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Cesarean Section In Cow
Indications:- 
Various types of dystocia, including those caused by relative 
1- Fetal oversize when the pelvic inlet in young heifers is too small to allow delivery.
2- Deformities of the maternal pelvis.
3- Fetal monsters, induration of the cervix, fetal malposition, hydrops amnion and allantois.
4- Uterine torsion, and emphysematous fetuses. 
5-Fetal muscular hypertrophy "double muscling" .
6-Cesarean section is clearly indicated when the uterus is ruptured in order to avoid further trauma to the uterus, major uterine vessels and small intestines.
Different approaches are indicated in various dystocia situations. 
1-The left paralumbar or flank approach is the standard incision for a viable or recently expired uncontaminated fetus and a cow that is capable of tolerating surgery while standing. In some situations.
2- Right flank laparotmory is indicated if there is marked distention of the rumen or when clinical examination dictate that removal from the right side would be more convenient. For example, an oversized fetus situated in the right side of the abdominal cavity would be difficult to remove by left-flank incision. In the routine case, however, the left-flank incision is more convenient because fewer problems with encroaching intestines are encountered. The right-flank approach has also been recommended for hydrops cases.
 3-In the case of a dead and emphysematous fetus, a ventral approach should be used, or ventrolateral oblique approach, which may be performed with the animal in lateral recumbency. Both techniques reduce contamination of the peritoneum, which may occur during removal of the emphysematous, contaminated fetus and its associated debris. The ventral approaches are also indicated if the animal is recumbent and considered incapable of standing during surgery.
Anesthesia and surgical preparation:
Local analgesia. If the flank approach is used, a paravertebral block, inverted L block or a line block may be used. For paramedian approach, a high epidural, inverted L block, or line block may be used.
Surgical technique:
1- The surgical area is prepared for aseptic operation
2-Flank approach, the incision is usually made more ventral in the flank. The ventral paramedian incision is midway between the midline and the subcutaneous abdominal vein and extends from the umbilicus caudal to the mammary gland. 
3-Following entrance into the peritoneal cavity, the surgeon manipulates a portion of the uterine horn containing the fetus and attempts to exteriorize an area for hysterotomy. 
4-The uterine incision is usually made over a limb, but in certain malpositions, the area over the head may be incised. Such exteriorization would not be possible with a swollen, emphysematous fetus. In these cases, the need for a ventral approach in which the uterus can be opposed more closely to the incision is obvious. The incision needs to be long enough to allow removal of the fetus without further tearing or extending the uterine incision. An attempt should also be made to avoid incising caruncles. The fetus is then removed with the surgeon attempting to retain the uterus so that the fetal fluids do not fall back into the peritoneal cavity.
5-Antibiotic tablets are inserted in the uterus prior to its closure. The uterus is closed with a continuous inverting pattern with No. 3 chromic gut. After the uterus is closed, it is replaced in position. The laparotomy incision is closed as usual.
Postoperative management:
Antibiotics are administered. Oxytocin may be injected after uterine closure to enhance uterine involution.        
Hystrectomy
Indications:- 
1-Prolonged dystocia, in which much trauma, injury. 
2-Rupture of the uterus have been produced by unsuccessful fetotomy or forced extraction or the fetus, severely infected and diseased. 
3-The dam is usually toxic and exhausted, with subnormal temperature, anorexia, and a rapid, weak pulse. In cases where there is a severely diseased uterus, hystrectomy offers the only hope of saving the dam.
4-In horses, cattle and sheep hystrectomy is of little value as the economic value of the animal does not generally warrant the expense and effort of surgery and aftercare because the mortality is high.
[bookmark: 1]Some veterinarians have recommended prolapsing the uterus or vagina by pulling it to the outside through the birth canal and then suturing the rent and replacing the organs. A few veterinarians have successfully prolapsed the severly lacerated uterus through the birth canal and amputated it. In large animals suturing the uterus through a laparotomy incision may be successful. The presence of a retained placenta, septic meteritis, an atonic uterine wall, or prolapsed intestines makes the prognosis poor. In most severe cases of uterine rupture in the cow, sheep, or saw the prognosis is poor and slaughter is usually advised if the animal is in an otherwise satisfactory condition. Even if recovery takes place, the future breeding life of that animal is very questionable, as chronic perimetritis and peritonitis are the probable results.
 Prolapse Of  The Abdominal Or Pelvic Viscera
    Prolapse of the intestines may occur through a rupture or laceration in the uterus, cervix or cranial portion of the vagina at the time of parturition. The intestines may only enter the uterus or may pass into the vagina and out the vulva. This condition should be differentiated from a shistosomus reflexus or a ruptured umbilical hernia of the fetus.
The prognosis is invariably poor, since the dystocia causing the rupture usually is severe, contamination and infection of the intestines and abdominal cavity is probable, and it is difficult to control the intestines to prevent their injury during removal of the fetus. Slaughter of the animal is usually recommended. In occasional cases in which infection or trauma to the intestines is minimal, replacing the intestines, suturing the rupture and removing the fetus might be possible. Closure of the rupture wound in the uterus may be accomplished through the birth canal, or probably a better approach would be through the laparotomy incision after a cesarean operation. If the intestine is traumatized or severely contaminated resection of a portion of it after a laparotomy may be necessary.
