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GENERAL INTRODUCTION

TrE reputation of Victor Pauchet a3 a bold and brilliant surgeon
stands ugh mn Pans.

“ Practical Surgery Illustrated,” translated mto English by
Dr F R B Atkmnson, cannot fail to enhance that reputation,
and will enable English surgeons to study Pauchet’s methods in
detail with both pleasure and profit.

‘ Practical Surgery Nlustrated’ makes no claim to be & text-
book of operative surgery It claums rather to ilustrate operations
as practised by the author, and these clatns are well substantiated
The illustrations ore drawn from life, the text explsins them
The author presents s methods in a senes of hiving pictures in a
manner which should appeal to the practical surgeon.

Enghish surgeons will note with interest that local, spinel, and
splanchnic anwsthesia have practically supplanted general anmesthesia
1 Victor Pauchet's practice.

" ¢ GORDON WATSON

September 1924






INTRODUCTION TO VOLUME 1

Tue surgeon who 15 about to establish a surgical eime 1n a provincial
centre will gather much useful information m the opemng chapter

Radical cure of hernia, the commonest of all set operations,
takes pride of place 1n this volume, snd 18 so well instrated for
both femoral and inguinal varieties that the text 15 hardly nesded

The suthor striked an ongnal note m his method of dealmg
with inguinal herma.  He advocates the * ende-pentoneal ” method
—te¢, he opens the penitoneum above the sac without disturbance
of the cord, he inserts a finger into the sac from within, and then
with gauze peels off the cord from the sac which covers the finger
A portion of the rectus sheath 13 used to cover the cord, and stress
18 laid on protecting the ilac vessels by rawsing the crural arch
with forceps

The eversion operation for hydrocele 13 described. A bed 18
made for the testicle mn the subcutaneous tissue of the scrotum,
and Fig 27 plamly shows how this 13 done

The append:x 18 conmdered next. The authorsbrief. He places
great faith mn multiple drainage 1 gangrenous cases, he cleans an
abacess cavity with ether and does not search for the appendix.

Adenoma of the breast 15 treated by the submaemmary masion
Dramage by mikworm gut follows careful oblrteration of the cavity
The breast 18 separated from the deeper structures by swabs on
forceps, and warm serum 18 used for heemostasis  The illustrations
make all clear

Heemorrhoids are operated on under local or sacral anmathesia
by Whitehead’s method, complete or partwl, according to the
sevenity of the case, or by ligature, and 1n the latter method the
pile stumps are sutured to the skin.

Far post-operative hernia described as eventration after oparation
sutures of bronze wire passed through all the tissues excapt the
pentonenm are employed, and these are twisted over gauze pads
after the skin has been united with Michel s chps, which the author
commonly employa.

vii



v INTRODUCTION TO VOLUME I

Pauchet favours the transverse suprapubic masion m pelvic
operations He dissects back the aponeuross to the umbilicus
above and to the pubis below, telang great care to avoid hemor
rhage from the muscles before opening the pentoneum by & vertical
maeision.  The pictures are delightfully clear

In vesico-vaginal fistula wide approach to the fistula and wide
separation of the bladder are msisted on, and fulguration 1s advo-
cated for all except very large papillomata of the bladder

In the treatment of cancer of the rectum Pauchet 18 m accord
with is English confrdres He states, with much wisdom, that 1n
cases favourable to the preservation of the sphincter the desire to
keep the anal sphincter increases the chances of death after the
operation and augments the chances of recurrence.

The arguments for and agamst either the two-stege perieal
operation or the one-stage abdomino-permeal are admirably and
clearly defined, and the author holds the view that of * four cases
applymg for surgical treatment one will be nopersble, two will
be operable by the two-stage perineal method and one by the
abdomino-perineal method.”

In this country, taking the record at 8t. Mark’s as a gwide, more
than half the cases present themselves when the growth has passed
the poasibility of excison.

The abdomino-penneal operation, as practised by Miles at the
Cancer Hospital, 18 described fully, and the 1llustrations, despite
the difficulties, leave nothing to be desired.

Victor Pauchet 18 an ardent disciple of Lane and treads firmly
m his footsteps through the maze of auto intoxication and 1ts
numerous by paths Intestinal stasis under the title ¢ Lane’s
Disease,” 1s discussed 1n all 1ts aspects both medical and surgical,
and the techmque of total colectomy and eo-sigmoirdostomy, 1n
which Murphy’s button 13 employed 1s well described  The artist
has spared no detal 1n iHlustrating kinks, and bands and the various
stagres of the operation of total colectomy
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Mobilisation of the colon and hberation of the pelvic colon from
adventitious bands 1s discussed, and the author states that 1t 18 the
operation of choice in seven cases out of ten, and so follows Lane,
who has recently expressed a very decided preference for this form
of surgcal trentment as a cure for intestinal stams

Gastrectomy 18 preferred for gastnc and juxtapylorie ulcers, and
when gustro-Jejunoatomy 18 employ ¢d the pylorus 18 not closed

In cases of gastric perforation the author does not advise gastro-
jejunostomy unless pyloric obstruction 1s present.

The author presents an sdmirable account of post-operative
jejunal ulcer, for which he advocates partial gastrectomy, though
other methods of treatment are discuszed

This 1s the most attrective and instructive chapter m this striking

and ongmal volume.
C GORDON WATBON

September 1924






AUTHOR'S PREFACE

Tais work 18 not o usaless repetition of the cxisting treatises on
operativo surgery It 1s o collection of selected subjecta,

Instead of wnting o work and llustrating 1t afterwards according
to theoretienl 1dens, I have preferred to arrange for the 1llustration
of my daily operntions and to write afterwnrds a text explamung the
llustrations  An artist reproduces what he sees as he sees it—s e,
exactly—always provided that he kmows anatomy 8 Dupret, who
lustrated Testut’s * Anatomy,” has been present at my operations,
and taken shotohes and photographs. His drawings are, therefore,
tahen from nature The text and the notes explamn them Some
diagroms sometumes complete them It 18 hiving surgery

This book 18 a8 much for the surgieal practitioner as for the
surgeon, 1t includes small operations as well as those of specisl
surgery  We hope every reader will find 1n it a chapter of mterest.

This first volume will be followed by others, until the majonty
of surgical operations have been deseribed

As I do not pretend that my own procedure can serve as a
model to my readers on every occasion, and for all the branches of
surgery, I asked some of my colleagues to be kind enough to
republish the methods they have practised with therr well known
skill.  Ther operations will be illustrated, lihe my own, by drawings

of the actual operations

If any reader finds a new practical 1dea to submut to mse, 1f any
criticism of these volumes suggests itself to any one, I should be
obliged 1f he would kindly communicate with me. My only desire

18 that my work should be as useful as poasible to as many as
posgible.

VICTOR PAUCHET
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PRACTICAL SURGERY ILLUSTRATED

I

SURGICAL ORGANISATION, EXCLUDING THE LARGE
CENTRES

TrERE exist mn oll countries & great nnmber of mmportant surgieal
centres, and many skilful and experienced surgeons.

Independently of theso centres there will probably be found, n
all parts of the country, small surgical centres, where one or two
“ gurgical practitioners” will practise present-day surgery Some
hospital attendants whose number wmcreases, will act as competent
assstants.

In order to operate dailv the study of a book on operative
techmgque does not suffice, spectal study for some  ears 1s necessary
The future surgeon must be trained durmng his studies as externe,
interne, assistant, ete or at the end of them, a surgeon 1s never
made all of a sudden

To mahe humself worthy of holding a kmife, two or three vears
of daly clmical work are necessary under a surgeon, and many
months of dissection above the perod reqmired for examination
purposes 1t 18 necessary to repeat m the dissecting room not only
amputations lgatures and resections, but to practize on the

~ -eadaver and on annnals the operations actually seen m the course

o modern operative techmique Suturmg the intestme can be

learnt on the mtestines of a pig easy to procure from a tripe-shop

The length of this education and the results obtewned greatly depend

upon the aptness of the pupl. Anyome who can draw, sew,
carpenter or do odds and ends” will attain more complete and
rapid operatave skll.

This work 15 prompted by a hospital and crvil expenence, rural
and town, of thirty years.

Present-day surgery as well as urgent surgery may be required
anywhere—t ¢ , 1 a cottage, a3 well as 1 a nch house—but 16 can
only beLreaIly well carned out 1n a surgical hospital provided with

1
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special facilities and & tramed[staff. T donot assert thatan op
should never be carried out 1n the patient’s home, but exp
has shown me the results are less certam and the Prognos.
this fact 18 worse. It 18 often better mn an “urgent ” case
patient to face the troublesomeness, even the dangers,
joumney, and be operated upon and nursed 1 & surgical est
ment rather than at home The doctor who wishes to make &
hus daily or permanent task should have at his disposal an 1
tion, modest and gmall a8 he will, but 1t should he always the
He will do well to be asaisted 1n 1ts organsation by a colleagu:

A patient suffering from strangulated hernis, mtestinal ol
tion, sometimes even from rupture of the tubes, runs som:
from the journey, but once he 15 1n hospital the danger of cor
trons 18 dimimished, 8o that cure 18, 88 a whole, better assured

In cases requirmg a shight operation (ingrowing nail) the §
will come to the nursing home, and afterwards retnm to hi
house (quite easy after local anssthesin), eight days later }
see the surgeon again or his nurses for the dressing to be chi
a saving of tame for the operator and greater pafeness for the p

During the war some good surgeons had lamentable rest
begin with, when there was no organisation, and the result w
same wherever they opersted or with whatever matarial When
same surgeons were able to set up operstion rooms with s comj
staff, some kilometres from the finng me the result was as
88 In any large hospital. From our experience, therefore, we
gider every collsagne who wishes to practise surgery should
a surgical home, and collect around him speciahised aswis
This homs should be 1 his own house or mn the local hospita
all his efforts ahonld be directed towards this orgamsation.

SMALL SURGICAL INSTALLATION

Arrange, therefore, m one or two neighbouring houses, t
twenty rooms, they should mclude A waiting room, consul
room examination room with dresaings and plasters, an anmstl
room, swhich will serve also for dressings drugs and instrument:
operation room adjoming with a sterilsng room, some TOOIM
patients (two to ten) some rooms for the staff.

1f the house be a large ons, and the staff competent, add a chen
and bacterological laboratory a room with X mys and electnc

As an assistant, the surgeon ought to arrange with a colle:
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to help him 1n his operations and to take s place He ought to
heve two or three nurses to sterihse the mstruments, look after the
patients, and assist at the operation A young and tramed chemst
should be i charge of the chemstry and bacteriological laboratory,
and even of the electro-therapeutic and radiological room \

Operation-Room. —We will first consider an mstallation on
modest Lines, and then a complete mstallation. b

A Economucal Installation —Cover the walls of the room chosen
with white pamt or glazed paper, place Lnoleum on the floor In
the absence of central heating, obtam a fafence stove

An operation table of wood or metal.

Three wooden tables covered by o layer of zinc and ripohn
One should be large, and placed against the wall for the instruments
and dressings, the two others are for the surgeon and his assistant,
on which to place their instruments, hgatures and basms.

Two enamel basins, one containing an antiseptic solution, the
other sahine.

B Complete Installation.—The floor should be of tiles, and the
walls pamted with npolin, central heating, electric light

Three tables of glass and metal.

An adjustable operation table.

Two hand bamns of metal, with bamns of falence

Some glass shelves fixed to the wall.

A supply of fresh water and a slop-pail.

Steriimng-Room.

A Economcal Installation —A gas or charcoal stove. Four
vessels holding 10 htres, of metal or of enamel, for warm water
and cold water, towels, compresses, dramns, rubher tubes, gloves
brushes, eto

A sterihiser for boiling instruments

A wash-stand table covered with zme, on which there should be
three besws for {s) warm scapy water, (b) lnhewarm water for
mnsing purposes, () an antiseptic solution.

A sk with a supply of fresh water and a waste-pipe.

Some enamel basins

A cupboard with numerons bisemt boxes for sterihsing
paraformaldehyde, 1n each box some pastilles of tnoxymethy‘;:;];
should be placed, covered by a layer of cotton wool. Everything
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that can be stertlised by paraformaldehyde should be put m the
boxes gloves, dramage tubes, probes, can, rubber tubes

Some bottles for serum and solutions, they should bo sterilised
n & bain mare provided with s cotton wool plug

B Complete Installahon —The floor should be of tiles, which
should extend 1 50 metres up the walls.
" Steriiser and double reservowr of water at a temperature of
00

Very large autoclave for coats, materials for the field of opera
tion, basins, mstruments, eto

Two wash stands with bent taps (foot pedal)

A sk with a supply of fresh water

Cupboard with numerous boxes for stemhsing with paraforme
aldehyde (biscwtt boxzes suffice) A layer of rubber closes the nm
of the lid and the box. Sterthsation 18 to be carried out by gas or
by electricity

Ansmsthstic-Room.

A narrow and hard bed or a wooden table padded with n mattress
of horse-hair, the patient 1s placed on the bed for general, local,
or epinal anmathesia

A small table for holding what 18 necessary for general or local
an@sthess.

In the same room there should be a cupboard for wmstruments
(away from the sterihsing room to avoid the steam) Here also the
stock of dressings (cotton wool, gauze) and drugs should be placed

LigeTixG OF THE OPERATION Roow —Bunlight should be
provided by a vertical bay window facing north, 1t should be
continued, without interruption, by a honzontal or oblique one
which will prolong the celling At the present time we consider
nstural Lighting inferior to electric light, we prefer half-darkness
with a frontal reflector or & scslytio Iight from the celing The
lighting thus provided 15 constant at all tumes of the day and year

Surgical Instruments —They should be of very good quality and
fairly numerous

Six Chassagnac s bistouries with pomnted ends, or a Dartigues
kmfe with interchangeabls blades

Amputation Lmfe with blade of 12 centimetres and ponted.

Twelve Doyen’s six Rochard s four ¢ duck bill (Collip) artery

forceps
Scissors four pawra two Doyen’s large {one curved and onc
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struight), two medium mze (one curved and one straight) The
forceps and scissors should have a Collin’s joint

Tvwo dissecting forceps (one anatomical and one with claws)

Four traction forceps (Bluseux two, Pozz1 two)

Four claw forceps.

Bix chip forceps.

Two gastro-enterotomy clamps

Six tissue forceps

Tiwo uterine curettes (one solid, one perforated)

Trwo bone curettes (one small and one large)

One ntra uterme sound for lavage

Two vagmal retractors (Richelot) (one with a short curve and one
flat and long vaginal retractor)

Two Farabeeuf’s retractors

A bivalve speculum

One forceps for uterine dressings

One abdommal automatic retractor (Gosset or Dartigues)

One abdominal retractor (Doyen or Rochard)

A thermo-cautery

Potam’s sspirator, or better, an electric one.

One Leriche’s curved raspatory

One Macewen’s scissors, strong and of moderate size.

One Deschamp’s needle.

One gouge forceps of moderate size for the skull

One hand gouge.

A mallet of wood or bronze

One grooved director

A saw with moderately movable back

Ghglr's saw with four spare threads

A par of Laston & forceps

One Doyen’s trephine, with a burr of 1 centimetre, and one
aramal perforator

Cranal perforator one and two bits (osseous suture)

Hand punch (osseous suture)

Parham s steel springs (osseous fixation)
Thres tracheotomy tubes

One tongue forceps.

One hundred and fifty Michel’s clips and their forceps
Needle holders and mtestinal needles

Doyen & needle with handle.

Some tailor 8 mulliner’s, and glover’s needles
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Curved needle on handle (for abdommnal sutures at one level with
wire thread)

8ix of Villar’s small and medium anastomotic buttons

An ether mask (Ombredanne)

Byringes eix (three of 2 ccm, morphia or spmnal anmsthesia,
two of 10 ¢ cm , local anmstheaia, one of 200 c.cm. or 160 ¢ cm. for
the bladder)

Murphy’s apparatus for rectal mjections

Bécart’s apparatus for transfusion of blood.

Needles for lumbar puncture

Steel needles for the syrnges six (3 centimetres, 6 centimetres,
9 centimetres, two of each)

Thermometers.

Pillet’s cushion for operations on the biliary passages, the hiver
Indney and stomach, ete.

Bruneau’s electrical aspirator

Spiroscope *

Thierry de Martel's écraseur

Victor Pauchet’s gastric clamp

(These four last mstruments may be useful, but are not indis
penssble )

Pharmaceutieal Produots

Oxycysnide of mercury

Trioxymethylene

Veronal

Bromide of soda

Novocaine and suprarenme for local anmsthesia

Amponles of scopolarmne and morphia for spinal anwmsthems,
ampoules of caffemne strychnme, morphia, atropme and morphia,
camphorated o1l, electrargol.

O1l of gomenol (in flasks) 20 per cent.

Collargol omntment (in tubes) 15 per cent

Ambrine.

Dalan s solution

Javel water

Mineral essence for cleaning the skin and mstruments.

Ether, chloroform

Methylated spints pure alcohol

* The spiroscope, as shown by Peacher 11 one of the best methods for inereasing

the patient s vitality and for preventing pulmonary compleations. It 13 to be
recommended in all operations on the abdomen and therax.
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Glucose for intravenous or rectal imjections

Chlonde of potash and soda

Bicarbonate of soda (These salts shonld be chemieally pure,
38 they serve for making the different sera )

Antitetamic serum

Weinberg’s ant1 gangrenous serum

Leclanche’s ond Valled's polyvalent serum

Polyvalent stock serum

Tincture of 10dine, 10 per cent

Crystals of carbonate of soda or potash (for cleaming the mstru-
ments)

Solution of adrenahn, 1/1,000 to add to artificial serum 1n certamn
cases.

Alcohol and picric acid, 5 per cent , to dusnfeot the slan mstead
of tincture of 1odme.

Dressings

Glass vaginal tubes

Twenty drenage tubes of different dizmeters (small, medmm,
and large)

Ten Bombart’s drainnge tubes

Two Kehr’s drainage tubes

Some bundles of prepared horse-hair for drammg small
wounds

Naso-pharyngeal catheters No 20, two

Faucher’s gastric tuhe

Rectal tubes, three

Urethral catheters

Nélaton six (16 18 20)
Belf retemng sux (16, 18, 20)

Comnical dilating bougres ten (8 to 20)
Fibform mx.

Cutting bougies two (8 and 20)
Pezzer four (two No 16 two No 25)
Naal brushes these can be replaced by sterilised wood fibre.
Chaput’s gloves (those which have been patched like bisyele
tyres will serve for dressings and for septic operations)
Grllette 8 razor chippers and scissors
N Carded cotton wool hydrophile cotton wool Male them 1uto
yers surrounded by gauwze to form small pads which serve as

Antiseptac ganze drams contaming ektogan or vioform
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Crepe or lmen bandages

Oxade of zine plaster

Compresses of gaure in thres sres (15/15, 80/30, 70/70), the
last will serve for abdominal compresses. These compresses should
be of two, three, or four thicknesses,* those soiled by pus are to be
burnt  Every used compress must be washed Like Imen, and then
sterilised anew

Toilet for field of operation towels

Silkworm gut (fine, medinm, thick), catgut (0, 1, 2)

Lanen thread (fine, medrum, thich)

Catgut, slowly absorbed, Nos 00,0, 1,2+

Catgut, quickly absorbed, Noa 0,1, 2, 3 1

Flexble brongs wire (horse-hair)
Sterilsation of the Hands —The hands can be sterihsed m two
ways

Arconor —Drop tmcture of 10dime on each pail, then brush
the hands m methylated spmt (200 grammes) for five mnutes,
then dry with a sterihsed compress, this 18 & smple, qmek and
efficient method It injures the hands if used too often 1n the day

1

Wara WATER.—Three basmns are prepared one contams very
bot soapy water, another lukewarm water, and a third 15 full of an
antaseptic solution The hands are washed in the first far five
minutes rnsed m the second, and are then hept mn the laat for five
minntes (oxycyanide)

During the operation the operator and his assistant should each
have two basins beside them (one contaimng ealme and the other
oxyoyamde), water to which 18 added a dessertspoonful of Javel
water per litre can take the place of the latter

Washing the Pahient —The patient 18 to have a soap bath and
be shaved the same day as the operation Before operation, the
skin 18 to be pamnted over a wide ares with alooholic tincture of
10dine or picrie acid (3 per cent.)  Delicate skans (women or children)
are to be pamnted with tincture of 10dine (3 per cent ), then rubbed
gently with alcohol.

Stertisation of the Instrumenis —The instruments should always
be Lept clean The nurse should use whiting sand and emery

* We use the compresses prepared by the house of Tetrs, and the gum-chifons

of Pirard.
+ We use Larochetts s slowly absorbable catgnt
 The catgut from the large houses (Corbitre, Leclereq Carrion, Ttobert and

Carnere, Larochette, ete.) gives every guarantee.
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paper, she should look carefully at the jomnts and ndges where
dried blood and rust can collect  They should be perfectly pohshed,
covered with vaseline, and hept 1n a glass ease. Before usmg them
remove the vaseltme with some muneral essence The mnstrument
should be 1mmediately dried, rubbed, and sterihised mn a dry stertliser
at 170°, or 1 an autoclave (borate of soda) at 120°, or boiled for
half an hour m a solution of earbonate of soda at 105° Sharp
and cutting wstruments should be placed m a bisemt box with
some paraformeldehyde pastilles, or 1 slechal at 80°  Cold
stenhsation by paraformaldehyde requires forty eight hours, hot
{50°) only necessitates half an hour

Rubber mnstruments shonld be placed in & biscuit box containing
paraformaldehyde pastilles (tmoxymethylene) for forty-eight hours
m the cold, or for half an hour m heat (50°)

The compresses, toilet for the field of operation, Lnen, ete,
should be stembsed either by boilmg for an hour m =salme (a
teaspoonful to a pnt), or m an autoclave at 120° for half an
hour

Catgut can be sterilised 1n the following way leave the thread
m & solution of aleohol and 10dme (1 per cent.), ar m essence of
turpentine, or 1n alechol and sublmate (1/1,000), 1t should remain
m the solution for many weeks or months, according to the thick-
ness of the thread The catgut thus prepared will be sterile, but
stiff and dry, 1t should be placed m & wet compreas, when 1t will
become soft and can be used We now prefer to use prepared
catgut (dearer but more ready for use) Many mannfacturers give
every guarantee of 1ts flexibility, firmness and sterthty

To sterihise gastro-mtestinal ligatures, make use of slowly absorb-
able catgut 00 or 000  For the abdommal walls use 0, 1, 2

Lovex TErEAD --Use fine (300), medium (200) and thick
thread (100) If & thread be not suffictently thick, use 1t double.
Btenhsation can be carmed out by boiling 1 an auntoclave or by
the use of alcohol for forty-eight honrs, or by paraformaldehyde
m a buscwt box, as for the knives  For intestinal operations, thread
the needles beforehand, and then expose them to paraformaldehyde
vapour after fiing them nto a compress

Sterilsation of the Water.—This may be done by botling for
three-quarters of an hour or by an autoclave at 120° for a quarter

of an hour  Water 1s useless for sterilising the hands, ase
, 513 with
aleoho] 13 adequate. When operatmg 1n the country, Enrmerly,
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MAIN DAOITE

M D Mo
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Frus. 1 axp 2—TAvzonmy anp LioatTeR:

In the course of the operation it may be necessary—
{1) To ynake s serbea of ligutures, which take time. The operstor shonld hold » reel of
(2) To the the end of a thread (continnous suture) with his left band only whilst 1be right
{ndicated In the fignres he can, in twenty minutes, learn bow to make the ligatarss

Main dreite = Right band, MUain Gauckem
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MAIE DAOITE

MALN CAVCHE

Qticx Kxorrrxa wrre e Lerr Haxp

thread in his right hand and make the knot with his lett.
holds the

and does pot I+t it get slack.  If the reader carries out the movements
qulckly with his left hand, even if he wear Calror s

Left kand, AMD-RH Ae¢=~LHE

13
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we never used water, but pamnted the patient with 1odime, and
rubbed the hands in methylated spint

Seea.—The different artificial or glucose sera are to be starlised
1 the autoclave m bottles of mmeral water 'The serum for rectal
mjection 18 only boiled water For mjection mto the vemns or mto
the gkin, sterihsation ought to be carmed out wn the autoclave
For rectal mjections we use sugared water (warm water 1 pint,
uraseptine or urotropine 20 grams, sugar 12 pieces), or saline, one
teaspoonful to the pint

Sterilisatzon of the Basins and Dishes —If the heat be excessive
1t alters the enamel, if 1t do not do this 1t 18 msuffictent, 1t 15 better
to rub the utensils with tincture of 1odme, Just before using them
spread a sterile towel over them, and place on the towel the mstrn
ments, threads, or the compresses

Fmp oF OPERATION —The best toilet are sterile towels, Fold
ten towels and surround them by a knotted towel and place them
m & pan  In this way make three bundles, for about ten towels
are required for an operation, fill the pan with water and add a
teaspoonful of bay salt per pnt (a bandful for 10 pmnts) Boil
for three-quarters of an hour Stenlsation can be done m the
autoclave

Formerly, mn the country, we sterhised the towels by ironng
them A clean towel just washed 18 mostened, hung up, and dred
with a hot iron when dry 1t 18 sterilised

Surgeon’s Dress —The surgeon and huis asmstant ought to wear
& sterihsed cap, mash, and a linen coat. In the absence of a coat,
some Linen slesves and & towel fixed by four pins to the chest will
guffice The best mask 15 a piece of fine linen, to each angle of
which a stming 15 attached and the four strmgs are knotted behind
the operator’s head

Our own practice 15 t0 put on cotton mittens, covered with talo,
before putting on Chaput’s gloves  This precaution 18 tahen in order
not to so1l the field of operation in case the gloves are pricked or torn
Besides 1n long and laborious operations, especially 1n the summer,
an 1mperceptible perspiration of the hands may mix with the bleod
from the wound, owing to a tear m the gloves, and fect the site
of the operation

Patient s Dress —Pyjamas or night-dress and drawers and stock
ings (all yust washed) Eyes blindfolded, ears stopped up, hands

tied, kmees bound to the table



SURGICAL ORGANISATION 15

N B —Stenhsation 18 necessary for asepsis, but it 15 only the
prelminary A thousand causes of infeotion ought to be avoided
durmng the operation

The nurse must not put back roughly the blanket over the patient
as this raises dust.

Do not let the patient cough or breathe 1n the directton of the
table holding the mstruments.

The operator, with & glove on, must not touch the end of the
gloves with his bare fingers (even if well washed)

In the course of the operation he must not place his fingers on
the skan which has not been painted with 1odime and then put them
mto the wound, ete

It 18 to forgetfulness of these precautions that non success 1s to
be attributed, due to mfection, and for which generally the threads
and catgut are blamed
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FEMORAL HERNIA

Radical Cure by the Femoral Route

Every femoral hernn should be operated mpon as long as the
age and general health of the patient give reason to expect the
operation will be advantageous, surgical intervention 1s, therefore,
indicated i the great majonty of cases  Our procedure 18 as follows

Dorsal Postion.—Placa a cushion under the huttock of the side
of the operation  Abduct the thigh and allow the leg to fall outaide
the table 80 as 1o (o) make the femoral region level, (b) get md of
the mgmno-femoral fold, () withdraw the perineum, (d) expose the
line of the femoral vessels.

Local Anwmsthena*

Cutaneous Dimnfection,—Jodme b per cent. Do not irritate the
permenm, remove the odime with alcokol, or substitute alcohol and
pieric aad, B per cent.

CrOWE oF PROUEDURE.—The surgeon may intervene by the
ngmmnal routet or directly by the femoral region The trans-
mgmnal route may be recommended 1 thin women but in iat ones
1t bas little 1o its favour The patient who served as a model for
the 1llustrations was moderately stout, and was operated upon by
the femoral route, an easy and efficacious procedure.

1 Cutaneous Inciston —On the promument part of the herma
(external part) make a vertical wncision commencing below the
crural arch and reaching 2ome centimetres above the herma. Cut
the sk and cellular tissue.

2 Ezposure of the Hernia —Freo the herma with the grooved
director  Seize 1t with ring forceps and free 1t, whilst brushing 1t
with a compress held by forceps. The fatty pyrform mass 18 thus
mobihsed, only held to the femoral ning by 1ts pedicle

*  Anesthéme e,” by Vistor Pauch,
Loy régional y chet, Sourdat and Lebat (Down, Parh,
t For radical cure by the inguinal roats, see Fase. VI (by Bobinean) W
(]

the inguinal route it is more delicate and is not swtable in fat or ng)ad vmp::foc:
after kelotomy for strangulated herma.  Lesa akilful surgoont should perform the
femoral operation as 1t 18 much mors easy

1 17 2



18 PRACTICAL SURGERY ILLUBTRATED

3 Identsfication of the Organs w the Reqion —With the grooved
director or Imife expose the varous structures aponeuross of the
external oblique, crural arch, femoral vein, pectinens muscle covered
by 1ts aponsurosis, and the femoral ring

4 Opening the Sac ~Sewze the sac between two pairs of Rochard’s
foroeps  Incise 1t and look—

(@) If 1t contsin omentum or intestne.

(b} If the wall be not formed partly by the bladder This 1
recognised by the thickness of the sac and by the presence of musoular
fibres  Very often the wall of the aac contains fat, eamly separsted
by the director, and must not be misteken for the wall of the bladder

6 Treatment of the Hermal Contents —Intestime 18 rarely present.
If by chance the appendix be found, draw on 1t, divide the mesen
terole, and tie the organ close to the cmcum, cauterse the stump
with the thermo-cautery, and let 1t drop back into the abdomen
Burymng 1t 18 unnecessary  Often 1t contains omentum Tie the
Iatter mto smsll stumps and let 1t ascend wto the abdomen If
the hermal opening be too narrow, the omental stump cannot pass
1t 1t 18 rednced as follows troduce a closed clamp 1nto the ring,
at the mde of the still unreduced omental pedicle open the clamp
slowly and this will enlarge the femoral ing ~ Withdraw the clamp,
the omental stump re-enters mto the abdomen without difficulty
Never push back this stump violently with forceps, otherwise the
pedicle might give way and heemorrhage mto the abdomen will result.

6 Closure of the Sgo—Tie the sac as far as posmble from the
abdomen with catgut Pierce the stump with a needle to fighten
one of the chief ligatures st the base of the sac  Divide the sao
some muillimetres from the hgature and let the stump ascend mto
the abdomen

7 Olosure of the Femoral RBing —Formerly we used an uphol
sterar’s needle and some wire threads We do not adwise this
procedure. Use silk worm gut or hnen thread. Fxpose the femoral
vam, place s Tetractor on each hp of the wound, so as to have a
good look at the bottom of 1t. Btop all bleeding Tampon with
warm eerum to stop all discharge.

The operator sees above the crursl arch internsily the femorsl
vam externally the pectineus covered by 1ta aponeuroxs In order
to close the ring, the aponeuroms of the pectinens must be satured
to the crurel arch. If the openng be small and if the arch yield
snficiently, suture the arch to the aponeuroas of the pectineus with
$wo or three mterrapted sutnres of sk worm gut. I the onifice gape,
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free the aponeuross of the pectinens and neise 1t a fow” centimetres
from the femoral vem and the erural arch A small aponenrotic
flap 15 thus fréed, the cut edge of whioh 13 above and 1nternal, suture
ths flap to the crural arch by some mterrupted sutures

8 Suture the fat by some mterrupted ordinary catgut sutures

9 Close the skan  wire or clips

10 Compress for five or six days

Remove the ligatures at two different times

Allow the patient up on the twelfth or fifteenth day

O waww

Fio 3—Frvomit Haxyu  Rapmur Core.
The tlent, under local anmathess, i laid on ber baok.

ernia s abducted and -extended cushi Themondﬁmﬂdsolthe
l? {alls oatsdds the table, so that the £m:!ur:1 mgio? and thothnlnculnll i
obliterated; the operation m easier fold ta

Hermis erurale= Femoral hernta,
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P =

De_ga_gomaﬂt
add sac

Aponevrove dy
grand obligue

Sac

hernigira

ﬁaau JFI/JJUHX
du triargle de Scarpa

Fro 4 —Freworat Hrnmu. Raproir Oumn

Vertical (notdon.  This exposes the aponeurosis of the external obligue and the crural
aroh; the hernlal gac surrounded by fat Is freed with the knife or by & compress nntil
the crural arch and the femoral vein are exposed.

Apowdross du grand oblurie= Aponearosds of the external oblique ent du eecm
i tbiv:a dﬁ' tafree Hernial seo.  Tiwx grausent du des Scarpa =

Fatty in ficarps s tringle.



Ouverture du
3ac au brstours

Fm 5—Fruorar Hrrra. Ruprar Covre
The sac embedded in fat s exposed and inolsed with the knife.

Ouvertxre dx sac ex Bunoxri= Opening the ;o with the kuifs,

Epiploon contenu
dans [e sac

Frmo 6—Frxomur Hreyn. Raprair Cuxe.
Amdmeﬁ!mmﬂtﬂnﬂhﬁwmhfneduﬂhuugbtmtdda.

Epiploon contens dans le sec=Omentum In the sae.
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Catguc,

bavt gu  sossible

R Rerr
AN LIEL
£ apiploor Ty

Fra. 7--Frooxar Heaxona, « Ranrur Coxx,

The cmentum freed by 1he grooved direotar is resected Ernzglmmlmhduomemd
vesele. Do not the en masse because reduction would bo more diffionlt and the
Hgatore might give way whilst returning the omentso into the abdemen.

Outgwt = Crtgot.  Furoi du sucraWell of the see.  Gd. Iptploen 1ik quss bawt gue poesitde =
i Omtommtmthdubighn;gﬂ:vh. ™
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% a’cana'g.rpa’!a 7'/73 wras

Fro 8.—Fruonar Heivie. Rivmour Qoex.
Resection of the omentum, tled fnto small pedicles

Paroi du sacem Wall of the saa.  Lipture= Ligature. Grand épiploon, coupd an-desons di
lrpatures = Great omentum, eat hluwthlll:;‘m “
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Crins
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he suture, #o that the aponeurosis
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RADICAL CURE OF INGUINAL HERNIA

Every mguinal hernia should be operated upon if the general and
local condition of the subject be no contra mdication

In cages of very large herma, examine the blood and the urie*
for albumin, acidoss, sugar, and above all for azotemia TIf the
result be positive, and the patient stout or eczematous, he should
gubmit to a fast, followed by a fruit or vegetable diet for many
weehs or months, which will meke him thimner Durng this time
general massage and gymnastics should be recommended, this latter
at the same time will strengthen the abdommal muscles and produce
good tissues for the sutures

If the subject have thin abdommal walls and feeble muscles he
should, many months before the operation, be treated by gymnastics
and massage to develop hus muscles and give more chances of a
permanent cure The gymnestics, moreover, should be contmued
after the operation.

