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Hysterectomy and sterilisation: changes of fashion
and mind
Gynaccologists' attitudes to hysterectomy have recently
undergone a remarkable change. How much of this change has
been a response to pressures from patients is hard to say,
but the wide acceptance of a sterile state by relatively young
women has been a major factor. Surgical sterilisation by various
techniques, including hysterectomy, has become common.
Many hysterectomies are performed because of menstrual
symptoms and to prevent cancer, and some become necessarv
after carlier conventional sterilisation. In one series almost
2000 of women who had been sterilised had to undergo
hysterectomy within 10 years,1 while Chandler found that
half of a group cf women aged under 45 who had hyster-
ectomies had already been sterilised.2 This raises the question
whether initial hysterectomy would not have been wise.
Nevertheless, some women who are sterilised subsequently
want a child and seek reversal. This can never be guaranteed
with ary method, but hysterectomy ensures irreversibility.
Some of the changes in attitudes towards hysterectomy

and sterilisation and some of the problems are discussed in
a recent article from the United States.: Hysterectomies for
cervical dysplasia with a completed family, for menopausal
bleeding, and simply for sterilisation, none of which are
traditional indications, resulted in patients being well pleased,
but patients undergoing hysterectomies for accepted indica-
tions were not so satisfied. The change is defined as being
from an anatomical to a functional approach-put another
way, "guidelines" are replacing rules. Some aspects of the
American problem do not apply here: in particular, the NHS
doctor is not suspected of operating for financial gain.
The prophylactic basis for many hysterectomies is sound.

A hysterectomy may save an obese, 45-year-old, diabetic
nullipara with a hyperplastic endometrium and abnormal
bleeding from endometrial cancer. Sterilised patients have a
reported relative risk of developing cervical cancer of 3.5,4
this high risk almost certainly being due to the fact that many
are of low social class and high parity. In such patients, part-
icularly those with a history of dysplastic cervical smears, the
risk is so high that hysterectomy should be considered.
From a review of 4270 female sterilisations, Little5 con-

cluded that requests should be dealt with individually and
emphasised the major problem of menstrual pain or bleeding
becoming troublesome after stopping oral contraception.
During the study the proportion of hysterectomies rose from
70,, to 27%). Hysterectomy has been claimed to be advan-
tageous for the severely mentally retarded as it removes the

C BRITISH MEDICAL JOURNAL 1977. All reproduction rights reserved.

problem of maintaining menstrual hygiene,6 and if abortion
and sterilisation are required together it achieves both ends.
A doctor agreeing to sterilisation has no right to insist that
menstrual nuisance be endured until the menopause. With
hysterectomy after sterilisation it is often clear that one of the
operations might have been avoided by more careful assess-
ment; this is particularly so when vasectomy has been the
sterilising procedure. Another recent article8 has analysed
103 patients who requested reversal of steiilisation. IlAa"y
had been sterilised relatively young, often in .he puerium
and often when in a state of marital unhappintss. These facts
should be considered in deciding on ster'isation or
hysterectomy.
Many women today regard hysterectomy at a matter for

their decision rather than the doctor's. While al surgery should
be approached in the light of the patient' wishes and cir-
cumstances, it is a fine but crucial distincion for the doctor
between making the patient an inforned partner in the
decision and abrogating responsibility, uerely extirpating her
uterus on demand. A wise policy is ftr the gynaecologist, if
need be in consultation, to decide whether hysterectomy
might be appropriate. He may thn discuss all possibilities
with the patient. Sometimes histerectomy will be clearly
abhorrent, but women often welhome the prospect, particularly
if the alternative is long-term ,Iormone treatment.

What matters is what tI- patient believes about uterine
function and not what tl'N scientific facts may be. If she is
convinced that the uterus is essential for orgasm there will
be coital problems if it is removed; if she expects horrendous
climacteric symptomF she will get them. The woman who
still likes to be subject to authority will try to avoid taking a

part in making the decision, and then it is probably wise to

adopt the most conservative approach.
Replacement of solid rules by flimsy guidelines often

seems a reflection of our undisciplined age, but guidelines
are not always inferior to rules. They are better than the old
diktat based on rigid criteria and reflect a deeper appreciation
of the variability of individuals and their right to choose.
When a woman is averse to hysterectomy only rarely is it
necessary or wise to apply strong persuasion that she should
have the operation. Furthermore, as Slack9 has put it recently,
"self-reliant patients will be responsible for the consequences
of their decisions, and their physicians will be freed from the
inappropriate liability that accompanies medical paternalism."
The woman who requests the contraceptive pill usually
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finds it tolerable, whereas she often finds an identical prepara-
tion given for symptoms unacceptable. So it is with
hysterectomy.
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Committee on the Review
of Medicines:- testing the
golden oldies
Once the Medicines Act came into effect in 1971, manufac-
turers wanting to license new drugs had to provide evidence
of their safety, quality, and efficacy. Though some critics
have suggested that the procedure has made for long delays,
in general it seems to have worked satisfactorily enough.
What, however, of the drugs already on the market (and
licensed automatically) in 1971 ? How well tested were they?
Were the claims being made by their makers justified by
evidence that the Committee on Safety of Medicines would
have considered acceptable if they had been new products ?
Two years ag) the Medicines Division of the Department of
Health began an attempt to answer these questions through
the Herculean task of reviewing the 30 000 products given
licences as of righiLwhen controls first came in.