Aftercare consists of carefully suturing the rupture, and administering local and parentral antibiotic treatment to control peritonitis, as recommended for the handling of uterine rupture.
Ovariectomy Per colpotomy in Mare
Surgical procedure:
    The patient is restrained in stocks and prepared for pelvic surgery. The classic vaginal spay, involves a stab incision through the vaginal fornix performed under epidural anesthesia on the standing mare.
In order to do this safely, it is imperative that the bladder and rectum be empty, the colon contents reduced, and the vagina free of infection. Also, the mare must stand quietly without strining. The mare is stimulated to ballon the vagina by infusing 1 liter of warm saline solution. A knife (scalpel or bistoury) is carried into the ballooned vagina, and an incision is made through the vaginal wall in the upper right hand quarter of the fornix at the 1:30 O'clock position.
The knife is removed, and Mayo dissecting scissors are carried in to make a stabe through the vaginal incision so as to perforate the peritoneum in the cul-de-sac. The scissors are removed, and the gloved hand is introduced by deliberately stretching the incision one finger at a time until the coned hand is admitted to the peritoneal cavity. A gauze sponge, attached to long strands of umbilical tape to ensure safe retrival, is saturated with lidocaine and carried in the palm to wrap around the ovarian pedicle for local anesthesia. The sponge is removed, and the chain loop of the ecraseur is carried in.
The ovaries are resected one at the time with the chain loop, removing each ovary into the vagina as amputated.
The greatest caution should be taken to ensure that only the ovary passes through the loop-not mesentry or intestine. At the moment of ecrasement, the mare must not be allowed to make sudden movements lest the pedicle be torn, causing severe hemorrhage. Before leaving the site, the cut stump should be palpated gently to detect arterial hemorrhage. If all goes well, the mare is removed from the stocks after a few minutes and is placed standing in cross-ties in an individual stall. She should be monitored for signs of shock or straining, since the two major concerns during the first postoperative hours are hemorrhage and eventration. The operative fast can be broken and the mare allowed to eat light hay and bran mash or pelleted feed.
Prophylactic antibiotics should be continued for 5 days as a safeguard against peritonitis. The mare should be hand-walked at the halter at regular intervals during the day but should be restrained standing in cross-ties otherwise for the first 5 days until all risk of eventration is past. The vaginal wound may be expected to heal by second intention in 2 weeks.
[bookmark: 2]Ovariectomy Per Laparotomy-Grid Flank Technique
    This approach is most often used for removal of a single diseased ovary too big to be removed per vagina.
The procedure can be done under local anesthesia on the standing patient if the overy is not too large or under general anesthesia with the patient in lateral recumbency if the patient is difficult to manage or if problems are anticipated with exteriorization and hemostasis. Lower flank laparotomy, permits more flexibility of tissue planes and can be used for access and delivery of the large tumors while retaining the advantages of a grid approach.
Upon entry into the abdomen, the ovary is easily located in proximity to the respective flank.
To aid exteriorization, cystic tumefactions of the ovary can be aspirated. Solid ones can be elevated to the abdominal incision to permit the placement of vulsellum forceps and/ or heavy gauge guy sutures (e.g. umbilical tape) in the tough fibrous cortex of the ovary. This allows the surgeon to use external traction on the enlarged ovary while manually retracting the separated muscle planes. Delivery of the ovary to the outside puts considerable tension on its attachements, and caution must be taken to avoid accidental rupture of the blood vessels, which are often engorged owing to the chronicity of such lesions. In the process of dissecting the mesovarium and associated sutures, it is important to control the overian artries and veins by double transfixing ligatures before dividing the proper ligament of the ovary.
This acts as a safeguard against abrupt or inadvertent stretching of the vasculature.
Attempts to ligate all structures indiscriminately in one loop may work where engorgement due to ovarian pathology is absent. However, when this is not the cas, the same reasoning applies for differential ligation of the vascular components of the ovarian pedicle as for selective emusculation of the visceral part of the spermatic cord in castration of mature and well-developed stallions.
[bookmark: _GoBack]Once the vessels are safely ligated and the mesovarium, uterine tube (oviduct) and ligament are transected, the stump of the pedicle is examined carefully for hemorrhage before returning it to the abdomen.
An important point to remember, especially when securing a remote ligature by hand, is that the cross-sectional shape of pedicle changes with tension as opposed to relaxation. Thus a ligature that may seam to be snug and secure on a stretched pedicle perior to ecrasement may loosen and slip or, if transfixed, simply fail to constrict bleeders once the tension is released. The problem can be avoided by always remembering to relax the traction on a vascular pedicle at the moment the tightened is ligated. If this is not possible, ligate each vessel individually before dividing the proper ligament of the ovary is even greater. The closure and aftercare of the abdomen is routinely done. 
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