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Vaginal hysterectomy

Magos A, Bournas N, Sinha R, Richardson RE, O'Connor H.
(Minimal Invasive Therapy Unit & Endoscopy Training Centre,
University Department of Obstetrics and Gynaecology, The Royal
Free Hospital, London, United Kingdom.) Vaginal hysterectomy
for the large uterus. Br J Obstet GynaecoI1996;103:246-51.

SUMMARY
The authors report on their experience of vaginal hysterectomy in a
prospective series of 14 patients with myomatous uteri ofthe size of
14 to 20 weeks' gestation. The mean uterine volume at the time of
surgery was that of 16~ weeks' gestation. The largest myoma had a
diameter of 11.6 em. Five of the patients were also scheduled to
undergo bilateral oophorectomy.

The paracervical tissues were infiltrated with a dilute solution of
lignocaine and adrenaline. Circumferential incision and reflection of
the vaginal wall, dissection of the bladder cephalad, opening of the
vesico-uterine fold anteriorly and the pouch of Douglas posteriorly
were performed initially. This was followed by clamping, division
and ligation of the sacro-uterine and cardinal ligaments and of the
uterine vessels, as is done during a vaginal hysterectomy. The next
step depended on the size and other features of the uterine corpus and
included bisection, myomectomy, morcellation and coring.
Bisection. The cervix was grasped on both sides and the uterus

was bisected sagittally towards the fundus, using a knife. The
bisection, carried out first along the posterior uterine wall, was aided
by the repeated repositioning of the vulsella close to the apex of the
incision, combined with rotation of the cervical portion of the uterus
around the pubic arch. If necessary, the uterus was rotated back to its
original position and the bisection pursued anteriorly. Complete
bisection often allowed half the uterus to be delivered through the
vagina and the ovarian pedicle to be secured; the same was then done
with the other half of the uterus.
Myomectomy was frequently combined with bisection or

morcellation. Smaller myomas were removed in one piece while
larger ones were morcellated and removed in fragments, one of the
vulsella always being attached to the residual bulk of the myoma.
Morcellation was carried out on the uterus when despite bisection

or myomectomy no further descent was possible. Bisection was re-
commenced as soon as further descent ofthe uterus could be achieved
after myomectomy and morcellation.
Coring was performed instead of bisection when dealing with

smaller uteri without any distinct large myoma. A circumferential
incision was made at the level of the uterine isthmus about 5 mm into
the substance of the corpus. A central core of tissue around theuterine
cavity was then excised by progressively undercutting the serosal
surface of the uterus towards the fundus. Once the uterus was
delivered into the vagina, the hysterectomy was completed in the
usual fashion.

All 14 procedures with or without oophorectomy or salpingo-
oophorectomy were completed successfully. The mean weight of the
uteri was 639 g (range 380-1100 g), the mean operating time was
84 minutes (range 30-150 minutes) and the mean operative blood
loss was estimated at 296 ml (range 100-800 ml). One patient was
given a blood transfusion immediately postoperatively.

Six women had macroscopic haematuria that cleared up within 24

hours. There were no other important complications. Postoperative
hospital stay averaged 3.7 days (range 2-9 days). Only 2 patients
remained in hospital for more than 4 days after surgery. All women
had recovered fully by the time of their follow up appointment.

COMMENT
Vaginal hysterectomy is superior to abdominal hysterectomy as
(i) the operating time is shorter, (ii) the procedure is almost
entirely extraperitoneal, does not require packing of the peri-
toneal cavity and hence interferes minimally with recovery of
gastrointestinal function, (iii) vaginal repair can be performed
at the same sitting, (iv) the postoperative course is smoother,
and the hospital stay shorter, (v) thrombophlebitis and pulmon-
ary embolism are less frequent, (vi) there is a lesser risk of
development of adhesions, (vii) there is no danger of infection,
dehiscence, evisceration or hernia of the incision, no abdominal
discomfort, and no unaesthetic scar, and (viii) it may be performed
in obese and elderly patients without undue risk.

In spite of this, the majority of uteri worldwide are removed
abdominally. Recently, the use of laparoscopic hysterectomy or
laparoscopically-assisted vaginal hysterectomy has been advocated
without evidence that these techniques are safer than vaginal
hysterectomy. The usual objections against the latter procedure
are that it is inadequate for removal of an enlarged uterus and the
ovaries.

Magos et al., on the contrary, have demonstrated that vaginal
hysterectomy is a safe and effective option for the removal of uteri
which are of 18-20 weeks' gestational size, provided the surgical
team has expertise in dealing with larger uteri. Though utero-
vaginal prolapse facilitates vaginal hysterectomy, it is not essential.
In the presence of gross uterine enlargement, significant descent
is highly unlikely for mechanical reasons.

The use of any of the reducing procedures described in this
study are not associated with an increase in serious morbidity. In
particular, the perfusion of the uterus markedly decreases once the
uterine vessels have been ligated, and there is only minimal
bleeding during bisection or other reducing procedures.

The safety of uterine morcellation at vaginal hysterectomy has
also been demonstrated by Kammerer-Doak and Mao.' Although
the procedure was significantly longer when vaginal hysterec-
tomy required morcellation than when it did not, the duration of
stay in hospital and the rate of complications in their patients were
nearly identical. Nichols and Randall,' acknowledged authorities
in the field of vaginal surgery, likewise consider vaginal hyster-
ectomy by morcellation for the moderately enlarged uterus to be
a safe and effective alternative to abdominal hysterectomy.

