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      Preface

    


    
      It was almost ten years ago that I sat in a Starbucks and, on a whim, sketched out an outline for a book about hysterectomy. As I now embark on the second edition, I read my original manuscript and am amazed that the number of hysterectomies in this country has not dramatically changed, and even more astonishing, that the number of hysterectomies that are performed through an abdominal incision is still inappropriately high.


      I originally decided to write a book on hysterectomy when I realized that there was just too much information to cover during the course of a typical preoperative consultation. That has not changed.


      I often meet with patients who are advised or scheduled to have a hysterectomy and try to discuss possible removal of the ovaries, removal of the cervix, anesthesia options, postoperative hormone replacement, and potential complications, all in one visit. It is frustrating to me and my patient to cover such huge amounts of complicated information in a short period of time. Many things are only superficially discussed, or the thirty-minute consultation turns into a ninety-minute marathon, with my patient furiously scribbling notes and me talking in fast-forward. Now, the issues are even more complex and include a discussion on the value of robotics and the increasingly complex issues surrounding postsurgical hormone therapy.


      My decision to originally write this book also stemmed from the fact that there were no books or websites on the subject that I could comfortably recommend. That is still the case. My patients often find that information directed to the general public is overly simplistic and frequently turn to technical, hard-to-understand medical books for more in-depth information. With The Essential Guide to Hysterectomy, I have sought to bridge that gap by presenting thorough, up-to-date medical knowledge in an accessible, conversational way, and the success of the first edition is a testimony to that endeavor.


      The backlash against past overutilization of hysterectomy has unfortunately resulted in women being led to believe that avoiding hysterectomy is always in their best interest, when in fact it is not. Most books on hysterectomy reflect this controversy and are extremely one-sided. The message is either “never have a hysterectomy under any circumstances, your life will be ruined” or “you’re having a hysterectomy . . . here’s what to bring to the hospital!”


      While many hysterectomies are appropriate and beneficial, there are still too many women who have unnecessary surgery or who are not offered less invasive alternatives. Surgical technology has exploded in the last fifteen years, and I’ve written this book as the source women can turn to in order to learn about uterus-sparing alternatives to hysterectomy, such as uterine lining ablation, hysteroscopic myomectomy, and uterine artery embolization. Too many women are still not offered those options, and I feel more strongly than ever that women need to know about these procedures, ask about these procedures, and in some cases find a doctor who will provide these procedures if their own cannot.


      We’ve come a long way since I did my first hysterectomy twenty-eight years ago, and my fellow residents and I laughed at the notion that a uterus could be removed through a one-inch laparoscopic incision. Little did I know that one day I would perform most of my hysterectomies using that technique. Little did I know that in spite of outpatient hysterectomy being a safe, appropriate reality, women would not be informed that they are candidates for the procedure and instead would be offered more invasive, risky procedures.


      If you have been advised to have a hysterectomy, this book will serve as a comprehensive guide to the choices you should be aware of and discuss with your surgeon. Topics not typically covered in other books about hysterectomy are also addressed, such as pregnancy after hysterectomy, prophylactic surgery for women genetically at risk for gynecologic cancers, plastic surgery at the time of hysterectomy, sex, and exercise after surgery.


      Performing hysterectomies for almost thirty years has given me a unique perspective regarding their impact on women’s lives. What has really influenced my views, however, is thirty years of talking to women before and after their surgeries. One thing is consistent. The more information a woman has prior to surgery, the better the choices she will make, and the better her long-term outcome will be.


      The following pages present current treatment options in a balanced, objective, and scientific manner so that women looking for alternatives won’t feel that they are being sold a procedure they are trying to avoid, and women who desire a hysterectomy will know what to expect. It is time to take the “hysteria” out of hysterectomy and empower women with accurate, unbiased information, so they can make appropriate decisions regarding the health issues that affect themselves and their families.
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      The History and Politics of Hysterectomy

    


    
      Hysterectomy. The very word evokes emotions and reactions unlike those associated with any other surgical procedure. For many women, hysterectomy symbolizes the end to fertility, femininity, sexuality, and even their very identity. The negative connotation is troublesome, as hysterectomy also represents the potential to liberate women from pain, bleeding, and cancer. Our ancestors could only have wished for the ability to eliminate the gynecologic problems that made many women’s lives horrific and the inevitability of another menstrual cycle a constant shadow.


      The Uterus—Where It All Begins


      The uterus, where life originates, has long been identified as a possible source of disease. Galen, an ancient Greek physician (second century AD), attributed most female problems to the uterus. Hippocrates, famous for his oath, was of the opinion that a uterus, if not fed with sperm, would go wild. Even philosophers got involved. Plato wrote, “when it [the uterus] stays barren too long after puberty, it is distressed and sorely disturbed, and straying about in the body and cutting off the passages of the breath, it impedes respiration and brings the sufferer into the extremest anguish and provokes all manner of disease besides.”


      Hystera, the Greek word for uterus, eventually became the root word for many medical terms describing conditions that plague women. Whereas the origin of the word hysteria dates back to ancient Greece, the modern concept of hysteria as a negative psychological state did not emerge until the late nineteenth century. It was during the 1800s that an American gynecologist theorized that a “wandering, sick womb” could cause both physical disturbances and psychological disturbances, such as anxiety, depression, an inability to perform the dual roles of wife and mother, and, in particular, insanity. This concept continued well into the late 1800s, when nearly every ailment that might befall a woman, including tuberculosis and stomach, liver, heart, and lung disease, was at some point blamed on a “sick, wandering” uterus.


      Women were advised to placate their “angry” uteruses by having babies, being submissive, not educating themselves, keeping quiet, not expressing their opinions, and, most important, letting the men run the show. Hysteria, with all its negative connotations, was born. At that time, surgically removing the source of the problem was not a practical option and gynecologic treatments to “restore” uterine health proliferated.


      Historical Alternatives to Hysterectomy


      Alternatives to hysterectomy are not only a phenomenon of the twentieth century. This wasn’t because particular value was placed on keeping one’s uterus, or because historical feminist factions advocated the avoidance of unnecessary surgery. Hysterectomy simply wasn’t available as a safe or reasonable option. In the early days of hysterectomy, only a truly desperate woman would agree to the operation, which was performed without anesthesia and all too frequently lead to the patient’s demise. Those who did survive were destined to endure extraordinary pain and years of recuperation. The sad fact is that when hysterectomies were performed before the mid-1940s, they were an infrequent and perilous undertaking. Since our ancestors did not have the option of hysterectomy, they tried to deal with unpleasant or life-threatening gynecologic conditions in other ways.


