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The need for evacuation of the gravid 
uterus arises in cases .of incomplete 
abortion, inevitable abortion, hydatidi­
form mole and therapeutic termi­
na:ion of pregnancy. The standard techni­
que of dilatation of the cervix followed by 
piecemeal removal of the uterine contents 
by blunt curettage is universely used. In 
the past few years, vacuum aspiration of 
the uterus and evacuation of uterine con­
tents by negative pressure has gained re­
cognition and is widely practised. 

In the present analysis, to evaluate 
the procedure, 125 personally performed 

j,_ cases of aspiration evacuation of the 
uterus were s~udied during my tenure as 
a Registrar in the National Health 
Service of Great Britain from April 
1968, when the Abor tion Act (1967) 
came in~o effect, till October 1970. 

Equipment 

An electric suction pump capable of 
exerting a negative pressure of 760 mm 
of mercur:y was used. To this was attach­
ed a rubber tubing leading to a bo~tle 

wherein a vaccum was created. From 
the latter, thick wide bore tubing of ade­
quate length led to hollow metal curet­
tes of the Bierer pattern, with varying 
outer diameters of 8, 10, 12 and 14 mm. 
Occasionally, hollow plastic Kerslake 
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cure+tes and even a polyethylene cuffed 
endotracheal tubes have been used. 

T£chnique 

After standard premedication and gen­
eral anaesthes:a, the pa:ient is brought 
to the operation theatre. After vulval 
preparation and vaginal toilet, the blad­
der is emptied and the patient examined 
to determine the size, position, and mobi­
lity of the u terus. Intravenous injectim1 
o: 0.5 mg. of Syntometrine is now given. 

The anterior lip of the cerv:x is now 
he~d with a volsellum forceps. and the 
cervix graduaHy dilated until a dilator 
one size larger than the estimated dura­
Han of gestation has been reached. 

8 mm for 6-7 weeks' pregnancy 
10 mm for 8-9 weeks' pregnancy 
12 mm for 10-11 weeks' pregnancy 
14 mm for over 12 week3' pregnancy 

The metal suction curette of the re­
quired size is introduced · and sui table 
negative pressure gradualey obtained. 
The uterine wall is felt to come in con­
tact wi ' h the curette and by experience 
one learns to judge if the uterus is com­
pletely evacua~ed. Occasionaliy, placen­
tal tissue may block the opening of the 
curette and this tissue needs removal 
with a sponge holding forceps. The 
pa'ient is discharged home the follow­
ing day if there are no postoperative 
problems, and is given an appointment 
to attend a family planning clinic.; un .. 
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less her husband has decided to have a 
vasectomy. 

Pt·es.ent series 

The indications for vacuum aspiration 
of the uterus are given in Table 1. 

TABLE I 

Indications fCYr Vacuum Aspirations 

Indications 

Therapeutic termination 
Incomplete abortion 
Vesicular mole 

No. of 
case~ 

90 
34 
1 

The majority of the 90 cases having 
therapeutic termination were for socio­
psychia+ric reasons.• The other indica­
tions were obstetric and medical pro­
blems and "at risk" foetus. 

Single 
Married 

TABLE II 

Marital Status of Patients 

Status 

Widowed or divorced 

No. of 
cases 

48 
38 
4 

The majority of single patients having 
termination of pregnanoy were below 
20 years of age. Two pa+ients were hav­
ing their second termination of preg-
nancy. 

TABLE IV 
Duratior.. of Hospitalisaticm 

Duration in hours 

24 
48 
72 
72+ 

TABLE V 

No. of 
patients 

67 
13 
8 
2 

Postoperative Complicaticms ~ 

Complications 

Uterine perforation 
Postoperative sepsis 
Repeat curettage 
Intermittent vaginal bleeding 

Conclusions 

No. of 
cases 

1 
2 
3 
8 

Evacuation of the uterus by vacuum 
aspiration has a definite advantage over 
standard dilatation and curettage. The 
procedure is quick, less cervical dilata­
tion is required and hence less cervical 
trauma results, and again blood loss is 
moderate. 

-However, it may not always be an 
easy procedure, and I am sure many 
gynaecologists will agree with this view. 
The one case of uterine perforation went 
unrecognised until omentum was seen 
in the end of the curette . .A laparotomy 
was performed, uterine contents were 
removed by abdominal hysterotomy and 

TABLE III 

Duration of 
pregnancy in 

weeks 

4-6 
6-8 
8-10 

1!H.2 
12-14 

"--·· 

Blood Loss at Operation 

Blood loss in mls. 

100 l00-200 200-31)0 

3 
29 20 :l 
10 12 1 

4 2 1 
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the rent on the posterior wall of the 
uterus sutured. Blood transfusion was 
necessacy in one case of 12-14 week's 
gestation. 

A few technical problems may arise. 
Placental tissue may block the end of 
the curette, and occasionally there may 
be leakage around the connections of 
the rubber tubings after constant use. 
Nevertheless, the procedure is quick, 
free from any serious complications and 
with experience one could use it as a 
standard procedure for evacuation of 
the u•erus upto 12 weeks of pregnancy. 
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