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By gynaecological surgery in general practice 
I have in mind the type of bread and butter 
work which is commonly undertaken by general 
practitioners all over southern Africa. The 
amount of surgery done varies, of course, from 
place to place, depending upon the availability 
of specialists and hospitals, but even in the 
largest centres the enterprising general practi
tioner who likes the operation theatre will at 
least do his own curettages, bartholin cysts, etc.

I hope none of my remarks will be taken as 
invidious criticism. I know that the over-all 
standards of our work in all fields, especially 
that of our general practitioners, compares 
favourably with the best in the world, and over 
the years I have witnessed a steady improvement. 
There will, of course, always be room for further 
improvement. The remarks I am about to make 
are based entirely on my own practice and 
experience.

Dilatation and Curettage

This routine operation is frequently regarded 
as being safe and harmless. Actually, in the 
hands of the casual or ignorant operator, it may 
be dangerous and injurious.

I need not discuss the indications in detail, 
but a few points are perhaps worth mentioning. 
It is bad practice to do a curettage for 
leucorrhoea unless there is an associated 
menorrhagia. It is more likely to do harm than 
good. In many cases dilatation and curettage 
are rightly carried out for menorrhagia or 
irregular bleeding. Unfortunately very often 
the operator fails to have the curettings 
examined histologically. If the patient is no 
better she may have to be sent to a specialist, 
who then has to take further curettings for 
histology. This is obviously inefficient and 
unfair on the patient.

It is surprising that in this type of case more 
general practitioners do not use the biopsy 
curette in their consulting rooms. This thin 
instrument is slipped into the uterus without 
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dilating the cervix and a sufficient portion of 
endometrium is obtained for histological pur
poses. I have never heard of a uterus being 
perforated by a diagnostic curette. The patient 
not being anaesthetised keeps the operator in
formed if he deviates from the proper path!

As regards the technique of dilatation and 
curettage, one must accept that at best one is 
scratching in the dark. It therefore behoves 
the operator to make a careful preliminary 
bimanual examination under the anaesthetic in 
order to get a clear idea of the position of the 
uterus before commencing (and to find any 
pathological masses which may have been missed 
in the consulting room). Many uteri have been 
perforated through wrongly assuming that the 
uterus was anteverted when it was acutely 
retroverted.

In the best of hands the uterus will be per
forated occasionally. When this happens it is 
not sufficient to watch the patient for an hour 
or so and then to assume that all is well. I 
have seen a patient lose her life from internal 
haemorrhage after such handling. If the 
operator is aware that the uterus has been per
forated he should order an hourly pulse chart, 
and if there is a steady rise in pulse rate, arrange 
for a laparotomy.

During recent years evidence has been mount
ing that large numbers of women suffer from 
recurrent abortions in the second trimester from 
an incompetent internal os. Many such cases 
result from excessive dilatation, causing damage 
to the internal os. We have all experienced the 
sensation of finding a cervix, which at first was 
difficult to dilate, suddenly dilating easily. 
There can be little doubt that the internal os 
has ruptured in such cases. Subsequent healing 
may or may not restore continence to the 
internal os.

Occasionally the tear of the internal os will 
extend right through into the broad ligament, 
causing a haematoma with serious consequences.

The moral is that dilatation of the cervix 
must be restricted to the minimum needed to 
pass a curette. When the cervix is already 
dilated during an incomplete abortion it is 
pointless to dilate any further. Such patients 
do not even need a general anaesthetic. It is 
sufficient to give a third of a grain of omnopon 
intravenously ten minutes before emptying the 
uterus. This is a point which is well worth 
knowing when a colleague is not readily avail
able as an anaesthetist.

The risk of introducing infection into the 
uterus is liable to be underestimated in these 
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days of antibiotics. Many women become 
sterile as a result of infection spreading to the 
tubes following a curettage. They may show 
little evidence of infection at the time, but sub
sequent investigation shows occlusion of the 
tubes at the uterine ends.