      Ancient Alternatives


      The ancient Egyptians first described uterine prolapse, a condition in which the uterus drops down and hangs outside the vagina. Treatment consisted of ingesting a mixture of grain, fruit, and cow’s milk. Roman documents dating from AD 30 note that astringent washes and medicated pessaries (vaginal inserts) were used to put the uterus back in proper position.


      Abnormal uterine bleeding, resulting in anemia and poor health, has also plagued women since the beginning of time. The medical word for heavy bleeding, menorrhagia, is derived from the Greek men (month), and rhegyai (to burst forth). Ancient healers tried many remedies to decrease the flow and the subsequent weakness that resulted.


      Hippocrates (460–377 BC) advocated the use of cupping (applied to the breasts, of all places!) to decrease bleeding. Beaver oil, calves’ gall (bile), and dried snake were also used as remedies. A woman who suffered from heavy menstrual flow in the first century AD would have undergone a treatment regimen that consisted of applying ligatures to the armpits and groin in an attempt to reduce blood flow to the body and thus the uterus. This was followed by the intravaginal application of burnt cork and liquid pitch. To complete the treatment, pessaries soaked with the yolks of roasted eggs, alum, or manna were then inserted.


      “Modern” Options


      In the 1800s, innovative physicians came up with equally creative remedies for treating gynecologic problems. Uterine prolapse in particular continued to be common due to multiple pregnancies and protracted labors. Women who suffered from prolapse frequently also suffered from urinary and fecal incontinence. It was a tragic condition, since not only would the uterus hang outside the vagina, it often became infected and emitted a horrible stench. The treatment? In 1870, it was standard therapy to apply leeches to the vulva or directly to the cervix to coax the uterus back into place. Occasionally, a curious leech would actually crawl into the uterus, creating excruciating pain. Physicians were cautioned to carefully count the leeches since errant annelids were known to get lost in the vagina.


      The nineteenth-century woman who suffered from a prolapsed uterus had few choices. She could be bedridden and shunned by her husband, her family, and society. She could endure regular bleedings and application of leeches to her genitals. Or she could face excruciating pain and possible death from hysterectomy. It was no wonder that some women chose the almost certain mortality of surgery as their most appealing option.


      During that same era, women who suffered from heavy bleeding due to uterine fibroids, hormonal imbalance, or cancer often became severely weakened or died from the resultant anemia. Attempts to destroy the lining of the uterine wall to reduce heavy flow were standard therapy in addition to bloodletting and leech application. The 1883 version of endometrial ablation (see chapter 8) consisted of irrigating the uterine cavity with carbolic acid, silver nitrate, or nitric acid. Other methods included the use of ionizing radiation or electrocautery.


      The early twentieth century wasn’t much better. By the early 1940s, the use of X-rays and radium to decrease excessive menstrual bleeding was popular. It was soon discovered that while those treatments were effective, they resulted in a much higher rate of uterine and cervical cancer than was ordinarily seen.


      Hurray? for Hysterectomy—Alternatives Abandoned


      During the 1940s, advances in surgical technology and anesthesia made hysterectomy a reasonable option, and mercifully, most alternative treatments were abandoned. Between 1950 and 1980, few new alternatives to hysterectomy were introduced, as hysterectomy seemed to have such clear advantages over other available options.


      It was during the late 1970s and early 1980s that women became aware that increasing numbers of unnecessary hysterectomies were being performed. Many women were coerced into having hysterectomies they didn’t want or need. What happened? How was it that a lifesaving, life-enhancing operation became overutilized and/or inappropriately performed? As usual, politics and social structure, rather than medicine, were the overriding forces. In this regard, it’s important to know where we came from in order to know where we are going.


      A Brief History of Hysterectomy


      The first documented hysterectomy was performed in the second century AD by Soranus of Ephesus, who solved the problem of a prolapsed uterus by simply cutting it off. Little information is available about that operation, and there is minimal information about other early attempts to remove the uterus.


      During the nineteenth century, the time of the Civil War and increasing industrialization, hysterectomy was attempted by a number of brave physicians and their even braver patients. Modern women have little or no concept of the suffering women of that era endured.


      Severe cases of uterine prolapse were common after multiple protracted and often unattended births. Cancers were invariably diagnosed at late stages. Hysterectomy was a valiant, and final, attempt to aid only the most miserable, suffering women who agreed to the procedure out of total desperation. Anesthesia as we know it didn’t exist, so alcoholic stupefaction was used to induce loss of senses. Up to six men would hold the woman down so the surgeon, who was probably as terrified as the woman, could wield the knife. Fortunately for all, antiseptic technique and anesthesia (chloroform) were introduced in the mid- to late 1800s, and although pain, complications, and mortality were still extremely high, at least death after hysterectomy wasn’t a near certainty.


      An overview of the evolution of hysterectomy is helpful in understanding how far we’ve come:


      1812—Dr. G. B. Paletta inadvertently performed the first vaginal hysterectomy. He amputated what he thought was a cancerous cervix, but in reality, it was the entire uterus, which had prolapsed. His unfortunate patient died of infection three days later.


      1822—The first deliberate vaginal hysterectomy was performed. The woman survived the operation in spite of the fact that her intestines came out of her vagina with her uterus. A gauze pack was used to push them back inside until she healed. Although she survived, the poor woman had to contend with stool coming out of her vagina for her remaining days.


      1843—Dr. Walter Burnham of Massachusetts was in the process of removing an ovarian mass. During the surgery, the patient vomited, a common scenario with an unanesthetized patient who had likely eaten just prior to surgery. As the mass came out and could not be replaced, Dr. Burnham was forced to remove what turned out to be the upper part of her uterus, thus performing the first subtotal hysterectomy. He repeated the operation fifteen times. Three of his patients survived.


      1843—Around the same time that Dr. Burnham was attempting to get the uterus back into the open abdomen, the first intentional, successful abdominal hysterectomy was performed in England. There was no attempt to remove the cervix, as it was felt to be too dangerous.


      1853—Dr. G. Kimball of Boston, Massachusetts, performed the first successful abdominal hysterectomy, including the removal of the cervix, for treatment of fibroids. Heady with success, he repeated the operation forty-two times over the next twenty-three years. Nine patients survived.


      1861—A successful, intentional, uncomplicated vaginal hysterectomy for prolapse was performed by Dr. S. Choppin of New Orleans, Louisiana.