If boils, eczema, or mtertngo exist, do not operate before these
are completely cured. For this purposs repeated treatment to
remove the toxic matters should be instituted, purgatives and
absolute fastmg, abundant hqmds (water, grape-jmice 1nfusion of
dried fruits, decoctions of cereals, vegetable soups, oranges, etc )

Careful attention to the skm. Powder the alin and the gemital
folds with talo during the preparatory stage

PrEPaRATION —The patient 13 to be shaved washed with soap,
and powdered agein with tale. Just before the operation rub
with ether and paint with 1odme or picric acid 5 per cent Do not
wet the scrotum with the ether or the 10dime to avoid desquamation
During the winter disimfect the nose to prevent pulmonary com
phications which would be mjurious to the suture.

OrERATIVE TECENIQUE.—] Cutaneous Incision —We are dealing
here with the radical cure of hernia 1 a person with a very weal.

* If the surgeon do not systematically carry out Ambard s method before

operating on his patients owing to 1ts being too complicated, he ghould xyste
eally examine the kndney by the pheno-sulpho-naphthalemn test, s
n



28 PRACTICAL SURGERY ILLUSTRATED

ingumal wall. The wasion should be entirely abdominal and not
pass on to the scrotum, which 18 more difficult to disinfect and to
dress The direction of the memsion should bisect the angle formed
by the crural arch and the axs of the ingminal canal. The 1neison
below scarcely reuches the external mngumal ring Stop immediately
any bleeding veasels

2 Incision of the Anterior Ingusnal Wall —Expose well the
shiny aponeurosis of the anterior ingumnal wall, for the whole length
of the meson, and for two fingers’ breadth. See below the extarnal
mguinel ring the commencement of the cord or of the sac  As the
mcision does not always reach this level, press down firmly the
mferior commussure of the wound by a Farabwuf s retractor

The anterior ingninal wall 18 then to be incised by one cut of the
knife, from one end to the other of the cutaneous wound, each hp
of the wncison 18 indicated by tissue forceps  The grooved direotor
separates the two lips of this wall up to the junction of the two
pillars, which 1t 18 neceasary to see to estimate at the end of the
operation, the Bize and shape of the permanent inguinal orifice

3 Ezposure of the Peritoneum —The grooved director separates
the cord from the crural arch It 18 necessary from now to keep
1 view the concavity and the mternal lip of this arch  This 1s lmd
bare from above downwards by the director, and also the conjomed
tendon and the mternal oblique and transversalis muscles which
lose themselves in this tendon  The operator should then take note
of their mze and the breadth of the posterior ingumal wall 1if this
be narrow and firm the peritonenm 15 hardly seen, as 15 the case
1 strong and muscular persons, the operation 18 then mmplified  The
conjomned tendon should be umted directly without traction to the
mternal hp of the crural arch In the patient who served as the
model for these drawings the wall was weak, the separation bstween
the arch and the conjoined tendon was very large, the sac small,
a Farabouf’s retractor 18 placed under the mnternal obhque and
transversalis muscles, the peritonenm 18 clearly exposed and a pair
of dissecting forceps catches hold of 1t, and a cut of the seissors
opens 1t.

4 Took for the sac endopentoneally Alost operators look for
the sac directly whilst separatmg the parts of the cord 1t can give
good results, but 1t 18 less sure than the method we desoribe and
which has been recommended by Pierre Duval  Begmn by opening
the peritoneal cavity in order to penetrate wto the sac by ths
means we can be certam of not wounding the cord, neither of pro-
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ducing n hrematoma nor a funtculitis  The operatton 15, therefore,
smphfied, whateyer the size of the sac

§ Dissection of the Sac —This 13 easy  The operator places lus
left mdex finger mto the aac, explores 1t, and bends the finger, the
sac 18 casmly dissected by a sumple compress  This dissection 1s all
the more easy as here the sac 1s loosely umited to the cord If,
however, the sac descend lower, 1t 13 unnecessary to dissect 1t to
the bottom of the scrotum The operator rests content with its
separation from the cord 1 1ts whole upper part  Then he divides
the sac after having merely freed a small cylndrical piece of the
serous cont The bottom of the ssc can be left at the bottom of
the scrotum, where 1ts presence causes no mconvenience.

6 Contents of the Sac.—The contents should be treated according
to their nature In the present case the sac was empty If the
omentum be adherent, 1t 15 resected or replaced nto the abdomen
If the appendix be exposed 1t 15 a good thing to resect it Ifa
loop of intestine ship 1nto the sac, 1t must be reduced

T Lgature of the Sac —The dissected sac 1s tied with a hnen
thread or with catgut

8 Restoration of the Postertor Inguinal Wall —This consists 1n re-
untting the mternal ip of the crural arch to the conjomned tendon
and to the border of the internal and external obhique, which are
a contmnuation of 1t

In ordinary cases with a muscular abdomen this reunion 1x
easy 1n order thet the suture may be firm, and the renmon per-
manent, 1t must be made without traction, otherwise the sutures will
cut the tissues

When the posterior ingunal wall 18 wesh, as 1n the present case,
1t 13 wise to free the external half of the sheath of the rectus, opened
vertically, this mobilisation 18 brought about by a mmple vertical
masion of the sheath, which allows the conjomed tendor to bend
towards the crural arch The raw surface of the rectus comes in
contact with the apon;u:om of the external obhique but this causes
no mconvemence. The director at the beginning of the o
has freed also the external border of the conjomed tenlt)lzzh:l?a
transversalis and the mternal oblique which umte together to form
1t.  The retractor which had temporarily rawsed the latter, elevates

the internal hip of the anterior wall of the divided 1nguinal canal
the wall which hides the antertor surface of the sheath of the rectua’
ond, owmg to the retractor the anterior surface of the rectus 15’
vistble. The operator divides 1t vertically m the muddle of the
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muscles, from above downwards as far as the pubis  He separates
this fibrous Iayer with the director, and twns 1t outede If the
smallest muscular vessel bleed, the bleeding must be stopped, for
& hematoma will mjure the firmness of the suture The external
Lip of this Iayer 18 to be gently and carefully brought outside  Thres
or four pawrs of Rochard’s forceps are to be placed on the internal
Lip of the crural arch and rase 15, this makes suturing easier and
removes all danger of the needle wounding the external thiac vessels,
and 1t prevents the operator from piercing the external 1lisc vemn,
which crosses the arch and 18 immediately subjacent to 1t If some
unskilled operators had known of this mancuvre they would have
avoided wounding the externsal iiac vewn, which sometimes ends
fatally This suture of the deep surface should be made by mlk
worm gat (Ch Walther) I prefer slkworm gut or chromic catgut
to lmen thread, which becomes infected more easily The mlk
worm gut allows very small knota to be made, which are firmer and
smaller m bulk  Make three knots and cnt the two higatures near
the knot Each thread should be cut separately The sutured
tissues should not draw on the knots, otherwise the suture might
give way
These manceuvres must be executed under the perfect and

constant control of the eyes, never under the guidance of the fingers
It 18 necessary to have a clear view, and work with the point of the
mstruments, to avold infection Strctly spealang, the kmots are
msade by the gloved fingers, but the Iigatures should be passed by
means of the pomts of forceps Infection mjures the firmness of
the wall. The presence of non absorbable hgatures would then
produce fistule and abscesses

. The cord remams behind the deep suture, the opposite to what
ocours 1n Bassini 8 operation, where the cord 1s left 1 1ts normal
position—s ¢, between the two walls. We have observed m
Bassinr’s operation some cases of stmioture of the cord, and some
pam, which make us prefer restoration of the two inguinal walls,
one above the other the cord behind, perhaps less in accordance
with the anatomy, but sumpler and more certain

9 Restoration of the Antertor Ingusnal TWall —This snture 18 casy

four or five mterrupted sutures of quickly absorbable catgut It
15 not necessary, m fact, for the suture to hold more than twelve
to fifteen days. When this suture 18 finished look carefully for the
gize of the mgumal opemng (internal or external) These two
openings are some millimetres sbove each other Do not explore
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tho ning with the finger, which 1s rough surgery, but with the blunt
end of closed scissors It 1 not necessary for the hermasl onfice to
bo large  The pomnt of the blunt scissors must be able to pass at
the side of the cord

10 Suture of the Subcutaneous Fat —All the fat 1s brought
tagather by a quichly absorbable catgut continuous suture

11 Cutaneous suture by Michel's chps  Half of the clips remawn
for four days, and the remainder for eight days

Tendea du g7 04 ablrgue {

Consl guanat ]

Y
Pler o grne X Dupret

Fio 13 —-Raprair Coax or IxoTvaL HERSLA.
I[nguing-al {ncivdon, below at the external Inguinal ring without tonohing
opening

thessrotam.  Division of the and of the eponeurosis  Toves the hernial
as [n this figure it s oyaslly necessary to uss a Farabeuls retract depresses
the lower commbseure of the wound. o which

Arcade cruralem Croma) axch,  Pidser iaternee=1ntttnal plllar,  Tendow &
grond ol -
Teodom of the exteraal oblkque _Cordow spermateyse = Spermatie cod. cu-mi.'.'.,:
= Inguinal canal. Crimaster= Cremasteris Pier externe = External pillar,
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Cordon spermat gue

Geand ob/ gue

Fro 14 —Ruproar Coure or Ingorwar Hresns

The a of the external oblique—antertor inguinsl wall—is cut The grooved
orhutrccdt.haooniwhhonettmblndnpuﬂedhlmmthamtcrlm

{nguinal

n]l -.mi from the crural arch  The conjeined tendon, the internal oblique, and the
ulgnl]ed towards the middls line by a Faraboeuf's retractar Dis
forcepl twsars ;ttnuk the peritoneum ot over the sac but higher up

at the abdominal level

Incasion du péritofne= Pedtopeal fnctdon,
tranyrermlis Cordom spermatique = Spermatie cord.

Petit odrqee ot tramsreree = Interoal obligoe and
Grand obe = External oblique,
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/
Cuteet & Finder dars b sac! \%/ =

3P \‘—""
Fro 15 —Rapicar Corr or Ixovrxar HEryma.

Bymmmmto{thﬂubdmm flnger penetrates into the cavity and s
g.-edtomd.!thzm which is recognited, without it being necessary
to separate t.

Péritosne = Peritonenm,  Pefu ol vque et tramsrerse = Internal and transvermlls,  Grand
oA ewe = Extermal oblique, vefdeTinder dans [¢ swc = of the finger in the sa,
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Fro 16 —Raprcur Corn or Inovmvin Hemaa

The flexed left index finger reaches the bottom of the sec whilst & compress separates
the latter from the parts of the sord

Sac Aermiaire = Hernlal sac L indar sows wne compresse, libdrs le cordon de ses adhérences
a-nc,—Tbolnduﬁngvrnndcr-compfr-ﬁvuLhawrdhum adbexons to the mo
Péritoswe == Peritoneum. Cordon = Cord.
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Note, towards the middle line, the dotted line an the
sheath of the rectus. At this place the sheath of this muscle is to be divided, »o as
and the conjoined tendon

Ligature of the sao with catgut

a Fanbeuf’s

to being into play the internal oblique, the
by

which are here still raised
P

= Peritoneum,

Soc =Bae Ligne & inctvion de la gafne du od droweLine of inolddon of the shesth of the
dntolne Cordon = Cord.

recton Grand drov = Reotus,
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.
\Gread nk/fyu:

)
G:’/'h( anl™ du droit

Prases soule ant | eccods D
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Fm. 18 —Raprair Core oy Dnovrsan Harxia

Restoratlon of the posterior inguinal wall in front of the cord  The {nternal lip of the
crural arch has been raised by three pairs of Rochard s forveps, so as to remove the
needle away from the external iliac vessels. Threse allicworm gut threads unfte tbe
out sheath of the rectns to the crural arch.  If the wall had been strunger these
threads would have direotly caught the conjoined tendon.

Pt o et transierve = Internal obligoe and transvermlin.  Grend diiqus ~ Extornal oblique,
'ne antre. du drou = Anterior sheath of the rectos. Gd. oblsqxe = External cblkque,

G, drov = Rectus. Fimces soulévens Darcads crarale [3 ok Tom pease des cring = Forcaps
&Hﬂgthcrmﬂmhvhﬂtmaﬂkmgﬂtﬂptmmm Cordom = Coril.

& = Ligatures
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Arcade crurale

Pilser axterne 5 pupret

Fro 19 —Rapiaur Cvre oy Izovrsar HeExsi.

Restoration of the anterior inguinal wall. N\ote below this latter level the deep Myel
of tures  The last stitch o visible immediately above the cord.  The five super
stitches are made by quickly absarbeble catgut

Arcads cruralews Crural arch.  Gafne du drou = Sheath of the rectus.  Pilwer sndems Dicternal
pilsr Pier extame= Extersal pillar Cordoa = Cord.
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Agrafe de Michel

Arcade crurale

Pli ds [aine

41
ominale

Grend droit

fascia cnbriforms
Patit n&//;me st transverse

Veine femorale
Cordon spormatigue

F1 20 —Raprour Ovrr or Iwguoxal Hmmwma.
Dlagram of the operation. Note from sbove downwards
a) The akin united byll[hhulluﬂp
)Ianlofcn.tgutint.he
¢} Anterior inguinal ition by qul.ukly absorbable oatgut
i)hcmldtmdghhmrd;ﬁ' euiudeepuE by mlkworm gut to the external
laver of the sheath of the h r paascs abore tba oonjolned
oord nearer the middle lins
orural arch.

tendon, the internal obliqne, the transversalls
rectus muscle hn.lfofthslbmthhuboeuturmdhuktomdltho

¢) Peritoneum
8 Famoﬂgvuin Note tte connection with the areral arch and the danger of the needlo
when The internal lip of the arural srch with the conjoined tendon. The
three pairs of forcops are in that part (see Fig 18 forcops A}
Areade creralew Crural arch.

- of the cxtomal
Apuhrmi-pd. oblique = Aponearosis of o o b - Larch.
Fascls. 'Eritod; toneum.

schel = Aahel’s olips.  Fhs ds l'aine = Fol
oavity Grand drot = Rectus,  Fasss= Py 24~ Peri
fascla,  Pell obligxe o tremsrerses Intermal ob and

‘ascia cribrformis C':fhrl!
tiz’-nntwr-lh. Vdu/b.au.h-l-‘unml veln Cordon spermatigue = Sperma
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HYDROCELE OF THE TUNICA VAGINALIS (EVERSION)

Tre flud 15 contamed In a cavity with thin or thick walls If
the wall be thin (hydrocele) and the quantity of fluid moderate 1n
amount, eversion 18 sufficient for & radical cure. If 1t be thick
(hematocele or pacchy vagmahtis), the membrane must be excised
1n fofo, only preserving the testicle.

Eversion 18 applicable to the majonty of cases of hydrocele with
thick tumes and of moderate size (the size of the fist) If 1t he
voluminous, eversion and partial resection can be combmed, most
often 1t 18 unnecessary This operation applies, therefore, to the
most common cases.

Procedure

Local anmsthesia* of the cord and scrotum.

1 Incision of the Skin —This should not be made on the scrotum,
which 1s more difficult to disinfect and dress, but m the mngunal
region, as m the case of a hermia It 18 to include the skm and
subcutaneous cellular fissue  The grooved director lays bare the
mfertor part of the mguinel opening and the cord, and 18 contmued
to the lower part, at the mde of the scrotum, until the mstrument
comes 1n contact with the tense tunica vaginals,

Whilst the director held m one hand exposes the “ eystic”
tumca vaginalis, the other, holdng a compress, grasps the scrotum
as1f to enucleate the contents towards the mgumal wound

2 Erposure of the Cyst —A Famsbeeuf’s retractor 13 apphed to
the infenor commssure of the wound, whilst one hand presses on

the testicle The tunice vaginalis, of blush colour, protrudes at
the lower part of the wound.

3 Incson of the Distended Tunmica Vaginalis —An meision 18
made by the kmfe and the hqwd runs away The two edges of
the wound are caught by two pairs of artenal forceps or by two
patrs of tissue forceps  In order not to drown the field of operation
with the flud, 1t 15 better to puncture and aspmate” before
incwsing the wall of the cyst

* “ Anesthésie regionale,” Victor Pauchet and Sourdat, loc af
3
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4 Baploration for the Testicle —An mdex finger 15 wntroduced
mto the cavity of the tunica vaginahs and finds the testicle Tissue
forceps held 1n the other hand 18 gmided mto the cavity of the tunica
vagmalis towards the testicle, and seires, not the gland 1tself, but
& fold of the tunica vaginahs quite close to the gland The tssue
forceps draws the testicle mn 1ts jaws, with the tunica vagmnalis,
which 18 everted Iike a finger of & glove

5 Contraction of the Opeming wn the Tumca Vaginalis —The
tunica vagmalis 18 everted the testicle hangs st its end The
wound 1 the tunica vaginalis must be contracted sufficiently to
allow of the passage of the cord without strangulation, 8o that the
everted tunica vaginalis 15 not returned agam during replacement of
the testicle

6 Formatwon of a Caruy for the Testicle —Owang to the eversion
of the tunica vaginahs, the testicle has no cavity to lodge mn, & new
one must be made 1n the cellular tassue of the scrotum For this
purpose a clamp 18 introduced mto the lower angle of the wound
untal 1ts end protrudes at the bottom of the scrotum The clamp
18 then opened wide, & free space 18 thus formed the testicle 18 then
placed i this new cavity, formed at the expense of the cellular
tissue of the tunica vaginalis

7 Suture of the Fibrous Trssue —The skin should not be sutured
mmediately The new testicalar eavity should be separated fram
the inguinal region by one or two catgut stitches, otherwise the
testiole might ascend under the skin of the grom

8 Suture of the sgumnal wound at two levels, first with catgut
for the subcutaneous tissue and then the skin with Michel’s clips

Adhesive dressing to the imngninal region
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Fio 21 —Hyprocerr or THE Trxiaa Viorxarrs
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Fio 22 —Hypaoom.w or tem Tuvics Vaorxanis

The ekin has been incised  The cellular tissue fs ssparated by the director to avoid
sanguineons The operatur abould exposs the external inguimal ring and
the origin of the card  The director ea the cellnlar tissue from the scrotum
20 a8 to expose the distended tunles

internedu cand 1 fld—}‘.ttrrnxlpﬂhrlniintn-nd]ﬂhrol
Hl‘;ﬂf‘m u‘fu:dltodan—Sh"ndﬂm Anmexs inguinad ext m:—m
inguinal ring. Bac ap;lnh-ut aprie ﬂdq-u: coupe de sonde mndk-m pearing
after some cuts with the grooved director Cordon spermaliquesm Ctﬂ:E



HYDROCELE OF THE TUNICA VAGINALIS 43

, —l

~1
1un/7ue vaginale !

\1, A4
2\

r lincision
Ja///ll: ja liquide \ 3 P
de -~ b ¥
lafranchemcnt o
Y
! : A S D
N e S |
Fro 23.—HyprocxLE or THE TUNICA VAOINALIS.
The three stages of the inclsion of the tunies va, First the

protrudes owing
to premure of the right hand then ine 'iththnhdncurymt It }a better to
puncture and aspirate the liquid before incision.

Tauwque raginale = Tunlca va, Par Pincuton fadlrt e I ¢ do DipanchementeThe
gushes oat as a rewnlt of the l.nd.:ri >
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Junigue vagingle

Fro 24 —HyprocaLy or 7aB Tusios Viarritls

Exploration for the testiole. The finger penetrates into the vaginel cavity and finds the
testiele  Tlssue foroepa seizen s plece af the serous coat near the gland and drawn it
outside The tunica vaginalis Is everted.

Tuaigus vagimalem Tunicn vaginalls,

Fra 25—~—Hybprocrie or o Tuxras Vachyilis.

onics Taginalls s everted by traction of the testicle  Two palrs of thuns forceps
The t ~ bold the edges of the opening In the tunice vaginalis.

wafe mInternal auriace of the tunfca yaginalh, Eiéments dn conion e
Face e e ot Tedwalom Toaticke,  Epwirdyns = Epkiilymia.
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Fmm 20— Hyprocxix o vax Toxras Vacrxaus.

How to contrect the oEni%intbemhng{nﬂhto avold the testicle b
t.h.amnbxv‘d s catgut stitches suffies. Ithhehertogoldwetutke
by s uring fpal

shown [n Figs. 25 and 28,
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g Turgue vaginele

Tvat:cu/a‘\
V.
i f/uc/u{yme‘\ s
" i
1 J (o
Ls Duprot !

Fmo 27 —Hyprocsix or man Toaroa Vaarsaus

How a osvity ls hollowed ont for the testicle A clemp ts Introduoed lato the scrotuz
opened wide. The cuvity i formed at the expense of the cellular layer

Tuniqus veginales Tunica vaginalls,  Testlouls = Teaticko Epwdidyms v Epididymis,
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Fro 28.—HyprocELE or THE Toxios Viorxilm
The testicle in its now bed the inguinal wall is dlosed at two levels oatgut and elipe.
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GANGRENOUS APPENDICITIS WITH PERITONITIS

Treatment of Acute Appendicihy

TWHED a surgeon 15 called 1n at the end of an sttach of append1
cihis, at the beginning of true convalescence, 1t 18 better to wait
complete quescence. The operation should be performed as late
as possible (one to three months after the end of the criss) s0 as
to reduce the adhesions and difficulties to & mimmum. This later
operation allows of & short incision and csuses the smallest amount
of damage

T, on the contrary, the surgeon 18 called in durmg the acute
stage when progress of the disease and complications are still to
be feared, 1t 1s preferable to operate at once, and to remove the
patient immediately to hospital.

What shall he do 7 Three classes of cases present themselves

(@) Midd form without rupture, pus peritonitis, or abscess
remove the appendix as m the quescent period (Walther's or
Jalaguer 8 or McBumey s 1ncision), olose without drainage.

(b) Well-carcumscribed abscess {eighth to fifteenth day) Be 1t
thae lumbar or pelvic, mahe the smallest incimon possible and put
m a drainage-tube without leoking for the appendix, which should
be removed three or four months after cicatrsation of the skin.

(¢) Grave form from the beginming (first to fifth or sxth day)
One of the following signs demands immediate ntervention rapid
pulse drawn expression, black vomiting oliguna, ugh temperature,
tendency to distension, acute pamn muscular ngidity, ete

For this operstion, whatever 1ts form and gravity emplov
MacBorney & meision—te a sufficiently long cutaneous ncision
(7 to 8 centunetres)—separate the muscles, and then look for the
appendix  which should be thoroughly removed, then place a
drainage-tube i Douglas’ pouch and gauze ribands.

Drawnage Tube tn Douglas Pouch —This 13 most often sufficient
If the appendix be gangrenous, perforated and retrocecal place
o second tube passing up wnto the bed of the appendix. If there be s
meso-colic prolongation to the left, place a third tube on this sde.

1 0 4
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Burney’s incision (ssparation of muscles) Removal of the gangrenous ndbx .
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In the very serous gangrenous forms, as in the subjoined figures,
do not, as formerly, make multiple incisions, for each mcison 1s
a source of infection Infection of muscles 18 more serious than
peritoneal A single moision on the right side 18 sufficient.

Irngate with ether inmediately, then twice a day mto the tube
In the cage llustrated three tubes were employed

In the quescent forms, burying the appendicular stump 1s
unnecessary, 1 the acute forms, never bury the stump Inject
mmto the abdomen Weinberg’s serum and a serum or polyvalent
vaccine under the skin.

Place the patient 1 the sem: sitting position  Sugared rectal
injections (1 to 2 pints & day) and serum subcutaneously mto the
axilla should be employed
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ADENOMA OF THE BREAST
(Msthetic Enucleation)

Every tumour of the breast should be removed and submtted to
exammination by a competent Instologist  All expectant treatment
should be proscribed, clnical examination slone never gives a
certam diagnosis There are numbers of cases of cancer mn which
the lesion has ansen many years before by an sdenoma which
should have been removed.

Adeno-fibrome mav be diffuse or circumseribed In the first
case the gland 18 increased m size, 1rregular, and studded with small
nodules In the second, there are one or two nodules, as i the
case of the patient figured n the drawmngs If the stological

—2Xammnation give reason to suspect malignancy, the breast should

mtirely amputated s few days afterwards
Thatever the age or form of the adenoma the 1deal and safe
1ent 18 amputation of the whole gland excluding the skin,
and subcutaneous fat This removal 18 carmed out by a
mmary incision saving entirely the fatty tissue of the breast
nple and the areola are preserved but the breasts are flat
appearance less prepossessing than complete ablation of
When the patient 18 young and demres the shape of
'tobemnmtamed one or more adenomata can be removed
\"ble ncision 1n the axilla or under the breast, in this
~— e suthmammary fold ldes the cicatrix. We did this m

Fio 31 —scoBtient figured m the drawings

e
Dans le cxl-de-ser
anesthesia *

ammary wmewwon ncluding the skin and the fat as far
eurosis of the pectoralis major

mammary Dissection —This should not be performed
¢, which causes bleeding, or with the fingers, which 18
way, but with the end of closed scissors, or better, with
f gauze mounted on forceps, and soaled m warm seru m
rnesthésie régionals " Pauchet and Sourdat (Doin, Editor)

53
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It should be done slowly until the tampon protrudes at the upper
part of the breast and appears to have separated the whole extent
of the breast. There should be no bleeding, 1n cases of hemorrhage
higature immediately, because a submammary hematoma would be
& very troublesome complication.

4 Examwation for Ons or more Nodules —The left hand turns
back the breast, the fourth and fifth left fingers bring up to the
meision the deep surface of the gland on which the adenomatons
nodules grow  On the prominent part of the adenoma the bistoury
cuts the mammary tissue.

5 Enucleation of the Nodules —On the retromammsary pro-
trusion of the nodule, an incision 18 made with the kfe and the
adenoma 18 vistble It 18 seized by tissue forceps and enucleated
with the pomt of closed scissors The cavity 13 closed by some
catgut sutures passed with Doyen’s needle

The same operation 18 performed for each nodule MMost often
the tumour 18 single

6 Is a Drawm Necessary f—If there be the least sanguineous
discharge, 1f the application of warm serum do not suffice to secure
absolute dryness of the pectoral and submammary surface, place a
bundle of silkworm gut 1n the way we have done m this operation
This should remaimn 1n position for forty-eight hours If the bare
surfaces are dry, 1t 18 better not to dram and to exercise slight
compression for twenty four hours

7 Suture —Make two levels a catgut 0 contmuous suture, 1n
the fatty tissue, and an mterrupted suture of lnen thread or by
clips 1n the skin  Draw out one clip or a thread at the end of two
or three days Remove the others at the end of six days

Adwise the patient to shampoo the breast fifteen days after the
operation.

In & case of subcutaneous extirpation of a diffuse fibro-adenomsa
we have performed sn immediate graft with the contents of an
umbilical herma The graft took but the breast formed m this
way was very ugly Ve do not adwise this procedure
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Fro 32 —ApEyons or ror Barusr

This voung woman had two adenomata of each breast; the dotted line shows the Inchion
made in the submammary fold 50 as to leave an invidble scar
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Fio 33 —ApExouu oF TR Bryast

Two tisene forcens draw on the upper

nd with the knife
o blade cuts the fibrons tract which unites the gland to the

odgo of the wound
sponcaroais of the peotoralls major

Separation of the
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Fro 34 —Aprxowa or TEr Barusr

To_savoid hemorrhage of the upper part of the gland-—1.¢ where it fs dificult for th
~ arterial forceps to stop the bleeding the knffe is replaced by-mmprenorbyla:ep:
g:, mt_hn i, pethapa, slower bat produces no hemorrbage and requires no

m



60 PRACTICAL SURGERY ILLUSTRATED

Fro. 35 —AprIoMs OF TEK Barisr

How to enncleate au adenoma of the breast. The knife hay divided the fibrous capsuls
across the gland  enuclestion iy made as for s gostrons nodule for « prostatio adenoma,
or for & uterins flkroma.
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F1o 38 —Aprsoxa or T Brreist

Eauclration of en adens-fibkroma of the breast timue farceps druws on the tumonr whilst
panle

the curved and cloted scissors removes the ca;
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Fro 37 —ApEIOMA OF THE BREAST
To produce hemostasis four or flve catgut stitches close the cavity
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Fra 38 —Apexoxa or THE Brmagr

lon of & second edk

Four homostatic stitohes have been Introduced nto the cavity of the first tumoar removed
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Fro 39 —Aprxoss or ThE Brrisr
Appearancs of ths bottom of the cavity after enuclestion

Fra 40.—Apxxoxa or tar Barasr

Suture  \ote here the bed of the glind merced Is very thick: tbe stitches show befdes
they should have been applred moce deeply  they Include neatly the whole thickness
of the gland the enca ted tumour was more superficlal
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TREATMENT OF HZEMORRHOIDS

TrE total exturpation of s hemorrhoidal mass by Whitehead’s
method 1s the 1dea] procedure 1615 indicated where the heemorrhoids
prolapse, or are large, or are nflamed. In analogous cases there
15 much tssue, and the exeresis 15 easy the rectal mucosa
yields extensively, the operation ought to be performed without
traction on the mucosa, without excessmive tightening of the
threads, and with asepsis. Bleedng shonld be Lept under
control. The operator should apply collargol cintment (16 per
cent.) to the wound, cure most often occurs without suppura-
tion, without division or separation of the suture, without
contraction of the cicatrix, and without stenosis  But in ordinary
cases, where there are only one, two, or three bunches of hemor-
thoids, when they are not very large, so that between each bunch
there emsts a small bndge of healthy mucosa, 1t 18 sufficient—even
better—to make a partial resection of the vancose mucous membrane
of the anus and to remove each bunch separately The operator
should leave between the varicose stumps some tracts of mucosa
which prevent contraction of the tissue and avoid stmcture of the
anus. The operation thus carmed out 13 less brilhant, but less
mutilating and more sumple It 15 apphicable to the majonty of
cases.

IwpicaTions —To operate for hmmorrhoids one of the following
phenomena should be present pain, bleedmg, or prolapse

In other cases operation 18 not mndicated It 13 necessary to
make & complete medical examnation, see to the digestion and the
Lver, and advise a thermal cure, hygiene, exercise and abdommal
and general massage.

Each tmoe & doctor has dingnosed heemoarrhoids before thmlang
of any treatment, and before even examming the patient’s condition
or abdomen he should make & rectal exammation and rectoscopy
If this latter be panful, he should still make 1t under local anses-
thema It sometunes happens that a patient operated upon mx

months or a year before for heemorrhoids now comes to the surgeon
67
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ther In ths way the hmmorrhoidal stump 13 tied,
d to the skin The wound 18 closed Cut off with
18l tied bunch of hemorrhoids
the same way for each bunch
collargol omntment (16 per cent) The patient can
ashelikes Every evening he should drnh a dessert-
raffin, starting on the fourth day Give an aperent
day, then normal diet.
tth heemorrhoids suffer from ‘‘ livers,” to which the
ing and fasting for eight days doesa great deal of good.
st ins1st on the usefulness of general hygiene, exercise,
‘re etc Hememorrhoids are a disease, not an accident.
v has removed them, the cause should be combated
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ligatures together In this way the hmmorrhoidal stump 18 tied,
and then fixed to the skin The wound 18 closed Cut off mith
scissars the small tied bunch of heemorrhoids

Proceed n the same way for each bunch

Dress with collargol omntment (16 per cent) The patient can
get up as soon as he Iikes  Every evening he should drink a dessert-
spoonful of paraffin, starting on the fourth day Gave an aperient
on the eighth day, then normal diet

Patients with hemorrhoids suffer from ““ livers,” to which the
rest cure, purging and fasting for eight days doesa great deal of good.
The doctor must nsst on the nsefulness of general hygiene, exercise,
and & Vichy cure, ete. Heemorrhoids are a disease, not an accident.
Lven 1if surgery has removed them, the cause should be combated
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Fro 42 —HrMoRxEOMS.
Appearsnce of the anws.  Hwmorrholde above and to the rght

Himorrhoids ax16rnst m Extacnal hemorrholds.

Anxge Azma,
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Wemorrhoides
| externes_
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! Dilatateur. __
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Fro 43.—~Haxuorxaoms

Dilatatron of the sphincter Local ansathests In the lomen ot the hwtroment the rectal)
mucoss oan be soen with four bunshes of hemorrholds aroand the anos.

Bémorriolde exitrass= Exterral hemorrholds, AwmesemAmm,  Dilsiatenr ms Dilatar
Rectum = Rectum.
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N Hemorrhordes
pincees

Fro. + —H.xxoranoins.

EBach bunch of b holde, made promi and prolapelng as & result of dilatation s
sefzad by & palr of twsus forceps.

