tumor was intra-uterine and single. Owing to the high position of the


