      1900s to 1940s—Subtotal abdominal hysterectomy became a standard operation in the United States. Removing the cervix was generally regarded as being too dangerous, unnecessary, and a cause of prolonged surgery.


      1940s—The availability of antibiotics, anesthesia, and sterile technique, all pushed by the surgical advances that came out of military needs in World War II, made total hysterectomy a reasonable option. In addition, total hysterectomy, as opposed to subtotal abdominal hysterectomy, came into vogue due to an increased awareness that cervical cancer was a major cause of mortality, preventable by removal of the cervix at the time of surgery.


      1970—Over half a million hysterectomies were performed in the United States.


      1989—The first laparoscopic hysterectomy was successfully completed.


      Hysterectomy—Forties-Style


      The 1940s was the first time that hysterectomy became a routine procedure, as most women were expected to, and usually did, make a full recovery. Despite the use of sterile technique, antibiotics, and anesthesia, our grandmothers’ experience of hysterectomy was very different from that of their modern counterparts.


      The 1941 edition of Crossen and Crossen’s Diseases of Women, a standard gynecologic textbook, gives an accurate rendition of what a woman undergoing hysterectomy in the 1940s would experience.


      Women were generally admitted to the hospital two days prior to surgery. Sleep was an important part of the preoperative preparation and a bromide or other sedative was administered to “quiet the nervous system.” Enemas the night before and the morning of surgery were mandatory and were cited as a modern improvement over the dieting and purging that had formerly been recommended.


      Following the morning enema, the patient’s abdomen was lathered, shaved, and bound with sterile dressings. The pubic region, vulva, and perineum were shaved and a douche was administered. One hour before surgery, the patient was placed in a quiet, dark room and given morphine. The purpose of this was to alleviate preoperation “anxiety,” which was “troublesome,” and to decrease the amount of anesthesia needed. In addition, the patient would not know when she would be on the way to the operating room.


      Anesthesia was administered with an ether mask. The abdominal incision was always vertical, either in the center of the abdomen or off to one side. It was not unusual for the incision to extend well above the belly button. During surgery, hot water bottles were placed under the blankets to “diminish the risk of shock.”


      Following surgery, the patient was immediately given small amounts of water. Vomiting was felt to be a positive thing since it helped clear out ether-saturated mucus from the nose and oral cavities. Persistent vomiting, however, was problematic, because occasionally the patient inhaled her stomach contents and died.


      On the second postoperative day, the woman would be given an enema to “secure a bowel movement.” By the fourth day after surgery, it was time to prop the woman up in bed and start solid food. Daily bladder catheterization was recommended, even if the woman appeared to be urinating without difficulty, to ensure emptying of the bladder and irrigate the bladder with antiseptic to decrease the risk of infection. Nurses were instructed to massage the patient daily and carry out an evening alcohol rub.


      By day five, the woman was permitted to sit straight up in bed! Only on the eighth or ninth day was actual sitting on the edge of the bed permitted. The dressing over the incision was left undisturbed for ten days, at which time the bandages and the stitches were removed. (We’re still in the hospital here.) Adhesive strips and a new dressing were placed for an additional week. The tenth day was also when it was permissible to get out of bed, but only if the patient was felt to be doing exceedingly well. It was encouraged for women who were “worn out” by ill health or heroic work for their children to be kept “in bed for two or more weeks before attempting ambulation.” Total hospital time for an uncomplicated hysterectomy averaged three to four weeks.


      Once discharged from the hospital, women were encouraged to limit their activity and take tonics for three to six months, or until fully recovered. The above scenario, of course, only applied to uncomplicated cases. One can only imagine the recuperation involved if there were significant problems such as bleeding or infection. Quite the contrast to today’s patient, who checks in for her laparoscopic hysterectomy at 6:00 a.m., is home with Band-Aids and possibly a few stitches on her belly by dinnertime, and is back at work within two weeks.


      Risks? Death was no stranger, and the surgeon was warned to only operate on women if absolutely indicated. Infection, anesthetic complications, and hemorrhage were still common, daunting complications. Surgical sponges were small, were not routinely counted as they are today, and were sometimes left in the patient’s abdomen with disastrous complications. One quarter of patients with retained sponges died; the remainder had protracted recoveries. A full five pages of the Crossens’ Diseases of Women is devoted to various strategies to avoid losing a surgical sponge at the time of surgery.


      Largely as a result of advances made during World War II, changes in medicine, surgical technique, and anesthesia were exponential. By the 1950s, a woman could expect to have a much safer surgical experience and a far shorter recuperation. Unfortunately, the ease with which surgery could be performed, combined with a social structure that promoted the idea of doctor as god, led to the proliferation of hysterectomies, some of which were unnecessary. The backlash of this phenomenon is still with us.


      The Fifties—Paternalism Takes Over


      The 1950s and 1960s were a time of paternalism in various social strata, including medicine. The doctor, who was male in 98 percent of cases, decided what was best for his patient and made decisions without consulting patients. Dr. Marcus Welby was the TV prototype of this godlike paragon, and he spoke decisively and with authority in countless American households on a weekly basis. This phenomenon affected both male and female patients, but had a more profound impact on women, since they regularly required medical intervention due to childbirth and gynecologic issues. The medical establishment was justifiably proud that women could undergo and recover from hysterectomy in an expedient way. In their defense, most gynecologists of that era lived up to societal expectations of making godlike decisions.


      Although misguided by today’s thinking, the gynecologist of that time really believed that the large number of hysterectomies being performed was benefiting women who would otherwise have suffered needlessly. This was understandable given the limitations of the alternatives in a time when hormonal treatments and minimally invasive surgery were not yet an option. Neither ultrasound nor other imaging techniques were available to determine whether a pelvic mass was ovarian or uterine, benign or malignant. Indeed, surgery was really the only way to accurately diagnose and manage serious gynecological problems.


      At the same time, very little was understood about the origin of the many medical problems for which hysterectomy was performed. Studies from the 1950s through the 1970s show that probably up to one-third of these operations were performed for indications that would appear illogical today. For example, uterine prolapse, other improper positions of the uterus, and uterine infections were believed to cause back pain. Attempts to cure backaches with hysterectomy followed. The operation seemed to help, but of course it was probably not the removal of the uterus, but the four to six weeks of bed rest during recuperation that actually benefited the woman. Had the woman simply been allowed to get off her feet, lie in bed, and recuperate, her backache would likely have resolved just as well.