Anxow Awus,  Himorrhoides puacées = Hmmorrhoids sefzed by forceps
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Fio {5.—Hzrxorxnoms.
Dawection of & varicose bunch. Thelk!ni:d]vidodlnthnfuld)vhhhnpqntuthnhunch

from the margin of the anus.  The sp s axpoeed, and : th
§ dissection 1 followed up to the healthy submuoous tissue spared; the

Himorrkolds = H hold Sph - 8pht
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N\ S Dupret

Fro 46 —Haxorrsoms

A mu-ll.h:enurﬁn slowly abearbable utgnthtm:mdncad thﬂbuao{
hotd so a8 to give it & pedicle is formed by
external

Anps = Anun, Sphincter = Sphincter
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Laoh petlale made by the higatare is fixed to the cutaneous
stitch; tho knot once tightened

the skin {nto apposition and fixes the Itubgp
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Sature and ligatnre  Examination of each of the four wounds shows how the operator
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VIII
CURE OF EVERTRATION AFTER LAPAROTONMY

EVENTRATION after laparotomy 18 due to one of the following
causes

(1) Suppuration, (2) weak tissues with feeble muscles, ptosis, etc.,
(8) bad sbdomnal suture either the operator has used bad materal
(raprdly absorbable catgut), or the suture has been made too hastily,
(4) Mickulez’ drain  Mickulicz’ dram has often been accused
of producing eventration It 18 certamn 1t predisposes to it, but
does not necessanly produce 1t. When the abdormnal muscles are
strong, the dramn does not cause eventration. Bemdes, this argu
ment agamnst the drain 1s valueless, becauss 1t 13 applied 1n serious
conditions which run the nisk of & post-operative pentonitis. The
prospect of a second reparative operation 15 then of no mmportance.
Suture of the abdomen at one level by wire—the quichest and the
mcest way of closing the wound—does not produce eventration any
more than suture at three levels The hne of suture 18 generally
more visible and for this reason this procedure ought to be reserved
for senous cases and for feeble and stout patients to whom the
appearance of the abdomen 18 a matter of indifference

When a patient has to be operated upon for eventration, two
precautions are necessary

1 TIf the patient be fat, decrease1t

2 Btrengthen his abdominal muscles

Both can be obtamned by gymmastics and massage combined
or not with dieting It 18 necessary that the abdomen should not
be tense. A cure for obemty (fasting, water, grape-Juice, fruits and
vegetables exclumvely) decreases the weight without altermg the
health

Local Anwmsthena

TECENIQUE oF THE OPERATION —1 Cutaneous Inciston —The
cicatrised skin hike every old cutaneous incision, should never be
lucised agamn but excised, 60 a3 to leave only one scar, with a skin
normal 1 appearance.

In the present case the excision was made secondanly to the
cutaneous incimon  The mcision 18 generally not linesr and vertical,
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a8 m the present case, but lozenge-shaped, enaircling the cicatrsed
skin. Removal of the lozenge-shaped piece opens the abdomen,
the skin and the pernitoneum form only one level.

2 Liberatton of the Intestinal Loops and of the Adherent Omentum
—Infestine or omentum adherent to the akm The omentum 1y
resected and tied into small stumps The intestine freed by the
kmife 13 0 be repaired when the sero-mnscular layer has been mowed,
and the submucosa exposed The sero-muscular suture shonld be
perpendicular to the axis of the mtestme, 1n order not to retract 1.

3 Dussectron of the Different Abdomnal Levels —The skin and
the serous surface are umted by the cicatrised tissme. There 18 no
trace of muscle or of aponenrosis On principle, excise the cica
tnosl part and leave only normal aponeuross and muscle. If the
tissues be sufficiently developed, and only reach the middle line by
bending the trunk, and if the muscles be separated, be content to
bring mto apposition the cicatrcial level m two stages, so ab first
to form a deep fibrous surface on the middle line, and then & second
surface by the apposition of the borders of the musoulo-aponenroses
of the recti.

The pertoneum often forma a hernial sac, with one or more
diverticula  These serous cul-de-sacs ought to be excised s0 83 not
to predispose to & new herna, divide them close to the fibrons
tissue, which must be brought into apposition  Stop all bleeding,
for & heematoma and s forftors suppuration endanger the cure.

4 Suturs of the Deep Levels —If the muscles and the aponeuroses
be strong, and 1f there be much tissue, the operator sutures the wall
at four levels

(a) Serous and posterior sheath of the rectus (catgut)

(b) Anterior Iayer of the sheath of the rectus (slkworm gut)
(6) Subeutaneous fat (catgut)

(d) Skin (chps)

1 the muscles be apart, and 1f the operator has only, 8s mn the
drawings, one fibro-serous surface suture this level mn two stages

(a) The borders of the sero-fibrous wound are brought wmto
apposttion by some interrupted stitches of ordinary catgut.

(b) The precedng suture will be buried under another level,
with silkworm gut or with slowly absorbable catgut.

§ Suture the fat by some mnterrupted fine and quichly absorbable
catgut statches.

6 Close the skwn with clips.
A layer of gauze and plaster acts as a dresming  The patient
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should reman m bed fifteen days No violent exercise for six
weeks, after this, exercise, to strengthen the abdomnal muscles
Advise the patient to move the skn of the abdomen by his fingers
morning and evening, to prevent adhesion between the skin and the

deep layers.
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Incision of the wall only including the skin, e littls
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How the lar cont of & d d loop is repaired  The suture is mede
dicularly to the axis of the intestine so as nut to contract it Ou the edges o (be
wound & hulcl tricia] mrluce formed by the peritoneam, :ponevrcmn.-ndm
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Fro. 51 —ByrsTrarioy arrex LarizoToMy

Excition of the cleatriolal akin  The edge of the subjacent tiswus js formed by the ped!
{opeum and the tisua of the oleatrix.  In the nresent cass the aperator did not

the a] and the normal muscles owing to the reotibelog too farapart. Of
wise it woald have been batter to excise all the sicatrictal t and to bring the
normmal tisraes nto appodition.

Le tuarn eacatricid o {8 excisém The clostriclal tisue has been exclsod,  Twsw cxatnend gui ve
re crcud e Clestriclal tieros to be removed.
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Fro 52 —EvEsTRATIOX ATTER LiPAROTOMTY

The cloatriolal wall sutured at two Jevels: the firat apposes tha cloatridial thsue and the
scrous membrane; this {s made by eatgut the second s of allkworm gut made by the
mud]agﬂ-u!ngthntluuu-quﬂoehotothohnlthyupunemolh,loﬂntthnmt’m
l{:orﬁ:g‘ to apposition the two internal parts of the shiny sponeurosis The muscles

Catgut=Catgmt. A pomérrose= Ap P .
o L‘rll—sﬁk.-qmmm' Fatty tome,
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TRANSVERSE SUPRAPUBIC LAPAROTOMY
IN GYNACOLOGY

WE male use of this ncison m about & third of our gynecologieal
cases Tequring laparotomy, and we should uge 1t more often o 1t
did not prolong the operation

Its DIBADVANTAGES are a8 follows

1 It bleeds more than the median nason. Heemostams of the
cellular tasue 18 more difficult. Some vessels cut between the
aponeurons and the muscles can give mse to a hematoma (It 18
possible and necessary to avoid this occurrence.) It prolongs the
operation by five or ten minutes.

2 Tt sometimes gives less dayhght.

3 Tt does not permut of bemg drained easily

4. Tt can hardly be enlarged 1f there be not sufficient space

Its ADVANTAGES are the followmg

1 It 18 mnwistble 1f made m the pubic hair or in a transverse
abdominal fold.

2 Repair of the abdommal wall after the operation 13 easer
than after a vertical laparotomy

3 There 18 leas trouble with loops of mtestine.

4 Eventration 1s avorded The wall 18 firmer than mn any kind
of operation with a median suture.

To sum up 1t must not be nsed for suppurative salpingitia or
for large fibromata growmg beyond the umhlicus, we do not use
1t for hysterectomy for cancer, although we have seen 1t used with
success by Sénéchal (Pans) end by Polosson (Lyons) This mason
18 mdicated 1n 50 per cent. of cases of gynecological laparotomies
On the whole 1t 18 superior to the vertical mcision, whenever 1t 1s
possible

Procedure

Befare placing the patient m the dependent posttion, put o
cushion under the shoulders i order to bend the trunk shghtly
(Sénéchal)  Support the shoulders by straps.

Spinal anmsthesta 18 not absolutely necessary, but we advise 1t

85
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a8

1 Bgnphﬁes the techmique and procures a greater reaction than

1 Cutaneous Inorsron —This can bo made in the pubie hair or
m a cutaneous fold of the hypogastrmm  As soon as the skm 1
Zit;u?fd:]j;olggig u} the g’éd 18 hardly seen  When the casa 1s
cmbilions, 5 y large fibroma, reaching, for instance, to the

, & transverse icision wm the fold of the skin 18 better
than n the hair, the same applies to & utermne cancer The mewon
should be 10, 12, or 15 centimetres long, secording to the case

The surgeon should 1ncise the skin and fat from end to end,
and immediately stop all bleeding by ordnary catgut

2 Incwsion of the Aponeurosis —Cut transversely the aponeurosis
of the rectus, close to the upper lip of the subcutaneous memsion.

3 Dissection of the Aponeurotc Level —Never geparate the
aponeurosis from the subcutaneous cellular tissue, becsuse 1t 18
entirely supplied by the latter, and if separated from 1t necrosis
of the aponeurosis would result Begn the dissection at the lower
Lp and at the white hne Rawse with a pair of tassue forceps the
alzioneumsm at the hnea alba (a) at the pubis, (b) at the umbiheal
aide.

(a) At the pubis the aponeurosis 15 rawsed by the forceps where
1t 18 adherent to the linea alba as far as the pubis  Beparate the
muscles from the aponeurosis with & tampon of gaure, and then
with flat scissors cut the linea alba to the pubis

(6) At the umbilical side, also raise the aponeurcs:s at the linea
alba, separate 1t from the rect: and cut with flat scissors on the lines
alba up to the umbilicus The abdommnal wall 18 immediately
separated 1nto two layers, leaving the aponeurosis m front and the
musoles behind  Put down the cuttmg mstrument after the separa
tion of the white line from the umbilicus to the pubis and dissect
the liberated aponeuross from the anterior surface of the rectus
with a compress on forceps Never use sciasors or a kmife, other
wige one of the vessals may bleed and form a subaponeurotic
hematoms, which would compel the wound to be opened This
musculo-aponeurotic dissection should be extended as far as possible
above and below Above 1t should reach to the umbilicus, and
below to the pubis  This 18 the most important stage of the opera
tion  If this dissection be not completely and extensmvely carred out
the opamng 18 not large enough 1f the compress be not used there
18 & predisposition to the formation of o hwmatoma This 18 one
of the two reasons why 8o meny surgeons have given up the trans-
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verse mcsion, which 18, however, supenor to the vertical moision
1n o great number of cases

4. Ssparatwn of the Two Rects wnuth the Grooved Direclor, wn the
Medwan Lane, from the Umbilicus to the Pulrs —Ii the upper part
of the umion of the resta be difficult to reach, raise the liberated
aponeurosis with & vaginal retractor

§ Medan Incson of the Pertoneum.—The pertoneup being
open, itroduce a retractor or a Doyen’s suprapubio depressor If
the operator experence any difficnlty m mtroducing Doyen’s supra~
pubie depressor, he can be certain there 18 & fault n his incision

6 Closure of the Wound

(s) Remove Doyen's depressor or Dartigues’ retractor

(b) Bimple catgut continuous suture of the pentonenm

() One or two U shaped stitches to brmg the borders of the
reot1 into apposition

(d) Continuous slowly absorbable catgut snture of the apo-
neuross.

() Catgut (0) continuous suture of the fat

(f) Suture the ekin.

Plaster acts as a dressing
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Pli dem: cireulaire
e /abdomen
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Fro 854 —TmuNsyrmsx LirinoToMy
The typioal inclydon ought to be made In the suprapabic fold, which is hidden by the

hatr  But here, as the case was one of fl mlmebmgtbaum o, the ino:
'umuleinnlold-bcru.vhmthotmwﬂLhnmm petly inviaible. The
nponcnm-hwﬂlbohmhadclmtotha.-ﬁuwtmeom p. This aponeuroais ought
to remain always adherent to the never separated from it.

{rc drealar fold of tho abdomen. Fs ens-pubron = Bopra
Ell:l.elald. Taland-ﬂabl{qu-demu{Lht ernal obllgue. Lygne & incinon=
of ineldon.
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Fubs ]\ Gramidal de labdomen
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The operator who always carefully the union of the aponeurcals to the skin,
separates the aponeuroxis from muscles, firat at the publs, and then above at the
umbilicns. The publsand the umbilicus ought to be The eatting Instrument
(le{.o'no'rb:ﬂa“hlmldonl be em;

in the middle line to separate the white
line from the peritonenm. muscles should be separated by a compeess 86 as to
avold division of vessels, which would produce & hematoma., hematoma is the
mo::ulmpa'tmtdhdnntlgﬂhltoccnnlnthhﬂnduuuchbmltuughuubelrokled
at costs

Pabism Publa. _Pyramidal de Fabdomen = Pyramidalis.  Tendos dx gd obdupuem Tenden of
sxiemal cblgis. | Ligrc Hescks= Lise albw. -~ Gresd drnt s Fatdomen  Rectos
abdoeinta, on dx e ne ant drov)e Ty of ernal
(amterior sheath of the rectus). re. €8 drowt) = Tendon of the external oblique
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Opening the peritonenm. The;inéyedlndloo-p-donutrholnw the wound so readily as

the median

PubisaPabls,  Lipae &'tacirion = Ling of Incidon.  Tendon du pd oblrywe =Tendon of the

external oblique.  Grexd droiz = Recton



PRACTICAL SURGERY TLLUSTRATED

N - ctre,




TRAMNSVERSE SUPRAPUBIC LAPARATOMY 93
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The ven the transverse {nobslon. The regti are made sppl t flexto
B B by O vk 1he Intestines ave mot vhiie, T " 27 tight flexion

Pubis = Pobia. Toaris = Bladder Utérus s Uterna, Rectum = Bectum, Tendow du
graxd oligue = Tendon of external obligue.  Grand droif = Recton,
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VESICO-VAGINAL FISTULE

‘TrEIE site depends on their cause

1 Those which follow hysterectomy for cancer of the cervix
are mtuated at the floor of the vagins, in the vagmal cicatnx

9 Those which follow dystocia are lower and more or less near
the trigone of the bladder ’

For seventeen years we have had to operste by this method
on twenty two vesico-vagmal fistul®, sixteen of which were in the
roof of the vagma in cases of hysterectomies operated upon by
us or by our colleagues. The majonty hed had many operations
Two only of these vesco vaginal restorutions have fmled by our
method, and the anatorcal conditions sllowed us to explam the
singular and temporary failures  The others have all creatrised after
one operation. ‘The great ease of this method apphed to fistulm of
the vagnal floor has prompted us to apply 1t even m some cases
mtuated low down, 8% 1 the one drawn here. The patient who
has served for a model for this operation had been operated upon
by & very dwstinguished colleague by the suprapubic route. Not
withstanding a month’s rest on the abdomen, the fistula returned
exactly as before. It was the size of & 50 centime prece  She was
a8 the other cases, completely cured mn ten davs. The prineiples
of the operation are as follows

(a) Very large approach to the fistula, owing to divisien of the
vulvo-vagmal attachments

(b) Extremely wide separntion of the bladder, from the cervix
to the pentoneum on one hand and on the other extending on to
the posterior wall and the lateral walls of the orpon. This dussec
tion of the bladder 13 nearly as large as it cases of cystectomy
The object 18 twwofold to present a large raw surface for the apphea
tion of the sutures and to make the soft walls relaxed 80 as to exercize
no traction on the sutures

{c) Do not suture the vagmal wall, or st least only brng 1t
together by one or two threads, so that a hematoma cannot form

between the vesical and vaginal wall.
L 07 7
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The operation 15 as follows

Trans sacral or epr-dural anesthesig *

Dorso-sacral posttron

Cleanse the vagina with ether Pamt the permneum and the
vulva with an aleohohe solution of 1odine or of picne acid, 5 per cent.

OreratioN —1  Vulro-mgnal Dwnston —The operator applies
the index finger of the left hand to the fourchette 80 as to make the
vulva tense and 1ts border nigid for the use of the kmife. The divisian
of the vagmal mucous membrane 1s to be made very deeply, as well
a3 that of the levator an and of the 1schio-rectal fatty tiasue

‘When the fistula 18 low down—+ ¢ , as here—due to a confinement,
the division of the vagina does not reach more than & half or two
thirds of the vagna If 1t be high up i the vagmal roof and
following & hysterectomy, the whole of the vagima up to the fistula
18 divided

2 Dusection of the Bladder —Incise circularly the vagmal
mucosa exactly round the fistuls, then make two 1ncasons on the
mucosa from above downwards from the circular meigion, fres the
two vaginal flaps so a8 to bring the vesical wall well into view It
1s not sufficient, 10 fact, to free the edges only of the vemical fistula,
1t 18 necessary to dissect the bladder to a conmderable extent It
can never be separated too much To meke this dissection, use
the pomt of blunt and closed scissors. Use pataence, and go slowly
and gently, 80 a8 not to tear the bladder or ureter, and do not cause
bleeding When the fistula 18 low down, still dssect to the pen
toneal vesico-uterine cul-de-sac, separate below as far as the urethrs,
and strip the two lateral surfaces of the bladder Tampon with
warm sahne water for a few moments to avoid oozmng Tt 18 1m-
possible moreover, to pick up the vessels on the lateral walls of
the bladder The arterioles or venules are hardly seen, this 18 the
reason why the dissection 18 to be made with blunt mstruments

3 Sulunng the Bladder —This should be made at two levels
with chromic catgut 0 At the first level mtroduce four separate
non perforatmg stitches for 2 millimetres into the edges of the
bladder so as to appose 4 millimetres of 1ts raw wall Above the
first level restore the vesical wall a second time by four new catgut
stitches. Tampon with saline water to ensure heemostasis Wait
& few mmmutes The essential part of the operation 1 finished

4 Treatment of the Vaginal Flap —The bladder 1s sutured, the
operator has n front of bim the dinided anterior vagmnel wall the
& Apeathésie en Churmrgie Urinsire R de Butler d Ormond (Editor Doin, Pans)
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edges of which have been disseoted  Rewust the temptation to
appose them m on elegant and complete manner A hemsatoma
might be produced between the bladder and the vagna, and this
hematoma would cause separation of the bladder The surgeon at
the most may ntroduce a U shaped stitch or fwo separate stitches
to bring roughly together the vagnal flaps  The vagimel suture 15
to be left gaping for the sanguineons cozing, if there be any, to find
an easy exit into the vaginal dressing
5 Restoration of the Vulvo-vaginal Dissection —The operator
should make this restoration with the greatest care This stage 18
longer than repainng the bladder Do not forget the dissection
has been made to assst the operation It cught not then to leave
any trace, otherwise the procedure will lose 1ts velue The suturey
ghould be at four levels three of catgut, one of silkworm gut.
(@) Suture of the schio-rectal fat four or five stitches of srmple
catgut.
(b) Suture of the levator am and of the adjacent cellular tissue
with chromic catgut 0
(c) Buture of the vagma and of the mucous part of the vulva
with chroms catgut 0
(d) Buture with sillworm gut (four or five) of the skin
Only the skin 18 sutured with non absorbable threads. The
remamnder 13 sutured with catgut
Dressing —This 1s very important, becanse suppuration must
be avoided, as well as sangumeous cozing To ensure asepms of
the vagina we find nothmg better than collargol omtment (Ch
Walther) The operator soaks a ribbon of gauze in this omtment
(15 per cent.), and introduces 1t mto the floor of the vagina The
gauze 18 soaked, and so the vulva and vagine are well lubricated
Fix a catheter into the bladder
The after-care 18 very important, every second day an essistant
carefully withdraws the vaginal gauze and replaces 1t by another
one impregnated with a fresh amount of omtment, 1ts introduction
must be made very gently, not to hurt the suture. At the same
time the catheter 18 withdrawn and another substituted after labri
cating 1t wath collargol omtment
On the eighth day remove the cutaneous sutures. On the tenth
dav remove the gauze and the catheter The patient 18 cured
Of the twenty two cases two only did not unmite at the first
operation  The others were cured 1n ten to twelve davs

Thirteen cases had before been operated upon nfré
by the classic methods pon by my confréres
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Fio 62 —Vesioo-vaorval Fisrvia
Volvo-vaginal division In the ureters two urcthral catheters inserted by Lays or Mac
Carthy s urethroscope to ayoid catching the ureters {n tho suttre tho fistuls fs near
index finger of the left hand forcibly preses down the vulva whilst
the rlf‘ht hand outs the vagina  This seotsan, indispensable for fistule of the vaginal
roof when the fistuls s fow down  But ft conaiderably faoflitates

not
Lbcapatthnmlb very usetal

Uritre=aUrethra,  Fistds titcoraginale = Vestoo-vaginal futols,
daxsla resne parla fsgule = Urcteral catbeters scen in the bladder by the fistala.
Uteraz. racd de [incirson = Line of the incision,
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Mmmmmh‘mdmenpmhﬂrﬁcbcdbvmthm;m A retractor

pulls down the etor wall of 1he which s mueh by the diviston

-J‘: 'I‘heu-pﬂ'nvo‘rgmopn-luan the bladder with &y much ease
as {f bs were deallng with & wound of the skin. Thedrcu.hrindshnelontot.bo
firtula will be enlarged by two other vertical Inchslons.

Sovdes wrétérales = Ureteral eutheters, Urites ~Urethre.  Frdwle = Fitala, Trecd de
l'n:!nou J._zuoq{m‘.z e Trachyg of the dividing Inetsion.  Uférus =Uteras,  Relerenr
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[ Sondes
wreterales _ _

Fistule

Paror
es/cale

Fro 61 —VENoo vaaroar Frerora

Two yertical inclsions have branched off from the ofrcular incision. The vesico-vaginal
dlsecotion s to be extended very far on the median line from the urethra up to the
vesloal peritoneum and laterally p to the anterior surface of the bladder

Sondes wrétérales = Ureteral cathoters. Urdtre wUrethra,  Parol roginale e Vaginal wall.
Frstnls = TFlatuls, Puarol 1ésicals = Vexloal wall Utérue = Uterns.
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-
_Paror
sicale

Uterus

T

S.D

Fio 68 bis —Vx3100 vacrxaL FsToLs.
Continuation of the preceding stage

U étre mUrethra.  Paroi roinale = Vacioal wall.  Parol réscale s Veulcal wall,  Fistule =
Fistala, Utérus = Uterus.
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v Sondes_ _ _
ureterales

Paroy
vesicale,

3y,

Cul-de-sae
peritonea/ ~ /4
wvesseo-uterrlg

1\

i

S Dupre L"_

Fio 05 —Vamoo-vaomar FIsTOLA

The gum {a intended to show the great extent of the vestonl dissection #0 that the bladder
mnotnn}ylvuri::gamﬂm but above all, that the edges of the fistuls, when
bronght into apposit exeroise no traction on the sutures

Soades writirales = Urrteral eatheters. Uritre = Urethra.  Paros vinceie = Vesical wall
Fistwle sinco-rozinale = Vorlco-vaginal fetols  Parol oxginale = Vaginal wall  Onlde-
.t Plnlnaﬂl Ténco-utinin v Vasloo-uterins peritones) cul de-sao Feces latéreles de i
rersie == Lateral surinces of the bladder
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S
' Sondes ;
ureterales _

Uretre. ~

Fils de /a

7€ suture

Fio 68.—Vxsco-viomnaL Fisroia

Chromio eatgut 00 vesical sutare: the stitches do not pass into the bladder

Sondes writirales m Creteral catheters.  TUritre=Urcthr.  Fls dela 10 suture =
thelst suture,  Parosincale = Vesdealwall.  Parod coginals = Vaginal wall,

Threads of
Futulem
Flstola, Ctérns e Uteron.
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4

Parot
vesicale]

Fra 68.—Vrsico vaorsat Fistora.

Incomplete restocation of the vagimal wall. Tho vagine must not be sutured to prevent
the san guineons disc| from forming & hematoma between the bladder and ;ﬁi::
as this rnuudnpl:ntet embl;lwtm One or two stitches are su t.
The wound of t wall partly gapes. Success depends above all, on the
nﬂmntbnufthebvl:gzlnmiontbem'ﬂhvhkbtbewdml sutare has been

Urdre = Urethra.  Puros réscale = Vesical wall,  Setwres de la fintwle =Sotures of the fistuls.
Purol vonsale = Vaginal wall, Utérus = Uterve
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Ur‘etre -
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stule
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de /3 %

Paror_- —
vaginale

M?Duprez

Fro 60 —Vasioo-viartisn Forora

Restoration of the valvo- wound at two levels

(a) Doep layer of catgut in lovator ani and in the tsohio-rectal cellular tisse.

(b} Buperficial layer with sllkworm gut In the skin; catgut In the muocoss. The vesleal
wall is insompletely covered by the incompletely suttred vaginal mucoss.

vrun-umhn. Suttres dela famle = Sutures of the fetnla Pumunyuuh-"qlnﬂ“ﬂl
Utérus == Uternn, FI sur le relevenr = Buture {n the levatar

N

\
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At ey AR
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Sonde vesicale_ ,‘\

Uretre_i_ _ —

Sutyres de
/5 )g/stu/e\

Paror -
vesicaler

Paro:
vaginale/

whFret

Fia 70 —Vesico-vaorxar Fisrora.

Valvo-taginal sutare finished. A drain impregnated with collargol ointment will be intro-
doced into the va and renewed everv second day esalso the catheter Thelatter
is withdrawn on the tenth day at the same time as the perinesl sutures.

Somde réscalew Vesleal catheter  Urdtre =Urethra.  Swtwrws de la fatudem Sutures of th
i Paros vincale = Vesical wall, Plrmﬂpld:-"‘:éhnl“n. °
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fistule veaico vaginale *
{

Yterus

ment awtour de 1z fistule
4
Yaqin,

Fia. 71 —Visroo-vaorxas Forora

F‘ignre showing the antero-posterior extemt of the vexiesl dimection Note that™this
mﬁl in front from the perrtoneum in front of the uterua to the

= Bladder  Futule mmguw-vmwm PubiomDubie.  Dtbrmaw
Veers Urethra, M-culdwizlnﬁnlg-Amo{ dhweotion

Tterow,  Uritre =
round the Setole.  Tegn -V‘Elﬂl-
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Vesare
: Fistule fermee par la
s VT promiere sdture o
"
i Yterus

fils de la deuxieme suture

Vessie,

I/'/atu/e vesioo vaginele
N peerus

fils dels premuisre auture
Fro 72 —Vesico-vaorxar Frerora.

Drawing showing the large disectlon of the bladder the method of introdneing the sutures
and the usetulness of the ureteral catheters when the fistula s near the trigone

V¢ ne=PBladder  Fieule jnulmw la premidre suture=TFistula closed by the fint suture
Utéree = Uterm,  Pubis = Pal Urdtre = Urethra, Somde writérale = Urstere,
eatheter Vepa=V\agion, Fils dele dexibme suture m Threads of the second sutural
{b‘:ndr:t““ co-ruginal¢ = \ exico-vaginal fistnla, Fils de la premitre suture = Threads of

watare,






XI
EXCISION OF A PAPILLOMA OF THE BLADDER

ANY case of hmmaturin requires immediate cystoscopy Every
papilloma ought to be treated as soon as possible, because 1t frequently
gpreads or becomes malignant

The treatment of choice 13 destruction by endoscopy with heat
or electric sparks. The patient should afterwards be cvstoscoped
from time to time to detect any s1gns of recurrence, and to destroy
them rmmediately by the high frequency electric sparks.

This treatment suffices in the majonty of cases But 1if the
tumour be larger than & nut, or 18 too near the neck, extirpation
must be performed by the trans vesical route

Wa adopted this procedure 1n this case, where the tumour was
sessile, close to the trigone and the &ize of a chichen’s egg

Anesthesta —Spnal, or better, trans sacral or epridural, combined
with local mfiltration of the wall of the hypogastnum.*

ProoepURE.—If the tumour be close to the ureter, 1t 1s sometimes
useful to introduce a catheter mto this canal to protect 1t during
exeresis  The patient should be m the dependent posmtion Fix
n & catheter with a stilette. Wash out the bladder freely wath
oxycyanide of mercury, and then distend 1t with water

1 Abdomnal Incwsion —This should be very long It should
reach from the pubis to two fingers’ breadth below the umbilicus
The inaision should imeclude the skin, the subcutaneous cellular
tissue and the hmea alba Tt should separate the two reotr snd
expose the cellular tissue m front of the bladder The pomt of
closed acissors s hould push bach the pentoneum from below upwards,
scroping against the anterior surface of the blagder

2 Ezposure of the Bladder —The organ distended by the fluid
should be clearly scen when the pentoneum 1s retracted upwards.
Introduce two mlkworm gut sutures into the wall of the bladder
on each side of the middle Ime  These threads support the bladder
wall and marh the middle Line where the incision will be made

* Asesthiniorégonale ” Victor Panchet and Sourdat loc. ert. and Anesthéais
en Chirurgie urinaire ” by R. de ButlexlgOrmnud (Editor Doin, Pans)
1 8
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When the first stitch penetrates the bladder an samstant shounld
empty the organ, by removing the stilette, to prevent the operation
wound being flooded

3 Opeming and Ezploratwn of the Bladder —The bladder 1
opened to a length of 4 or b centimetres, Legueu’s retractor 15
introduced and exposes the cavity of the bladder The operator
sees the tumour, 1ts shape, breadth at its seat, 1ts connections with
the ureters, and 1ts nature, he thus obtamns the necessary informa
tion for a good extirpation

4. Ezowsion —Catch the tumour gently with & pair of ring foreeps.
Do not tear1t,ss this would run the rish of producing metastases on
the surface of the incsion, or on the vesical or suprapubic wound,
we have observed examples of this occurrence The tumour 1
caught by the left hand and drawn forwards, if 1t be sesale this
traction produces a pedicle at the expense of the mucosa and of
the bladder wall. Two mullimetres from the tumour and over the
tense mucosa the right hand, holding & thermo-cautery, cuts the
vesical wall and continues ittle by little until the tumour 18 removed
The cautery diminishes bleeding and the rsks of moculation.
Examine the surface from which the tumour has grown, if & vessel
bleed, tie 1t

b Suture of the Operairon Wound -—The excision of the tumour
leaves a wound which includes the mucosa only or the whole wall
of the bladder Generally one or two veasels bleed Catch and
tie them. Avoid the ureter When the latter 18 near the tumour,
a3 I have said, 1t 18 & good thing to mtroduce, as a prehmmary, 8n
ureteral cathoter as a gmde When suturmg, do not perce the
bottom of the wound with the needle, 1n case the ureter is also
caught, suture only the edges of the mucosa and the submucous
cellular tissue, this 13 sufficient to produce hemostass, two, three,
or four statches of slowly absorbable catgut No 00 Durectly the
suture 18 applied the conng ceases It often staps also if a cut be
made with the cautery, and one or two higatures be introduced

6 Parial Closure of the Bladder —The bladder cavity 18 made
bloodless, and dned by & compress. The operator sees the two
dischargimg ureters The bladder 13 to be closed at two levels
the first by quickly absorbable catgut No 0, the second by slowly
absorbable catgut, No 0 or 1 Do not make perforating stitches.
Prerce anly the muscular tume without touchng the mucoss
Preserve in the vesicsl wound an opening throngh which u Perzers
catheter No 30 18 to be introduced
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7 Parietal Suture —Three quickly absorbable No 1 catgut
stitches pierce at the same time the musculo-aponeurotic bed of the
two rect1 and the wall of the bladder, o as to mahe the bladder
and the abdominal wall firm Introduce a stitch above the pubis
and two above the catheter mn the upper part of the wound by the
peritoneum

8 Unite the shan by clips

AFTER-CARE.—For some davs the urne 18 rosv coloured If
1t be red, imject some warm water with some drops of adrenaln
added Remove the catheter at the end of ten days and fix a
catheter into the pems Cicatnisation occurs five or six days later

See the patient periodieally  Cystoscope two months later, and
look at not only the cieatrix, but also the surrounding parts where
metastases may oceur If & new formation be seen, destroy 1t by
the galvano-cautery or by a high frequency electric spark
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Sonde

vesicale

‘L:S’ Du,aret

tBE BLADDER-

ansmathesls
nclston

Fro 73.—Excisiox OF A ParrLLoxda or

Patlent In the ent position Sacral with suprapublo

uf;‘fl:-d Bladder distended with liguid  Long

riswcale = Catheter In the bladder Lagme Wanche= Linee alba.  Lwme dancunon =
Line of incwlon.

Catheter In the

Sonde
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Avesrcale
une injee
tion fart

omber

ligne dincisjon
de /2 vessie

S D

- Y

Fro 74 —Excistox or 4 Parmiovi or TeE Brappre
Bladder exposed Two sapporting silkworm gut sutures pleres it each alde of the
middle line

Paros cfnodde q uae wapction fart bowber = Veslcal wall balging from an injeetion.
i“ncu{udtlarmu-llneo{mﬂ:lbcmvm - Togne
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Fia 75 —Excsion or A Parrirops or Tas Brappra

Blad ler and so mainteined by F s retractor  The neck of ¢he bladder
and the left ureter are visible; the right b hidden by the tnmonr but not invaded
by 1t. The aite of the tumour is the of & fist

Cantd rincale =~ Ouvity of the bladder Urdirs w Urethrs.  Twmenr v@llewst = Villous tamoar
Uretdre gaucke = Lolt uroter Tregons = Trigone Uretdrs dront cacké par la tumenr =
Right urcter hidden by the tumour



EXCISION OF A PAPILLOMA OF THE BLADDER 119

Jumeur, dont
Ja traction
ontre /e

o - ca’/cu/e

e ey
> |
!

¢ Uretere droit
decouve

Uretere

!
t

Cavite, se
‘ Ther o sectro
: vesicale nant |le pedicule
‘ \ eila tumeur ‘
!S Duprel

— - - — |
Fm "6.—ExcaoY or 4 Parnyows or THE Brippre

‘The tumour is caught by ring forceps: the right ureter has become visible. The bladder

wall is drawn forward and forms a large pedicle rh}chhd}vﬁledbytbe cautery

The dlvhhm penetrates as far as the external yeakeal tunic  The cantery fs to be weed
carefully to avold injuring the ureter

Uritre=Urethra.  Tumenr, doat Ia traction monire l¢ pédicale = Tumonr Lrutlon cn which
rereals the pedicle.  Uretdre drou dicowrertm Right wreler exposed.  Uretire panchem
Left ureter Caritd rb{ah—(.‘u-hy of the bladder. Thermo m:.‘m-uu le pédwculs
dela tumenr = Thermo-cautery dividing the pedicle of the tamonr
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Emplacernent
d /a'/tumcur

vésicale

i
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Fra 77 —Excsrax or 4 Parmiova or tom BrLapprr

Appearance of the vesical wound after removal of the tumonr  The ureter has not been
cut. Diviion is made two millimetres away from the tumonr and round 1t, in bealthy
timue.