Apart from tubal occlusion, many patients 
date their gynaecological troubles such as 
menorrhagia, backache, dyspareunia and leu- 
corrhoea from a curettage—presumably as a 
result of infection. This minor operation, there
fore, must not be undertaken too lightly or 
without careful aseptic technique. In my own 
practice 1 use two injections of penicillin and 
streptomycin prophylactically. Il may be too 
late to prevent serious damage if one only starts 
using antibiotics when symptoms of infection 
develop.

Surgery to Bartholin’s Gland

Bartholin’s cysts have until recently always 
been treated by excision of the cyst and the 
gland. This is a somewhat tedious and bloody 
procedure which leaves the patient with a rather 
disfigured vulva. Some women resent this.

Recently the operation of marsupialisation has 
tended to displace excision as the operation of 
choice. A superficial incision is made at the 
approximate site of the duct and the sac is 
freely exposed before opening. The incised 
edges of the sac are then stitched over the cut 
skin edges. The result is that on healing a 
new os is formed.

The advantages are the simplicity and rapidity 
of the operation, the avoidance of disfigurement 
and perhaps the maintenance of function. Some 
people even claim that a Bartholin’s abscess 
may be treated in this manner, but I prefer to 
incise the abscess in the usual way.

Surgery to the Uterine Cervix

Dilatation of the cervix for dysmenorrhoea is 
a procedure which should no longer appear in 
textbooks. If dilatation is thorough enough, it 
often does give relief, but in the great majority 
of cases the dysmenorrhoea recurs within a few 
months. Meanwhile the woman’s child-bearing 
potentiality may have been jeopardised because 
of damage to the internal os or perhaps from 
low grade infection as described above. Dys
menorrhoea is no longer the problem it was in 
previous generations because the modern young 
woman has a much healthier outlook on life.

In the occasional severe case there are often 
psychological factors present, or else some de
finite pathology such as endometriosis. It is 

seldom that a presacral neurectomy is warranted. 
This is a job usually reserved for a specialist.

Cancerphobia.—As a result of publicity in 
the press, the public is demanding annual checks 
for cancer in increasing numbers. When there 
is an ordinary erosion present it is impossible 
to say categorically that there is no possibility 
of an intra-epethelial growth being present. On 
the other hand, to hospitalise the patient in 
order to take a biopsy specimen on this rather 
remote chance seems out of touch with realities. 
One’s conscience, and the patient, will be satis
fied if one rubs a swab roughly at the muco
cutaneous junction in order to pick up loose 
cells for examination by the Papanicaldu tech
nique. The swabs are rubbed on to slides 
which are immediately fixed by placing in a 
mixture of ether and absolute alcohol in equal 
parts. The slides may then be sent at leisure 
to a pathologist, whose report in black and white 
has more effect on the patient’s morbid fears 
than anything the doctor can say. It is time 
enough to do a biopsy if the pathologist finds 
suspicious cells.

Cervical Cauterisation

This is a procedure which every general 
practitioner should be prepared to undertake in 
his rooms. The old idea of cauterising erosions 
in lines in order to avoid stenosis of the cervix 
and to allow re-epithelialisation need not be 
taken seriously. The whole erosion and any 
everted cervical mucosa should be thoroughly 
cauterised. Intercourse should be avoided for 
a month, after which the patient is re-examined. 

Cervical Amputation and Trachelorrhaphy

In more severe cases of laceration or cervi
citis some form of amputation or trachelorrhaphy 
is preferable to repeated cauterisation, partly 
because of the more certain result and partly 
because repeated cauterisation interferes with 
the patient’s sex life far too long, or else the 
doctor’s orders in this respect are ignored.

These operations have the deservedly bad 
reputation of causing secondary haemorrhages 
between the seventh and twelfth days. The 
reasons for this are not clear, but are probably 
connected with the hard consistency of the 
cervix. If the operation is performed when 
the cervix is soft, as, for instance, after an 
abortion, secondary haemorrhage does not occur.

I believe that in my practice I have reduced 
the incidence of these secondary haemorrhages 
by doing this operation premenstrually, when 
the cervix is vascular and soft.
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Some surgeons keep their patients in bed for 
a full week or more after a cervical repair or 
amputation. I do not believe that this reduces 
the incidence of secondary haemorrhage.