      Of equal importance, women were generally not given explanations as to why surgery was recommended and were often led to believe that they were at risk for developing cancer if they did not submit. In keeping with prefeminist attitudes of what was appropriate, women rarely questioned the recommendations of their doctors. Arming oneself with forty pages of options from the Internet clearly was not an option.


      Sterilization accounted for an enormous percentage of hysterectomies. Dr. Ralph Wright, an outspoken 1970s gynecologist, stated, “To keep a useless and potentially lethal organ is incompatible with modern gynecological concepts. Hysterectomy is the only logical approach to surgical sterilization of women.” Women went to their doctors requesting contraception and became convinced that hysterectomy was really a better option, with the added bonus that there would be no more troublesome periods! Lucky patients only received sterilization, but that also consisted of a full abdominal operation to remove tubes since laparoscopy had not yet been invented.


      A particularly common scenario in which hysterectomy was utilized for sterilization was when a sympathetic gynecologist found a “reason” for his Catholic patient, who was not allowed to get a tubal ligation or use birth control, to have a hysterectomy. Thus, numerous women could legitimately end their yearly pregnancies in a manner that was acceptable to their church.


      Of course, not all hysterectomies were inappropriate. Most indications for hysterectomy were performed to treat the same problems for which women undergo surgery today: abnormal bleeding, uterine prolapse, cancer, and fibroids. Unfortunately, the proliferation of hysterectomies performed for reasons now known to be inappropriate created the subsequent backlash.


      The Seventies—Feminism Comes to the Rescue


      The 1970s spawned feminism and the realization that women could take control of their own bodies and make appropriate decisions concerning their health, fertility, and sexuality. Books such as Our Bodies, Ourselves; Seizing Our Bodies; and The Hidden Malpractice, How American Medicine Mistreats Women sold millions of copies and created a much needed awareness of how many women underwent unnecessary and undesired surgery. As a result, women soon demanded to be included in the decision process. The tide began to turn and the flood of automatic, inappropriate hysterectomies dramatically decreased. This, of course, was an appropriate and favorable result of women’s heightened awareness in a time when Americans were questioning the established authorities and a patriarchal medical system.


      The unfortunate outcome of this chain of events was an overreaction, resulting in the premise that hysterectomies should never be done except in life-threatening situations, and a movement developed for women to avoid hysterectomy at any cost. Hysterectomy became politicized, with attacks from angry women who felt that their gender was being victimized by profit-motivated physicians. Diatribes against hysterectomy proliferated, asserting that hysterectomies were not only unnecessary and disempowering to women, but were done primarily for financial gain.


      A New Century—Finding a Balance


      As with most extreme reactions, the pendulum swung to the other side. We’ve gone from an era in which hysterectomies were performed too frequently to an era in which consumers believe that hysterectomies should never be performed until every other option has been exhausted. As a result, many patients feel compelled to seek alternative therapies that are not always the best solution to their problems. Indeed, it is an injustice to women to insist that they undergo multiple less effective treatments rather than one definitive treatment that will provide a permanent cure. Ideally, every woman who faces this issue should be provided with information in an unbiased, scientific way so that, in consultation with her doctor, she can make appropriate decisions based on her needs and desires.


      Who’s Really Profit-Motivated Here?


      The image of the profit-motivated physician encouraging unnecessary hysterectomies started in the 1970s, but the insurance industry, which benefits from women avoiding expensive, one-time medical procedures such as hysterectomy, has perpetuated it. Insurance companies currently have the greatest impact on a woman’s course of treatment. It is the insurance companies that have taken on the paternalistic role doctors once assumed in granting “permission” as to what procedures a woman can or cannot have, despite her preference or what her doctor has advised is in her best interest.


      If truth be told, a profit-motivated physician has more to gain by offering a nondefinitive therapy. A patient who has multiple small fibroids and undergoes myomectomy, uterine artery embolization, endometrial ablation, or multiple hysteroscopic myomectomies (in any order) is likely to require multiple office visits, ultrasounds, uterine biopsies, blood counts, and outpatient surgical procedures, yet will still retain her problem. If, on the other hand, that same patient undergoes a laparoscopic hysterectomy, she is done with her problem and will likely require no more than an annual routine visit with her gynecologist. Over time, the physician who performs the hysterectomy will make a lot less money.


      At the same time, the insurance company pays less money. Multiple procedures stretched over years ensure that the patient, not the insurer, pays more in the form of co-payments, deductibles, and uncovered costs. Costly one-time hospital fees are avoided and, given the frequency with which patients change insurers, the burden is frequently divided over multiple companies. Overall, the potential cost to an individual insurance carrier is much lower with years of alternative therapies than with one big-ticket item.


      So Who Needs a Hysterectomy?


      That depends. Some would say that the only women who need hysterectomies are women who risk death if they forgo the procedure. Using those criteria, hardly anyone, unless she has cancer or a life-threatening hemorrhage, absolutely needs a hysterectomy.


      If one considers “need” in a broader sense, however, people often benefit from things that life itself does not depend on, but that greatly influence the quality of a patient’s life. Even if a hysterectomy is not lifesaving, it may be one woman’s best option. Another woman may be better off with an alternative therapy.


      Some women are willing to put up with a lot to avoid losing their uteruses or having surgery and are more than willing to have frequent visits to the gynecologist, ultrasounds, endometrial biopsies, and alternative therapies. For those women, this is the right thing to do. Other women immediately say, “Take it out . . . I want to be done with it.” Today’s woman has choices, and ultimately it is making a good choice based on accurate information that empowers women.


      Although many women have convinced themselves, or have been convinced, that they must first submit themselves to painful and sometimes riskier alternatives that may or may not work, women are not having significantly fewer hysterectomies. Once they go through with surgery, the overwhelming majority of women are pleased with the result and comment that they wish they had done it sooner. The key is that they decided after weighing all options that hysterectomy was the best option. Someone else did not decide for them.

    

  


  
    
      Chapter 2

    


    
      Anatomy 101

    


    
      Hysterectomy (like natural childbirth) means different things to different people. Hysterectomy actually refers only to the removal of the uterus, and has nothing to do with the fallopian tubes or the ovaries. Since removal of the tubes and ovaries is frequently done at the time of hysterectomy, many people understandably, but mistakenly, think that they are always part of the procedure. Furthermore, the uterus is divided into the upper part of the uterus (the fundus, or body) and the lower part of the uterus, the cervix. Removal of the upper part of the uterus does not always require removal of the cervix. Prior to hysterectomy, it’s important to consider and discuss each part separately and then decide what stays and what goes.