Uritre= Urethra, Uretdre drot =Right ureter Urdmt-ldt ureter Em-
placement de la fumenr = Elte of tumour Anguense ¢ = Verlcwl mucosn,  Cerité
résroals = Cavity of ¢he bladder Belref de Turvtére= Qutline of ureter
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vesicale

vesicale
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Fm 73 —Exawov or i Pirriro¥i or THE BLADDIR.
The edges of the wound are brought into apposition by five eatgut stitches.
Urétre = Urethra, Uretlre dn;lh—rmght ureter Uretdre gawche = Lelt ureter Cerurd
bla

césxale e Carity of the Seture de la muquense vincale = Buturs of the vesiesl
mucoss
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Fro 70 —EXcisiox or i PAPILLOWA OF THE BLippER

The catheter remains as long as the urine is coloured with blood it is roplaced afterwards
bv & urethral cstheter  The vesical wall has bren olased by five non penst:

catgut stitches.



EXCISION OF A PAPILLOMA OF THE BLADDER 123

Fro 80 —Excision or a Parriows or Tes BLADDER.
Appearance of the pa ll]omnremmrdbyt.hnthmo—caumdm-edmo!dukoimh

show the different cuts of the thermo-cantery a during exeresfs






X
TREATMENT OF CANCER OF THE RECTUM
(Removal by the Abdomno-permeal Route)

CancER of the rectum (5 per cent of cancers m general) 1s the

most frequent form of intestinal cancer  The mean age 18 fifty five
ears.

Y The rectum extends from the third sacral vertebra to the anus,

1t comprses three parts (a) infenor, or anal, (b) middle or ampalla,

{c) supentor or supre mpullary The superor portion 1s ntra-

peritoneal on 1t8 anterior surface and extra peritoneal on its posternor

AnaTouy —Cancer of the rectum, according to its site and
extent will be, therefore (g) ampullery (two-thirds of the cases),
(6) recto-sgmoid, or supra ampullary (one-third of the cases),
(c) snal snd (d) the whole rectum (both quite rare)

ApEnoPATEY —Many groups of glands may be invaded inguinal
{one or both sides) middle hmmorrhoidal, superior hemorrhoidal
and distant glands (thac, lambar and aortic)

The most frequent and the most important of all these groups
are the superior heemorrhoidal glands Mondor* has found there
18 always & group at the bifurcation of the supenor hemorrhodal
artery the ° true arteral and lymphatic hitus ” of the organ.

ExrExsiox —The cancerous process extends at first under the
mucosa, if 1t attach the anus 1t may extend to the skin, to the
sphincter and to the ischio-rectal fosse Cancer of the ampulla
ond supra ampullary cancer may mvade the cellular tissue of the
pelvis, the sacral plexns the vagna, the uterus the tubes the
prostate the vemculm semmales the bladder and the permzum

Ex tensmon to the levatores am and to the cellular tissue of the
ischio-rectal fossee may be early and also occur with an smpullary
or supra-ampullary cancer, hence the necesaity of svstematically
sacnficing the anus if a radical cure be attempted.

*  Contnbution & I'Etads dz Cancer du R

ectum * by Prof Agrégé Hi
Mondor (Edstor Vigot Pans, 1914) grégé Henn

123
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Generahisation 18 Tare, 1t ocours chiefly in the lver and 1n the
pentoneum

Tnfectious comphcations may result, as per: rectal abscesses,
phlebitis, cystitis, pyelo-nephritis

After the permesal operation, recurrence 18 the rule, chiefly m
the superior glands, the per rectsl cellular tissue, and 1n the margn
of the levatores

Anal and supra ampullary cancer are often recognised early,
because the first 18 pamful and the other produces stenoms, but
unfortunately ampullary cancer, which 18 much more frequent,
nerther produces stenosis nor 18 1t painful.

For the cure to be radical, wherever the site of the cancer, 1t
18 necessary to sacrifice the anus, the rectum, the pelvic colon and
the 1schio-rectal cellular tissue with the levatores am end the skn
of the permeum (Miles)

This exeresis 18 more complete and certan by the abdommo-
permeal route It 18 more serous than sacro-permeal operations,
but recurrence 18 rarer, 8o 1t must be consdered the operation of
choree.

Therapeutic Indications —A4 ArTrFIoIAL ANUs —This should
be an abdominal anus, continent 1f possible, 1t must not, moreover,
be a troublesome source of wealmess for the patient. Its con
tinence can often be obtamned by making the intestine pass across
a cut 1n the rectus or the obhique muscles winch will form the new
gphincter In the msjonty of patients operated upon tn ths way
the evacuations are regular and voluntary, 1t requires some months
to educate them.

The anus “enclosed 1n & sheath” (Lambret) 18 certamly the
most sure procedure to produce continence We will deseribe 1t
later

The indications for an artaficial anus are the following

(a) Intestinal Obstructon —Every time & cancer of the rectum
causes complete obstruction, the lesiona are too old for excision to
be completely efficacious  We must be content with an artafical
anus without resection, followed by the application of radium, deep
radiotherapy or an extirpation by the permmum 1f the cancer be
still able to be removed completely Doubt of operabiity mey
become & possibility if the adhesions disappesr some weehs after
the production of an artificial anus by resting the termnal end

(8) Fursi Stage of Perineal Resecton —On prmeiple, the Pmi
lmmary artifical anus 18 not appleable to abdomino-perines
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operations performed m one stage, 1t 18 smitable, above all, to
perineal operations, and makes the prognosis better

Sometimes we have succeeded, after many nttempts, m pex-
forming an abdommo-perineal operntion 1n patients with an hac or
cecal anus  If $he patient have already an 1hiac anus, the operation
tahes ten mmutes more

(c) Pallative and Permanent Anus —In perfectly 1noperable
cases the 1liec anus constitutes the whole operation, which should
be combined with the use of radium. The operator should close
the distal end, so that there can be no discharge from this end
Rest to the parts 18 more complete, and the absence of leahage 13
better ensured  The upper end 15 fixed to the slkan  If the patient
be fat, old or decrepit, the mmnimal operation should be performed—
Reclug’ anus, which runs no nsh of local or general compheations.
(Ses Fasc IV and VI, Thac Anus’)

B CurretEERAPY AND DEeEP RablotaeRary —They should
be used 1 all mnoperable cases or m very old or decrepit people
(obese, myocarditis, etc) 1f the case be opernble, nothing 18 as
good asremoval. Deep radiotherapy 18 better than radram  Some-
times the combimation of the two methods has given me interesting
results The majonty of them have been incomplete, but very
appreciable In one case the patient was cured for six years

C RapicalL Cure FOLLOWED BY A PERMANENT ABDOMINAL
ANUS -——When, after permeal or abdominal exeresis, the operator
establishes the continmity of the colon with the normal anus, by
bringing down the colon to the peringum, the anus 18 often mcon
tinent or becomes cicatmsed, moreover, recurrence in the per-
rectal and pen anal tissues 18 frequent, even 1if the,cancer be hmited
to the upper part of the smpulla  Redical cure necesmitates axeresis
of all the per1 anal tissues and of the sphincter

1 We have, indeed at the present tune, two patients operated upon,
eight and nine years respectively, with retention of the anus and
who have complete control over the anus, without any recurrence,
this result 15 exceptional the cancers were supra ampullary The
creation of an abdommal anus 1s obligatory 1n all cazes where the
ampullary portion (and still more so the anal part) 13 attacked
Preservation of the anal sphincter aggravates, moreover an opera
t1on already serious mn itself We have discarded 1t

D Rapican Cure FOLLOWED BY PRESERVATION OF THE AMaL
SrarscTeR —Our expenence 1s unfavourable to sacral and permeal
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anuses which are not surrounded by a preserved anal sphincter,
and that notwithstanding the “ dodges * recommended and tned by
us (torsion, opening noross the buttocks, sacral kank) to ensure
contmence. Nome of these anuses are as good as an abdommnal
anus, because they are less contment They are a more pamful
mfirmity than an abdominal anus, which, when 1518 intra muscular,
half-contracted, and m working order, 18 very gratifymg The
cases where preservation of the anal sphincter may reasonably be
permitted, are rectal growths situated high up 1n the supra ampul
Iary, recto sigmoid portion, 1n the ampullary part the anus and the
sphincter must be sacrificed.

Even, moreover, n the cases favourable to preservation of the
sphincter this statement can be relied upon as practically true
the desre to keep the anal sphancier sncreases the chances of death
after the operation and augments the chances of recurrence

E Perinear or Anpomino Perivesl Exeress —Abdomuno-
perinesl excision m order to give mmmedistely favourable results
ought certanly to be performed on strong patients, 1t 18 the opera
tion of choice.  If the subject be decrepit (obese, diabetic, azotemic)
and more than sixty years of age, 1f the 1mpression formed of him
be bad, the bladder or uterus adherent, with a possibility of an
opening mn the bladder or 1 the urethra, or of injuring the neoplasm,
the operation must be large, but by the low route (permeo-sacral
method)

Without doubt, by this low operation, carried out 1n two stages,
the cha ncen of recurrence are greater, but 1t 18 better for the patients
to nak a 10 per cent mortality after the operation with a survival
of two or three years only, than a possible life of five to ten years
with too many immediate risks

Of four patients who consult any surgeon we think 1n one the
disease would be moperable (abdominal anus and radmum, or radio-
therapy), two operable mn two stages by the pennsmum, and one
1m one stage, by the abdomino-permeal route

OPE RATION—REMOVAL BY THE ABDOMINO PERINEAL ROUTE —
The tec hmque of this combined operation 15 based on the old works
of Quénu, Hartmann, and Cunéo The method we describe and
practise we have seen apphed by Bliles at the Cancer Hospital 1n
London. ,

The operation consists of two stages at one time (1) Abdommna

\stage (2) Perneal stage
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the colon betwean the first and second mgmoid artery, the proximal
end must retamn 1ts function as 1t forms the liac anus  The left
colon heving been Iiberated 1n the 1hac and lumbar fossa, the upper
end, without traction, must be easily brought out from the sbdomen N
if this end be held tight by the edges of the 1hac wound, or if the
meso-colon be tense, 1t may slough, and form cicatncisl contrastion
of the artificial anus  Division 18 made as follows tie the mtestine
&t two pomts 3 centimetres apart and cut with the thermo-cautery
between two ligatures passed close to the crushed colon and the
mesenteric msertion, or, better, out the mntestine between the two
jaws of Thierry de Martel’s écraseur

b Dwnston of the Meso-colon Separation of the Meso-colon
Jor 2 Centumetres at each End of the Colon —Purse-statch suture of
both ends of the colon, which are to be buried The meso-colon
18 then drvmided as far as the left asoro-thac symphysis  Thres or
four higatures are apphed to the vessels of the meso-colon.

6 Formation of the Ihae Anus — The upper end of the colon,
compressed by a higature or by one part of the above écraseut, 18
brought to the 1hac operung and forms a hermia outside the abdomen
for 6 to 6 centunetres, without being dragged wpon by the meso-
colon or bemg strangled by the mesion Bend 1t from 150 to
180°, and fix 1t to the skan by two stitches  The higature or écraseur
will be removed at the end of the operation

T Isgature of the Infertor Mesenterto Artery —Ons of the ends
of the olosed colon 18 fixed outsaide the abdomen by the thac opemng
the other floats 1n the pelvis with the pelvic loop and with the rectum

The external border of the meso-colon has heen mowed as far
as the left sacro-1hng jomt—t e, as far as the parietal msertion of
this meso-colon. The masion exposes the left ureter where 1t
orosses the ihac artery Here the ureter 18 parallel with the mnferiar
mesenteric vessels and quite near them It should be drawn amde
by a retractor, so that there shall be no nsk of tymg 1t with the
vessels Tie the mferor mesenterio artery immedistely below the
branch of the first sgmoidal artery 1f by chance, the second
sgmoid takes 1t8 orgm from s trunk common to 1t and the first,
the ligature 18 placed below this trunk, the second sigmord branch
shonld then be tied separately The meso-calon 18 to be cut close
to the ligatare, so that the recto-colic segment 15 only held by 1ts
pelvic meso-colon

8 Dussection of the Pelvro Colon —The operator with long and
ourved scissors divades the two serous coats of the meso-colon to
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within @ centimetres of the intestine 1tself. I say 2 centimetres
at least, and not near the mtestine, because near to 1% there are
some lymphatic vessels which may be mfected, the incson must
be made outside them When this incision 18 made on both sdes
the operator clears out the hollow of the sacrum  For this purpose
he takes & tampon mounted on a clamp and pushes 1t mto the
sacral hollow, he rubs the anterior surface of the bone as well as
the lateral parts of the surface so as to separate completely the
recto-colic mass, which he presses miwards, so as to leave all the
cellular tissue of the pelvis, the vessels, lymphatics, and pelvio
glands adherent to this segment

Durng this process be careful not to tear the middle sacral
vemns 1n the middle lme The pre-sacral separation ought to reach
the articulztion of the sacrum to the cocoyx.

9 Antertor Dussection of the Rectum —Incision of the pentonenm
of Douglas’ pouch This mamon 18 the continuation of the two
meso-cohe 1neisions which join behmd the bladder in the male, and
behind the vagina in the female Use ourved scissors. Pull back
the bladder with a long vaginal retractor or seize the uterus with
Dartigues’ volsellum  Be careful at this time not to injure erther
the ureters which leave the pelvic wall to reach the bladder, or
the bladder, or vesiculs seminales. The dissection of the antenor
wall of the rectum can be made sometimes by closed or open sassors,
somefimes by a tampon on forceps, but not with the knife or pomted
scissors which run the nsk of injunng the bladder, reotum, or
vesionles seminales. This atage results in the separation of the
bladder and the vemculw seminales, as far as the upper border of
the proatate, from the restum, 1t 18, perhaps, the moat delicate part
of the operation. Proceed methodically, carefully, slowly, and
always loolang what one 18 domng It 18 not necessary to mtroduce
the hiand nto the pelvs for this dissection, the procedure would be
more brutal and 1n the darh.

10 Lateral Dissection of the Rectum —Begin on the left side,
then pess to the right When the operator works from the left
the left ureter 18 always in view, because 1t runs close to the rect-u_m’
On the right mde the ureter1s farther away and runs httle nsl
moreover, 1t 13 often not seen  Divide carefully the lateral hg‘a.mants’
of the rectum (Alles) Thia 1s the name given to the two vertical
conjunctival layers which stretch obliquely between the pelvic
walls the rectum and the bladder, these Ligaments contain the
nuddle heemorrhoidals, they anse from the recto-vesical fascia and
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extend from the lateral surfaces of the rectum obliquely mn front
and externally to the base of the bladder They are about 4 centr-
metres long and descend to the levatores ani, they are very tough,
and must be cut completely up to the levatores ani, to which they
are attached obhquely in the permeum It 18, again, necessary to
be careful of the left ureter when the left ligament 18 cut In the
mddle of these two Ligaments lies the middle heemorrhoidal artery,
which can be cut without danger of heemorrhage

11 Closure of the Pelns —The rectum, freed on 1ts four surfaces
~—in front up to the supenor border of the prostate, or m the middle
of the posterior vaginal wall, behind up to the articulation of the
sacrum &nd the coccyx, and laterally as far as the levatores ant—s
only held by 1ts anal portion. The free end of the colon settles
down to the bottom of the pelvis, and on 1t the surgeor sutures the
pelvic peritoneum  Owing to the two flaps of the meso-colon, the
Interal parts of which have been partly saved, and owing to the
freed vesmcal flap, there 18 sufficient material to reform the pentoneal
dome above the pelvis If there be not sufficient matenal, the
operator should free the lateral flaps of the pelvis taking care of
the ureter, he should, in the female, either rase the uterus in front
and borrow the vesical pemtoneum as in the male, or divide the
broad higament so a8 to take from 1t 1ts pertoneal layer, which,
brought belund es far as the promontory, 18 to be sutured to the
stump of the mesentery, as well as to the remains of the meso-colon
These perttonesl edges are bound by a continuous stitch of simple
catgut 0 to form the septum between the abdomen and the pelvs
If this septum be not complete, 1f there be no material at the sutare,
and 1f the peritonenm appear too thin, the great omentum must be
called upon and sutured to the weah parta of the arch of the pelvic
peritoneum

12 Closure of the Abdomen —Wash the pentoneum with ether
or some saline swabs, then close the abdomen at three levels (catgut
and clips) Air tight plaster dressing, because of the artificial
anus  The abdominal stage lasts from thirty to forty minutes

PERINEAL STAGE—This stage can be carried out 1 less than
five minutes  The abdommnal stage only mcludes ligature of the
inferior mesentenc, the permeal stage meludes hemostasis by liga
ture of the two branches of the internal pudendal artery

Suture the anus with & sikworm gut purse-string stitch and
marh out the incision  The diviston of the skin 18 ndicated by dots

on the figures.
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The low operation consists of the following

(a) Antertor Dissection —In the female, this consists n vagmo-
rectal dissection, the first stage of a permeorrhaphy In the male
the dissection 18 recto-urethral, the first stage of a pernesl prostat-
ectomy Therefore make & transverse bisischiatio cntaneous
mewson, then in the male separate the bulb, the urethra and the
prostste, 1 the female the lower part of the vagma

(b) Emptying the Ischio-Rectal Foss —The skin, mesed 2 or
3 centimetres from and round the anus, 18 dissected externally to
an extent of 3 or 3 centimetres, following the cancer The operator
reaches the external part of the schio-rectal fossa and leaves at
the rectum the ischio-rectsl fat over the whole depth of the
permsum, so that 1t remams umited to the ano-rectal segment.
The operation 15 the same on both mdes.

(o) Drscretionary Ezposure of the Sacro-Cocoygeal drticulation —
The coccyx 18 freed from1ts lateral muscular attachments, se1zed wath
tooth forceps, and separated by scissors  But the less the operator
resect of the sacrum and of the coceyx, especially 1n women, the better
will the prognosis be The pomnt of the closed sassors, introduced
immediately 1 front of the sacrum, exposes the already emphied
hollow of the sacrum, here 13 the rectum sunk down at the end of
the abdominal operation

(d) External Separation of the Levatores Any —The division s made |
alose to the pelvis. The operator recognses the two muscular
lamms and sewzes each of them between two fingers, and separates
them nght snd left from the ischio-pubic ramus After this,
the rectum can be brought up

HavosTas® AxD Dressmvg ——Two branches of the internal
pudendal bleed a httle Iigature with catgut. Suture the skin.
Drain with two tubes or a fold of rubber

If fmcal matters have cozed out (very rare) nto the field of
operation and if the rectum be torn (very rare), mject under the
skin for preventive reasons, some Weinberg’s serum, and tampon
the pelns with gaure drams soaled m Leclameche and Vallée's
polvvalent serum

The patient 13 to be 1n bed for fifteen to twenty days Complete
clzlmtmtuht:;n t‘r;qm:ets hrt:o W;::;xths If the patient remam 1n bed

onger or , clca
tl?rie ot trisation 15 slower, and requires

Proavosis —Although the future Prognous 18 good, and many

survive Vet the immedinte mortality 1s high—25 per cent 1 men,
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extond from the lateral surfaces of the rectum obhquely m front
snd externally to the base of the bladder They are about 4 cents
metres long and descend to the levatores ani, they are very tough,
and must be cut completely up to the levatores ani, to which they
are attached obhquely in the permmum. It 1s, agam, necessary to
be careful of the left ureter when the left hgament 18 cut In the
middle of these two Ligaments lies the mddle hesmorrhoidal artery,
whioh can be cut without danger of hesmorrhage

11 Olosure of the Pelvss —The rectum, freed on its four surfaces
—n front up to the supenior border of the prostate, or m the mddle
of the posterior vaginal wall, behind up to the articulstion of the
sacrum and the coccyx, and laterally as far as the levatores am—s
only held by its anal portion. The free end of the colon settles
down to the bottom of the pelvis, and on 1t the surgecn sutures the
pelvic pernitonenm  Owing to the two flaps of the meso-colon, the
Iateral parts of which have been partly saved, and owng to the
freed vescal flap, there 18 sufficent material to reform the pertoneal
dome above the pelvis If there be not snfficient materl, the
operator should free the lateral flaps of the pelvis taking care of
the ureter, he should, 1n the female, either raise the uterus in front
and borrow the vesical pertoneum as in the male, or divide the
broad Ligament so as to take from 1t its pentoneal layer, which,
brought behind as far as the promontory, 18 to be sutured to the
stump of the mesentery, a8 well as to the remains of the meso-colon.
These pertboneal edges are bound by & continuous stitch of sunple
catgut 0 to form the septum between the abdomen and the pelvis.
If thus septum be not complete, 1f there be no material at the sutare,
and 1f the pentonsum appesr too thin, the great omentum must be
called upon and sutured to the weak parts of the arch of the pelvic
perttoneum

12 Closure of the Abdomen —Wash the peritoneum with ether
or some saline swabs, then close the abdomen at three levels (catgut
and clips) Air tight plaster dressing, because of the artificial
anus The abdominal stage lasts from thirty to forty minutes

PeRINEAL Stace —This stage can he carmed out mn less than
five minutes The abdommal stage only meludes ligature of the
inferior mesenteric the perineal stage imcludes hmmostasis by lige
ture of the two branches of the mternal pudendal artery

Suture the snus with & silikworm gut purse-string statch and
marh out the mason The division of the skin 18 indicated by dots

on the figures.
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The low operation consists of the following

(a) Antertor Dissection —In the female, this consists 1in vagino-
rectal dissection, the first stage of a permeorthaphy In the male
the dissection 18 Tecto-urethral, the first stage of a permneal prostat-
ectomy 'Therefore mahke a trmnsverse bw-echintic cutanecus
mesion, then mn the male separate the bulb, the urethra and the
prostate, 1n the female the lower part of the vagna

(b) Emplying the Ischio-Rectal Fosse —The skm, mcised 2 or
3 centrmetres from and round the anus, 15 dissected externslly to
an extent of 2 or 3 centimetres, following the cancer  The operator
reaches the external part of the 1schio-rectal fossa and leaves at
the rectum the ischio-rectal fat over the whole depth of the
permmum 8o that 1t remamns umted to the anc-rectal segment.
The operation 18 the same on both mdes

(¢} Disevetionary Ezposure of the Sacro-Coccygeal Articulation —
The coccyx 18 freed from 1ts lateral muscular attachments, seized with
tooth forceps, and separated by scissors  But the less the operator
resect of the sacrum and of the cocey, especislly in women, the better
will the prognosis be. The point of the closed scissors, mtroduced
mmediately m front of the sacrum, exposes the alreadv emphied
hollow of the sacrum here 18 the rectum sunk down at the end of
the abdominal operation

(d) Enternal Separation of the Levatores Ant —The division 1smade
close to the pelvis, The operator recogmses the two muscular
lamine and seizes each of them between two fingers, and separates
them, nght and left, from the ischio-pubic ramus. After this
the rectum can be brought up

HE3osTAS1S AND DRESSING —Two branches of the mternal
pudendal bleed a httle Ligature with catgut. Suture the skin.
Dran with two tubes, or a fold of rubber

If feecal matters have cozed out (very rare) Jnto the field of
operation, and if the rectum be tdrn (very rare), mject under the
sln for preventive Tensons some Wemberg s serum and tampon
the pelvis with gaure drams soaked in Leclsinche and Vallée's
polvvalent serum

The patient 15 to be in bed for fifteen to twenty days Complete
cicatnzation requires two months. If the patient remain 1n bed
longer than two or three weeks, cicatrnisation 1a gl
ﬂ;‘iﬁ monthe 13 elower, and requires

Proevosts —4lthough the future prognosis 1s good, and many
survive veb the mmediate mortality 15 high-—25 per cent 1n men,
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15 per cent. ;n women, 1t 18 more than double the operative
mortahty by the sacral route, which, nevertheless, deals with leas
favoursble cases. Of ten cases operated upon, one death quickly
and mine later (from eighth to fifteenth day) from secondary
hemorrhage, ntestinal obstruction, and above sll, from subpen
toneal cellulitis, have been noted.
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Fio 81 —Caxcrr or e Rrctux Ix THE Fourr (ampullary portlon).
A»pouTyo-rENISEAL EXTIRPATION
Formation of anilise arus.  The opa-.turhumndanrmnllopmlngtmtheleh. Inchion
of the skin, af the cellular thane and of the tendon of the external ob tlon

oneum
has been opened: & drain has been Introdoced  Timue forceps fix the and the
compress  This incision is mtended for the upper end of the divided colon.

Incinon powr saws dioque = Inchion for {liae anue, Lerzs & incileion = Line of Inclsion,
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F1o 83 —Caxorr or Tn® REOTCH 1x THE FuLE (ampallary portion)
ABDOMINO-FERIFZAL EXTIRPATION

Thoe colo-sigmoid angle has been freed the operator opens the meso-sigmotd space between
the first and second sigmold arterles. Two threads pase 1 centimetre from each
other to tis the colon. Th de Martel's dxraseur is preferable

Ctérus= Uterus. Rectum = Rectum.  Forss dasgue gaschem Laft illac fosea. Valssearr
iTqees exteraer=External {llac vesscls. Artire svymolde = Slgmoid artery pl{
cGon = Mevo-eolon, O&on  destendant w Desconding eolon. Forrette inlersiymolde m
Intersigmold space Clon ngmoid¢ = Slgmold colon.



138 PRACTICAL SURGERY ILLUSTRATED

Sectron du eélo
au Lhermo

i _ .S Dupret
Fia 84 —Caxmons or Tan ReotoM or Tam Foars (smpallary portion)
AppOXINO-PERINEAL EXTIRPATION
Divlllonofthnoolonbytbethnrmo—euu;:i Cautteriss well the two stumps #0 a3 not
to mfeot the perto and parietsl wounds.

Petit basern = True Rectwm = Bootum.  Section dx cflon €x therwo = Divielon of the
eng by the tery Ollon sigmokde m Blgmald colon.  Aléro-ction = Meso-
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Fi6 85 —Cuxcxr or ™oE REcTTX ¥ v Frvurr (ampollary portion)
ABDOMTYO-PERDNEAL EXTIRFATION
A clamp draws on the end of the intestine to fix it to the wall The stump
of the Jower end is hooded In_a plece of game

Py barnn=Tros pelvis.  RedwmeRectum.  Le clom ent aftiré dems Tincirion == The colon
B drawn ont Into the fncikvon. CQon sigmolde= Eigmold colon.
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Fro 88 —Caxaorz or trR RECTUM rx TE® Fruars (ampullary portion).
ABDOMINO-PEROMBAL EXTIRPATION

Ligature of the mierfor mesenteric The dotted line ds to the mcldon In the
right layer of the sigmold meso-oolon, and descends as far as Do lu'ﬁclmr_h it {n
drawn at least 2 centimetres from the intestine. The same inoklon be made
on the meso-colon of the left nde

Otérns = Uterns. Rectwm = Rectum. O&on s1ymolde = Sigmoid colon. ~ Promsmiows =
Promontory  Art secrés moyenns =iddle secralartery Art misentériquenferionrs =
Inferbor mesenteric artery Méso-clon = amo-colon
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Fro 87 —Caxcer or Tax RrcToN 1x TRE FRurw (ampallary poetion)
DOMIXO-PERINEAL EXTIRPATION

The cervix of the oteras and the uggef parttof the vagine are adherent to the rectum
1t is then necessary to remove t geniul'urgm to avold tearing the miestine during
liberatlon. Divloonof the utero-ovarian vessels and of the round igement Between
the peritonesl openings which result from the division of the ligaments the operator
separates tho pelvic organs and {rees them leaving no trace of the cellular tiesne
adherent to the pelvic walls

1awreanr d egwes extornee = External iliso veerels Dtlresm Uterns.  Legement rowd -
Tteond ligament Uregire m Ureter Lyament rowd =Round ligament. Faresmur
Wisgses crteraca = External ko veuels, Pldicele orarien = Ovarian pedicle.  Adhérexces
recto-nténnes = A ons ween the rectum and the oterus. -
Bigmold colon,  Fectswt w Reetum. = Cltom rgmoide
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Fig 83 —OaxcEr or TEm Rrorox 1y v Frusrw (ampallery portion)
Anpoxrao rarcrAL EXTIRRATION

Beparation of the r:ﬂ.m anteriorly The rectum s fixed by an adbesion to the vagina
vagina clroularly the mesa formed the canosrous rectum, the
;Snoid oolon, and the uterus can easily be drawn np. acilitates emptying the

vix

Fassie = Bladder Tagin, doat on ne couper [4 paros powdrre. = Vagioa, the posterior wall
cannot becut, Gl del'mtérug = uterl. Art mténxe= Uterine artery & rettre
= Urrter  Lipamrns rond~Round ligement.  Pédwals orarien= Qvanan rdlrh
Clon exgmotde = Sigmold colon, Anneres panchos = Left adness, Ttérns m Ulerme,
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Fia 89 —Caxcxe or TaE Rrorox i THE Froxarx (ampullary portion).
ARpoxTF0 PERINEAL EXTIRFATION

Emptvmg the bollow of the sacrum  The operatar holds in his hand the mass of thyues
toherrmuv’edxrtctum.utmnnd.-bomnﬂ.thadpeﬂ rectal cellular tisrues vesaels
and glands.  All the pelvic walls must be carefully ;ﬁln\‘lo{nﬂd}ecﬂ]ulo-ghndnlu
tirsue which must be removed with the rectum. procedure &5 as above: a pair
of forceps grasping & gauze tampon which presses back the ttssues to the rectum
and emptics the pelvis  The operator could not inclse the circularly becanss
the posterior oul-d sac was bound to the rectum he therefore abandoned the second
half of the inclron, and dectded to remove the posterior vaginal wall with the reetum
during the perineal stage

Clom ngmotde = Urmold colon. Utéres = Uterns, Uretire m Ureter Rectum = Rectum,
o ";u-&cm-c:;ygml Jolat, An}_-&mulriqu ;]c o wiso-

= [nferior mesent art meso-eimmrobd, at{rienre SECTW R -
Anterww snrface of the &acrom (r;m-t-.‘mn-Prﬂmemm - b m
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F1a 90 —Caxorr oy TEN REoTUM In THE Fruals (ampallary portion)

ABDOMING-PERINMAL EXTIRFATION -
Partitioning off the petris  TWhen the rectum wnd uterus are freed and the pelvh com
pletely emptied the uterus and the rectum are left at the bottom of the pelvis the
abdomino-pelvio peritonenm is drawn upon to form the septum  Here the peltvio
onenm is too tense snd lacerations at the peritoneal suture sre to be feared.
ore the operator brings down tho edge of the large omentum and fixes it to the

peritones] suture to con.'u]?g:!e it

Tawenur digques externes = External illso vewels Péntoyme= Derl
Urand épiploon = Grest F = Pry Yy

Tersrs o= Bladder
tooeum.
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Color
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‘Zectzan =S D
F16 91 —Caxcer or Tmm Rxerom (Impuﬂl.ry portion)
ABDOMIND-PERINEAL EXTIRPATI

Instead®f Hgatures Th. de Martel s écraseur can be used (better method})  Above Is the
appearance of the fleld of operation In this case  The middle jaw of the

écraseur has
been removed; on the laminated Elﬂnduﬂcdhmlhmvbﬂudh’hlouhyﬂ:tthﬂmo—
cauterv takes place. The two blad,

es are aseptic are more eamly managed than the
two stumps ligatured and covered by gauze ¥ ged

Ligne de section =Line of inchdon.  C&oa asgmolde = Sigmoid colon.

10
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Frm 92 —OaxwoEn or TR RECTUN (;mpul].u-y lon)
ABDOMIYO PRRINEAL EXYIRPATIO port

Appearancs of the fleld of operation when Th. de Jartel s éoraseur iy used (nstead of
ligatores and s gauze plng  The terminal end of tho colom, secured by ome of the
two blades of the écrasenr is buried under a pentoneal contfnuous suture and will
be removed during the perinesi stage.

T oms1e = Bladder Rectum = Rectum, Seqment o écroaens = Part of the ecrasenr
Péritonne o= Daritopeam
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Fio 03 —Caxcer or rRE Rectry ¥ THE Fraars (ampallary portion)
ARDONTFO-PERIFEAL ExTmararios

Artificial anus  The terminal end of the colon iy fired to the abdominal wall, Foar

stitches. Torslon of 180 of the intestinal boop into the muscular opening to ensure
contmence

apd which the sutures will twbst t

C&a- dtng £ mernon Fuirne of axqusl I g swtures fomt fum wne Icmdo: lc ISO‘ = Colon, in the
$iae pemion an anghe of Incinom midare
Jermie au brom ¢ = Median incision chosed by hrwne wire
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Vessre

5 Duorel

Fro 02 —Caworr or THE Rrcrox ( portion)
ABDOMIYO PXRINEAL EXTIRPATION

Appearance of the fisld of operation when Th de Martel s deraseur i3 used nstead of
ligatores and a gavwis plug  The terminal end of the colon secured by oms of the
two blades of the éoraseur is burfed under a peritoneal continnous suture snd will
be removed during the perincal stage.

Veasie o= Bladder Rectum = Rectum Serment décrasenr=Dart of the ecrasear
Pértotne = Peritonenm.
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Fro 03 —Caxerr or Tax REcrex ©¢ TRE Frvurs (ampallary portion).
DOMINO PERISEAL Exrmrarios

Artificial sanos.  The terminal end of the colon is fixed to the abdaminal wall Four

stitches  Torsion of 180° of the intestinal Joop into the muscular opening to ensure
contmence

Clom daws Timcanion dwaqee o awqed lsx axt res fout farre wne forelon de 150° w Colom, In the
illag nciton and whish the sutures will twkt to an angle of 180  Imcirioca médiane
Jermée an brow.c = Median inchslon elosed by bronze wire.
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F1o 04 —Caxare or THE REoTrM ©Y THE FEMALE (ampullary portion)
APBDONIXO-FERIXEAL EXTIRPATION PERINEAL BTAOE

Cutaneons incinon in the form of & cup

JTochyom = Techium, Tracd de Pincisson pénnéale mTracing of the perineal jnecidon
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4 |\  Peror snterieure
;‘ : (} \i [\ du vagin
W \U W\ cor de 1 uterus
Paroy posterteds XY
w' vagin § S{ b

!
i =
Anus suture, X ,;;2!,_,..