The treatment of secondary haemorrhage is 
to anaesthetise the patient and to plug tightly 
for 48 hours if the sutures are still in place. 
If the bleeding has caused the sutures to come 
loose, they should be replaced. I have not seen 
a secondary haemorrhage recur after resuturing, 
probably because by this time the cervix has 
become soggy and soft.

Backache Due to Gynaecological Causes

The majority of backaches are due to ortho
paedic disorders such as arthritis, disc derange- 
m e n t s, etc. Nevertheless, a considerable 
proportion of backaches in women is due to 
gynaecological causes.

Since some 40 per cent, of all women have 
a retroverted uterus, the association of backache 
and retroversion will often occur. It is unfor
tunately true that many ill-informed medical 
men will blame the retroversion for the backache 
and do a ventrisuspension with negative results.

Retroversion being a normal uterine position 
(in spite of what our forefathers believed) is 
not a cause of backache. The important gynae
cological cause of backache is a chronic cervi
citis. This may be diagnosed by the following 
simple rules. A backache which is not worse 
premenstrually and menstrually is not gynae
cological in origin (though the reverse is not 
necessarily true).

Postcoital exacerbation of the backache sug
gests a gynaecological cause. If on pelvic 
examination forcible movement of the cervix 
by the examining hand causes pain identical 
with the backache, it is fair to blame the cervix. 
In these cases generous amputation of the cervix 
or even thorough cauterisation under anaesthesia 
will give relief. In more elderly women a total 
hysterectomy may be considered.

Serious gynaecological diseases such as ex
tensive carcinoma, endometriosis, etc., may also 
cause backache, but here the backache is of 
comparatively little significance.

Ventrisuspension

This operation is still too often performed 
by ill-informed practitioners for such faulty 
indications as backache, sterility, dysmenorrhoea, 
lower abdominal pain, etc. It is often combined 
with partial or complete resection of an ovary 
(or ovaries), appendicectomy, etc. The best 
that can be said for this type of meddlesome 
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surgery is that the appendicectomy usually does 
no harm. The ventrisuspension seldom achieves 
its purpose of maintaining the anteverted posi
tion for long. This does not matter. What does 
matter is that adhesions form at the cornua of 
the uterus where the round ligaments have been 
shortened. These often involve the uterus and 
ovaries. Menorrhagia may follow, and even
tually the patient may be forced to have a 
hysterectomy done. Generally speaking, ventri
suspension may be regarded as meddlesome, 
useless surgery.

Appendicectomy with Removal of 
Ovarian Cysts

This is one of the commonest operations 
performed in general practice. The vast major
ity are carried out because of failure to diagnose 
mittelschmerz or ovulation pain, which is just 
as common as dysmenorrhoea. The appendix 
is suspected and at operation is found to be 
normal, whereupon some harmless folliculor or 
corpus luteum cyst is excised from the ovary.

Unfortunately patients seldom come to their 
doctors complaining of a pain which occurs at 
midcycle. They have not realised themselves 
that this is what is happening. The history can 
be elicited, however, by asking the patient 
whether the pain occurs with menstruation. If 
the patient says the pain is not present with 
her periods, ovulation pain should be suspected 
since most pelvic pathology is associated with 
increased pain at menstruation. There is no 
harm in doing an appendicectomy. It is certain 
prophylaxis against acute appendicitis, but 
meddling with the ovaries is indefensible and 
only increases ovulation pain. Mittelschmerz 
needs no treatment other than explaining to the 
patient exactly what is occurring and prescrib
ing some simple analgesic.

Removal of Ovarian Cysts

An ovarian cyst the size of a golf ball or 
bigger is a common finding. It is not an indi
cation for an immediate operation, as is often 
done. Most of these cysts are functional and 
will disperse if left alone. The patient should 
be told to return in a month’s time for re-assess- 
ment. If the cyst is still present an operation 
is indicated. An ovarian mass smaller than a 
golf ball should be seen every few months to 
note its growth or otherwise.