      The Pelvic Organs


      The uterus is a muscular organ, normally the size of a small pear (see figure 2.1). During pregnancy, of course, it expands to hold whatever it needs to, whether that is a six-pound baby or quadruplets. It normally weighs about two ounces and sits in the pelvis behind the pubic bone, nestled between the bladder and the rectum.
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          Figure 2.1. Pelvic organs and ligaments

        

      


      The endometrium is the lining of the uterine cavity. The top part of it sloughs off each month (menstruation) unless a woman becomes pregnant; then it becomes a soft, cushy bed for the developing fetus. As this lining changes throughout the month, a pathologist looking at endometrial tissue under a microscope can determine to the day what part of her cycle a woman is in. In a menopausal woman, the lining normally gets really thin and should be totally inactive, which is why postmenopausal bleeding always needs to be evaluated.


      Go a little deeper into the uterine wall and you hit the myometrium, the muscular part of the uterus. This muscle gets its main workout in labor, but also plays a role in menstruation by controlling blood flow. Fibroid tumors originate in the myometrium before they either push into the cavity or protrude outside the wall of the uterus. The thin outermost layer is known as the serosa and covers the entire uterus.


      The cervix is the opening to the uterus. It lets menstrual blood out and sperm in. It is fused to the bottom of the uterus but is actually a separate structure, both anatomically and functionally. Normally, the cervix is a thick-walled tubular structure about three to four inches long; it shortens and thins out in labor to allow the baby to exit the uterus. The internal os (opening) is the part that connects to the uterus; the external os is at the back of the vagina and is what the gynecologist sees when she uses a speculum during your pelvic exam.


      The fallopian tubes are the sperm’s highway to the egg. They not only connect to the uterus, but also actually burrow through the wall of the uterus and open into the top of the uterine cavity. The egg joins the sperm in the tube, where fertilization occurs. The fertilized egg then travels down the tube, enters the uterus, and implants in the uterine wall until a baby emerges nine months later.


      The ovaries are next to the uterus. Each is attached to the uterus by a thin structure called the utero-ovarian ligament. The important attachment for the ovaries, however, is the infundibulopelvic ligament, which carries the ovarian artery (the ovary’s major blood supply) and attaches to the ovary on the side opposite the uterus. Therefore, when the uterus is removed but the ovaries are not, the main blood supply and anatomy of the ovary is not disrupted. Ovaries secrete the hormones estrogen and progesterone. Estrogen stimulates receptors in multiple locations throughout a woman’s body, including the uterus, breasts, and vaginal walls. Among other things, estrogen is responsible for female sexual maturation, libido, sexual response, and initiation and regulation of the menstrual cycle. Progesterone is responsible for preparing the uterus for pregnancy and maintaining the pregnancy.


      Life would be easier for the surgeon if the only structures in the pelvis were the uterus, tubes, and ovaries (and if they came neatly labeled), but that, of course, is not the case (see figures 2.1, 2.2, and 2.3). The bladder, ureters, vagina, and bowels are all in the same vicinity and are intimately involved in most gynecologic issues.


      The bladder is the highly expandable sac that stores urine that has exited the kidneys. The back part of the bladder is actually fused to the front of the cervix and the lower part of the uterus. That’s why women who have an enlarged uterus from pregnancy or fibroids often complain of bladder pressure and have to urinate frequently. This close proximity of the bladder to the uterus is the reason the bladder is vulnerable to injury during pelvic surgery. During a cesarean section, the bladder is actually lifted off the front of the uterus to make the incision through which the baby can be delivered. A hysterectomy also involves moving the bladder away from the front wall of the uterus, which sounds risky but is actually a simple surgical maneuver.
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          Figure 2.2. Front view of the pelvis
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          Figure 2.3. Side view of the pelvis

        

      


      The ureters are the tubes connecting the kidneys to the bladder. They run down the side of the pelvis, but get really close (about half an inch) to the cervix at one point. The ureters are not easily seen at the time of surgery, since they are under the pelvic lining. A surgeon needs to know exactly where they are, otherwise an injury to the ureter can occur. The time when the ureter is most vulnerable to injury is during the part of a hysterectomy when the surgeon is working in the area where the cervix and uterus join together. Complications involving the ureter are more likely if the ureter is in an unexpected location, especially if large fibroids or scar tissue distort the usual anatomy. Fortunately, ureteral injuries are rare and the ureter is usually unaffected during surgery.


      The vagina is located below the cervix. Hysterectomy (except in the case of some types of cancer) never involves removal of any of the vagina, which is why there is no difference in vaginal length or diameter after surgery. If the cervix is removed, the back of the vagina is sewn shut and the vagina usually feels no different during intercourse (to the man or the woman) than when the cervix was still there.


      Right behind the uterus is the rectum, the lowest part of the bowel. This is where stool accumulates, waiting to emerge as a bowel movement. If a uterus tilts backwards (a normal anatomic variant called retroversion), the uterus actually rests on the rectum. Unlike with the bladder, there is no actual attachment; in fact, there is usually a space between the rectum and the back wall of the uterus. However, if the uterus is enlarged by fibroids, a woman can experience rectal pressure and sometimes constipation. The rectum usually does not present a challenge during hysterectomy unless it is a difficult vaginal procedure or the patient’s anatomy is distorted from infection or scar tissue. Rectal injury occurs much less frequently than injury to the bladder, but sometimes scarring is so severe that the rectum is attached to the back of the uterus, which can increase the risk of injury.


      Then there are the intestines. The intestines are approximately sixteen feet long and drape over, under, and on top of all the things that a surgeon needs to see during surgery. Usually the intestines are slippery and mobile, so that when a woman gets tilted head down (yes, you get tilted upside down during surgery after you go to sleep), the intestines fall away from the pelvis, where they can be safely tucked out of the way. The problem is that sometimes the intestines don’t fall out of the way with repositioning; the intestines may be stuck to the uterus, tubes, or ovaries from something like endometriosis, infection, or scar tissue from a prior surgery. Then the surgeon needs to carefully cut the intestines away from the pelvic structures without injuring anything.


      The Menstrual Cycle


      In addition to knowing where everything is, it’s important to know what everything does.


      Menstruation is not only a female rite of passage, but also a reassuring indication of gynecologic health. The sole purpose of the menstrual cycle is to prepare the uterus for pregnancy. Monthly bleeding caused by the shedding of the lining of the uterus heralds an unproductive cycle and gives the body another chance to become pregnant.