!
{ .
; /achto-cocq}{qlem 1,4 “Section du coccyx

[/ I - = -
o S Dupret
Fie 83 —COaxoxe or toE RECITN = tE Foaarx (ampullary portion).
APpowrxo-rEMIXEAL Exrmeratiox  Przpxrar Sricr.

Arms olosed by a purse-string suture  Liberation of the cutaneous borders to empty the
whols of the perineal tissue and of the ischio-rectal forme It {5 better not to cut the
coocyx and especially not to resect the sacrum.  The less the skeleton Is interfered

with the better the wound heals.

Paros posténenre du u = Posterior vagipal wall, Parol antiricurs du Anterlor
vaginal wall. ﬁum-ﬂ—nmm Cdicrubu—&rrhu!:f‘. -Ix_un-
Ichiom.  Ischsococeppien = liococeygenn,  Sectiom du coceyr = Diviston of the coceyx
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¥ra 88.—Caworr or Tnn Rroron mf TeE FamaLs (ampullary portfon}.
Aspoxmro-rramarit Exrmmesrion  Praormdr Snar.
Emptying the lower part of the true pelvis Al the uﬂuul onght
0 remain adherent to tho rectum end to the part of the vagina The finger
Io].lm the hollow of the sacrum to its lower part and on to tha hu-rd pelvio walls
The posterior wall of the yagina, here adherent to tho growth, will d.lslppel-r'ﬂh
the rectum

Ool del'wtérus w= Curvix uterl. Pema:!trkrndlm » = Anterior wallof the vagina.  Parel
driexrs dx tagin = Porterior wall s, Relevver ds Fanxs= Lovator anl
fadln-lnchhnn. Splllder—SpMncttr Cocoyx.
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Fio 97 —Caxorn or THE RroTox Iy THE Frouatrre (lmgﬂﬂll’j'puﬂlnn
APpoMTIO-FERIYEAL ExTIRraiTIOX Prrxrar Brice )

| 8 Dupret

——— e e i

Divislon of the levators. They are separated okoss to their pelvio attachments becamse
recurrence often occurs in these tissues,

Dtérws edhirent ax rectum == Uteras adberent to the reetum. Parol antérieurs dy rogin e
Anterior wall of the vagine. Col de Uutérua=Cervix uterl.  Secziom dx rdevenr contre
2om 1nsertrom = Division of the levator ani elose to {ta (nsertion, Paroi postre. du rezin
adkirente an rectum = Posterior wall of the vagina adberent to the rectum, Ghtwrageur
» = Qbturator internos. Anus rxdurd wSotured arm, Tochion w=TInchinm,
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Fio 08 —Caxcrer or THE REoTOM 1x TAE Frwurn (ampullary portion}
AnpoMr¥o-rERDYXAL EXTRPATIOY PrRnrEaL Euon
The pelvis is empty The wound is imftcd in front by the anterior wall of the vagina
Lgltcrhn' mﬂhvt::icdhap'pund_ Below the abdomina! perftaneum sutured.
At bdda, insertion of the levators, which have been detached. Behind, the sacrum
and the

The pelvis and the perinenm are completely empty and reduerd
to the mi r and bony wells

Uritre = Urethra. Parov anténexre du_togin s Anterior vaginal wall
Sutured peritopeam. T awi¢= Bladder, Insertion dx relevenr = Insertion of the
levator. — Obteratenr intomes~ Qbturator intmgl.

Jackion = Inchium, Face antrec
dx sacram = Anterjor surface of the sacrum.
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AzpowTyo-rERINELL EXTIRRLTION

An.ltumlcal piece after abdominal removal of the restam and of the oterus, which prece
has served ax « model far this operation  \ote the lovatores romoved in fofa. All

the pelyic cellolo-glandular tisue hes been taken away with the rectum and nterns.

Art mésenténgue -_{én.untm—c\q-nﬁ ¢ o= Inferior mesenterlo and meso-aigmodd.  Clow
srymolde = Sigmodd colon.  Adkéremces entre [e rectum t:ma—Adhtda:lhet‘mﬁl
and uterus, Ctérus et anneres em Uterus and s Rdecenr de l‘uuﬂ_—L

rectum
Levator sni. Tonn afr = Anterior vaginal wall Cal de Putérws= Cermix ut
Paroi rectale~ Reotal wall  Graiaw of parpe. =

T r = Posterlor vaginal wall
mnnt;Od Anxs = Anur. A éoplasme = Growth,
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P10 101 —Caxcrr or Tan Rectox I Tam Frauir (smpallary portion)
ABDONTNO-PERINMAL EXTIRPATION

Tk parts which ought to be removed during the course of an operation for cancer of the
rrotal ampalls adherent sven shightly to the yagioa and to the uterns (dde view).

Pintorne suturd e Sutured peritoneam. Testre == Bladder Pubig = Publs. Britum =
Reetum, U'ritrs = Urethra Paroy anténerre dw uz:--Amerlcrnlldthengim,
Véoplasme mGrowth.  Utérus = Uterms.  Peror postérienre du teqin = Posterior wall of
the vagina,
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Fio 102 —Caxwarr or Tem RECTUM IN tHE Frauls {empollary portion)
ABDOAUTYO-PXRINEAL ExTIRFaTION

The parts which ought to be removed during the oourse of an operatfon for eancer of the
rectal ampulls, sdherent even alightly to the vagins and to the nterus (posterior
view).

Varweans Bia azternes mExternal {liso vesscle.  Péroine suiure = Peritoneum satured.
Insertron dw rllevear = Innertion of the lavator  Cbtaratexr énterne = Obturator internos.
Tachron = Inchiom. Tissw collulaire of gaxglions = Callular and glandular teve,  Rs

wexr d¢ Janns = Lovator anl. Anuses Anus, Sphéncter = Sphincter
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LANE'S DISEASE (ITS TREATMENT)

LaxE S8 18 & variety of Glénard’s disease. Franz Glénard’s disease
18 visceroptosis, the former visceroptosis combmed with chrome
mtestinal stams These two diseases are not interchangeable, but
the second proceeds from the first Glénard has admirably described
this pathological state and laid down the smtable orthopsedic and
medical treatment.

In people suffering from ptosis, or their descendants, the intes
tinal transit 18 slowed, this produces mechanical, digestive, toxie,
trophie, subinfectious symptoms, which constitute the syndrome
of Arbuthnot Lane. Onr Enghsh colleague has set on foot the
chinieal study of chronic stercoremia and 1ts surgicel treatment, he
has shown that, by reducing the time of tranmt, the symptoms
disappear or lessen. I would gladly call chromo intestmal stass
the great disease, ’ for from 1t proceeds more than half pathology

8ir Arbuthnot Lane has divided the cases into two types

(@) The * strong bellies"—t ¢, stll vigorous subjects, with a
firm abdominal wsll mm whom the symptoms are caused by
bands ard intestinel kinks These produce mechamical results,
and the patients complain of dyspepsia, stomach or intestinal pains
which suggest the diagnosis of ententis gastrmic ulcer, append:
citis ete

(b) The ‘ feeble bellies * These offer no great amount of re-
sstance and mn them the mtestme drops without sngulation at the
beuds or peritoneal igaments, the digestive tube has an “ atrophic
appearance, 1t 13 not displaced by any kink, or suspended by anv
band, the delay 13 due to the atony, and to the atrophy

Division of the bands may render great service i the former
cases short-crremut or o partial or complete colectomy 13 applieable
to the second

A Lane has pursued the work of Glénard 1n a surgical direction,
and with a determined end 1n view—the fight against stercoremia
This study moreover 18 not yet finished—what problem 1s ever
settled ?

187
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Franr Glénard hes desoribed gastro-coloptoms 8ir A, Lane
has shown the consequences of chronic mtestinal stagis, which often
accompantes 1t Let us pay the homage due to their ganims,

Constipation can have 1ta site in the left or the right colon

The first (dyacherma), common and termmal, composed of dry
matters, barely septic, has 1ts site in the recto-sigmoidal segment of
the ntestine, 1t 18 & symptom of extreme frequency, which patients
put up with too much.

Constipation of the mght colon, prommal, of hqud matters,
occupies the ascending colon, 16 18 accompanied with symptoms of
ntoxication or subinfection, the starting point of il health and
ultimately of general diseases, this last corresponds to Lane's
disense (chronic intestmal stass)

The two vareties can occur together—* bipolar ” constipation.
Chronic 1ntestinal stamis 18 extremely frequent, but most often
unrecognised

Distal, habitual constipation 18 nearly slways the omgn of
ceecal constipation (chromo intestinal stams) But every case of
ordmnary constipation (dyschezia) does not necessarily, durmg the
Iife of the subject, end 1n cecal constipation (Lane’s disease) No,
a long pertod of hife, sometimes many generations, 18 required for
constipation to pass from the rectum to the leo-cecal segment

Termimal dvschena 18 the ususl and very distant pont of depar
ture of Lane’s disease The habitual fmcal accumulation m the
rectum produces at length a delay m the evacuation of the descend
g colon, then of the transverse and then of the cwoum and of
the iliac termination 1t then incites local chrome mflammation of
the part whioh 1s filled with fmces

The heaviness of the large intestmne provokes, 1n addiion,
defensive reactions of the peritoneal ligaments which support the
colon there result bands whose contraction compresses or bends
the mtestme and dunimshes 1ts lumen, thus increasing the delsy of
the intestinal transt These bands occupy the following pomnts
recto-sigmoidal flexure colo-sigmordal flexure splemo flexure
hepatic flexure, the end of the gmall mtestine, and the duodeno-
jejunal flexure

The peritoneum of all patients does not renct m the same way
and has not the same tendency to form bands and lunka. There
are those m whom the power of reaction 1s feeble, and no band or
lunk 18 produced. Moreover, 1n them the delay in trannt can
ropidly end 1n stercoremia with cmcal stasis, as o result of nothing
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except sluggshness, atony and atrophy of the imtestinal walls
This explains the reason for Lane's division mto patients with feeble
and patients with powerful abdomens The former suffer from
chromc intestinal stasis as o result of atony, without kinks and
bands, toxic symptoms predominsting, in the latter patients,
mechanteal results show themselves, dvspepsia, abdommal pan,
signs of entero-colits, “ false ”” appendicitis, “ false ™ gastmio ulcer,
with httle stercormmua.

Dyschens, or ordinary constipation, can be the ongimn of the
frequent and serious disease known as Lane’s diseass, 1t 13 then
useful to find out what 13 1ts cause

Why do #o many people, especially women not regularly and
completely empty the recto-sigmoidal part of the bowel §

(a) Dyschezia may be Due to a Congenital Anomaly —In the
embryo, the cul-de-sac of the end of the intestine opens into the
anal opening, 1f fusion be not complete, & diaphragm, a band, a
septum, or a valve results, which hmders defmecation. Nothing
more 18 necessary to produce dyschezia and then dilatation of the
ngmoid Each time a patient shows signs of stasis and also oon-
gemtal mega-colon, mahe a rectal examnation, sometimes mmple
dilatation of the anus or division of & band 18 sufficient for a cnre

(b) Dyschexta and Rectal Spasm.—As a rexult of rectitig, heemor
thoids or worms, spasm (sphincter levator) may ocour hence
chromoe constipation.

Intestinal worms play, moreover, such an mmportant réle 1n
Intestinal pathology that 1t 1s always necessary to search for them
(Lane)

() The Common Cause of Dyschezia s Bad Bringing up of the
Indindual —From the day when the baby 13 governed by the
nuree, there 18 a tendency to the production of dyschens, the child
ought to defrcate when he will— e about three times o day
Directly the nurse desires to lessen defrecation to one motion a day
dyachena begns It 18 contanued from the day the child 18 hurred
by the mother before going to scheol the mother takes care to pre-
vent him from swallowing his breakfast too quielly but does not see
that he empties his bowels, which 13 more unportant. In a boarding
school the young girl 18 afraid to enter the disgusting or few lava
tories. Ina word every cause which produces the habit of restrain
g the call for defscation causes this need to be lost, and thus
dyschenn begns. In this mitil stage the patient may shll be
cured without ever knowing or transmitting to his descendants the
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stercormmic state, or disease of Lane. It 18 sometimes enough for
hum to take paraffin ol to allow of recovery of the reotal reflex and
to have a motion twice daily, 1t 18, besides, an error to believe that
one daily evacuation 18 physiological. The savage defecates thres
tames & day, he obtamns benefit from the reflex after meals because
he 18 not froubled by any social convention and can g0 to stool m
the middle of the wood (A Lane)

Effects of Intestinal Stasis on the Different Organs and the
Different Funchons

(@) Hepatw Affections —The products of digestion, the microbes
and toxins which accompany them, are absorbed by the small
wntestine, by the ceecum, and by the rght colon. By means of the
portal vein they pass immto the lhver, which modifies and purifies
these and acts as an antitoxio and antuseptic, & certamn number of
the microbes and of the toxins are destroyed or transformed into
innocuous substances They are eliminated or destroyed by the
excretory organs, kidneys lungs, akin thyroid, over-supply to these
organs ends 1n wrritation, mflammation, destruction of the glandular
elements, and insufficiency m their function. It 18 m this way
a part of the coll bacilli elimmnated by the bile infeot the biliary
passages (catarrhal or calculous cholecystitas), calcul are dus, on
the one hand to cholesterinzemia, and on the other to the infection
and precipitation of the hihary salts, which collect round the
desquamsated epithelisl cells The mfection of the conjunctrval
cells round the canslicull produces new tissue which may be trans
formed nto fibrous tissue and explains, excluding alcoholism and
malaa, the origin of a bihary cirrhosis of stercormmic cansation.

(b) Thyroudal Affections —The thyroid, ke the hver, partly
transforms the toxins brought from the ntestine. If 1t be over
fed irritated, or mflamed by the chronic stercorsemis, 1ts secretions
are increased or decreased (hyper or hypo-thyroidism)

(o) Suprarenal, Hypophyseal etc, Affecttons —These glandulsr
organs act on the mtestine the intestinal toxins, on their part,
on the tissues of these organs, the fanction of which 1s thus excited
or made wsufficient by the chronto stercormma  The skin becomes
pigmented at the flexures of the lmbs, around the root of the neck,
the eyebrows, the geum, etc.

(d§ The Brea.stpe——nghromc stercoremia can produce chronio
mammits and cystic disease which favours the production of cancer
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Personally, I have noticed the majority of women affected with
chronlo mammitis, or with an adenoms, show eigns of chronic
mtestinal stasms It 18 o good thing to take s radiograph of the
digestive tube of women complaming of neuralga of the mammm or
of mammitis

Mammitis 18 the barometer of ntestmal anto-mtoxieation
(Lane) Indurntion commences m the left breast, mn 1ts upper and
external part, 1t progressively extends to the whole of one organ,
and then invades the opposite sde. Cystic degeneration of the
breast or cancer can occur later  Often the patient does not suspect
the degeneration of the breast, 1t has to be sought for After
operation, or efficient treatment of the bowels, the gland recovers
1ts shape and suppleness

(e) Pancregtic Affections —Chromo pancreatitis 13 frequent mn the
course of chromc intestinal stams. For this reason 1t very often
exists with lesions of the gall bladder, angio-chohtis, or smple
or caleulous cholecystitis, chrome pancreatitis easy to recogmse
dunng operations on the digestive tract, can end 1 cancer of the
pancreas It 1s probable that epithelioma of the head of the
pancreas has generally been preceded by pancreatitis

(f) Dyspepsia —The flexures of the intestine affect the pen-
stalsis of the passage of food, caumng digestive symptoms, and grve
nse to a crowd of incorrect diagnoses—gastralga, cholecystits,
gastric ulcer, appendicitis, ete

(g9) Auto-Intorrcatron and Subinfection —The absorption of the
toxins m the 1leo-colic segment of the nght side produces symptoms
of auto-intoxrcation and of polyglandular insufficiency, formerly
attributed to arthntism,’ and which lead to neuralgias, megnm
hepatism, rheumatism, puerperal eclampsia disbetes, etc.

(k) Wasting—People with mtestinal stasis complam of low
spints, anema, constant fatigue, despondency, sluggishness and
chilliness.  The first result of auto-itoxication 1s the disappearance
of fat 1n the breasts and around the viscera  This state leads to the
appearance of early senihty and increases the ptosis

(t) Constipation —Infrequency of the stools 13 the rule, three-
quarters of the cases of intestinal stasis only have & motion by
1njections and laxatives (mjurious) numbers of them heve alternate
constipation and diarrheea, lastly certain of them have a motion
every day and evacunte therr over loaded rectum but a residue
remams a true incomplete frecal retention, analogous to the chrome
unnary retention of prostatitis Constipation 1s more marhed m

L 1
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women because the loss of the pelvic fat leads to utermne displace
ment to the nght When the patient males an effort to evacuate
the rectum, the base of the congested uterus 18 pushed towards the
sacrum By a viclous circle, constipation provohes backward dis-
placement, and retroversion produces constipation

(j) Vasceroptosss —The dsappearance of the abdomunal fat leads
to & fall of all the viscers stomach, colon, kidney, hver, uterus
Visceroptosis often produces intestinal stams, and the latter, viscer
optosis, 1t 18 the most difficult pathologeal state to correct, 1t 18 the
cause of 80 many meomplete cures after operations

() Skin Affections —The emsciation 18 a cause of uglness,
fatigue, and early old age. Theloss of fat and of the mnseles produces
wnnkles, protrumon of the bones, dropping of the breasts The
alan becomes tightened, thick and pigmented 1n the aress of pressure
or friction, and 1 the eysbrows The neck becomes of a brown
chocolate colour The skin of the abdomen and of the thighs
becomes dark. The sweat under the armpits and in the gemto-
crural folds emits a strong odour Pruritus and & goodly number
of dermatoses are often observed.

Chronic 1ntestinsl stasis makes the sk look dirty and deforms
the shape of the fignre  The hatr falls off from the head, hairs form
on the cheeks, on the chin, and on the posteror surface of the
forearm.

() Anorezra-—Agenesia —Sir Arbuthnot Lane says every person
remsts differently the intestinal toxin, and this difference 13 revealed
by the colour of the hair, the darker the hair, the less 18 the power
of remstance to auto-intoxcation, and more marked are the symp-
toms which are the caunse of 1t. The red haired are the most re-
sistant (above all, Venetian red), brunettes, the most subjected to
1t.  The loss of sexual desire accompanies loss of appetite, and dis
appears very quickly m women after operation, but, 1n two of our
male patients submitted to colectomy, agenesia persisted after the
operation

(sn) Circulatory Affections —The toxins act on the myocardium,
the vasomotor apparatus, the cutaneous glands, etc  The red bloed
corpuscles are destroyed and hence cysnoss The circulatory
disturbances are the cause of coldness of the extremities. The nose,
the ears, the hands the feet, and the skin over the deltoid are cold.
The skan of the bach and on the upper part of the forearm 13 tick,
\nfiltrated and cedematous, 1t has a cyanotic colour and 1 sometunes

covered bv acne
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This condition of the skin, m the young girl, prevents her wearmg
a short sleeve. The skn of the forearm 13 moist, the fingers blue
ond cyanotic, and chilblamns frequent. The patient complams of
cold knees, even when the surroundmg temperature 13 comfortable
These people like warm weather and high altitudes, thev do not
feel well by the sea side, and at cold tumes of the year In some
cases all the symptoms of Raynaud’s disease, m all degrees, can be
observed

(n) Muscular Atrophy —The degenerated muscular system and
the voluntary muscles become soft, and the patient seeks out restful
posttions  In early age, the atrophied muscles produce deformities
scoliosts, flat-foot, genu valgum The abdomnal wall 18 soft and
supports the viscera badly, and hence early gastro-coloptosis

(o) Dysmenorrheea —The uterus becomes retro- or ante-flexed,
the ovaries atrophy or become sclerocystic, hence menstrual troubles
Hysterectomy formerly often wrongly performed 1n these patients,
mcreased the tomc symptoms and ill-health Ovariotomv for
cystic ovaries 18 not only useless but mjurious  What shall we say
of the unsuccessful gynecological operations n these conditions ?

(p) Cardio-renal Insuffictency —The kidneys are more or less
msuffictent the renal epithelium altered, as a result of prolonged
ehimination of the intestinal toxins according to the case, there
13 hypotension (female) or hypertension (msle) Radioscopy of
the chest often shows malformations of the heart and of the aorta
If the subject be syphilitic, the chances of alteration of the thoracic
vessels are 1ncreased Intestinal operation (hberation, short-ciccut
or colectomy) brings back the blood preasure nearly to the normal.

(9) Resprratory Insufficiency —The breathing 18 short, 1t may be
from direct action on the respiratory muscles or from cardio-vascular
troubles. The patients have a narrow chest, are of puny figure,
and breathe by the mouth Nesal imsufficiency 1s frequent.
Numbers of these patients are submitted to naso-pharyngeal opera-
tions  The spirometer shows the resprratory capacity 13 duminished
The spiroscope should, moreover, be advised to all these patients,
be they trested medically or surgieally, if development 1s to be
attmined  The application of a dilating apparatus to the palate 13
mdicated 1n young people after removal of adenoids.

(r) Nercous Affections —The lowerng mfluence of stercorema
on the nervous system 13 very marked Abouln low spints and
neurasthema arise He cannot work, boddy or mentally As a
result of the stercormmin there 18 o mental, physical and social
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mnportant loss He suffers from headaches, sometimes tolerable
and shght, sometimes violent and unbearabls, sometimes they are
accompanied by vomiting, mmulating a cerebral tumour Megnm
18 frequent TInsomnia and nightmares are the rule, he 18 not
refreshed by sleep The patient feels tared on wekmg up  He 1s
drowsy, and sleeps during the day  In the evening, on the contrary,
he becomes restless and sleeps with difficulty  If rest be ordered,
the horizontal position, massage and mtensive feeding, and 1if
muperal 01] be admimstered, he may put on flesh  But if he return
to the vertical position, and to his bummness, emaciation recurs
Neuralga of the trigemmus or of the sowstic, or rhenmatoid pawms,
are often observed

(s) Arthropatites —The Jomts react to the enterogenous toxio
mfection by rheumatod arthritis, Poncet’s rheumatism, or osteo-
articular tuberculosis

(t) Infections —The sbsorption of the microbes predisposes to
mfectious diseases, provokes & chromic subinfection (3789,
gmgivitis, coh bacilluria, puerperal pyelo-nephntis mammits.
Lastly, this absorption leads locally to symptoms of wumtation
or of infection entero-colitis, appendicitis, diverticulitis, angio-
cholitis, cholecvstitis, ulcerative colitis gastnc or dnodensl
ulcer, etc The infection 18 earlv and 18 due to the absorp-
tion of the microbes swallowed with the food, microbes which
normally, are elumnated in the stools. The infection begms in the
mucosa of the naso-pharynx, 1n the form of adenoid vegetations,
and hypertrophy of the tonsils ~ The cervical glands are first infected
by the ordmary microbes and Iater, if resistance fal, by the bacillus
of tuberculosis The buccal mucosa becomes mflamed, gingivitis
with falling out of the teeth (pyorrheea) 1s obsarved. Infections of
the digestive tract are frequent, appendicitas, cholecystitis, angio-
cholitis pancreatitas, cancer The bacilli may pass from the intes-
tme wmto the urme (coli baciluna) During pregoancy puerperal
pyelo-nephmtis can origmate. Pregnancy can, by pushing up the
Intestine, correct the kanks so that a pregnant woman with stoss
may recover her health during pregnancy, but usually the symptoms
return after accouchement. Pregnancy should perhaps be advised
to young women who suffer from ptoms, but the actual socal position
does not always allow of the apphcation of this treatment {Lane}

Intestmal tuberculoss may be observed 1t begns at the end of
the eum rmmediately above a Lane s hink 1t may extend to the
pentonenm, to the omentum or to the 1leo-ceal segment. The

\

\
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baaillary 1nfection starts from the end of the leum where the bacilh
collect, because 1t 13 badly dramned, this infection can pass directly
mto the body and reach the medsstinum, the lungs, the bones,
jomnts and suprarenals (Addison’s disease)

Diagnosis

Numbers of doctors are 1gnorant of chromic intestinal stass,
because, durmg therr studies, they have not observed 1t 1n hospital.
Tn the hospitals, the doctor considers these patients as subjeots of no
1nterest because they are * chromics,” whiners, without bad morbid
symptoms. A patient with chronto constipation, megrim, or bear-
able digestive symptoms 18 not admitted to & hospital They are
treated for their neurasthenia, megrim, or dyspepsia, and sent back
to their state of musery The *interesting” hospital patients
are seriously ill, for whom medical treatment can do no more A
desmre to learn the subject of chronto intestmal stasis, on & post-
mortem table, 18 like that of studying the history of an era from the
rung when a fire hes destroyed the buildings (Arbuthnot Lane)
The * chronics ” who die m our hospitals suffer from tuberculosis,
cancer, arterio-sclerosis, Addison’s disease, diabetes, Bright's disease,
of which the mmtial 1llness could be Lane’s disease, but who, at
the tome when they are seen, present the last lesions which have
cansed therr death, whilst those of the ornginal disease have passed
wnnoticed

The people suffaring from mtestinal stass are, moreover, very
numerous It 18 enough to think of them to discover them among
the “ chronics ” who swarm to the medical consulting rooms and
to the different thermal stations they choose accordng to the
predominant trouble. The specialists 1n gastrc diseases treat them
for uleer or ententis, the gynsecologists for salpingitis cystic ovary,
Tetroversion, amenortheea dysmenorrhees, steribity, menorrhags,
absence of sexual desire, the urologsts for movable kidney, bacter:-
une, puerperal pyelo-nephntis, the orthopesedists for scohoms or
flat foot, the truss mahers try all sorts of belts corsets and pads,
the dentists treat them for pyorrheea, the laryngolomsts remove
their tonmls adenoids, turbinated bomes, or nasal septum—justifi
able measures owing to their nasal and respiratery insufficiency, and
for the chromo infections of the posterior wall of the pharynx, the
dermatologists treat them for pruntus, acne, hypertnchoss, early
baldness, chilblams bad smellng perspiration, the specialists m
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opotherapy for thyroid, suprarenal, ovaran, and hypophyseal
msufficiency, eto, the neurologwsts are consulted for Leadache,
nsomnia, umtabihty, and low spints, and mnvohe neurnsthen,
hysters, etc , the vaceino therapeutists treat them for bacterinra
or for furuhculosis

We take these patients to the radiologist, who examines them
for & gastric lesion, and sometimes omits to make an examnation of
the complete 1ntestinal tract

Wo find them back agan at the thermal stations at Vichy,
for their liver, or their stomach, at Luxewl, for their utero-ovarian
symptoms, at Chitelguyon, at Plombiéres, for constipation or
enteritis, at Bourbon ’Archambault or at Aix, for arthralgias and
rheumatism, at Uriage, for akin affections, at Divonne they take
the baths and are massaged, at Evian or ab Vittel for renal in
sufficiency, at La Bourboule or Mont-Dore, for their pulmonary
msufficency or for tracheo-bronchial adenitis  In Switzerland they
swarm 1n the sanatoria, where they try to get {at

Lastly, their pathological history 1s adorned with some surgical
operations hysteropexy, hysterectomy, mammectomy, ovariotomy,
gastro-enterostomy, and, above sll, appendiceotomy This treat
ment 18 not followed by any improvement

The stercoremic powson affecting every organ, 1t 18 natursl,
according as such and such a system 1s affected, that the patient
consults one specialist rather than another

It 18 ENOUGH TO THINK OF THE DIsGN0SIS OF CHRONTO INTES
TINAL BTASIS IN ORDER TO MAKE IT —In every patient who shows
phenomena of auto-intoxcation, a subfebrile state, glandular
msufficiency, 1n all the subjects labelled as arthntic, dyspeptic,
anemic, nervons, neurastheme, m those complaining of headaches,
megnm, digestive symptoms, and of constipation, 1n a number of
cases of pulmonary or jomnt tuberculosis or i Bright's diseaso,
m the glycosuric or 1n Basedow’s disease, resort should be systemat?
cally made to radioscopy, Just as 1t 18 necessary to think of intestinal
worms and to make a microscopic examunation of the freces

WHAT RADIOGRAPHY OAN TELL THE SURGEON AND THE PHYBICIAN
A9 REGARDS (IASTRO-ENTEROPATHY —In ninety nmne times out of
s hundred the mformation furmshed by radiography, however
excellent 1t may be 15 useless or nsufficient. This gap 1n radio-
graphic exammation does not depend on radiography 1tself, but
on the msufficiency of the information required by the physician
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1n charge of the case It 1s necessary for radiography to furmish
the following information

(a) How the stomach funotionates Modifications of 1ts image.
Length of time required for 1ts evacuation

(b) What 18 the diameter of the duodenum, 1ts method of evacua-
tion 1 connection with the duodeno-jejunal flexure and the lac
stams ¢ Its deformuties

(o) How the end of the ileum fills and empties Is this end
dilated, bent, or thichened ? Is 1t filled rapidly by a large opaque
mass, or, on the contrary, by a normal opaque 1mage ? Does the
mass of barium 1n the 1leum remsawn there three six, twelve, or
eighteen hours ?

(d) What 18 the state of the crecum and colon? 1s the czcum
distended, mobile, prolapsed deformed ¢ At what time 1318 filled ?
Is 1t empty &t the end of eighteen, twenty four, thirty six, or forty
eight hours? Is 1t mottled with clear spots corresponding to the
exaggerated mucous secretions

(¢) State of the transverse colon. What 1s its shape? What
1ts degree of prolapse 1 Does 1t reach the pubis, the bottom of the
pelvis?  What 13 the degree of angulation of the hepatic and splenic
flexures ¥ In cases of acute flexion, are the segments forming these
angles separate or not ¢ In other words are the mght and left
himbs of the transverse colon united side by side with the ascending
and descending colon 1

(f) What 1s the state of the mgmoid colon? 1Is 1t elongated,
dilated, deformed ? Are there any diverticula { Is there a megn-
colon? Dolicho-colon ?

(9) What 18 the appearance of the ceecum and colon 1n the whole
of 1t length 1 I8 1t completely empty n forty eight hours? Are
there any specially dilated elongated discolonsed or retracted
parts ?

There ought to be a radiograph after an opaque 1njection and
abaryta meal Both methods of exploration are necessary

To be complete the radiographic examimnation ought to include
that of the nght mde, indicatmg the presence of caleulus of the
kudney ureter and, if possible, of the gall bladder (rarely visible),
and that of the thorax showing the condition of the mediastinal
glands the existence or absence of ectasia or aortic malformation,
and the degree of clearness of the lungs

The radiographer should advise the patient not to take a purga
tive, laxative and above all, a mineral ol for ten days before the
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examination. On the other hand, an mjection taken the day before
(water and glycenne extract of bile) 18 indispansable

As these exammations are long and costly, 1t 13 not, perhaps
always possible for the radiographer to carry them out, yet 1t 15’
absolutely necessary to give the surgeon the followng information

(a) What 18 the condition of the stomach ?

(b) Is the end of the 1leum filled by & mass, and how long after
the baryta meal 18 1t empty ?

(c) How long after 15 the cco-colon empty ?

(¢) How long after 18 the whole of the large intestine empty 1

Prognoms
What becomes of the untreated cases of intestmal stams ?
Intestinal stams impairs the health of the person and reduces his
potentiality from 20 to 80 per cent., 1t 13 & permanent check to his
physical, imtellectual and moral activity It shortens lus life,
predisposes to early old age, to artero-sclaross, to Bright’s disease,
to eclampsia, to diabetes, and, above all, to cancer and to tuberculosis

Treatment.

Moedieal Treatment. —Before operating on a patient with inteatinal
stasis, the doctor should examme the anus and the rectum. He
will be able to discover by this means a congemtal band, hemor
rhoids, or rectal mnflammation, the cure of which, followed by re-
education, will restore the intestinal functions If the exammation
be negative, the dostor should look for intestinal worms If this
be negative, he should, at first, order medical treatment, which
should mclude hygiene of the almentary tract, vegetaran diet,
massage, and abdominsl and respiratory gymnastics, the spiroscope,
reptation treatment of the spme (Lebon, Aubourg), and a cure at
Chitelgayon, Plombiéres, or at Vichy In every case he will pre-
scribe bile products, and, above all, paraffin, m adults & dessert-
spoonful of the o1l should be taken before each meal, 1n children
a teaspoonful. It 18 absolntely necessary not to tahe 1t fasting,
otherwise the patient may complam of some fatty discherge on his
clothes. Tf, on the contrary, 1t be taken during meals, 16 13 mtl
mately mixed with the food and ensures daly or twice daily evacus
t1ons without any meonvemence. Warn the patient the resnlt 1s
not 1mmediste, but will supervene mn a fow days or weeks, so that
he shall not boe discouraged. Recommend bile products and intes
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tinal antiseptics, discountenance the regular use of injections and
laxatives, these poison the patient more

When intestmnal stasis 13 accompanied by polyglandular m
sufficiency the doctor ought to find out what gland 13 affected, and
if he ought not to combine with the mineral o1l thyroidal, ovanan,
suprarenal, or hypophyseal, etc., treatment

The use of & good hypogastmo belt, well fittmg and well made,
18 often useful

The mental state 13 often as out of jont as the abdomen, it
should be re-educated

Mineral oil, abdommal and pulmonary gymnastics, horizontal
position, for an hour after meals, hypogastric belt, psychotherapy,
thus 18 the résumé of medical treatment. It will play an important
part 1 all patients, even if they have to be operated upon after-
wards, and that for two reasons st first, because the patient 18
distinctly strengthened before operation 1f he practise gymmnastics,
massage, etc , and afterwards, once the operation 13 performed, he
will continue the medical treatment necesssry to brng back s
normal health

Surgical Treatment.—Four points have to be considered

(a) The time when medical treatment should yield to surgical
treatment

(b) The choice of operation.

