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PREFACE

As all of us welcome the new millenium we are caught up in a rapidly ex-
panding world with excess information available to us in any facet of life that
we may choose to explore. For physicians, the knowledge basis in medicine
and other scientific fields are expanding exponentially. When we realize that
90% of all scientists who have ever lived are alive today, the reason for this
observation in apparent. As physicians we must be selective in choosing
what we read because the volume of relevant material exceeds that which
we can possibly absorb. As a consequence the physician who knew all there
was to know about medicine is an individual of the past. Increasingly we
must practice in ever expanding medical fields to ensure that we provide the
best care for our patients.

In other ways economic forces often beyond the control of physicians
can influence how we practice medicine. Third party payers can affect al-
most every aspect of our interaction with patients through the miriad of rules
which can prevent us from providing optimal patient care. Managed care of-
ten can delay necessary medical care and, at times, can adversely affect pa-
tient outcomes. It has become increasingly more difficult to “do well” for our
patients despite our efforts to be an advocate for them and for optimal pa-
tient care. Often we are expected to provide assembly line type of medical
care in order to meet managed care goals which will insure their profitability
rather than insure a desired outcome.

Anything that simplifies our medical education is welcomed. To that end
we, the authors of this textbook of gynecologic surgery, have set out to sim-
plify surgery by creating a step by step procedural process, illustrated to em-
phasize those surgical steps which are critical to the individual procedure un-
der consideration. We have provided “helpful hints” in an effort to aid the
physician in reducing blood loss, minimizing complication rates, and improv-
ing their surgical skills. Commonly performed procedures are illustrated as
well as those done rarely to the point that the typical gynecologic surgeon
may never perform them. Nevertheless when the need arises, and the gyne-
cologist has a patient who must undergo such a procedure, he or she will be
better able to assist the experienced surgeon with this text serving as a
source of basic information illustrating the surgical technique.

The book is organized into operations on the various organs within the
purvue of the gynecologist, beginning with the vulva and ending in the upper
abdomen when radical cancer surgery is performed. Special sections are ded-
icated to patient positioning, types of incisions, and their closures along with
suture choices. Local pain relief, types of hemostatic techniques, and the
proper use of drains are illustrated. A special emphasis is placed on those
special procedures utilized in the subspecialty of Urogynecology and Pelvic
Reconstructive Surgery especially as it relates to incontinence of urine and
feces and the various types of genital prolapse. New and promising proce-



dures are illustrated which may be more complex to perform but seem to of-
fer a better success rate for our patients. Special procedures on the ureter,
colon, and small bowel are included along with presentations of venous ac-
cess procedures and other miscellaneous techniques utilized mostly in can-
cer surgery. Operative laparoscopic and hysteroscopic procedures complete
the text.

We hope that the resident gynecologic surgeon will find this text useful
as he or she prepares for a career in this area of medicine and begins to per-
form these procedures. We believe that the experienced gynecologic surgeon
will also find this a useful reference with many new approaches and helpful
hints for commonly performed operations.

Donald R. Ostergard, M.D.
Michael L. Berman, M.D.
Bill Yee, M.D.

PREFACE



INTRODUCTION

Gynecology was exclusively a medical discipline in America until well into
the nineteenth century. Even after McDowell’s seminal “ovariotomy” on Jane
Crawford in 1809, surgical procedures were slow to be accepted. A full 50
years passed before gynecologic surgery was practiced commonly in Amer-
ica. At the close of the eighteenth century, none of the known common major
gynecological operative procedures were known. Records from the New
York Hospital revealed that from 1848 to 1851, not a single gynecologic surgi-
cal procedure was performed at that institution. Only at New York’s Women'’s
Hospital had gynecology achieved recognition as a surgical specialty, largely
through the fistula repairs and vaginal plastic operations of J. Marion Sims
and Thomas Addis Emmet. W. H. Byford in his presidential address before
the American Medical Association in 1875, referred to enucleation of uterine
fibroids as “so dangerous and difficult that it is not to be thought of except in
desperate conditions.” ,

Howard Kelly is widely regarded as having done more than any other
American to establish gynecology as a surgical specialty in this country. In
1889, at the age of 31, he moved to Baltimore to become head of Gynecology
at the newly established Johns Hopkins Hospital. Upon the opening of The
Johns Hopkins Hospital, Kelly established the long-term residency program
in Gynecology. It was an innovation in surgical training and a major contribu-
tion to the development of the specialty. Kelly served two decades as Chief of
Gynecology at The Johns Hopkins Hospital and Professor of Gynecology in
the Medical School. He was an innovative surgeon who contributed greatly to
the new specialty of Gynecological Surgery through his surgical skills and
prolific publications.

Kelly was succeeded by many distinguished surgeons in the field of gy-
necology, including Thomas Stephen Cullen. Cullen and Kelly published a
textbook on Management of Myomata of the Uterus in 1909. They enlisted
the assistance of Max Brodel, Professor of Anatomy, who had already
achieved a national reputation as a medical artist through his illustrations in
the writings of Kelly. His drawings are among the best ever drawn which de-
scribe various surgical procedures in the pelvis.