      The uterus, ovaries, and eggs are present in every girl at birth; hormonal changes that initiate the menstrual cycle do not occur until adolescence. Follicle-stimulating hormone (FSH) and luteinizing hormone (LH) are hormones known as gonadotropins, which are secreted from the pituitary gland. As early as age nine, FSH and LH stimulate the ovary so that a follicle develops. A follicle is a group of cells that form a small ovarian cyst, which surrounds the egg and produces large amounts of estrogen and small amounts of progesterone. Estrogen causes the endometrial lining to thicken and grow. This occurs during the first part of the menstrual cycle, known as the proliferative phase. See figure 2.4.
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          Figure 2.4. Menstrual cycle

        

      


      At the time of ovulation, the follicle ruptures and the egg is released. In most women, this occurs mid-cycle, two weeks before menstruation begins. The egg then travels down the fallopian tube, where it may or may not meet up with a sperm. If fertilization does occur, the fertilized egg travels down the tube and implants in the wall of the uterus. One common question is, “What happens to the egg after hysterectomy, when there is no tube or uterus to go to?” Contrary to what you might be picturing, the eggs don’t pile up on the floor of your pelvis. The body simply absorbs them.


      The ruptured follicle is now referred to as a corpus luteum cyst and primarily produces progesterone, as opposed to estrogen. The main function of progesterone is to prepare the lining of the uterus to support a pregnancy in the event that fertilization has occurred. This portion of the menstrual cycle is known as the luteal phase and lasts fourteen days.


      At the end of the luteal phase, progesterone levels plummet and the lining of the uterus (the endometrium) sloughs off, resulting in menstruation. This cycle repeats itself approximately 450 times during a woman’s life until menopause, when the aging ovary no longer produces estrogen.


      So now that you know what and where everything is, terminology in respect to types of hysterectomy can be defined.


      Hysterectomy Nomenclature


      Total hysterectomy refers to removal of the uterus and cervix. It can be done with or without removing the tubes or ovaries (figure 2.5). Oophorectomy is the removal of the ovaries and salpingectomy (figure 2.6) is the removal of the tubes. If you are having a total hysterectomy, bilateral (meaning “two-sided”) salpingo-oophorectomy (BSO) (figure 2.7), you will have your uterus, cervix, tubes, and ovaries removed. If you are having a total hysterectomy with right salpingo-oophorectomy, you will keep your left tube and ovary. If you have your uterus, cervix, and tubes removed, it is known as a total hysterectomy with bilateral salpingectomy.
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          Figure 2.5. Total abdominal hysterectomy (shaded parts removed)

        

      


      Subtotal hysterectomy (also called supracervical hysterectomy) (figure 2.8) means that the upper part of the uterus is removed, but not the cervix. If everything is removed but the cervix, you have had a subtotal hysterectomy, bilateral salpingo-oophorectomy. If the tubes and ovaries stay, it is a subtotal hysterectomy.
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          Figure 2.6. Total abdominal hysterectomy, salpingectomy
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          Figure 2.7. Total abdominal hysterectomy, bilateral salpingo-oophorectomy (shaded parts removed)

        

      


      Vaginal hysterectomy, in which the uterus is removed through the vagina, always includes removal of the cervix, as there is no other way to do the procedure. The operation is officially called a total vaginal hysterectomy. Again, the tubes and ovaries are listed separately.
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          Figure 2.8. Subtotal hysterectomy (shaded parts removed)

        

      


      A salpingectomy is removal of the tubes alone; oophorectomy is removal of the ovaries alone; and salpingo-oophorectomy is removal of the tubes and ovaries.


      Radical hysterectomy is done only as staging and treatment of cancer and includes removal of the uterus and cervix along with removal of many lymph nodes. It is usually only done by a gynecologic oncologist, and only if cancer has been diagnosed.


      Without a doubt, the most common question about anatomy involves the mystery of the empty space. Women are really concerned about what’s going to happen to the void left by the uterus. Picture this. If you have a bowl of spaghetti with a large meatball in the middle and a few smaller meatballs on the side, and then someone removes the large meatball, the space the meatball formerly occupied is replaced by the spaghetti. No one would know that the meatball was ever there. A woman’s pelvis is like a bowl, the uterus like a meatball, and the ovaries are like small meatballs. Bowel, of course, is the spaghetti. If the uterus is removed, the bowel falls into the space (which is only the size of a small pear) and there is no empty space.


      Usually when one refers to different types of hysterectomies, they are differentiated not only by what is removed, but also by how it is removed. Twenty years ago, there were only two ways to get a uterus out: through a humongous abdominal incision or through the vagina. Advanced laparoscopic techniques have changed all that. Now in addition to abdominal or vaginal hysterectomies, there are minimally invasive techniques in which the entire uterus can be removed through a one-inch incision. The types of hysterectomies are explained in detail in part III.

    

  


  
    
      Chapter 3

    


    
      Who Gets a Hysterectomy? Who Absolutely Needs One?

    


    
      Over half a million hysterectomies are performed every year. It’s an extraordinary number when you realize it means that, if current trends continue, approximately one-third of American women will eventually lose their uteruses. Extraordinary, since it is well established that the majority of gynecologic problems have treatments other than hysterectomy that can be considered before proceeding with surgery. In fact, about 90 percent of hysterectomies are performed for non–life-threatening indications with available alternatives. So who are the more than half a million women a year who undergo hysterectomy, and why do they do it? When can hysterectomy be avoided, and when is it actually the best option? Are these numbers as extraordinary as they seem, or reflective of appropriately done surgery?


      According to statistics compiled by the Centers for Disease Control (CDC), hysterectomy is the most frequently performed major operation on nonpregnant women. The CDC generally collects data for five years and reports it three years later. The most recently published data cover 2005 and were reported in 2009.


      Who and Where?


      In 2005 there were 518,828 hysterectomies performed in the United States. This is significantly lower than the 602,457 hysterectomies performed in 2003. Unpublished projections for 2011 reflect similar rates, so while there was a significant drop between 2003 and 2005, the trend does not seem to be continuing. The decrease in hysterectomies is a reflection of alternatives such as fibroid embolization (see chapter 5) and hysteroscopic myomectomy (see chapter 6).


      The majority of surgeries were performed on women between the ages of forty and forty-four, but by age sixty, 35 percent of women in the United States will have had a hysterectomy.