(¢) The danger of the different operations, immediate results

(d) The value of each treatment according to the future results

WHEN sHOULD WE PASS FROM MEDICAL TO SumGicaL TrEaT
MENT $—At first wait for the stringent medical treatment to fail
unless the patient be too advanced to allow of 8 new lwe of treatment
and unless the socal postion of the patient compels him to work
as g00n as possible, but nearly always medical treatment 13 useful,
for even 1f 1t fail or be insufficently long 1t prepares for the opera-
tion and completes 1ta efficacy It ought to be carried out for
some months or years after the operation

The operative indications do not rest on o smgle cimeal mgn,
but on all the symptoms

We do not consider operation 13 ndicated on radiologieal
mformation only, 1n some cases some shght delay in the passage
through the intestine 1s accompanted by senous stercormmic symp-
toms and m some long delay shows lttle sygns of intoxieation
ench person does not react n the same way to the intestinal toxin
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or to a mechanical obstacle, there are some people very affected
by & shght delay, because naturally Little resistant, with feeble
vitality, they cannot bear the shghtest stercorsomua ~ Theur defensive
powers are feeble, and thev ought to be operated upon at once
Inversely, some vigorous people bear a delsy 1n the passage of the
inteatinal contents very well Yet a pronounced delay—eg, ten,
twenty, and with munch more reason twenty four hours in the
ieum, and forty-eight to seventy two hours in the cmeum are plain
mdications no medical treatment will ever 1mprove such cases
On the contrary, some patients are badly powsoned by a much less
retardation, they must be operated upon

Operation 18 necessary on patients in whom the whole of the
colon 18 full for forty-eight hours, and with still more reason for
three days

The chromc affections due to stasis may necessitate operation
The chronic stercoremia producea mammitis, rheumatoid arthritis,
glycosurias, nephritis, gingivitis, and nervous symptoms, in these
chronic toxi infectious disesses, 1t 15 wise to find out by radiography
if stams be present, 1f the result be pomtive, operation 18 necessary
Usually 1t 18 rather for digestive, cutaneous nervous or general
symptoms that the patient consults the doctor, and for which opera
tion 18 performed  Independently of the stasis seen by the X rays
and the general toxic symptoms, the operative indications come from
mechanical symptoms (colics, enteritis), from malformations of the
ntestine from pronounced prolapse of the ceecum, from the presence
of a dolicho-colon, from the existence of diverticulitis, or from
obstinate mfection of the imnteste (simple or nlcerative colitis)

WaarT OPERATION SHOULD BE PERFORMED {—We can choose
from the following procedures

Division of bands colo-cecopexy cesto-phication short-circmt
(1leo-sagmardostomy or cseco-sigmoidostomy) or partial or complete
colectomy Each of these has its indications

The operation most often indicated (seven times out of ten) 15
mobilisation of the colon, a dehcate, long but mot mutilating
operation and without danger 1t conmsts mn combining resection
of the appendix with division of the different colic and ihac bands
Amongst these bands the most constant 1s the first 1n date and the
last 1n site (the first and the last kink) 1t 15 the ileo-sigmordal hink
and band, 1t must be cut  The whole 18 not cut, 1t must be repaired,
s more delicate operation than o complete colectomy — Restors
fion 15 more difficult than liberation We will describe 1t later

\
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After liberation of the colon, i unportance, comes short-circuit
(ileo~ or creco-sigmoidostomy), then colectomy

If the short-circuit be nsufficient, 1n 81x months or a year later
a secondary complete colectomy, which causes no nsh, can be
petformed The mortalty from this double operation 18 nearly nil

If, then, I must sum up in two words the actual treatment of
constipation, I should say

For medical constipation, re-education and paraffin oil.

For surgical constipation (or Lane’s disease), liberation of the
colon, ceco-sigmordostomy, complete colectomy

Complete colectomy 13 indicated 1 one out of five cases, after
failure of cololysis or of short-circmt, and at once i serious ceses,
1t may be from excessive retardation of the passage of the intestinal
contents, or from the exstence of concormtant complications
tuberculosis, glycosuria, albumipuria, acute colitis, diverticulitis
dohcho-colon, mega-colon, ete

Somo of the Objections rased against Total Colectomy

The majonty of the answers I will give are borrowed from the
article by 8ir Arbuthnot Lane (Presse Alédicals, August 3 1921),
for the most part they are copted verbatum.

1. Ox WHAT 18 THE SURGICAL TREATAMENT OF CHRONIC INTES
TINAL STA8IS Basep ?

(a) On the failure of medical and physical treatment

() On the degres or the nature of the stasis as seen by the
X rays

(¢) On the reaction of the orgamsm against auto-intoxication.

The decision for surgical treatment depends upon the combina-
tion of these three.

The medical treatment consists in the admimstration of paraffin,
abdomunal and general massage diet the use of glandular extracts
(thyroid hypophysms biliary extracts) psychotherapy intestinal
vacomes thermal atations. If after a trial of medical treatment,
the result 18 insufficient or ml resort should be made to surgery
No doubt there are sometimes exceptional circumstances which
Prevent any delay i the operation, increase of symptoms, or from
necesuity when the patient has to work for his iving do not allow
of therapeutic measures which msy perhaps be useless Besides,
If the diagnosis be clear, and the stasis very marhed the earlier
hberation of the bands, short-ciremt or colectomy will be performed,
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the younger will be the person operated upon, and the better will be
future results, because the alterations m the glandular, endoorine,
nervous, or vagcular systems are not extensve, whilst if operation be
performed on an “ old atasic,” an old patient, m whom the nervous
system, the thyroid, the ovaries, the suprarenals, the hypophyss,
the spleen, the vessels and the glands are already altered, s much
longer time will be required bo restors him to & normal or a better
state of health

2 WHY REMOVE THE LARGE INTESTINE, WHICH 18 A USEFUL
OreaN $—Useful, yes, 1f 1t be normal, but 1t becomes a toxio, sephio,
dangerous organ directly chromo stasis has altered, elongated, or
dilated 1t, bemdes, the surgeon who removes the mterus, ovary,
thyroid, gall bledder, or stomach removes organs more useful, and
that without scruple. Why 1

3 Is Coreoromy A SERtOUSs OPERATION 3 —No, now that the
technique has been well worked out the mortality 15 not more than
8 per cent

4. Way, A¥TER COLECTOMY, MAKE AN Exp ro-Exp ILEO-
S16MOID ANASTOMOSIS AND NOT A SIDE To-SIDE, WHICHE 13 ASIER §
—Because the two intestinal cnl-de sacs gradually elongate and
produce complications '

b WHY NOT MARE ONLY A Riear HEMICOLECTOMY, WHICH
REMOVES THE C&0UM, THE ASCENDING COoLON AND THE END OF
THE SMaLL INTesTiNE ! — Right hemicolectomy 1s certamnly a
quicker esser, and & mulder operation, and produces fewer 1m
mediate intestinal symptoms. But 1t does not remove the splenio
or 1leo-sigmoid flexures, unleas the bands are divided at the same
time 1n cases of dolicho-colon, 16 leaves a long sinnons and absorb
mg colon, which 18 & source of toxmmia. Moreover, 1n hemt
colectomies I have been compelled many times to perform complete
colectomy secondarily a complementary operation which was both
mild and efficacions  In cases of dohcho-colon, of ulcerative cohitis,
or with serious general complications, such as nephrtis dinbetes,
tuberculoss, ete, the wntestinal lesions develop especially 1n the
second half of the colon and are accompanied by spasm, which 1
due to chrontc inflammation of the mucoss (entero-colitis)

6 WHY nOT I¥ PREFERENCE TO A COLECTOMY PERFORM (Z00-
PLICATURE AXD CorLoPEXY l—Every surgeon should endeavour to
base his operation on logical consmderations For wstance, Wh);
a}{a the cecum aud ascending colon distended and prolapsed

N
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Why do the frecal matters accumulate there ¥ Because there 18 an
obstacle below these two organs this obstacle corresponding to
the splemo or the creco-ilng flexure  What, then, would be the
result of a colopexy, a colo-plicature, or a right hemucolectomy
above the obstacle ¥ At the beginning the fecal matters would not
accumulate any more mn the fixed or folded organs, and the patient
would be much better, but the improvement would be imperfect
or passing, there would always be a delay i the passage of the
fieces above the unremoved obstacle The feeces, nstead of accu
mulating 1n the cecum and m the ascending colon would collect
1n the end of the 1leum, whioh would be no better  New stercorsenuc
or mechameal symptoms would arise, recourse must be had at the
beginning to division of the bands and especially of the two colo-
mgmowdal and splenic ones

T ArTerR CoLECTOMY STASIS SOMETIMES RECURS A5 A RESULT
oF ELONGATION AXD DILATATION OF THE EXND OF TRE ILEUM —1
have mentioned that colectomy ought to be fimshed by end to-end
anastomosis of the 1leum and of the terminal part of the sigmoid,
but 1f, for specinl reasons—extreme weakness of the patient, obesity
glycosuna, etc.—it 18 found to be unwise to perform a complete
colectomy at once, we must rest content with an ileo-sigmordostomy
by end side implantatton The only mnconventence of this method
18 the reflux of frecal matters by antipenstaltic movements to the
czzcum, but the doctor ought still to take care to produce evacua
tion of the large intestine twice or thrice daily, by re-education, wath
paraffin and massage

8 WHY noT PREFER CECO-SIGMOIDOSTOMY TO AN ILEOSIG-
MOI0sTOMY ? —Experience has shown that the latter has grven
better results than the former Moreover short-circmit 1s generally
Just as serious as and less efficacious than colectomy hence methods
of choice are sumple division of the bands or colectomy

9 AFTER COLECTOMY OUGHT PERSBTENT DIARRHEA TO RE
FEARED 1—Thus fear of diarrheen 1s a myth, a prejudice contrary
to facts The diarrhea disappears at the end of some weels or
months. When 1t persists, 1t may be due to complications, some-
tunes to faulty technique or because the intestmne was infected
before the operation and remams so afterwards

Agamn what 13 wmderstood by diarthaa 7 Is 1t the exstence
of many evacuations a day ¥ If the patient complain of hav
three stools a day, he 13 wrong for 1t 15 what we ought to seek for
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mn the cure of constipation We should endeavour to obtam it by
the administration of paraffin, and 1f need be by the addition of
& little castor-oil or of pheno-sulpho-naphthalains, for 1t 18 ne

to exaite the intestine continually to ensure 1ts absolute drainage
Moreover, three evacuations a day are normal, 1t 15 civilised man
who goes only once a day to the wec, and often less frequently,
savages empty their bowel when they will, and as soon as they
have eaten, because they can do so anywhere There are some
pafients who yet complan of alternations of constipation and of
diarrheea, some constipated patients do this This 15 & relatively
unsuccessful result after colectomy, and depends on the presence
of pen intestinal adhestons whioh hinder the passage of food through
the digestive tract On principle, therafore, the surgeon onght to
obtam soft and frequent stools (three a day), and not sold daily
evacuations If diarrhoea reslly exist, find out if 1t be due to
intestinal infection previous to the operation (use intestinal vaccines),
to adhesions, or to a fault 1n the action of the anastomnosns which can
be avoided by & correct technique

10 ComrLETE COLECTOMY 8OMETIMES 0AUSEI DEATH 0R SUDDEN
Sertous Syareross —Three complications have been observed
after the operation peritomtis, heemorrhage and shoch.

Pertonuts may be due to mjury to the intestine (duodenum or
colon) dunng 1ts liberation. It 19 sufficient to draw attention to 1t
toavoid it Durng separation of the splenic flexure, 1f the operator
stop the bleeding of the meso-colon without having well liberated
the flexure he misks tying the mtestinal wall at the same time as
the vessels there remains then 1n the vascular stump a fragment
of the wall of the colon, remans of the mucosa which wnfeot the
perttoneum, here, again, it 18 sufficient to draw attention to 1t to
avoid 1t

Hosmorrhage does not occur 1n thin subjects in whom the mesen
teric vessels are well seen, they are cut one by one with the greatest
ease But m cases where the mesentery 18 fatty, 1t 18 & good thing
for the operator to flatten out, with the fingers the meso-colic fold,
so that the hgature 18 only apphed to the vessels and not to the
adipose tisue, otherwise the vessel might retract mto the fatty
meso-colon and secondary hemorrhage might result.

Shock 18 very rare 1n the practice of the surgeon who operates
with care, without wounding the mntestine. It certaimnly may result
m emacated or toxic subjects, and i those whose defensive glands
functionate msufficiently (suprarenals, thyroud, kidneys, ete.), yet
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if, dunng intervention, an injection of serum be continuously and
gystematically given, 5o that the patient absorb at least two pints
of serum 1n the axlla (introduce the needle mto the pectoralis
major), there will be no shoch

Transfusion of blood before and after operation prevents shock

Colectomy 18 & muld operation, 1f the patients be mn good heslth
In cachectic patients from time to time death may occur from shocl,,
but transfusion greatly reduces 1t

11 WaAT ARE THE FUTURE RESULTS OF COMPLETE COLECTOMY ¢
~This 18 the most important question Two-thirds of complete
colectormes not only end 1n cure, and not only give satisfnctory
results, but a ventable resurrection supervenes Some patients
complam, as before the operation, of malaise due to renal msuffi-
ciency, or of hepatno or of gastric symptoms  Persistent dyzpepsia
may be due to gastroptosis or to & nervous or extensive glandular
alteration, o new house cannot be rebuilt from one which 18 burnt
down, for the mejonty of the patients operated upon have been
“burnt® by the stercorsemic poisons for many years We cannot
hope such & person after colectomy with a runed constitution can
m a year re-form a liver, thyroid ovaries, cellular tissue, fat, ete.
He must not ash of the surgeon more than a colectomy can give,
1t suppresses the pathological cause, causes the symptoms of ster
coremua to disappear, but cannot renew the destroyed organs, that
18 why the results are sometimes unsatisfactory The day when
the indications are more exactly laid down and therefore, earlier
the day when the correct techmique becomes generahsed, 1 am
convinced the results will be marvellous, and will be one of the
greatest conquests of surgery

Bome patients operated upon still complam they are very debih
tated or nervous there are some with congental weaknesses, by
hebit miserable, who remamn miserable, even 1if they be better, for
them we can do nothing except psychotherspy to strengthen therr
optimism. The same can be said for many operations upon the
nervous and unstrung Agsan, I repeat that often the mcomplete
results are due to a therapeutic or techmcal fault, but they can
be avoided as follows

(A) Combat the Permstent Intestinal Infection —In patients
operated upon for ulcerative colitis or grave chromc entertis,
sometimes the mucosa of the sigmoid and end of the small mntestine
are still infected  Intestinal vaccines should be employed

(B) Avowd the Formation of Pervtoneal Adheions which anse on
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the whole of the amall ntestine, 1t 15 a very mnportant ¢
fulure  Adhesions should be the “nightmare” of a surge
can make them exceptional m a large proportion of cases
following way
(a) By making as few injurious mampulstions
(0) By Bﬁnp];llig off as hfgtle pentontm}l)n 28 posm&glgam l
(0) By reduciug the vascular stumps to small pedicles
(C) Avord Displacement or Secondary Twisting of the Ii
mordal Anastomosts
(@) Thero are some careless surgeons sho, whilst anasto:
the 1loum to the sigmotd, madvertently rotate the anastom
itself It 18 one of the causes of serious failure, and occun
often than 18 beheved, we cannot draw tco much the att
of surgeons to the stage when they are making the end
anastomoss, 1t 18 & good thing for them to mark out ca:
the edges to be umted before beginning the suture.
(5) The operator finds the small mtestine too smsll, 1515 8
m calibre than the large intestine, he then makes a racket s
ncislon—4 €, he meises the small intestine on 1t8 convexty
method has the disadvantage of bending the 1leo-sigmoidal
tomosis, but end to-end anastomoms of two intestines of dif
size can be made if some forceps for marking out the inte
edges are applied before suturing
(0) The kink may arise at the point of the anastomoss be
1t has formed some adhesions with the adjoining intestine  Be
the adhemons are not sumilar, 1t 18 necessary for the operat
strive to make the imtestims functionate from the time the
tube 18 removed—s ¢ , from the sixth day T advise, after the o
tion, the mtroduction of an @sophageal tube risng wmto the
mtestine well beyond the ansstomosis This tube remove:
flatus directly and prevents obstruction Whilst the tube
position the nurse, morning and evening, mjects a httle oil int
tube and mto the intestme. On the sixth day the tube 18 remc
Tt 18 & critical time  The intestine must continue to be well drai
for that purpose the patient should take, mght and mornu
dessertspoonful of paraffin and a httle castor o1l or phenol sul
naphthaleine. It 13 absolutely necessary to ensure the infes
function after removal of the tube and a watoh should be Ler
the wntestme and should be continued for many weeks and mor
One evacuation & day 18 not suffictent there should be tk
paraffin at the beginning of each meal should continue to be ta
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The great majonity of patients on whom colectomy has been
performed are brought to hfe agam, and their existence 13 trans
formed. The megrm disappears, the genersl depresston gives way
to cheerfulness and actinty The pallor of the skin disappears,
pigmentation vanishes, and the cutaneous and menstrusl symptoms
graduslly psss away The very chromo diseases, as rhenmatord
arthntis, tubercular rheumatism, Addison’s disease, Raynaud’s
disense, tic douloureux, and Bright's disease, are considerably
allevisted, and 1n the cases treated at the beginning disappesr

Tosum up 1t 18 necessary to operate—

() When the patients complan of digestive symptoms and at
the same time stasts and phenomena of suto-mtoxication are noticed

(b) When, m patients affected only with phenomena of auto-
mtoxeation (neuralgls general depression, emaciation, abdominal
discomfort, coldness of the hands, menstrual troubles, eto) atasis,
which 13 certamly the cause of these conditions, 13 noted at the
same time

Well carried out removal of the intestmal kinks very often
suffices

(¢} When one of the numerous pathological states from which
mtestmal stasis ongmates 18 noted—rheametord arthritis, tuber-
cular rheumatism Addison’s disease, chronic mammts, exoph
thalmic goitre, Raynaud s disease, ete. In all these pathological
chronic condifions make a radioscopre examination of the mtestine,
if there be stasis perform colectomy The patients recover their
health, and mmprove considerably, especislly if the lesions be not of
too long standing

Colectomy 1s necessary—

1 When removing the adhesions has not cured the patient

2 When the passage of the ntestmal contents 1s delaved con-
sidersbly, the intestme deformed dilated, elongated or diseased.

3 In cases where operation has been performed m an mfected
patient—t e., 1n an entero-cohtis—if there remain an end of infected
Intestine, 1613 possible for the symptoms of ententis partly to persist
It 18 pecessary at the time of operation, to procure from the mtestine
removed a specimen of the intestmnl flora and to make an auto-
vaceine,

4 Colectomy gives immedinte snd future good results m the
{ollowing condstiona

(@) Good technique 18 necessary

(8) The indications should be well established

1
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(c) The progress after the operation 18 to be watched for many
months The patient should submit to medical observation 1
order to ensure reguler funotion of the ntestine by edneation, or
by paraffin  The doctor ought to correct the different msufficiencies
of which chrome stercorssmia 18 the orignator glandular, muscular,
nervous wsufficiency, psychical re-education, ete.

TecanIQuE oF CoLecroMy ~The patient should be purged with
castor-oil two daysbefore the operation  He should be anmethetised
by nitrous oxide with local, spmal, or regtonal (walls and splanchnie
nerves) anesthesia * During the operation a pmt of artaficial
serum should be mjected under the breasts or mto the axilla.

1 Long I'nctsion of the abdominal wall, to the left of the mddle
lme

2 Complete Ezploration of the intestinal tube stomach, duo-
denum, gall bladder, mtestine.

3 Separation of the large intestine Drssection of the colon
from the omentum, beginning at the left mde (Lardennos and
Ockinerev), and from the abdominal wall (Pierre Duval) The
meso-colons are laid bare and mobilised, like & mesentery The
large mtestine 18 made as free as an ileum.

4. Lagature of the Meso-colons —The ligatures are applied to the
meso-colons, which are reduced to vessels only without cellular
tagsue, the meso-colons are divided The colon and 10 centimetres
of the small intestine are freed, and rendered mobile. The Heum
and the sigmoid colon are then crushed at the place of future division
by means of two gastro-enterotomy clamps or by Thierry de Martel's
céraseur

5 Intestnal Resection —Cut, with the thermo-cautery, the
mgmoid between the two forceps, keep sufficient of the mtestine
for 1t to come freely without draggmg on the end to-end anastomoss.
There must be no colo-sigmodal or recto-sigmordal kank 1n front of
the anastomosis

Divide the ilenm at 1ts termination, with the thermo-cautery
between two forceps. The resection 18 performed

6 End-o-End Ileo-Swymordal Anastomosis —Examine the end
of the sigmoid to be anastomosed 1f there be any fotty tags tie
and remove them. The ends of the colon and ieum are brought
mto contact with one another

One of the two following procedures should be chosen for the

anastomoss
= “Anexthésie régronale  loc et
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End to-end annstomosis with a button

The clasuic method—te, end to-end 1ileo-colic enterorrhaphy
with suture at three levels. It 1s the method shown m the figures

T Repair of the Aeso-colon —The opemng which exists betieen
the two mesenteric borders—t ¢, between the edge of the mesentery
and that of the pelvic colon—is closed by a catgut 000 contmuous
guture  Avoid the raw surfaces, so that there shall be no intestinal
adhesions. If care, moreover 1s not tahen n the closure of the
mesenterio opening, there 15 & nsh of strangulation of the small
wntestine or torsion of the end of the 1leum on 1ts axis, and as &
result obstruction, colic and pain.

8 Intestinal Drainage —When the end to-end sutnre 13 accom
phished, 1613 & good thing to miroduce an msophagesl tube by the
anus  This tube should pass qmite easily if the surgeon take care,
during 1ts mtroduction, that the nurse mjects a hitle oil. The
hand of the operator placed 1n the suprapelvic cavity brings the
tube watching it the whole time, mto the 1leo-sigmord anastomosis
If the operator forego this permanent dramage, convalescence 18 less
comfortable.

If, m place of a suture, the operator has used a button, the
tube 18 useless, provided the button 18 properly applied.

N.B —Bofore sending the patient bacx to bed, fix the so-
phageal tube to the anus by a stitch the tube should remsin a
week. The patient shonld drmk slmost ummediately If the
stomach inflate, 1f vomuting ocour, wash out the stomach once or
twice. After colectomy, do not be afraid of diarrhces, if the patient
have three hquid motions a day, so much the better Keep up this

frequent evacuation by onl and paraffin and physical treatment,
rather fear the return of constipation.
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Fio 104—Crmomio Consmirariox STroxc 4y Frrsia AnpowmmaLl WaLL
ed by bands at which the intestine is bent

Atthahﬂ.lt‘mngnll thnintdﬁneh
utmhungl:punnmﬂ ‘which tramwit. The oldest band is the last in
tabe (eolo-xigmeidal). Attheright,fcehlovﬂL Here the Intestine Ja
n:op dﬂ.ntodu thoat band or kink. The stasts depends on

tbe atony and atrophy of the Intestine. In this case toxio phencmens predominate
whilst in the the mechanical phenomens were the moat important
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Fia 103 —Crxroxio CoxsTrraTION

Freelng the meso-oolan (in the case of » ebdominal wall) This da in
the test mumber of onses. Divimon of the and Iberation of the intestine fs
ormed It In afterwards to suture the openings in the peritoneum

n the right appearancs of the intertine after cperation.
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Fia 102 —Curovio CoxstreaTron
Riger HEsy coLsoTOMY

e absorbent toxio part of the intestine m
The {lemn is implanted into

the ofd  As the obatacle at the
cn!.o:ﬁmld.nl and co!o—rplenm&t;, thesn
latter must becut and repaired as in Fig 105.

PRACTICAL SURGERY TLLUSTRATED

F1a 110 —Cumovio CoxsTIrATION
CoxrreTE COLTOTOMY

This more radical, but not mare delicate
operation s performed {n seroTs cases

or after fallure of the preceding trest
ment
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Fia 111 —Cmxox1g Cozsrrratioy  Coxriere CorrcTOMY

Laparctomy in the dependent position. First stage separation of the eolon from the
omentum (Lardennols Ockinzve). Below the poaterior aurface of the stomach and
the great omentum  On the left the bistoary finishes the separation of the eplploon
from the trunsveree colon.

e

L
—~

Cddon transtere mTranavenws colon,  Wiro-com m Mesocolon,  Dicollement colo-éprplokrue
= repatation of the colon from the omentum.  Grund épiploom éearte = Great omentum

cut awny  Pawcriss=Pancress.  Arrdre-cantd = Porterior cavity  Treme calieqnes
Calias axis.  Edomac =8 h Tausaur Coronary vemels,
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‘Q"(

Comr resge/ %

iberant le cilor -
B

Fio 112 —Caroxto CovsriraTioy  Conrrxre COLICTOMY

Separation of the colon from the abdomen on the left side  Dlmertion of the colon from
the omeatum is fintshed  The operator the liberation of the ieft )
flexure. MNote this separstion is carrled out ho! irs his left hand the
verse eobon, and in his right forcopa grasping a tampon: these forceps gently separats
the colon By this method hwmorrhage is avolded

Angle calque pauchem Left ﬂnmdthscd;ed Co-;mml.‘bbuthc&n-l}om;n-lnd.nx
on.
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Sact/q/n du : :
ligarment phrenoZy - \
l

colique gauche z (* 3
e, NS Dupred)

Fra 113 —Cmroxto Coxsrrarox  CoMPLETT COLICTONY
The tampon in this case f2 not sufSolent to liberats com
quired to eut the rust fom hents  Inthis

-Left of the colon.  Section d) -
Angle calique guwche = Lef B];ixm  the o om :Ib;:mﬂpbho—cd&nm



188 PRACTICAL SURGERY ILLUSTRATED

- - (3 -
Coudure de q‘v'ne
3 {17

Red
= ~Varssesx liegues externesy

T

.
Colon sigmorde

- i 1) 4
Colgn delren

f :

/

by R/
Feuirllats™”
Ilper/toﬂeaux

TR
"~ f Colon transverse
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Fio 114 —Carovio Coxsmeatiox  Cowvrers CoLrcroxy

Division of Lane s ilisc band  This band is the first to appesr pathogenetically and s
pethaps the origin of the whole disease; it fixes the algmaoid colon at the Jevel of the
ﬁhf;;imm and produces & kink nto{thh place. l’It is nolt.inﬁ.:lfnmna-ry b;;tloi:xp.

L2 process, a support to part of the organ after prolapse of the »!
which {s heavy with the {oal matters and perheps abnormally long Thmdhmt
the meso-algmoid. It is added to it, and when diviston i performed the meso-
sigmord {s found Intact below it There exists very often & space between the two
lavers. Below and to the left arterial forceps have seired & vessel of the descending
mesocolon  This ligature 1s aceidental. Generally ligature of the meso~colio veseels
forms a special stage when liberation of the whole colon s finhired

Condure de Lars mlano s kKink,  Tmssant duquer crrernes = External e veseels.  Com
1z-allo- eolon. Cdon deacemdant mDeacending colon. Fenilets piro-
néanz = Folds of ontum, Artére colvpus ganche rupre e Leit superior collo srtery
Exfomac =5t Cdox transrerse v Trarwverse colon.
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Fm 115 —Carox10 Coxstrariox Coururre CoLECTOWY
How the colo-sigmoidal band h cut by the knifo for separation of the colon from the
bdomen on the left alde.
Hecteom dela condure da Laxe = Diviion of Lanse s kink,
yoascls,

& ¥ sk ¢4 e erues = External
Méwosrgmolde m Mesosigm on siymotde
du pértovae mEBection of the perltoneum.

Tawetanr
obd colon,  Cor,

At colique gamche rupee — Superior kit colle

artery
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Fra 116.—CEROoM10 Covsrrration  (oMPLETE COLECTOMY

Freeing the ascendmg colon and the cmonm (Pitrro Duval) The peritooeum has been
out with ths polnt of tho knife clase to the cokn then the two bands draw on tbe
intestine 80 that the vessels are also separated and freed from the cellular thsue.

Catym =Cueeum.  Cflos axcendansw Amending colon.  Town cAlalaire sons-pinionisl =
Subperttoncal cellalar tlesoe Art colugne drovs -?u..-}u;m middie colle artery
Coxpe du péntoime mPection of the pentooenm. ‘ot == Liver Grand {piplooe =
Great omentum.
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Fig 117 —Cmeo¥1o Coxstrratioy  Covrixrz CoLzcroxy

Iline kink of Lane  N\ote the band uniting the small {ntestine to the vesscls In the tame
way av 1 Fig 114 tho band uniting the sigmold eolon to the same point is seen
The dotted line indicates the line of inciilon.  \ote the last Ioop of the fleam above

this band is dilated, whilst the point corresponding to its insertlon is on the eontrary
retracted and twnited.

Te Tkauulnpamw:-kwmlllhcm Covdert de Lar¢=Lane skink.  {léom =

m.  Pértorne = Deritonenm, -Jsu—Appcndix_ Cacum m Cocum.,  Ari.
colupue drowte moycane = Right ms.uhcolﬂ
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Fro 110—Crroxto CoxsTrraTioY (OMPLETE (OLECTOMY

Freeing the ascending colon and the cmoum (Plerrs Duval). The peritonenm has been
cut with the point of the knife olee to the colon then the two handa draw on the
mtestine so that the vemols arv also separated and freed from the cellular tissae.

Coccum = Caoum C8on arcendant = Asconding calon. T rau cdinls ry soxs-plrionéal m
Bubpentonesl cellalar tiaoe Art calique dronte mopenns = Right middls collo artery
Coxpe du pértowne=Bectlon of the perﬁ‘mrurn. Fote m Liver Grand dpiploom =
Great omentom.
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Fio 117 —Crroxro Coxstreatroxy  Cowrrerr CorzcToMT

Tiias kunk of Lane  \ote the band uniting the small intestine to the vessels in the rame
wav a3 m Fig 1145 the band uniting the aigmold colon to the same point is seen
The dotted Lne indxcates the line of inclslon.” \ote the last Joop of the ileum above

this band {a dilated whilst the point eorresponding

retracted and twisted

to its fnsertion is, on the contrary

V.nﬁ:“uaw,‘ummu—}:xtrmdllhew-eh Cowdure d¢ Lane=Tarmskinl.  Jlion =

m, Péruoine e Derltoneam, A e w Appeodix.

colvyre droue moyeane = Right

Cacumw=Ceeum,  dr,



192 PRACTICAL SURGERY ILLUSTRATED

~J E Art col
’H\z;mfgcl

V/n?‘ re

t eol,
}Z’mfé’e’q"

moyenne
el !
' P
r g Lo rtranavcrac/) , f“}\\ | Coton
s ‘4', %‘«.Vaaucndant )
-

Jg ‘9&22 y

e
Fra 118.—Crmovio Comrrration  Comrirrs CoLxotos¥
Division of the meso—colon and its meso-calic vessels Each principal muowolh vessel

{s divided between forceps o the intestlne and a ligature on the aoetic alde  Inthi
way the colon is liberated freely from ity meso-colro attachments from the {lewm up

to the middle of the sigmold

Art gebvpve drots wxfrt. = Right Infectar oo artery —leum,  Cercum = Coum.
éntoius = Peritonsam. ~ Art tdcbgo-dyuu-ogau—ﬂlghtmlddhcdblrtery Cilou
lnunvn w= Transverse colon. = Ascending ool

5 .Du/pret
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Fra 110 —Caxoxro CowsTrratrox  CorixTe COLECTONY

Ligatare of the meso-colio vemels and diviion of the meso-colen.  Each vascular pedicle
is deolated with th: mlnlu]mlzln amonnt of cellular toguo 50 as t:nlst;ﬂu mllfrtumps
as pomibls  Esch vemse cut between a central ligatore pbcnlnn:eps.

The first division begins at the termination of the xaperior mesenteric.

CQom axcendant = Ascending eclon.  Arf coique drte. u¢we Right middie collo artery
Cm--C.-:um. Péruone = Perltomeam, Brancles de ls colvpue drie npb'tmv
Branches of the right saperior collo artery Pancréas mPancress,  Estomac s

Grand épiploom = Great omentum. N
1 1
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Fra 120 —~Crrmosto Covsriratiox Covrrrre CoLrcroxy

Drvisdon of the ilenm a few oentimetres from the escum  This fheum fy out by the thermo-
cautery between two eaterotomy foreeps (Collin) or between tho écrasears of Th. de
JMarte: Fomepsm-ppﬁcdtothov-mujupcdklﬂnurthoculon.

Cxcun.

Rectam w Rectum, Tldon = Deum. Clon sigmotds e Slgmodd colon, Cercum =
colon,  Méror

- colon, Odlon Aescrndant m
cllom = Meso-colon. Cdon transtass = Transreno coloa, JéHrrm o= Jejunum.
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Fia 121 —CumosTc CoxaTrratiox COMFLETE COLECTOMT

Divislon of the srgmold eolon between two enterotamy forceps (Collin)  This division may
be made in the middls of this {ntestine or nearer the rectum  The division coght to
be carried out 20 that the end to-end {leo-stgmoldal anustomonis is easy

Retam mRectum,  Povuremuz dwpmes axternes =Extermal fllac veemls.  Cfom ngmoide =
N colon, Udsentire= Tid 1 rt of

¥ on -A part o
the deam. At cadwyue ganche supirienrs = Lakt superior eolle artery Cudon demendant
Descending colon
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! Colon symofa’el

{
t Meso .s;gmo:'de‘

P o e g

& Duprat

Fro 122 —Carox10 CoxstiramioY  (oxrrxre COLECTONT

Preparing for thasuture The meso-sigmaid and the mesentery are ht Into apposition
and sutured. The end of the sigmold oolon and of the me by enterotomy
foroeps (Collin), are also brought into contact for the end to-end suture. Beo that
theso two Intestinal ends are normal In colonr and that the edge of the suturo bleeds.

Clan sigmokds mSigmotd colon  Ilion = Tlsmn W lro-argmchie = Meso-sigmald.
L ésentire = Nesmtery
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Fia

123 —Comowic Coxsrrramiox  Coxrrerx CoLrcrody

End to-end ileo sigmoddostomy It lamade at three levels * a through and throughbutton
hole and two sero-serous continuous sutures. A through and through continuous
suture is applied with & fine needle and with catgut 000  Here the needles are too
large  Note the rdle of the four small pairs of forceps which fix the cdgea The
operator makes the level with the button hole stitch.
(don symolde = gmold colan.