At operation it is poor surgery simply to 
excise the ovary which contains the cyst. Cysts 
can usually be shelled out by careful dissection. 
The thinned out ovarian tissue can then be 



December, 1959 GOOD AND BAD GYNAECOLOGY The Central African
Journal of Medicine

puckered up on thin plain catgut and re-formed 
into a solid mass.

In case of chocolate cysts (endometriosis), 
portions of the ovaries can often be conserved 
in younger women, whereas in women approach
ing the menopause a hysterectomy with removal 
of both ovaries is usually carried out.

Sterilisation Operations

In spite of a certain amount of medico-legal 
argument about the legality of these operations, 
they are nevertheless carried out in large 
numbers. It should always be remembered that 
many women, being women, regret that they 
have been sterilised as soon as it is done. In 
other cases the husband gets it into his head 
that his wife is no longer a proper woman and 
sexual life becomes jeopardised. Over and over 
again one sees sterilised women who have re
married or who have lost one or more of their 
children; they then ask to have their tubes 
repaired. Though this can be done, no one 
would claim 100 per cent, success even in the 
best hands.

With these points in mind it behoves the 
operator to be particularly careful in selecting 
cases for sterilisation. On the other hand, in 
properly chosen cases the operation can change 
the woman’s married life from misery to marital 
contentment. Apart from purely medical indi
cations for sterilisation, I have no compunction 
in sterilising a very fertile woman in the latter 
part of her child-bearing life who has repeatedly 
fallen pregnant in spite of contraception and 
for whom intercourse has become a nightmare. 
Even then one must be satisfied that the mar
riage is stable and that there will be no guilt 
complex or other contra-indications. The 
general practitioner should be in the best posi
tion to judge these matters. In the last analysis 
the operator must satisfy his own conscience.

At times it will be necessary to terminate a 
pregnancy at the same time as sterilising the 
patient. (A colleague’s written agreement is 
of course necessary in any termination of 
pregnancy to reduce the danger of legal 
complications.)

In such cases where the pregnancy is not too 
far advanced it is better to do a curettage 
vaginally before opening the abdomen to steri
lise the patient. If the pregnancy is thought 
to be too advanced for this and a hysterotomy 
has to be done, great care must be taken to 
cover the hysterotomy wound with bladder 
peritoneum or omentum to prevent small gut 
adhering to the uterine wound and causing 

intestinal obstruction. It is often said that 
sterilisation is followed by menorrhagia, and 
various theories to explain this have been ad
vanced. My own view is that menorrhagia 
only occurs when adhesions form round the 
ovaries from a poorly done operation. It is 
sufficient to pick up and excise a loop of tube 
at the uterine end and ligature with plain cat
gut. Catgut causes a certain amount of in
flammatory reaction and is therefore safer 
material to use than silk or cotton, which does 
not cause any reaction.

In Japan, where over-population has become 
serious, post-partum sterilisation is commonly 
carried out on about the fifth day. At this 
stage it is very easy to bring the tubes out of 
a one-inch incision at the level of the umbilicus 
in order to carry out the operation. The patient 
may still return home on the tenth day.

I have used this operation in suitable cases 
and have been impressed by its simplicity.

Acute Salpingitis

When acute salpingitis is diagnosed early it 
usually responds to antibiotics and, after the 
temperature has subsided, to diathermy. It not 
infrequently happens that resistant cases are 
encountered which will not respond because of 
secondary infection which is resistant to anti
biotics or because fibrosis prevents access of 
the antibiotics to the infection.

In these cases, and when subacute salpingitis 
is found unexpectedly at laparotomy, the correct 
treatment is not to attempt to excise tubo- 
ovarian abscesses, but merely to divide and 
ligature the inner ends of the tubes and to 
aspirate the pus from the abscesses with the 
suction apparatus. The abdomen is closed with 
drainage. It is surprising how well these 
patients do. It seems that the salpingitis is 
fed from the uterine ends of the tubes.

Attempts at removal of tubo-ovarian inflam
matory masses may be difficult and dangerous. 
The rectum and ureters or other organs may 
be injured. If the mass is successfully removed 
the patient is deprived of her ovaries.