In fact, the comnaittee set up to carry out the review will
not be looking at Il the individual products. Many are
obsolete and some Lizarre, and there is much overlap-
six or eight licences may exist for the same drug manufactured
by one company. Often, to, a standard remedy is sold under
many trade names. The total list includes some 10 000
remedies of plant origin, mostly sold direct to the public by
herbalists; some 4000 homoec9athic products; some 12 000
"prescription fillers" (generic ploducts sold under the name
of the active ingredient with no indications for use); some
1500 over-the-counter products; ald only 4000-5000 pro-
prietary prescription products listea in MIMS. For the
prescription products the Committee oL the Review of Medi-
cines (CRM) is looking at evidence from clinical trials, adverse
reaction reports, papers in scientific journals, and evidence
from professional bodies in an attempt to agree uniform
standards for specifying indications for the use of the drugs,
their dosage, contraindications and warnings, and pharma-
ceutical standards. The licence holders whose drugs are under
review are also being consulted and in some cases asked to
provide additional information.
The first drugs to be examined in detail by the expert

subcommittee set up under the CRM was the group of
non-steroidal anti-inflammatory agents. This group of drugs
was given priority because of their widespread use and the
frequency of adverse reactions reported with this. The CRM's
recommendations (published at p 757), deal with the mefenamic
and flufenamic acids, indomethacin, ibuprofen, alclofenac,

ketoprofen, fenoprofen, and naproxen. The conclusions will
come as no great surprise, but some clinicians may be per-
plexed by the few indications listed under the different drugs.
The indications approved are based on all the available evidence
of efficacy reviewed by the subcommittee; only if good clinical
evidence was available that an agent is effective in a given
condition and is suitable for the treatment of this condition
has it been included. All-embracing terms such as "allied
conditions" and "related disorders" were not thought accept-
able, and poorly defined indications such as "soft tissue
rheumatism" were similarly unacceptable.
What are the practical implications of the changes ? Any

general practitioner or hospital doctor remains free to prescribe
any drug that he considers to be in the best interests of his
patient. The indications approved by the CRM are those
proposed for the revised licences held by manufacturers who
market the product. Data sheets and other published informa-
tion will have to be in accordance with these recommenda-
tions, while the indications listed by a manufacturer will be
limited to those based on clinical evidence considered and
approved by the CRM. The same is true of contraindications,
warnings, and precautions. For example, all the recommenda-
tions for "carboxylic acid" antirheumatic drugs are contra-
indicated in the presence of active peptic ulceration. Even so,
only the doctor who is fully informed of the patient's clinical
condition can decide whether he should or should not prescribe
a particular antirheumatic drug in this group to someone with
an active peptic ulcer. Only the clinician, too, can decide
whether the potential therapeutic benefit outweighs the risk.
The stated contraindications are not absolute but do indicate
the presence of a serious risk.

So, while the recommendations break little new ground for
the practising doctor, they exemplify the nature ofthe examina-
tion that expert committees will now be making of the thou-
sands of drugs, old, familiar, and unfamiliar, in terms of
indications, uses, dosage, and adverse reactions. Recommenda-
tions on drugs related to phenylbutazone, antigout agents,
cytotoxic drugs, gold, and D-penicillamine and other poten-
tially toxic drugs used in treating rheumatic diseases will be
published shortly. Aspirin and other salicylates, paracetamol,
codeine, and other widely used drugs-some of which are
available to the public without prescription-are under active
consideration by both the antirheumatic and analgesic sub-
committees of the CRM. A review of psychotropic drugs will
begin later this year. The long-term objectives of these reviews
are to ensure that all drugs, whether prescribed by doctors
or available directly to the public, are of adequate quality and
are safe and effective for their recommended uses. Many
illogical and poorly substantiated products will disappear, and
the overall effect should be a more rational use of medicines
by both the prescribing doctor and the general public.

Deception by immunisation
ASM News, the monthly bulletin of the American Society
for Microbiology, is not usually a source of material of historical
scientific interest. The issue of June 1977 is an exception. It
contains two short feature articles,1 2 one on Pasteur and the
other on a hitherto undisclosed secret of the second world war.
The first is written by Marie-Louise Hemphill, a daughter

of Adrien Loir, Pasteur's nephew and assistant in 1882-8.
It recounts Loir's recollections of Pasteur's life and work at
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