Tton=Teum.  Cllon sigmoide mSlgmold eclon.
1iton = Theum,

It s edramtaTorns to male birving avtores ((Crnell  Mes Fags 1
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ko 124 —Crrowio Coverrrarios  CoxrrLrrr CoLXoroNY

The three levels of intestinal suturs and the mesenteris oontinvous smtore are fnfbed.
A tube s Introduced 1nte the rectum and beyond the recto-sigmoldal anasto-
moafs. Without this additfon thers s fear of the patient being troubled by flatos

{or some days.
Vemne = Bladder Rectwm = Rectum, Taustans dragues exier = Exterpal (lae vowsels
- C8on ngmolde = Sigmold colan, Mdsengire e Mesen-

X
tery Angsowons = omoals. Tléom = Oenm
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Fio. 125.—~Cuxovi0 Coxsrreamoy  CoMrirrr ColECroxy
The ‘;ube Is Iptrodaced, the sutore completed  \ote how the mesentery la continue

rectly with the meso-sigmoid with no interval a third conti{nuous suture of caipus
00 has been applied a1 1be end fo-eod ansstomosks.

DNiow =Yeam. Anastonore e AnAV omonls, Caon  exymdds mElamold  colon, Xirm

aymolde w Meeo-algmold. 1 carre me Bladder om o= Rectam,  Taisrcans Juqre.
(nm{-b\ﬂ'ﬂl liae veamels. L;c(uf du trie di Fawcitr = (utline of Faucher s tube
Bwtury du md- od ]

Sotmre of the mesentery and of the
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Fia 127 —Crxeoxio Coxstratiox  CoxrLrra COLECTOMY

Diagram showing completion of the operstion.  \ote the rdle of the rubber tube reschinn
g:‘bomwo-rlbcenﬁmctrﬂnhunthemtm it 13 left for six dayy  Elikworm gut

fixes it to the anus
@ sophagt = (Exopbagus. Pylore e Pyloros, Duodénnm w=Duodenmm.
Awde im{bo-;(;nd—])w&nu}cjnﬂ flexure. Iléom v Tleum,
! Mlientire 'y Miroclom =)
AwwsmArmr.  Tulede Fancher

Btomach. T
CJom ngmobde = Sigmoid colon.  Rectwm=
e Fawcher # tobe

Bectum,

Tio-
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Appendice. /C’mcm

Fic 128 —Cmrom1o ComsrrraTron  SHORT.OmROUTr Irxo-smawornostoMT

Diviston has been mads between the mesentery and the floam  The mesentery fa cut the
veasels aro tled. The dotted line indicates the future divixion of the intestine. The
divisian iv 8 centimetres from the cpoum

Appeadics m Appoadix,  Cocum=Omoum.  Iléom=Deam.  Mistatirs =Mesertery

Ecraseur
a tro;z
branches

Fia. 120 —Crroxm0 CoxsrrraTion  SmorT crRoUTr: JLEC-SIGAOIDOSTONY
Crmhing the intestine.

Ferasenr & frols bruackes = Ecrasear with threo limbe,  Zéom=Tlowm.
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Fmo 130 —Carowro CoxsmrraroX  BaoEr-cmovrr  ILro-£rGMOIDOSTOMY

mmld.d]nlhnbofT'h.doMmellmhu removed. The dotted lie shows
‘whare the ermabad portion will be Theime-uneh:bcenmtqnﬂoclmato
tho écraeur hatatheﬁ.nttmcdporﬁono“hntntuﬁmatthatﬁeo{ ceoum

Ligne de section ds Pilion =Line of division of the fleom.

"! 4 ),'I' m
H

F16 131 —Camox1o CoxarrramoX  SxoxT crrotrr ILEO-$16MOMOSTONT
The Inclson has been made.

Tléom waTlorm. Allaentlre mdeaentery
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F16 132 —Canowio COXNTIPATION BHORT-QIEOUIT: ILBO-mGMOIDOSTUKY

Separation of the mesentery will allow of invagination of the intestine. Apnrndrhq
suture is applied two loops of the thread are lax at the two ends for the purposs o
invagination.

TonwToum.  éom =Tlenm.

Fra 1338 —Cazoxro Coxsrrpatiox  SHOXT CIRCUTT ILzo-KaMOIDOSTONT
lovagination of the small intestine by the sleeve method  Acthon of Chaput s forveps
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Fia 131 —Camoxto CoXsTIPatioy  SHORT-CIECUTT ILro-sravomosTour
The burying s finished One purse-string stitoh s sufficlent

Hion wTieumm. Jléom == Yleum,

N

Fra 133 —Crmoxto CoXsTIFATIOX  SHOBT-CIRCUIT  ILXD-S10XOIDOYTONY
Purse-string suture of the proximal end of the leam

Iion mTlegm.
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Demr-boseton |o

Fia 136 ~Crroxio Coysrreariox  Avormue Mrrmop Bmorr creoprr;
IL.%0-81GNOIDOSTONY

How the male half of the button # Introdooed.

Demy-bonton gue m Half the to button,

- 3D

Fia 137 —Crroxtc CoMNTIPATION  STORT-CIBOUTT: ILXO-SIGNOIDOSTOMY
The male half of the button s fixed into the ileum

1léon = Ileum
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¥ro 138 —CHroxTo CONSTIPATION ~SHORT-CIRCCIT ILYO-SIGMOIDOSTOMT
Prepunatory parse-string sature on the sigmand
Clon nymolde = Sigmoid colon. lton w=Tleam.

}*(‘\\r s ‘

Fia. 139 —Crreovio CoxsTiraTiox  SuORT-CIRECTTT: LYo s1oxomosroxny
Puanctare of the sirmoid in the centre of the purse-string sutare

CQon nymolde = Sigmold colon.  Jlom = Theum.
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R ) " = pupret

Fra 140 —Caroxto Qosrrration 8HORT GBOUIT ILEO-STGHOIDOSTOXT
Punoture of the mucosa with the point of Kooher's foroeps.

Clon rigmotde mSigmold ooloo.

— — =
—_

P

i
R e m\r‘[-',“""’(
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Fra. 141 —Cumox1o CovsrIpaTIOX  SMORT (IROUIT: [LEO-SIGMOIDOSTOXT

Enlarging the opening by separating the foroeps.



Fra 142 —Canoxio CoxstresTioy  SmOXT CIACTIT ILEO-MIGMOTDOSTOMY
Introduction of the female part of the batton Into the sigmoid. Note the two long boops
of the purse-string wuture

Demi-bouron anasfomatique = Half of the anastomotic butten.

B3

Célon srymoide /(,)

Fio 143 —Cazoxtc Coxstrratiox  SRORT-crRcTIT Irro-maxorncsroxy
The two piecea of tke button are in position.

CAon sipracide = Flgroold colon.  Iéow w [leum.
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F1a 144 —QOmronro ComstrraTioN SHORT QrEOUTY ILEO-ATOMOIDOSTOMY
Dot showing ihe button in poition,
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Fia 145 —Cnraoxic Covarratiox  BnoET crmcerrrs [ixo-masomostoNY

Fxternal appearsnce of the ansstomosls  \o satore is pecessary

- fthe batton  Ctlon srgmolde = Elgmold ecolon  JéommTieum
Reli { de Lowton = Outline o t o hen 1om



XIv
TREATMENT OF GASTRIC AND DUODENAL ULCER

ForMERLY, In order to diagnose gastric ulcer, 1t was necessary to
find the classic syndrome (a) pain, (b) vomting, (¢) hemorrhage
The diagnosis of duodenal ulcer was only made 1f hunger pam and
melens wmithout hematemesis were observed

The patient was, m both cases, submitted to medical treatment,
and 1f he were alleviated and his appearance became normal, after
the treatment, he was considered defimitely cured It was not known
whether mntermittency of the attacks was one of the characterstics
of ulcer The diagnosis was confirmed, either on the operation or
the post mortem table Operation was performed for one of the
following complications repeated heemorrhages, perforation, pen
gastric abscess, stenosis m the middle or 1n the pyloric part of the
stomach

As & matter of fact we know the classic syndrome was more
often absent  Ulcer 13 charactenised most often by hyperchlorhydrna
(regurgitation, pyroms, burming and gastric pains alleviated by
bismuth or by food) and by the intermittency of the attachs—se,
periods of 11l health followed by complete or relatively good health

Numerous patients suflering from hyperchlorhydna have an ulcer
There are however some cases of hyperchlorhvdna without vimble
lesion.  Gastric ulcer 15 more easy to recogmse by radioscopy* than
duodenal ulcer which often only shows itself by *indirect " mgns

1 Frequency of Ulcer —Ulcer 15 extremely frequent especially m
men Duodenal ulcer 18 commoner than gastric uleer, dnodenal
ulcer 1s three times more frequent 11 men  Cancer of the stomach

In eight cases out of ten 15 due to the transformation of n chronie
ulcer

2 False Gastropathues —Every doctor who exammes s case of

gastropathy ought to know that the mnjonty of the people who
suffer {rom their stomach have no gastnc disease  Of fen patients
who complain of dvspeptic symptoms attributed to the stomach

* \scnes of imatantaneous radiograms (Keller) of the ducdenum often allows
a diagnosis 10 be made

m
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nine have no affection of that organ  Only one patient out of ten
perhaps, shows a true lesion (ulcer or cancer) Among the nine
false gastropathies remaiming 1t may be said there are—

(a) One-third with dyspepsia, due to errors in hygiens, over
work, lack of air and light, alimentary faults, bolting of food,
drinlang too much, over feeding, consumption of irmtent foods
(aleohol, conduments, ete ), want of attention to the mouth, which
causes suppuration of the gums and cames of the teoth The
removal of these causes gets nd of the dyspeptic symptoms

(b) One-third with no gastric disease but an abdomnal one
appendicitis, cholecystitis, tumour or tuberculoss of the intestine,
Lane’s disease, visceroptosis, pancreatitis, or inflammation of the
adnexa, etc

(c) One-third without gastmic or abdominal disease. These are
the pre-tuberculous (Iatent tuberculous), pre-tabetic, hepatic, or with
renal or cardio-vascular insuffictency, or with acetonmmia. All
these diseases can be accompanied by epigastric pains and smulate
disease of the stomach.

Uleer 18 sometimes of syphilitic origin  In all cases of *“ nlcer
test should be made for the Wassermann reaction (blood and cerebro-
spmgl flmd), and if 1t be postive, prescribe specific treatment
(Leredde) Ulcer often exists mn tuberculosis but the ulcer 18 not
usually tuberculous, 1t predisposes, on the one hand, to tuberculosis
and by the malnutrition 1t causes and because 1t presents an open
door to infections which mostly enter by the digestive tract

3 Diagnoss of Gastric and Duodenal Ulcer *—1 GasTtrIo ULOER
—At the beginning every gastric ulcer has 1ts site on the lesser
curvature, but it can extend secondarily on to the anterior or pos-
tertor surfaces  If 1ts site be near the cardiac end 1t 13 called ulcer
of the cardia, 1if 1t be situated near the pylorus, 1t 18 designated pre-
pylonc or suprapylonc ulcer but the pownt of orgin even then, and
always 18 the small curvature

(@) When the ulcer 18 situated at the cardia the signs are often
deceptive and cause hemtation 1n msking a diagnosis  Regurgits
t10ns, pains with often deceptive localisation are noted, the second
ary gastric signs are shight. The disgnows 15 determined by radio-
scopv  Fortunately this position of the ulcer 1s rare practically,
the diagnosis which 18 made 15 that of ulcer of the middle part of
the lesser curvature or near the pylorus

* According to e lecture given by Dr Maurce Delort at 5t Michel s hospital
1n lus courss of gastro-enterology
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(5) Ulcer of the lesser curvature may show some certamn sub-
jective signs heomntemesis and melmna  The objective chmcal
exammstion never does this  The positive signe sre farmshed by
radiology a miche or diverticulum, fixed and constant biloculation,
resstant to atropine on many successive expminations But these
gigns may be wanting, and this should be known

There are some very probable signs  On enquiry we find at one
time pains fixed in one spot, and therr subsidence

The radiological signs are hyperkinesia, most marked on the
greater curvature often absent on the lesser, the mertia of which
contrasts with the extensive waves on the opposite curvature
Normal or shghtly delayed evacuation.

The chemical examimation 13 of very great importance it shows
total merease of the acids (more than 35 gr), hyperchlorhydna
(more than 2 b gr)

The signs of probability are furmished on enquiry  The chemical
exammnation snd radiography give no answer, questioning the
patient tells us the importance of the obstmacy of the dyspeptic
symptoms (burmng gastnc distenmon, heaviness), the regulanty
and fixity of the pains, which wake the patient up at night, crises
followed by a lull  Vomuting has hittle significance.

2 Pyrorioc ULcEr.—Pylonc ulcer closely resembles duodenal
ulcer near the pylorus, the well known clsssic pylore syndrome
(delayed pains mgna of stasis, splashing on fastmg), vomiting of
stams of recogmsable food 1ingested twenty-four or forty-eight
hours before hvperacidity and hvperpeptic secretion  On tubage,
fasting recogmsable alimentary débns

Radiwography shows stams of the opaque bolus after seven or
eight hours  Evacuation late and slow

3 DuopenaL ULckr.—There are no certaln signs, as m cases
of gastnic uleer It 15 exceptional moreover, to discover any
distinet radiologieal signs (miche, or lacuna from periduodenitis)

On enquiry there 1s to be noted, as 1n gastric nleer, hematemens
melrena, and pains at & fixed time, waking up the patient. Never
theless we must remember the situation of the pams on the nght
side hunger pains and sometimes 1rremstible desire for food

The dingnoss of duodenal ulcer 13 made especially by chemucal
examnation  Mahe & series of seven analyses every ten mnutes
by Emhorn s or by Ryle s tube which the patient retams during the
whole test (method of Delort and Verpy) *

* Socute de Biologie Delort and Verpy November 87 1930
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The meal should consist of 5 grams of peptone, 10 centigrams of
salicylate of sods, 250 grams of water Collect the Liqmd, fasting,
if any exist. Then make the analyses at ten, twenty, thirty, forty,
fifty, sixty, and Dinety minutes  After each anslysis estumate the
total acidity and the hydrochlone acid by the usual methods Test
for salicyhic acid by Fe,Cls  The disappearance of the acid indicates
evacuation of the test-mesl 1s finished. Normally, salicvlic acd
disappears after forty minutes The total acid 15 16, and hydro-
chloric acid 0 6 after an houor

In cases of duodensluleer we find totel acadity, 2 5 gr and more,
hydrochlorie acid, 12 gr or more

Quickened evacuation, revealed by the salicylic acid test being
negative after twentv or thirty minutes

Lastly, there 18 frequently observed an ascending curve of the
total and hydrochlonc scidity, up to mnety minutes

The radioscopic signs are secondary and of Jess value, hypertona
of the stomach, with symmetrical, regular snd rhythmic waves on
both curvatures The imtial evacuation 18 generally qmeh The
whole of the duodenum 18 visible. Subhepatic adhesions revesled
by palpation under the screen.

Information, up to the present, has only been obtaed from
radiography by & series of films Sometimes permanent notches
(Colies) are observed, lihe coral

To sum up 1t 1s not possible, by the functzonal signs only and
an exemwation of the body, to make a certan diagnosis between
gastric and duodenal nleer

Vomiting 18 of hittle value.

Heematemesis can be met with as often in duodenal as 1 gastne
ulcer

We must not rely absolutely on the time of the pains

The dingnosis of ulcer of the lesser curvature ought to be made
by rtadiography, the diagnosis of duodenal uleer, by chemical
examination.

In favour of duodenal ulcer we must remember 1t often exsts
with chromie mntestinal stasis chronic appendicitis or with chole-
aystitas

The distinction between juxtapyloric suprapylonc and subpy
loric ulcer 16 nearly impossible, as far as 1sat present known Allwe
can say 1s that subpylonc ulcer 18 more frequent than suprapylone

Every person suffering from non-cicatricial gastric ulcer and
every person with the duodenal syndrome should be submitted ton
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radioscopio examination of the digestive tract, becaute there 1s
always o suspicion of the presence of Lane’s disease, Which 1tself
might have been the distant ongin of the lesion.

4. Wedscal Treatment of Gastric and of Duodenal Ulcer —Ulcer
Teft to 1tself causes the patient nsks which are known end admitted
by all medical men acute or chrome perforation, abundant or
repeated hemorrhages, pylore or median stenosis, and adhesive or
suppurative penigestitns. But, independently of these semous
compheations, there are others less thought of, but which play
however, & too mmportant pathogenic part not to enjoin surgical
treatment Cancerous Degeneration —{a) Cancer of the stomach 18
the most frequent of ali cancers, 1t represents a third of all cancers,
1t kills one-twelfth of civilised people, 1n mme cases cut of ten 1t 18
engrafted on an old ulcer, which 13 most often *‘latent” and un
known Independently of the nsk of cancer, chronic ulcer 1s sertous
because (b) 1t predisposes to tuberculoss and to all mfections,
{¢) unknowingly 1t dimimshes the vital, social, mtellectual and
moral efficiency of the pafient, who 18 not considered 1ll, but a
neurasthenic, a neurotic, a dyspeptic, an arthritis, etc.

Can ulcer be treated medically? Yes, if recent Not if the
patient be over forty (Delort) Mot 1f 1f be chronic, and 1t 13 chrome
if the symptoms be intermrttent or bave been permanent for long
Dunng the periods of guiescence the uleer 18 still active, but there
ere no svmptoms  Recent uleer 18 linited to the mucosa, i1t may
cicatrise from medical treatment (duodenal tubage, rest in the
horzontal position, diet, bwmuth) Cure 13 often mamtamed by
proper dieting and good general hygiene

Chrome ulcer resists medical treatment, or recurs, under the form
of hyperacidity pan 11l health, after some months of respite. It
ought to be treated surgically  After forty years of age fear, 1n
chronic ulcers cancercus change.

b Surgical Treatment of Gasiric Ulesr —Axastmesia —On
principle no chloroform or ether, becanse of hepatio or kidney
mtoxication or of pulmonary compheations. Spinel anesthesa or
still better remonal anesthesia of the splanchnic nerves.*

Frery acute bleeding ulcer should be treated by thermo-
cauterisation.

Everv acute perforating ulcer should be treated by suture only

In cases of urgent surpery the minimal operation should be

\nestheme Reponale  Paunchet Bourdat and Labat (Down, Pans, 1921)

-
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performed, thers 18 no fear of operating some months Iater But 1f
the lesions be too extensive, if the anatomical and general condition
of the patient lend 1tself, 1f the surgeon be skilled, he may be induced
to n:lake gastrectomy & matter of urgenoy, but this 18 quite axcep-
tion

Every chronic ulcer—s ¢ , recurrent—ought to be operated upon
but the procedure varies according to the case

What procedure shall we choose

Gastro-enterostomy or pyloroplasty f Oceasionally, 10 per cent
of cases

Thermo-cautensation (Balfour), combined or not with removal,
pyloroplasty, or gastro-enterostomy ? More often, 20 per cent.

A large gastrectomy  Usual, 70 per cent.

Adapt the seriousness of the operation to the gravity of the con
dition and to the resistance of the patient Do not hesitate to run
the risk of operating on a patient twice to avoid death from one
operation. Better to cure a patient by two operations than to
kall lum by one.

Perform Balfour’s operation (thermo-cautersation) if—(a) the
ulcer be acute and perforating for the operation 1s usually quick and
sufficient, (b) the ulcer be acute, and bleeding, (c) the ulcer be a
chronic bleeding one and the patient anmmic, (d) the ulcer be small,
without adhesions to neighbouring organs, and with httle or no
hyperchlorhydria, and be small and mtuated gh up Perform
gastro-enterostomy or pyloroplasty if Balfour s operation be not
indicated or be impossible and if the patient be old, fasble and
decrepit. Otherwise, perform s large gastrectomy, the operation of
choice, which removes very often all relapses and secondary uloar of
the jejunum

GASTRECTOMY FOR ULCER (operation of chowce) — Bzploraiion —
Abdominal 1ncmsion  see 1f there be sny caleult 1n the gall bladder,
or 1f there be any Lane’s kinks mn the colon or mn the small
Intestine.  Explore the two surfaces of the stomsch before
pronouncing the absencs of nlcer (if 1t be not found 1mmediataly)
In order to examine both surfaces of the small curvature, separate
the colon from the omentum or strip the greater curvature with a
compress (Témoin) this allows of a clear exammation of the two
mfzt;m of the Duodenum —This shoulddbe llnﬂ-d; betthW:e}l)lﬂt\'::

mp forceps (Collin}, close afterwards the distal end w1
:iarmg But:ul‘I;, Emless 1t 18 not desired to perform end to-end gastro-

duodenostomy (Péan)
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Freemng the Stomach ~If an ulcer fix the lesser curvature to the
pancreas and to the hver, dissect 1t with a kmfe If the ulcer be
o perforating one, leave the bottom of the ulcer m the pancreas or i
the iver  The floor 13 to be pawnted with 1odine and covered with
& flap of mesentery, afterwards proceed to reseotion of the
stomach.

Resection —When the pylorus and the small tuberosmity are
freed from thewr sero-vascular attachments, apply the ligatures,
the stomach 15 to be crushed and drvided

Pre-colic or Trans meso-colic Gastro-enterostomy —This should be
carried out by end side mmplantation on the postenor or anterior
surface of the stomach, according to which 13 the more accessible.
Close the meso-colic opening, suture 1t to the stomach  End to-end
anastomoss (Péan) should be performed as often as possible, 1t 18
rarely practicable after resection of the duodenum for ulcer If the
mobiity of the stomach and of the duodenum allow, the better
operation m cases of this kind 18 gastro-duodenostomv (Finney)

Use mn every gastnic operation for ulcer sutures of slowly
absorbeble catgut, never inen thread or silh.

6 Surgical Treatment of Duodenal Ulesr —This nlcer can produce
sudden perforation, profuse and fatal hremorrhage and a post-
pylonc stenosis, this strcture hardly ever undergoes cancerous
degeneration, as that of the stomach Stenosis and perforation are
more frequent than 13 thought, but the diagnosis 13 not made I
am of the opmion that all so-called pylone or juxtapylorc perforat
\ng gastuic ulcers are duodenal the operator does not seek to find
out the exact anatomical situation of the lesion. What requires
especinlly surgical interference 15 the chrome dyspepsia, of which
the patient 18 tired 1t 13 the lessened vitahity and lastly the mal
nutnition which makes hum an easy prey to a superadded mfection
such as tuberculosis certawnly the doctor onght, at first to attempt
a cure by rest duodenal tubage bismuth diet, butif there be relapses,
or persistence of the symptoms he ought to operate

What operations are permissible for duodenal ulcer

Duodenal Rescction (Splancterotomy) —If the duodenum be mov-
able and sclerotic, 1f the operation be easy and without nek, and if
the disease be pamful or heemorrhagme

Ercision or thermo-cautersation followed by cston of the
prlorus m 1ts ams, and then a transverse suture to enlarge the
p lorus (prloroplasty)

Large pyloroplasty or gastro-duodenastomy (Finney) which appears
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to us to be the 1deal operation, since 1t suppresses the ulcer and doss
not predispose to jejunal ulcer

Sunple Gastro-esterostomy —This mild operation cures, by 1tself,
three-quarters of duodensl ulcers, especially 1f there be littls hyper
scidity It fails m about 25 per cent of cases, beware of hyper
acidity after operation and neutralse it. If, however, the pains
return, do not hesitate to perform a secondary gastrectomy, which
suppresses the pylorus and the small tuberosity of the stdmach.
If these pans be due to & jejunal ulcer, 1t 18 necessary for the gas
trectomy to be extended to resection of the anastomotic openmng

Thermo-cauterssation 13 followed by burying, and ought to be
associated with gastro-enterostomy, for burying contracts the duo-
denum

Pylonic ezcrsion ought to be abandoned, for 1t 18 more sertous and
more difficult than & smple gastro-enterostomy, and predisposes
more to Jejunal ulcer, I do not know for what reason.

Duodenectomy 18 apphicable to cases when the duodenum 13 much
altered by the ulcer, when secondary perforation or hemorrhage
appears posaible, and when the sze of the ulcer prevents simple
cauterisation, followed by burymng

A surgeon slightly skilled in gastrie surgery, with a patient with
poor powers of remstance, ought to perform gastro-enterostomy
only, and not fear to intervene agam some months or years latar if
the symptoms persist or return. Secondary gastrectomy 1s easy
and without nsk, if the anastomosis (jejunal ulcer) has not to be
resected In a patient moderately seriously 1ll, the surgeon should
perform & mld operation, 1f this latter be uncertain 1t 18 better to
perform two operations without nisk rather than one the prognosis
of which 18 more grave.

Very Hazmorraacio ULoEr3 —Destruction by the thermo-
cautery then burymng and gastro-enterostomy, or meiston of the
pylorus and pyloroplasty, or pyloro-duodenal resection if 1t bo easy
Choose one or the other, following out & smmple and trustworthy
procedure.

Acute PerroRaTING ULcEn-—Laparotomy and sunple suture
of the uleer Only perform a complementary gpstro-enterostom)
if the suture produce duodeno-pyloric stenosis. Only resect if the
necessity of reumon make 1t absolutely compulsory

It has frequently occurred to us to resect the ulcer and the gastric
or duodenal walls, because the tumes were hard, board Iike, and
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inflamed, these are operations of necessity A patient with acute
perforation onght to be submutted to a mumsl operation, but
suffivent  Moreover, the personsl factor 13 an essential considera-
tion, both for the patient as well as for the operator

7 Prescautions Before and After the Operation.—BEFORE THE
OreRaTION —Operation on the gastro-ntestinal tract requires
(a) & precise and complete clinical examination, (b} exammaton of
the blood (Wassermann and azotemia), (¢) examunation of the urne
(acidosis, albumin and suger), (d) chemical exammnation of the
gastric contents, (¢) & complete radiological dossier This latter
tells us not only the probabilities of cancer, or of gastric or of duo-
denal ulcer, but also the site of the lesion, the amount of the gastric
tssues, from which the operator knows whether he should approach
the stomach by one incision or by another, whether he should under
take only a gastro-enterotomy or a gastrectomy, or whether the
ons or the other 13 possible, mn consequence of the abundance and
suppleness of the tissues

This dosster ought to mclude not only the radiologieal details
regarding the stomach, but also those of the intestine. 1t 13 neces
sary for the surgeon to have at hand the calculations regarding the
complete passage of food through the intestine. The majority of
the gastric symptoms, indeed, are of reflex ongin and due to o
cholecystitis, an appendicitis or to Lane 8 disease.  Very often the
enticipated gastric operation has to be substituted by sn operation
on the imtestne (short-circuit, or colectomy) The operator ought
only to decide on this latter operation if he be exactly informed of
the imtestinal digestion. Consequently

(a) Do not undertahe an operation on the stomach without
having m the clucal dossier the radioscopical copy of the complete
passage of food through the digestive tract, unless the gastriclesion
1s quite obvious (cancer, callous ulcer stenows, ete.)

(b) Prevent pulmonary complications by disinfection of the nose
(gomenol aul}) of the throat, of the teeth (previous remorval of tartar)
The dentust ought to precede the surgeon Pamnt the gums with
lodine  Respirutory gymnastics. Imjection of an antipneumaococcic
or polyvalent serum during wfluenza

(¢} Prevent Parotitts —This 13 duse to wnfection of the month and
throat to a general low state of health, and to dehvdration, 1t 15 a
serious complication  Since we have injected a polvialent vaccine

on the day of its sppearunce we have had no death. Formerlv
the mayonity of these cases died ’
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(d) Empty the large wntestine, not by one njection, but by many
add o1l glycerine, and a mixture of bile and glycerme  The 1njec
tiong are to be used for many consecutive days, especially 1f banum
has been given Do not operate on a patient until the opaque
muxture 1ntroduced by the radiologist, 15 completely elmmated
Do not purge patients affected with stenosis of the pylorus  Every
purgattve, moreover, 18 to be discountenanced n every case what-
soever

(¢) Wash out the stomach, st the beginnung, to disinfect 1t, but
especially to accustom the patient to the mtroduction of Faucher's
tube, without nsusea, this introduction, after the operation, 1s,
moreover, necessary n two-thirds of the cases, becauss vomiting,
nausea, and 8 rse of temperature, ete, result. If the stomach be
washed out for the first tune i the days following the operation
1t 18 panful  If, on the contrary, the subject be accustomed to 1t,
the mght before, or the night before that, he bears 1t easily Hence,
1t must be done systematically

(f') Teach the Patrent to Breathe Before and Afier the Operation —
Recommend him to breathe deeply  In our hospital, and 1n private
practice, we have 1n every storey a spiroscope which 18 constantly
working  Thus latter 13 used for all the patients  We consider 1t an
indispensable adjunct, not only for oxygenating the blood, but also
for stimulating the patient’s vitality The lung, moreover 1s not
only & pochet of air for the purpose of heematosis, but also an internal
secretory gland, deep breathmng increases this function, and after
that, that of all the endocrine glands We know, besides, that the
resistance of the patients operated upon depends on their internal
secretions, which cannot be stimulated too much and amongst the
means at our disposal the spiroscope 18 one of the most important.
Consequently respiratory education incresses the patient’s tone
1t 18 often better to lose eight days training the patient who breathes
badly to breathe properly, than to operate immediately e have
geen veritable resurrections in patients to be operated upon, who,

without this respiratory traming would not have been 1n 8 state for

prolonged intervention
(g) Food If there be pyloric stenosts feed drop by drop by the
rectum, with injections mto the axilla of serum and glucose, if there
be no pyloric stenosis, give plenty of Liqud, syrup of fruits, grape
juice, alkalines etc It of
(h) Transfusion of Blood —In ansmic patients as a result o
previous heemorrhages, or mn bad health from pamn or hunger, 10
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avery exhsusted or anmmc patient, give & transfuson of blood
before the operntion, and 1n manv cases repeat 1t the dav after

Durmve TEE OpERATION —(a) Continuous Injection of Serum snto
the Azilla —A large needle 13 to be introduced nto the skin, across
the pectoralis major, up to the axilla. The patient will thus absorb
a pint or two, during the operation, of & warm salne solution. This
will prevent thirst

(h) Anesthesia —95 per cent. of our patients have no general
anmsthetioc but regional anmsthesia (sbdominal wall and splanch
mes) There 18 no comparison 1n the immediate results between
the state of the patients under general anmsthesia and those who
have bean anwsthetised locally When, by chance, 1t ocours that
& patient goes to sleep, we at once nfiltrate the abdominal wall
with novocaine and give mitrogen monoxide In some fawnt hearted
subjects we give local anmsthesia and make them inhale some drops
of ether or of ethyl chlonde to make them believe they are
asleep Care must be taken not to push the narcoss, otherwise,
the patient becomes excited.

() Operate gently, 50 as not to drag on the splanchme system
and produce shoch.

(d) Carefully stop all bleeding, and watch the sutures We have
noticed 8 difference 1 the prognoxs after operation since we made
use of Connel’s Cunéos and Cushing s stitch In these circum
stances moreover, there are no septic foc: between the rows of
mtestinal sutures. We have not ohserved separation of the suture
after gastric operations We have substituted catgut for linen
thread for catgutis less susceptible of beng infected by the intestinal
microbes and of producing local and general compheations. The
majority of pulmonary complications are the result of local infection
which has 1ts ongin in the intestinal suture

(e} Use great care at eack stage of the operation Do not hurry,
local anmsthesia 18 & precious help wm this direction As the
surgeon feals compelled to strive to fimsh the operation when he
hears the patient snonng under ether, so 18 he composed, and
tahes his tume when he knows the subject 13 not asleep

Change the gloves directly there 1s any possible contamination.
The stomach and jejunum are less septic than any other part of the
body We do not change the gloves during operation on these two
organs but change them at least once dunng intestinal operations
The use of the electric aspirator and of the écraseur dimunishes the
chances of contamination from the gastnic contents
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() Adapt the operation to the condrtton of the patient Prefernbly
perform the operation 1n two stages i very fesble patients It 1s
better to cure a patient in two stages than to kill him 1n one It 1s
better for the subject to lose a month than his hfe

(9) Adapt the boldness of the operation to the patient’s requirements
Do not perform a uselessly bold operation, do not also be tumd
Perform the operation adequate to the patient’s needs  Many times
1t has happened to us to perform a gastrectomy 1nstead of & gastro
enterostomy because, the abdomen being opened, we considered the
latter would give no guarantee of functional cure, and also, gastrec-
tomy would be evidently easer than we thought. In these circum
stances & quick gastrectomy produced excellent results A
systematically carried out gastrectomy for cancer, lastly, causes
fewer deaths than a palhative gastro-enterostomy, at least according
to our experience

(k) Explore wn the abdomen 1what at the beginning of the operation
can be examined without risks  The appendix, the gall bladder, the
end of the ileum, and the pancreas should be palpable and visible
If the patient be only suffermg from ptoss, or hyperehlorhydms,
and there be mo gastric lesion, avoid & gastro-enterostomy, which 1n
these circumstances does not alleviate the patient and produces
further nfirmity It threatens the patient with a post operatave
jejunal ulcer

If the patient wishes for an operation because of lis pains, and
1f these be characteristio of gastralgia, resect the nerves according to
Latarjet 8 method, with the reseotion perform, if necessary, pyloro-
plasty or Finney 8 operation (gastro-duodenostomy) which does not
present any of the Inconveniences of gastro-enterostomy

AFTER THE OPERATION —(a) Relieve Pasn by Morphig —The
patient must not suffer unnecessanly whist breathmng, coughing,
spitting or moving etc 1t 18 the means of avoiding post-operative
acidosis and pulmonary complications

Nay more, pain exhausts the patient’s nervous vitalty, and
makes him less resstant  Atropine quietens the colic due to the
circulation of gas wn the intestines

(b) Keep the Mouth and Teeth Clean —Disinfection of the mouth
18 compulsory to avoid thrush and parotitis

() Dt _This will vary with each idividusl. On prnerple,
In & strong patient after operation for gastric uleer, the later and
the less he eat, the better Ho can drink plenty of alkalne or
gwestened water If the patient be cachectio and the cancer be
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pylorc, 1t 18 to hus advantage to ent immediately (milk, tapioca)
Tt has occurred to us manvy times to see the nurses, obsessed with the
classical post-operative diet, msufficiently feed patients, on whom
gastrectomy has been performed, and they would have died n from
eight to ten days after the operation. They would have died of
hunger The patients m whom any dieting 13 useless are the
moperable ones  The fact of performmg a mmple pallistive gastro-
enterostomy allows them to take food inmedintely Granted they
had only & short time to live, 1t 13 better to sllow them to eat what
they will, o that they can rapidly wmprove, and live as long as
possible. Moreover, cancerous patients suffer from hyperchlorhydna,
and there 18 no edvantage n forcing on them a special diet, 16 18 not
the same 1n cases of ulcer, when a strict diet for one year should
be followed

(@) Sutting Posifron

() Washing out the Stomach —Wash out the stomach regulatly in
every case, the evenmng of the operation Begin agam 1n cases of
vomiting end when there 13 the slightest rise of temperature and do
the same 1f the stomach appear dilated on pressure, and the patient
experience heaviness in the stomach, 1gnore the reluctance or the
supposed exhaustion of the patient We can never regret having
washed out a stomach too early Use warm saline wath if necessarv
nitrate of sver and adrenahn 1n cases of hesmorrhage.