In 1927, in another area of the country, a surgeon by the name of Joe
Vincent Meigs was appointed gynecologist to the Pondville State Cancer Hos-
pital of Massachusetts and subsequently was made Director of Gynecology at
the Massachusetts General Hospital. In 1942, he was made Clinical Professor
of Gynecology at Harvard Medical School. Dr. Meigs is best known for ad-
vancing the field of Gynecologic Oncology through his perfection of the radi-
cal hysterectomy procedure. In the late 1940s he reported 100 cases of early
cervical cancer treated by radical hysterectomy with a 5% mortality. It should
be understood that this was prior to the development of antibiotics or blood
transfusions.



In summary, the development of gynecologic surgery in the United
States by the surgeons listed above and many others, was a milestone in
American medicine. This textbook continues that tradition as three excellent
technicians author this atlas contributing their long experience in their field.
This atlas has been the product of thousands of hours of work on the part of
the authors and the quality of the final product is reflective of their effect.

Philip J. DiSaia, M.D.

The Dorothy Marsh Chair in Reproductive Biology
Professor, Department of Obstetrics and Gynecology

INTRODUCTION
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POSITIONING
THE PATIENT
FOR SURGERY




Positioning the patient for surgery should accomplish several important
goals that will facilitate the planned operative procedure by optimizing expo-
sure of the operative field and physician comfort while avoiding injury to the
patient.

Optimizing Exposure
of the Operative Field

It is axiomatic that adequate exposure is essential for the safe performance
of surgery; however, pelvic surgeons are notorious for operating through in-
cisions that are smaller than optimal for the planned procedure. This prob-
lem is compounded by a common failure to maximize lighting conditions in
the operating room.

When the surgeon operates through a low transverse or a vertical inci-
sion, the patient should be supine and the table in 10 to 15 degrees of Trende-
lenburg. This position will take advantage of gravity and helps to expose the
pelvic structures unimpeded by loops of intestine in the operative field. The
location of the operating table should be such that the overhead lighting is di-
rectly above the mid- to upper abdomen. The overhead lights then will be di-
rected downward (caudad) into the pelvis. If lighting is inadequate despite
good exposure, it should be augmented by employing auxiliary light sources.
Readily available auxiliary light sources include headlamps and lighted suc-
tion devices (Vitalvue). When a vertical incision is made, it should extend
caudad to the pubic symphysis. Difficult dissection deep in the pelvis often is
facilitated merely by extending the skin and fascial incisions in this fashion.

The patient position for laparoscopy should be in a steeper Trendelen-
burg since gravity is the principle means by which pelvic exposure is
achieved. In such instances, 20 to 30 degrees of Trendelenburg is useful.
When laparoscopically assisted procedures are planned, a still steeper Tren-
delenburg is required. In such instances, the patient’s arms should be by the
sides rather than extended outward. This positioning will permit the surgeon
greater mobility in performing pelvic and/or operative procedures. Laparo-
scopic positioning is also facilitated by careful attention to the positioning of
the legs and thighs. Excessive flexion of the thighs can preclude optimal
placement of trocars laterally in the distal abdomen.

When the surgeon is performing vaginal surgery the patient’s buttocks
should remain on the table while permitting placement of weighted retrac-
tors in the vagina without their touching the operating table. Care must be
taken to avoid exaggerated flexion of the hips, especially in elderly patients
as this can result in orthopedic or nerve injury. Furthermore, pressure points
must be avoided on the calves and feet as this can result in neurological in-
Jjuries to various branches of the sciatic nerve.

Finally, when performing a combined abdominal and vulvovaginal pro-
cedure, as in radical vulvectomy with groin dissection, one must achieve
good exposure for both of these areas. The author prefers using different
positions for the two parts of the operation, supine positioning for the groin
dissection with the thighs abducted followed by reprepping and draping in
the lithotomy position for the vulvectomy. As an alternative, one may em-
ploy a position similar to that for laparoscopy although with less exagger-
ated Trendelenburg positioning. This position is particularly helpful when
planning a total pelvic exenteration or low rectal anastomosis as described
elsewhere.

POSITIONING THE PATIENT FOR SURGERY



Not to be overlooked is the importance of ensuring physician comfort in
the operating room. It is unlikely that one operates as well with discomfort
from a table that is too high or too low or perhaps with armboards that dis-
place the surgeon from the preferred location for optimal performance of the
planned procedure. This is of particular note when performing procedures in
the upper abdomen as required for many oncological operations. Finally, ex-
posure can be maximized by optimal packing of the bowel from the pelvis
and by using retractors, such as the Bookwalter retractor, designed to aid the
surgeon performing extensive abdominal pelvic procedures.

Packing can be facilitated by placing rolled laparotomy tapes in both
paracolonic gutters prior to packing the colon and small bowel out of the
pelvis. Familiarity with all of these approaches are important especially when
facing unusually complicated procedures or managing bleeding complica-
tions of surgery.

POSITIONING THE PATIENT FOR SURGERY
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