Ectopic Pregnancy

The operative treatment of ectopic pregnancy 
is well within the capacity of the average general 
practitioner surgeon. Tli.se cases are especially 
common in Native practice. The only snag is 
the difficulty in diagnosis.

The acute classical case is of course easy to 
diagnose, but some of these are so shocked that 
the operator may hesitate to operate at once 
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and hope to resuscitate the patient with intra
venous drips and blood. When in doubt, my 
advice is to operate at once. It is dramatic 
how these almost pulseless patients improve 
immediately the offending tube is removed, 
whereas delay may cost the patient her life.

In the more common chronic type of ectopic 
the diagnosis will often depend on a colpotomy 
puncture, which is a simple enough procedure. 
It is a good tip to reverse the Trendelenburg 
position for a few minutes before doing the 
colpotomy puncture in order to allow blood to 
drain into the pelvis. When one is strongly 
suspicious of an ectopic and the puncture is 
negative, I now open the pouch of Douglas with 
curved scissors and inspect it with the help of 
a Wertheim retractor or with the examining 
finger. In several cases I have found old clots 
which would not pass through the needle.

In one I found a tubal abortion and was 
easily able to remove the tube through the 
colpotomy incision.

If the findings are negative the colpotomy 
incision is easily closed with interrupted catgut 
sutures which include both peritoneum and 
vaginal skin. A drain is left into the pouch 
of Douglas for 48 hours. The patient may be 
discharged on the third day.

Hysterectomy

A total hysterectomy is not a safe operation 
in the hands of the occasional operator. Satis
factory haemostasis may be difficult to obtain 
and numbers of patients have been lost from 
haemorrhage. In the effort to stop the bleeding, 
ureters are liable to be damaged. This is also 
liable to occur when the anatomy is distorted 
with fibroids, etc.

The huge toll of post-operative urinary fis- 
tulae, sometimes even in experienced hands, 
bears witness to the fact that this operation must 
not be embarked on by the operator who has 
not had a proper training.

It is, however, well within the scope of the 
average competent general practitioner surgeon 
to do a subtotal hysterectomy. If the cervix 
is unhealthy this sfiould be removed vaginally 
at a subsequent operation. Removal of a cer
vical stump entails very little operative risk and 

should be carried out more frequently by 
general practitioners. A circular incision is 
made through the epithelium round the cervix. 
The tissues are pushed back by gauze dissection 
in front and behind, leaving the paracervical 
tissues which contain the blood vessels. These 
are clamped with Kocher forceps and divided. 
The remaining cervical attachment is then 
snipped through with curved scissors. As a rule 
the peritoneum is not opened. The paracervical 
tissues on each side are then ligatured and tied 
together. The vaginal vault is stitched and a 
tight plug is inserted for 24 hours.

To remove a cervical stump abdominally, as 
I have seen done, is difficult and dangerous. It 
should not be necessary to say that no hysterec
tomy should be undertaken without a proper 
clinical and, if necessary, pathological examina
tion. I regret to say that I have seen subtotal 
hysterectomies undertaken for cervical carci
noma! Obviously no proper vaginal examina
tion had been made.

Pelvic Floor Repair

From the work I have seen over the years I 
have formed the definite opinion that the 
Manchester (Fothergill) type of operation or 
vaginal hysterectomy and repair should be left 
to the expert. Considerable judgment and ex
perience as well as technical knowledge are 
needed to get satisfactory results and to avoid 
the many pitfalls.

Many general practitioner operators are pre
pared to excise a portion of the anterior vaginal 
skin and to do a perineorrhaphy in cases of 
prolapse. This is often an excellent temporary 
measure, especially in younger women who hope 
to have further children.

A common mistake is to do a ventrisuspension, 
thinking that it will prevent descent of the 
uterus. The cervix merely elongates and 
nothing is achieved.

I hope this brief survey of some of the gynae
cological work commonly done in general 
practice will be helpful to my general practi
tioner colleagues who feel that they would like 
to tackle gynaecological surgery within their 
capabilities and yet retain a clear conscience 
that their work is competent.
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