The second reason frequently given for resorting to the ab-
dominal instead of the vaginal route pertains to the difficulties
supposedly encountered in the assessment and/or removal of the
ovaries at vaginal hysterectomy. The transvaginal approach is
admittedly improper when the patient, mostly older than 40 years
of age, is known to have ovarian disease. The adequate assessment
and surgical treatment of ovarian malignancy, if present, requires
an exploratory laparotomy, the collection of ascitic fluid or
peritoneal washings for cytology, meticulous determination of
the extent of tumour spread by means of inspection, palpation and
biopsies, the performance of (sub)total hysterectomy, salpingo-
oophorectomy, omentectomy, debulking of the residual tumoral
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tissue and lymphadenectomy, particularly of the para-aortic region.
An alternative to the immediate performance oflaparotomy for

the purpose of hysterectomy and salpingo-oophorectomy in the
presence of a known ovarian cyst or tumour, consists of perform-
ing a laparoscopic oophorectomy followed by the immediate
histological assessment of frozen sections of the neoplasm. In
case the lesion is benign, a vaginal hysterectomy can be per-
formed.

There is no reason to resort to the abdominal route or not per-
form a laparoscopically-assisted vaginal hysterectomy when a
simultaneous prophylactic oophorectomy is contemplated. Kovac
and Cruikshank! evaluated prospectively the feasibility of
oophorectomy at vaginal hysterectomy. After having removed
the uterus, they assessed the accessibility of the infundibulopelvic
ligament (containing the ovarian vessels) by pulling on the ovary
in a caudal direction. In 88% of cases, the ovaries could be brought
down to at least the mid-portion ofthe vagina, and in a further 10%
only to a higher level, i.e. between the ischial spines and mid-
vagina. In all but one of the 143 patients whose ovaries could be
brought down to either level, bilateral prophylactic oophorectomy
at vaginal hysterectomy was successful. There were no complica-
tions associated with transvaginal oophorectomy. Sheth' was able
to carry out oophorectomy in 702 of740 (95%) vaginal hysterec-
tomies in women older than 45 years of age.

In the absence of contraindications, hysterectomy should be
preferentially performed via the vaginal route. Sheth" listed the
following contraindications:

1. A uterus greater than 12 weeks' gestational size.
2. Restricted uterine mobility (e.g. after previous ventrofixation

of the uterus).
3. Limited vaginal space (interfering with access to the lateral

aspects of the uterus).
4. Adnexal pathology.
5. A previous repair of vesicovaginal fistula.
6. A cervix flush with the vagina (e.g. following a previous

cervical amputation).
7. Invasive cancer of the cervix.

Immune response to ~ casein in
insulin-dependent diabetes mellitus

Cavallo MG, Fava D, Monetini L, Barone F, Pozzilli P. (Cattedra
di Endocrinologia (I), Instituto II Clinica Medica, Policlinico
Umberto I, University of Rome "La Sapienza", Rome, Italy; and
Department of Diabetes and Metabolism, St Bartholomew'sHospi-
tal, London, United Kingdom.) Cell-mediated immune response
to p casein in recent-onset insulin-dependent diabetes: Implica-
tions for disease pathogenesis. Lancet 1996;348:926-8.

SUMMARY
It has been hypothesized that early feeding of cow's milk may
predisposeindividuals to insulin-dependentdiabetesmellitus(IDDM).
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To this list, I would add:

8. Invasive cancer of the uterus (unless it could be demonstrated
preoperatively by the use of ultrasound and/or magnetic
resonance that the endometrial carcinoma was at the most
FIGO stage Ib).

9. Severe endometriosis.

If vaginal hysterectomy of a large uterus is indicated, a pre-
operative ultrasound should be done to determine the size and
location ofthe myomas. GnRH-analogues may be administered a
few weeks preoperatively to reduce the size of the fibroids and the
vascularity of the uterus. Immediately before starting the proce-
dure, the patient should be examined under anaesthesia and a first-
generation cephalosporin or metronidazole given intravenously
as prophylaxis against infection. In our department, a dilute solu-
tion of 3 units of vasopressin is used to infiltrate the paracervical
tissues, instead of lignocaine and adrenaline used by Magos et at.
Both further decrease the amount of blood loss at operation. In
conclusion, it is clear that the vaginal route should be used much
more frequently when a hysterectomy is to performed. Neither a
moderate enlargement of the uterus nor the prophylactic removal
of the ovaries should any longer be considered contraindications
to vaginal hysterectomy.
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This is based on the premise that exposure of the immune system to
a foreign protein possessing an immunological cross-reactivity with
an antigen present on the pancreatic p-cells may trigger an auto-
immune response. In the present study the authors have measured the
in vitro peripheral lymphocyte proliferative response to p casein, a
protein in cow's milk.

Forty-seven patients with recent onset ofIDDM, 10patients with
autoimmune thyroid disease, and 36 healthy subjects were studied.
The antigens studied were p casein, bovine serum albumin, and an
unrelated purified protein derivative. Peripheral blood mononuclear
cells were separated from venous blood and cultured with each of the
antigens. After 4 days of incubation the cells were pulsed with
tritiated thymidine and its incorporation was measured.

T-lymphocytes from patients with IDDM demonstrated a specific
proliferation when stimulated with p casein. This was significantly
greater than that in patients.with autoimmune thyroid disease and in
healthy controls. Twenty-four of 47 (51%) IDDM patients showed a