      Where you live has an influence on the probability of having surgery; women who live in southern or midwestern states have consistently higher percentages of hysterectomies than in other areas of the country. It is striking that rates not only vary dramatically from region to region, but also have even been found to vary by as much as fivefold among physicians at the same hospital. This implies that physician preference has a large impact on which treatments a woman is offered. In reality, it is more likely that women who choose hysterectomy, either due to personal preference or after failed alternative therapies, seek out experienced gynecologists who do a higher volume of surgery.


      Race also impacts the probability of surgery. African-American women are the most likely women to have a hysterectomy, with a rate of 6.2 per one thousand. One logical explanation for this discrepancy is that African-American women are at the highest risk for developing fibroid tumors, by far the most common reason for hysterectomy. Certainly there are other factors that might influence the disproportionate number of hysterectomies performed on African-American women, such as geographic region.


      Why?


      There are eight basic groups of reasons why a woman might have a hysterectomy, but almost 75 percent of hysterectomies are done because of the big three: fibroids, endometriosis, and uterine prolapse. The breakdown of reasons that women undergo hysterectomy is as follows.


      Fibroids


      Fibroids are the most common indication and account for 40 percent of hysterectomies. While only 33 percent of Caucasian women identified fibroids as the reason for surgery, 68 percent of African-American women who underwent hysterectomy had the diagnosis of fibroids.


      Pelvic Pain


      Pelvic pain accounts for almost one-third of hysterectomies in some areas of the country. Endometriosis is the most likely diagnosis, and Caucasian women are more likely to be diagnosed with endometriosis than African-American women. Caucasian women are not more likely to have endometriosis; they are just more likely to receive that diagnosis.


      Pelvic Relaxation


      Weakening of the pelvic floor results in conditions such as uterine prolapse (dropped uterus), cystocele (dropped bladder), and rectocele (dropped rectum). Surgery as a result of pelvic relaxation accounts for roughly one-fifth of the hysterectomies performed in the United States. These conditions are even more common in developing countries where women tend to have a greater number of pregnancies.


      Bleeding


      Bleeding in the absence of fibroids also accounts for a significant number of hysterectomies. This category includes women who bleed heavily due to hormonal problems or blood-clotting disorders. Emergency hysterectomies done at the time of childbirth for postpartum hemorrhage that cannot otherwise be controlled are also in this group.


      Ovarian Mass


      Benign ovarian growths such as cysts or solid tumors frequently result in hysterectomy, particularly if the diagnosis is uncertain. This used to be a more common reason for hysterectomy in the days before ultrasound was available to help determine the origin of a mass and the likelihood of malignancy.


      Precancerous Conditions


      Precancerous, or potentially cancerous, conditions that turn out not to be cancer account for roughly 5 percent of hysterectomies. Conditions under this category include endometrial hyperplasia and persistent cervical dysplasia. Also included are women who have abnormal uterine bleeding with the inability to sample the uterine lining to rule out the possibility of cancer.


      Cancer


      Women diagnosed with cervical, uterine, ovarian, or fallopian tube cancer account for almost 10 percent of hysterectomies. The majority of women who require a hysterectomy due to cancer are over age fifty-five. The number of hysterectomies done for malignancy has significantly decreased in the last ten years, primarily due to increased detection and treatment of cervical precancer. Hysterectomies due to other types of gynecologic cancers have remained relatively stable.


      Prophylactic Hysterectomy


      A growing number of women who are at genetic risk for the development of ovarian cancer are choosing to undergo hysterectomy (see chapter 20). The number of women included in this category is difficult to document since the diagnosis listed is often a condition such as fibroids or prolapse, which is used as an excuse to have surgery for insurance purposes.


      Planned Hysterectomy after Cesarean Section


      There was a time when hysterectomies were “planned” after a last cesarean section in a woman who needed one anyway due to fibroids or other gynecologic problems. Catholic women who were ineligible for tubal ligation also frequently had hysterectomies after multiple cesarean sections. In general, however, planned hysterectomy is no longer performed, since complication rates are significantly higher than if the hysterectomy is done at a later time.


      The mathematicians among you have already determined that the total percentage of hysterectomies by indication adds up to far more than 100 percent. There are a number of reasons for this. Many women have a hysterectomy for more than one indication. The woman who has pelvic pain from endometriosis and bleeding from fibroids will be counted in both categories. In addition, there are regional, age, and ethnic differences that change the numbers depending on the population (more fibroids in the south, more prolapse in the east). The above statistics are simply meant to give a general idea.


      Clearly, the vast majority of indications for hysterectomy are for non–life-threatening conditions for which definitive surgery may be the best option, but is not the only option. Details of alternatives for non–life-threatening indications for hysterectomies are discussed in part II. The rest of this chapter covers those situations in which there is essentially no choice. These are the situations in which women died before they had hysterectomy as an option.


      Peri- and Postpartum Hemorrhage


      If this section pertains to you, chances are you already had an emergency hysterectomy after delivering a baby, and you are gathering information after the fact. No one expects it, plans for it, or learns about it before it happens to her. This type of hysterectomy is rarely predicted or discussed in advance.


      Virtually every hysterectomy performed immediately after pregnancy is due to a life-threatening hemorrhage that can’t otherwise be controlled. While the loss of your uterus is understandably devastating, there is at least a little comfort in realizing that you live in a time when emergency hysterectomy is safe and possible. There are a number of situations that can create uncontrollable bleeding after delivery:


      Atony


      Uterine atony is a condition in which the uterus doesn’t contract normally following delivery of the baby. Usually, immediately after delivery of the placenta, the uterus that has been stretched out to accommodate the baby, placenta, and amniotic fluid immediately shrinks so that the cavity is essentially obliterated. If the uterine muscle does not contract properly, heavy bleeding results. There are a number of conditions that predispose to uterine atony, but almost all are related to a uterus that has been either overstretched or is overtired from prolonged contracting. Just as a rubber band that has been stretched too many times, or beyond its capacity, loses its elasticity, a uterus that has been overworked contracts poorly.


      Multiple gestations, large babies, prolonged labor, or an infected uterus all predispose to atony. Women who have had multiple pregnancies are also at risk. Uterine atony is also known to occur in women who have no known risk factors. When a woman has heavy bleeding following delivery of the baby and placenta, a number of different drugs and surgical maneuvers are available that usually succeed in making the uterus contract. If those drugs fail, hysterectomy is the last, lifesaving resort.


