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this work does not add greatly to the shock, and
may be performed at the same time in most cases.
The abdominal incision may be the usual median or
the semilunar suprapubic. When the abdomen is
opened, it is first wise to investigate the condition
of the tubes and ovaries, and to do whatever work
i1s necessary to these organs, at the same time
breaking up all adhesions which bind the omentum,
gut or adnexa to the uterine body. At this point

Fipure 3.—The Same as Model No. 2 With Ligament Pulled For-
ward by Sponge Halder.

of the operation, in order to facilitate the further
procedure, the patient is raised to an extreme
Trendelenburg position and the gut is carefully
taken out of the pelvis and held above the brim of
the true pelvis by pads soaked in normal saline
solution. Too great importance cannot be laid
upon this step of the operation as coils of gut
dropping over the field of operation impede the
work very materially.

The contents of the pelvis are then brought fully
into view. The fundus is grasped by a double
tooth volsellum and held well under the symphysis
so as to rotate the uterus on its midtransverse axis,
thereby lifting the lower segment. The utero-
sacral ligaments will then be seen at their inser-
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particular value in retroversion with prolapse and
cystocele. I shall not burden you with a repetition
of cases except to briefly report the following
eight :

E. W., single; age 20. Five years ago I operated
for retroversion and mycrocystic ovary, and per-
formed a ventral suspension with temporary relief.
In about a year the deformity reproduced itself
with return of all the symptoms. One year and a
half ago I performed the sacral suspension with
perfect anatomical result and relief of all symptoms.

Menstruation has been regular and painless since.
Relief of the neurasthenia has been very marked.

Figure 6.—Stitches Tied and Running Stitch in Place.

A. J., married; age 27; one child. This patient
was referred to me by my friend, Dr. Douglas
H. Stewart, who had performed trachelorrhaphy
and posterior colporrhaphy. In this case the most
marked symptom was a mechanical constipation
of the most exaggerated type. At the operation,
one year ago, the ligaments found were the longest
I have ever seen, well marked but absolutely use-
less as supportive ligaments. On account of a very
great laxity in the round ligaments a Gilliam opera-
tion was performed in addition to the sacral suspen-
sion. The patient has remained in perfect health
since ; she has normal evacuations without laxative.