      Abnormal Placental Attachment


      Normally, the placenta spontaneously separates from the wall of the uterus and is expelled after a baby is born. If the attachment of the placenta to the uterine wall is abnormal, the placenta can actually burrow into the uterine wall so that normal separation doesn’t occur. When this happens, the uterus is unable to contract and it bleeds. Depending on the depth of infiltration into the uterine wall, this condition is identified as a placenta accreta, placenta increta, or placenta percreta. Women who have had prior cesarean sections are at increased risk for this problem, although it can occur even with a first pregnancy. If the placenta cannot be removed using a number of other techniques, hysterectomy is the final resort.


      Uterine Rupture


      Hundreds of years ago, uterine rupture was a far more common phenomenon than it is today. When women labored for a long period of time and the baby did not deliver, due to either its size or its position, something eventually had to give. That something used to be the uterus. It was not unusual for a woman (and the baby) to die from a uterine rupture during a protracted labor. Now women undergo cesarean sections when it is clear that the baby won’t deliver vaginally, so that uterine ruptures are a rare phenomenon, particularly as a result of a prolonged or obstructed labor. Uterine rupture is known to occur at a higher rate in women with prior scars from cesarean sections, or tumultuous labors.


      Again, as in the event of a postpartum hemorrhage, multiple steps are taken to stop bleeding before a hysterectomy is contemplated. It’s a fine line. No one wants to do a hysterectomy unnecessarily, but if the surgeon waits too long, a maternal death might occur, an obviously more catastrophic event than the loss of the uterus. In addition, when someone loses blood quickly, she can develop a coagulapathy, or inability to clot blood, which makes a bad situation worse. Even in the best of hands, when everything is done absolutely correctly, the situation may be dire.


      Lowering the Risk


      Short of avoiding pregnancy, there is no way to eliminate the possibility of atony, accreta, or uterine rupture. The majority of these situations occur with no warning. If you are known to be at increased risk for a postpartum hemorrhage, there are precautions that may decrease the probability of hysterectomy, or at a minimum, decrease complication rates.


      It is important to prevent or correct anemia with iron supplementation throughout your pregnancy. Consider having autologous blood or donor-designated blood on hand (see chapter 15). A “scheduled” delivery will ensure that a team experienced in obstetric emergencies is available. If you are known or suspected to have a placenta accreta, or if you have had problems with atony in the past, plan to deliver at a tertiary care center with anesthesiologists and personnel who frequently handle obstetric hemorrhage. If possible, have interventional radiology on standby, as a uterine artery embolization can sometimes stop uterine hemorrhage. (Uterine artery embolization is discussed in chapter 5.) If you are considering vaginal birth after cesarean section (VBAC), make sure that your physician is experienced in VBAC, can recognize the signs of uterine rupture, and is at a hospital where it can be managed expeditiously.


      Recovery and Complications


      Due to the difficult circumstances in which most postpartum hysterectomies are done, the complication rates are understandably significantly higher than for every other type of hysterectomy. Virtually every possible complication, including blood loss requiring transfusion, infection, and injury to surrounding structures such as the bladder, ureter, and bowel, occurs more frequently, and is far more acceptable, than with hysterectomy for other indications. Most women in this category have the advantage of being young, healthy, and able to tolerate significant blood loss and surgical complications better than a seventy-year-old undergoing hysterectomy. The seventy-year-old, however, does not have a new infant to take care of!


      Not only is the woman who undergoes postpartum hysterectomy anemic and in pain, but she is also a new mother. That means taking care of a newborn, breastfeeding, potentially taking care of other children, and recovering from an unexpected hysterectomy. In addition to a higher complication rate, it is not surprising that postpartum hysterectomy results in a higher rate of depression than any other indication for hysterectomy. In these cases, it’s difficult to tell if a woman is suffering from postpartum depression because she just had a baby or posthysterectomy depression because she’ll never have another. This is a situation in which help from a psychiatrist or therapist should be sought sooner rather than later.


      Ectopic Pregnancy Resulting in Hysterectomy


      Ectopic pregnancies are pregnancies that implant in locations other than the uterine cavity where they belong. Normally, conception occurs in the fallopian tube. The fertilized egg then travels down the length of the tube to implant in the wall of the uterus. Sometimes the fertilized egg doesn’t quite make the trip and remains in the tube. Ectopic pregnancies that occur in the fallopian tube do not require hysterectomy as part of their treatment. Rarely, the pregnancy implants in the part of the tube that is buried in the uterus, otherwise known as a cornual pregnancy. While it is possible to resect the ectopic pregnancy without removing the uterus in most cases, sometimes bleeding can’t be controlled and a hysterectomy becomes necessary.


      Another rare form of ectopic pregnancy is a cervical pregnancy, in which the pregnancy implants and starts to grow in the cervical canal. When the pregnancy is removed, uncontrollable bleeding can ensue, and again, hysterectomy can save lives. The majority of ectopic pregnancies are managed by tubal surgery or medication to dissolve the abnormal pregnancy tissue. Scenarios that result in hysterectomy are extremely rare. Most gynecologists see only one or two during an entire career.


      Gynecologic Hemorrhage


      Fibroid tumors are the most common cause of nonobstetric uterine hemorrhage. Alternatives to hysterectomy for women with fibroids are discussed in detail in chapters 4 and 5. Fibroids, however, are not the only reason for heavy bleeding.


      Abnormal buildup of tissue or a hormonal imbalance can also cause extremely heavy bleeding. Administering estrogen and/or a progestogen usually stops the bleeding and treats the hormonal imbalance. For women who are medically unable to receive even short-term hormone therapy, or for whom the treatment is not successful, hysterectomy is the only choice.


      Infection


      Prior to the availability of modern antibiotics, pelvic infection was a life-threatening condition. If an abscess of the tube or ovary developed, mortality was a certainty unless surgery was performed to remove the infected tissue. Prior to the 1980s, treatment of a bilateral tubo-ovarian abscess consisted of a total hysterectomy and removal of both tubes and ovaries. Since those women were infertile as a result of the infection and subsequent destruction of the tubes, it was felt that there was no reason to preserve the uterus. The advent of in vitro fertilization (IVF) changed that premise, since IVF allows women to become pregnant even in the absence of functional tubes. With the advent of broad-spectrum antibiotics, major surgery for treatment of a tubo-ovarian abscess is rarely necessary. If drainage is needed, it can often be accomplished with the help of an interventional radiologist who can drain the infected area while visualizing it using ultrasound or magnetic resonance imaging (MRI) technology.


      In spite of these advances, there are situations in which a tubo-ovarian abscess must be treated surgically, and sometimes must involve removal of
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