We have had formerly some cases of post-operative gastme
hemorrhage By the new method of applymng the hmmostatic
suture to the stomach by Connel s or Cundo’s stitch they have no
longer occurred. A shight sanguineous cozing may persist, lavage
of the stomach causes 1t to disappear

(f) Reapwratory Gymnastics —Repeatedly tell the patient to
breathe deeply and through the nose  After some days, recommend
the spiroscope.

(g) Feeding —1In fat subjects o httle water or nothmg at all.
They can hive on their fat. In thin or feeble patients, on the con-
trary three pints of iquid by the mouth are necessary sweetened
water grape-juice, svrup of fruts sugar and serum by the rectum,
serum with salme or with glucose under the axilla or mntravenously

In cases of gastnic or duodenal ulcer o diet should be prescribed
to lnst for o year albuminowds shonld be forbidden. A Little olive-
ol should be given with the meals (I€on Meunter)

(1) Uetecortsm Hiceough —Ice to the abdomen rectal bougre.

(1) Physical Treatment —The patient should be surrounded by
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n}:]l:;erful and optamistic nurses, full of life and constantly encouraging

(§) Dressings —The best dressing 18 the sunplest, a layer of gauze
end plaster Bandages are unnecessary, the former allows of
mspection of the abdomen and the application of ice or a hot-water
bottle if necessary

(k) TWhen should the Patrent get up f—That depends on the
patient and on the way he has been stitched. Patients with a
transverse mciion or & vertical suture at one level, with bronze wire,
should get up very soon, at the end of four or five days

On principle, patients ought to remain lying down for ten days.
Otherwise they can get up of their own accord, when they cease to
have any pain

After exploratory laparotomy, and stitching at one level with
wire, the patienta should get up at once, 1t 18 to their advantage to
get up as soon a8 possible.

(D) When should the Strtches be Removed ?—Bronze wire, the suture
at one level, should remain from twelve to fifteen days, this suture
allows the patient to get up almost immediately, wire suturs 18 very
firm. The fact of getting up does not delay umon but on the
contrary

Catgut sutures and chps should be removed at the end of
eight days The transverse gives & firmer wall than the vertical
ncision.
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Estomse

Fro 182 —Gasrmo Urcre.  Gasmrxorowy

End-slde gastro fejunal im; tion with jejuno-Jejunoatomy with e batton. Here the
stomach hasbeen y olosed the second half of the has been opened fmto the
jejunum  The drainage of the stomach is eficdent bils does not pase ythsmﬂo
cavity Gastro-emterostomy In Y glves the same result it Is parformed wit. [

batton.
Enfomac ~Stomach, Jéjuawm mJojunum.  Seiwrs = Buture Ba-du—npmhaf, Boxton
qus m A otlo botton,  Dxodéawm == Duod JY Jumem.
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Petit epiploon -
avee lartere
//or/quc

Ligament X

aslro colique . "3
avee [artere gastro
epiploigue droite

&gam ent___)\
tro co//zlluc

Fi16 157 —Duoprat ULcrr  THERMO-CAUTERIMATION AXD (GARTRO-EXTEROSTONY

Barying s cauterised duodenal ulcer It should be performed as often le. Each
catgut thread plerces firat the small omentum passes under the ﬂ:hhlollcrvl
t.heup border of the intestine, penetrates the sero- lxr wall of the ¢

hompcﬂmungthemumu,p-ml[h over theulcer a Plerces
the sero-muscular wall of the abdomen, and ﬁmﬂ%thmp&?ﬂipﬁc

mmﬂdmmmtmm&wowewummmmm
orifice of the ulcer undmhlitpucknutthnpmahwtndthndmdennm which
is thus partly or completely exchuded

Petut éprploom aver Dartire pﬁ amentum with the pylorle art Carltd duadd-
[JMDvod.rml ’ [‘Im bruld = Canterieed ulcer b4 e’m«»cdmz orec
artire gastro-ém ¢ droute m Gastro-colle Hy ment with the right o
Petit éprploon = omentum.  Dlews wt-ummi«w peiicd
colique = Gastro-colle Hgament.
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XV
POST-OPERATIVE JEJUNAL ULCER

JeIJUNAL ulcer occurs 1n patients on whom a gastro-entercstomy
has been performed for gastrio, and especislly for duodenal, ulcer
This lesion generally appears during the first eighteen months after
operation. These ulcers show themselves by the return of symptoms
of hyperchlorhydna, and of pain which recall the symptoms due
to the prmary uleer  Often the pams are more marhed and the
dyspeptic symptoms more accentuated. The pamn 18 often fixed and
localised on the left mde, 16 18 aggravated by pressure at the pomt of
apastomosis, and the patient often states precisely 1ts site

Rediography sometimes ghows a streak at the place of anas-
tomosis , palpation under the acreen often localises the maximum
pain at this spot

Jeunal ulcer can end 1n secondary ulceration of the meso-colon,
of the anterior abdominal wall, or of the transverse colon. In this
last case a jejuno-coho fistula forms When this occurs, diarrheea,
the passage of food wto the large wntestine (lanterio disrrhees), or,
mversely, the passage of substances into the stomach, are noticed,
cachexia rapudly supervenes, Insufflation and the radioscope
can-then give some exact mdications for the diagnosis of this
formidable comphcation. Jejunal ulcer appears to be the result of
the following causes

(@) The employment of non-absorbable thread (limen or mlk) m
place of catgut, which ought to be used preferably for gastro-jejunal
anastomosia.

(b) ThePersistence of Hyperchlorhydrig.—Every time hyperacidity
cocurs 1n & person operated upon, three weeks after the operation,
1t 18 necessary to neutrahse the gastric contents (magnestum, chalk,
bismuth) as much as possible, 1n order to avoid the formation of
& secondary uleer After large resections of the stomach, which
remove the secreting surface, jJejunal ulcer 18 less to be
feareq

(¢) Trawma during Operation —~Rough compression of the leyu-
num with the fingers or with the cl;xanps can predispose to & secondary
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nleer  The greatest gentleness, both digital and mstrumental, 18,
therefore, required during the operation.

(d) Infection of the Teeth, of the Gums (Pyorrhera), and of the
Nasal Cavity —Henve the necessity of cleaning the mouth (dentist),
the throat and the nose

(¢) Bad Techmgue —A great number of patients consdered as
oured evacuate the contents of their stomach badly, the result of
a badly made anastomosis

() Absence of Direct Treatment of the Ulcer —After gastro
enterostomy, the duodenal ulcer must be treated by cauterisation,
excision, resection or plication otherwse it irntates or inflames
for some distance the gastro-jejunal anastomoms

(9) Absence of Post-Cperatwe Réqume and of Medrcal Care.—Uleer
of the duodenum 1s & morbid condition, and not a chance. The
patient cured of s symptoms 18 still a patient, suffering from his
stomach, knowingly or not, so that the dootor ought to continue
to look after hum for s1x months or a year

TreaTMENT —To prevent jejunal ulcer, treat convalescents
medically for hvperchlothydria No albuminoids, mest, fish, eggs,
nlk (Léon Meunter), no salt. Fatty substances (o1l) during meals
Dnet for aix months, mert powder (kaolin)

Insst on this treatment f there be hyperchlorhydma or pamn
If 1t fail, operate. We have performed the following opera
tions

(s) Ssmple Ezcinon of the Ulser —The gastro-enterostomy was
not removed but recurrence was rapid on the spot. A later gastrec
tomy led to cure

This operation 18 then, only mdicated 1n patients 1n & low state
of health, notably m those who are affected with a jejuno-colic
fistuls. These patients powers of resstance ate 6o slight, and the
causes of nfection o considerable, that 1t 18 wise to be content with
a mimmal operation excise the diseased tissues and repair separately
the small opening of the anastomosms and that of the tronaverse
colon. If the latter be free from disease, and 1f there be no fistula,

toration 18 stall more sumple.

e After the operation, watgh the diet of the patient and neutralise

the gastric Juice by alkalines.
(%; E: : ofythe Anast: ed Qoats (Fige 161 and 176) and

Restoration by a Gastro-enterostomy —We have observed, m this
condition two recurrences which necessitated gustrectomy, ono

died one was permanently cured.
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(A) Excmion oF THE Anastoxosis—1 BMedwen Laparofomy —
Exeiso the old cutaneous cicatmx, look for the anastomosis  Be1t
anterior or posterior, this search should be made immediately

2 Ezamnatton of the Anastomotic Gpentng below the Transverse
Meso-colon —The diagnosis 13 generally easily made. A normal
anastomotic opeming 18 flexible, as all non altered 1ntestinal walls
When & jojunal ulcer exists, there are to be noticed some modifica-
tions 1n the peritoneum with thickening recognisable on palpation.

8 Separation of the Colon from the Omentum —Examnation of
the anastomotic opeming above the transverse meso-colon

4 Liberation of the Anastomotic Opening —To make the operation
aseptic, 1t 18 necessary to operate outside the abdomen The
snastomotis opening—stomach and jejunum united—s, therefore,
to be exteriorised, and separated from the meighbouring tissues
Excise the area of the transverse meso-colon surrounding the
opening, without cutting the vessels of the colon, repair the old
meso-colic opening which has been sutured to the anastomoss or
to the stomach

5 Ederonsation of the Anatomcal Parts by the Posterior Canity
of the Omentum —As & result of the colo-epiploic dissertion, and the
liberation of the meso-colic opening the operation will be easy, the
jejunum 18 brought outside more easily than the stomach It 1s,
therefore easier for the surgeon to bring up the anastomosed
stomach and jejunum near the stomach—t e on the upper surface

of the transverse meso-colon, than on 1ts lower surface across the
meso-colic opening

6 Excision of the Anastomosis —I have said the operator can
be content with excision of the jejunal ulcer with the kmife, s far
u8 the diseased parts, antil healthy t1ssue and the flexible walls have
been reached. The opening 1s repawred by chromic catgut. ¥ a
linen thread be included in the anastomosis 1t should be removed
1n order to prevent recurrence  If the anastomotic opening be thick,
and still contain a thread 1t 1s better to remove the whole of the
opening as was done In the operation which served as a model for
these drawings

{a) Gastric Stage —The operator apphes a clamp to the stomach
some centunetres from the anastomosis and then excises the anas
tomosed tissues

(b) Jepunal Stage —The operator can either excise the convemity
of the jejunum or holdlv cut off the swhole Jejunal loop, two free
1¢)unal loops are produced an efferent one to the stomach, and an



236 PRACTICAL SURGERY ILLUSTRATED

afferent one, which will be implanted m the Jejunum 50 as to form a
Y (César Roux)

T Anastomons of the Efferent Jepunal Loop wuth the Stomach —
If the gustric opening be too large, cut the Jejunum at 1ts convexity,
the opening 13 thus moreased 1n size, becomes oval, and can be easily
anastomosed to the stomach

8 Implantaton of the Gastrio End sn the Jeyunum —These sutures
should be made with very fine chromic catgut No 00 or 000

9 Closure of the Meso-colio Opening

10 Closure of the Abdomen

(B) GasTREOTOMY —Resect as for an ulcer of the leaser curvature
of the atomach (Fig 149), then perform gestro-jejunostomy (Figs
160, 161, 152), this operation 15 a last resort, but superior to the two
former operations, but the 1desl one, 1f the gastric segment can be
drawn down, 13 gastro-duodenostomy, by Péan’s method, if the
duodenum be open, or by Haberer’s method (Fig 127, Pase. V) if
the duodenum be closed by the ulcer, or by a previous surgical
operation. We have never observed a recurrence of jejunal ulcer
after gastro-ducdenostomy

Excimon of the ansstomosed walls can gwve good results.
‘We have obteined some permanent results by this means, but, if the
patient have marked hyperchlorhydra, 1t 18 wiser to perform gns-
trectomy, which gives a mors certamn cure owing to & more extensive
removal of the secretory glands There should be no hesitation 1
having recourse to the latter operation, especially 1if the pylorus
have been already removed as n the case of the patient whoss
operation has been figured, the operstion consists of the following
stages

1 Look for ths anastomotso opemng below the transverse meso-
colie opening

2 Dussection of the omentum from the colon

3 Ewgminaton of ths anastomoisc opeming above the trausverse
meso-colon by the posterior cavity of the omentum and of the
stomach

4. Liberation of the transverse mmooh? opentutrgh ?:; t‘nvp;er:‘::

he o 1n the transverse meso-colon, at the p
];&:;si;oeez g:;gii} opened and where 1t had been sutured with the
the anastomoais
m?%ut;omatwn of the stomach and of ths jepunum through the

meso-colte opening
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6 Ihvwsion of theseyunum  This may be complete or incomplete,
n other words, the operator will cut the intestine across twice or
smply exoige 1t8 convexity

T Restoraton of the jqunum  Whether the dinsion of the
Intestine has been complete or incomplete, 1t will be restored end-to-
end by sutures at two or three levels, 8o as to give 1t the appearance
of 8 normal intestine.

8 Resection of the stomach. The stomach 13 freed and laid bare
as 1 an ordinary gastrectomy This stripping should be carred
out 1mmediately above the old anastomosms The coronary and
gestro-epiploic arteries should be tied at the curvatures

9 Gastroqeyunal anastomosis The operator utilises one of the
numerous forms of anastomosis In the case fignred we proceeded

a3 follows

(a) The stomach was drawn into contact with the jejunum and
mamtamed 1 apposition by Chaput’s forceps and by sutures.

(8) Postenor gastro-jejunsl suture. The jejunum was brought
wto contact with the stomach, which had not yet been resected. A
postenor sero-serous continucus suture was passed from one end to
the other of the stomach. A long jeyunal loop had been mobilised
to prepare for the end mde 1mplantation.

(¢) Divimon of the stomach and opening the jejunum. There
were, therefore, two openmgs—a gastric and a jejanal both were
also large.

{d) Postenor through and through gastro-jejunsl suture. The
two gastro-jejunsl edges were eutured by & catgut continuous suture,

(¢) Introduction of the two pieces of the button. The object of
this was to prevent the passage of bile mto the stomach. Generally,
the bile causes no nconvemence but I have noticed the results of
Operation were better with this anastomosis It was carmed out
1n the present case.

{f) Antenor gastro-jejunal suture. The gastrio and jejunal hips
were brought mto apposition. The wmtestine was punctured by the
thermo-cautery or kmife and the two pieces coapted.

10 Closure of the meso-colic opening  This should be done, if
Possible, without traction on the gastro-Jejunal suture, otherwise,
1t 18 better to let the gastric stomach re-ascend and leave the two
lejunal loops to themselves

11 Closure of the abdomen
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Portion enlevee

Portren a
enlevar

Fro 171 —Post orematrve JEsvvaL Urcxn

Atthahﬂ.dmdnode!nlubur'hlchhuin.ﬂ.ﬂedthao tlon; the fejunal uleer secondary

to tho first gastro-enterostomy a second ejunal ulcer secon to the second
gastro-enterostomy  The linew on the stomach and on the Intestine show the part of
theso organs which had to be resocted at the same time to suppress two-thirds of the
stomach and the two anastomoses.

Abave, the gastric and jejunal scgments resected.  To the right, the organs after resection
and gast omy by L (very good operation)

Portion cnlerie = Portlon removed, Porton & enlerer =Portlon to be rermoved Ulens
dxodénel = Duodena] wleer Ulcus féfunal = Jejunal nleer
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fortron enlevee

Ulews due
denal

Portion
aenlevar

e

Fio 172 —Post-orERATIVE JEJUNAL ULcEe  GiSTRO-DUODEYOSTOMY
(VErY Goop OrERATION )

In the figure on the left the clcatrised duodenal uleer is noted—a eonditfon
for a pyloroplasty The + Indicates the jejunal uleer the dotted eno-
dnodenal line shows the fature division of the stomach, of the duodenum of the

Joras in order to peform Finney's gastro-duodenostomy Tho part in grey shows
® gaxtro-jejunal part which is to be removed

In the middle of the figure the part removed

On the right the apenﬁouh&hed. The gastro-enterostomy has been divided, the

b and the jef sutured ‘,,the:tfo}n‘uch(;mlﬂtnbcrwity)hm
¥

tomoeed to the duod (gutr-"r’ inney,

+
Portion, enlevéc = Purt removed. Ulcws duadénal == Duodenal ulcer Dlcus fiyunel = Jojunal
uleer Portion & ealever = Part to be removed.



fortion enlev ¢

Foreron
a anlever .

Fia 173 —Posr ormBaTiva Jarowan Urcrs

At the Loft, Fig 1 ahows a gastro-enterostomy for dnodenal nloer followed by s felunal
uloer Tumnwndvlthtbohﬂa&bonpalﬁonwﬂloondniummovmgbtybogiho—
entarostomy suinnng separately the stomach and the duodepum and then performing
& pyl which allows of rapid ton of the b The three drawing
in the dle show the thres rtages of the pyloroplasty

Portion ealevks = Part removed,  Dlews dnadined =Duodenal nleer  Diows jéuxol m Jejunal
oloer Portion & exlever m Partion to be removed.

fortion aenlevee

Ulews duo
na

Poraron
¥ onlever

PFfo 174 —Posr-orezasive Uroxe. (LASTRO-DTODESOFTONY
(VrRY Goop Orxmatiox }

Exohudon of the pylorus and gastro-enterostonty for duodenal ukeer  Jejunal nleer below

the anastomouds oals hay been divided: the
Oremt T e e T T

been opened md‘implmtcd {ato the secon part of the doodenum

Clews plpunal=
- ored. Olens duodénal wsDuodenal oler
Portion. exlects mmﬁhn Poviion & ealerer =Part to be remov:
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Fortro enlevee

w// 7

//// // //

Fro 175.—Post orexaTive Jevsal Urazn
Thﬁﬁgm:&tholdt-ho‘nthn]ejunﬂnlmr The hatchings indicate the portians to be

Tesent:
In the middle of the dra’ part resected nnﬂ:ong]ilt,thnl of the argans

ot the time of re-estab! cutu“hnca'nttuu}tyuf ® rtomac) thein'-etdne.
This ts Péan s operation. The u half of lmercurntmhubeenmturrd
after resection  The in the ﬂumwhhubeenreduccdtothnlhtoftbe
duodermm  End t gustro. el 1t is the
Ld.nluPenuon Tnmdthcpmje]mﬂmtmmvh{bhunthcfcjunum this
e di the normal 1 continuity

DPortion enlerde = Part removed.  Ulens féfunal = Jejunsl ukcer  Portion & enlerer mPart
to be removed.
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248

=

g, ’

Fra 176~Srcoxpany Josrwar Urcen
ds 1o the bare of the

Note the thickentng of the tra lon which cor
vlcer at the anastomosis Dkirhnaltbetwllmh-n!tbekjnnum (Thhs fpore

and the following onea correspond to the drawings 160-164 )

Com =T eclon, Epa 52 ax wirven ¢ Fedews = Flleows
hi the uloer Arusomone gusf wnclt = (artro-jrjonal ansstomosde.
Jéjennm ¢férent w ESerent jejumum.

o
Jépunum afférent = Afferent fefupum.



POST OPERATIVE JEJUNAL ULCER 249

Fro 177 ~Srcozpasy Jesvxarn Uroxe

The anastomoeed Jejunal loop 1s et at its two ends  The stomach has been separated
fram the part of the traraverse This

base of the jejunal on the inferlor suriace of the mess-colon. The
be excised, bot painted with tinsture of fodine. A ring of the stomsach will be removed
juxt above the snastomotic opening

Célon transrerss w Tramverys cobon Clewa = Uleer Wésocllom wenocolon.  Exfomac
! h 1 =i al, T4 afférent m Afferent jefanum,
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Jajunem
JHferent

Witk

wnlop

——

wn

F1o 178 —Srooxnany Jervwar Ureon

“The appoarance of the lesions after removal of the old nlerrated anastomoris. The base
the nlcer {3 ween on the meso-colon  The two loops of the fejunnm and the healthr
part of the stomach after resection of the ansstomotho opening  The gastrio opening

will bo anastomoned with the efferent jejunal loop

Qo trassrerss = Transverss colon,  Ulcwa s=Oleer Estomac mBtomach.  Muguewse fe
Cestomas = Gastrio mucosa. - Neso-color, Jéx am afirent = Afrrent
jejnoum. Jéunum eférent = Efferent Jejunum.
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Fro 170—S8xcoxnary Jeyuxan Urcra.

Anastomonis of the efferent Joop with the gastrio
m}ejnmlnﬂncehﬂmehdtohingﬂmwuppmiﬁunﬂthth:ﬁ:‘gutdwmlng

Grand épiploom =Great cmentum.  Cdomw=Colon.  Ulews =Uleer Méso-ction =Beso.
cclon Estomac = Stomach. Jhunwm efférent m Efferent Jejmmumm.
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K\\\\\\\\\\\\\

—_ - g puprel
Fra 180 —8rooxpary Jrsvxar Urcra
Becond level of sature on the Implantation of the eflerent Jejunel Joop into the stomach.

Clon=Colon.  Jéunumefirent = Eferentfejunnm, Licws mUker  Essmac = Stomach,
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Fro 181 —Srcoxpary Jermxarn Urcrn
Closure of the meso-collc o This latter is fixed tothe ojunal anmastomoais.
Faeh b pv i

d includes both h

Ofom transverst = Tranaverss colon,  Ulcws=TUlcer.  Mésocfion mMevocolon.  Estomec
= Stomach. Jéjunym aférent = Afterent jefomom.
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Emplacement de | ulcus taret’

.
s

G ep:ﬁ/:icf:maulure a’eTJnt |

.

|

1

Meso o00lon

Fro 182 —8rcoxpaxy Jesoyar Urerx

The base of the uleer which ocenplied the lower surface of the meso-colon 18 covered by »
Iayer of omentmm  The afferent jejunum will be Lroplanted Into the efferent part

Emplecement du Fulens tér@¢ mKite of the orating nlrer Gd _dpplson, gaturi deran
“P;"-.Icu—uren omentum, saotured LnE:t of the wker p1 'om we M eso-coton,
Jhunum &ffirens = Aflerent fefunom. Jéunwm oféreni = Eferent jejonem
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Ly eaself

\\t [P Duﬁ'f)

Fio 183—Srcoxpary Jeyvxar Urcxe
Imptantation of the afferent into the efferent jejunal Joop

Jé; érent w= Efferent fejunum, Jéuxum afférent = Aflerent Jefumom. Anasiom
fuxem of v Taitrale - Ensiad et 1 o
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Estomec

Ulcus lersbrant . _

Fils de /in

encore risibles

Fio 184 —Srcompirnr Joowit Urarm
App of the d anast The uleer #s vidblo on the antetiar surface of

the anastomonls  Its origin is In the 3 the leston has invaded secondarly the
gastrio border  Note the threads w have not yet come away

Exomat =Btomsch.  Ulens Nr&r-u—hdanﬂl? Fila de lin encore riebies o= Linen
thresds «tll &funum v Jefunum.
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Gnnd a,tf/avﬂ

Fatomec .

Maso colon_ Ulous tersbrant

¥ esu de [ansstomose
7JILPOJyHH.Il

Jeyunum_. -

l- Nrregu des geetions
4

Fic 183 —Brcoxpary JwuNar Uroxs.

to a] of the Jestors  The dots Limit the partion of the anastomesis
which will be removed  Above division of the stomach; below section of the two
junal loops. Behind, division by the knife at the level of the traneverse meso-colan.
ate the base of the ulcer perforates and is formed by the transverse meso-calon
quite closs to the colon.

Letowac =Stomach.  Grond épsploom = Great Calon =Tr oo
Miso-cllon mMlemocolon.  Ulcws térébrant = Perforating wleer Trafet de bisours =
Direction of the knife Virscx d¢ Danantomoss mlgm—(}utro-}cjnnnl anasto-
mosis, JOunum = Jejurum, Vivean da sactions = of the sections.
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e e e

N

R Grand epiploon’
L7t ]

Relref de lulews
anastomotigus

olo ela/p/o/g:)h\ ~

Meso colon transvérgtly
recowvrant /abouchémme
et Julcus anastomotigué

3¢
naatomot/que

.«S’JJu,arcg _

Fro 188.—PrEzroritive ULCER OF THA AYasTOMOSIS. (IASTREOTOMY

The base of the gastric ulcer remches the meso-colon at the meso-collc opening  Separa
tlon of the oolon from the omentum allows access to the anastomosis and to the
apper surfece of the meso-colon.

Belvef de P'lens anaomoteus = Outlins of the uicer of the apastomouls,  Grand {piploon =
"{m;c T s Estomes =Stomach  Décalloment  eclo-

omentam, mcréas e Tuncrees,
lpip’ifu-&pnntlun of the colan {rom tho anemum Cllom luw—;nnn‘m
mm—cdmcovmfngtbnmnomodundlunk« Anse {umurm«-Amuomodnlwp
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e i e e St =TT ————

Cofon transverse |
v

3
~ ,:\ Mésp colorn
. WM

farnastomotiqus
N
NAnse
f anz.rtamatlyuu

3
ZADiasection des
! Zadherences du meso-colon

"‘ I?
\L‘an_y/wns mesentarigues

Fre 187 —ULCZ® OF THE AXisTOMOSIS (ASTREOTONY

Freeing the anastomesis below the transverse mesocolon.  The ulcer has developed
especially in the jejunom  The stomach is hidden by the transrerse meso-colon.

Cdoalmnra—u-'l‘nmm-culon. Néso-clon s Mesocolon.  Llens anadoutotsgue w Ulcer

of the anastomoals, Anse --a—l‘onan;n-,\nanammlc loop, Dh«ma- des adkér

ances dn miso-con =D of the of the eol misn.
tenques = Merenterio glands,




Estomaty ),‘:'}_
A /7 /

Fio lB&’UwII or T™E
R of tbe % ief -,-unommh chaton 13 made 1 €€ nd
the mesentertd barder o tho jeinu® which 18 dilated- uheet 18 stosted 1o
jelune® tusell The nnaanmod" 1ng * the tB nd IndeT
fanger o1 ¢ opeTatoT \ett band
..d«ﬂ'at.m—om of the ok<T of e anastod?
. uutmuﬂm—wﬂouoth Jirtche
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(mozoe-010) 3 Bupgvn) pus (qloary; puv ginongy)
oanjns w opuny) 2jaxl Aou 04y Sy qipa popsayy sy qujod reuduspy qya opeou syBree oy, presy) puw wlauo) onmpy
oy uo uoiawdy £q pafed o[ |ojawn O} 010N  IHOJ[I¥ O[01] UOYINY JO SAOI G&Y USE:M uogy oy {punos oY) Jo A3JWaljxe Yo
wal} quwimp L[(vnba yojw v Juppuur £ supilxg wjwsdo o, peywrelan usoq wuy 4f 3331 doof [yunfo] powowopwuw oy} Jyeda 0} KOfL

ANOIOAUISYY) FISOMOLIVAY MUL 10 WIOIN— 081 LI
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S

A bnucﬁemeﬂt\

.-

i -

a1 d / e . ‘!\ /. g

Star/emrgji"?'{/ . —_— ?_1 ]

estomac . B
Célon transversel/

1
1
£
T

face po
{ de ﬁ/
i

Fio 100 —ULCER or THE AXASTOMOIS. GASTRECTONY

Ligature of the coronary artery  Noto the sppearance of the anastomotfe orifice  Tle
pylorus is held by the operator # Jeft hand. The seotlon will bo made above the old
anastomotic

Abonchemens = Anastosmoris. Estomac = Rtomach. Clens wwastomoirgue = Ukcer of the

apastomosis. Jé nwm = Jejonum. Lry-lmd:[.cmaw-u:ﬂnmolthfmm:y

artery Face poetérere do Testomac o= Posterior surfsce of the stoma b Clen

transeerss = Tramaverse colon
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- [ P X e -

< i
Pebrt a/a/,a/uon\ l‘Estomac

Ancien abouchement
Vel uleus anastemotique

P

Anse anas ornat/;}/é

que [on attire /ﬂ
breche mew co gual

Fro 101 —Urcer or T AxastoMosm  GasTRECTOMT

The sutured jejunum Is held in the left hand the stomach and the old anastomosis are
drawn towards the teft The gutrh nll 1 divided immediately abore the anas.

tomosis. Tberl.lnkchm¥mrenu of the of the 'k The
jejunal uleer s seen in the lnmen of the anastomosed loop.

Petst {prploon = Bmall omentum. Estomac =Stomsach.  Ancien alowchement of wlcws axas
fomatique = Old anastomoals and its ukeer Ause & e gque I‘an athre prrr la
bricke méro-cddl = Amastomotic loop which {3 drawn ﬁtmf\;‘ﬂ:. meso-colts
Suture de Tawcren lbocdmm-smmo{ﬂu\ﬂdmﬂ —
Mreo-colio openlng.



264 PRACTICAL SURGERY ILLUSTRATED

A Py Ligpes ;'eaect/an our _1'
i ‘\\: na@va/ abouchemﬁnt J
1 ¢

2+ .‘"
RN

g9 J F3

Wdrdn abow
ent avee
s anastom

tigue

(]
A gﬂg,eztj

F16 102 —ULozm or THE A¥asToMOSIS. GASTRECTOMY

Anastomosls by implantation of tho stomseh Into the fejunum  The operator forms the
first gustro-jejunal sero-serous level; ho begins by making the thsues irm and marking
oat the line of suture The asxistant draws oa a pair of forceps and on the thread
20 a8 to bring to the operator two apposed sero-serous folds

Log-nmlamfuponmrdoboximnr-uwn!dlrhhu(utbcmmutmah. 1T Estomnas
= Stomach. Ans jéyunale = Jejunsl Joop. Ancien abowchemen) avee wlons gnaste-

matsqee = Ol anastomonts with aleer of the anastamosds
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H
| i
\Anesen

abouchement
et ulcus

S
‘

8 Dupret
Fro 183 —ULcER OF THE ANASTONOSIS. GASTEECTOMY

Appetrance of the anastomoals by implantation. The Jejumal loop has been
The afferent and efferent openings of the loope are seen. The stomach is resected
1 centimetre round the gastro-enterotomy clamp  One level of catgnt suture has

LErtomss = Btomach Anse anariomalique = Anastamotle loop Ancien aboxchonent o
wlous = Old anastomosis and nkeer
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- Duﬁrét

Fra 104 —Urcez or Tam AxasToxosis. GasTRECTOMY

Preparing for jejuno-jejunostomy Sometimes a5 & result of traction on the gastric
stum| thejml is nlieju of kinking the efferent loop and of regurgitation of blle  To
avoid this lication, make a jef Jej v with a button esch piece ks

laced intoa }c{m:ul loop  The second level of throngh and through sutares (button
Eolo) s made of eatgnt
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o ——

i

3

Abouchement
kga}.stran/una/

A
| Pelrt e/a//o/aan\( ’kl‘ \
Dem: bouton 495 A
pour anastomose / /
\
s

“
i

i \\/

\\.
S
Anae‘/gjuna/é?"/

Breche meso c5//7ue1 -

\Dem: bauton
pour angstomose

S Dupretl

et e el

Fra 105 —ULCER OF THE ASASTOMOSIS. GASTRECTOMY

Tho two levels of gastro-jejunal suture aro finished The outline of the two half buttons
which will be coapted is seen.

Palt lp(tla:n-Sm!l omenturr Aboxchement gastro-yéjunal = k&ul anastomosis,
Domi-boxtom pour ancetomoss = Hall of tho anartomotio batton. omac = Btomach,
Anss fhunals = Jetunal loop. Briche méso-clique = Meeo-colle
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———— -

Abouchement gastro

Jeyvnal

Fio 103.—Urcen or THE AXAsToMONIA (ASTRECTONY
feluno. felanost
Yy

Techmique of compl ¥ Je)

Aboxchement gatiro 1é) xal = (astro-jefunal anastomoals.  Estomec mStomech.  Awse ffx
f:ﬂd foop. th’:pip!wu-ﬁmaﬂ omentam. Thermocautire owrran!

ax’e = Je.
Tintestin aur s boxton = Thermo-cautery opening the htestlns over the bution,
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Colon transverse -

' ™ R ¢ " Meso colon
i suture a [estomaq

!
Anse Jeyunalel

1Abowchament gastro

} Bowton gnastomotiguel Jg/uﬂa/ berme

| &S Dupret

Fro 197 —ULoER OF THE AXASTONOSIS. GASTEECTOMY
Hor to closs the meso—coll ning The edges of this opening are flzed to the gastric
w:lll the nI:d.le only . Opelnxo the stomach  Tho knot lncfud.el the small sero-fatty
lump held by artery forceps

———— - 3

C&on transverss = Trapsverss colon.  Estomec =Stomach. Misoctlon =Mesocolon.  Arse
”;:ldl—.'le]nml loop.  Mésocllom sutur & Pestomac = Meso-colon sutured to the
Boaton ique = A otls batton. Aboxch gastro-féjunel

etomach,
termind = Gastro-jefumal anestomouls fintshed.
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Portron enlevee

Fortion a
entlever

Fro 201 —Jesupar, Urorr, GasTarctoxy (Orrmation oF Cliolce}

The same operation as the preceding with this difference that the exclusicn cf the pylerus
had not been made anterlorly and thst the operator will make ure of the whole ot
the gastrio edge Instead of only two-thirds as in the preceding

Portyon enletée v Part removed. UlcuLM—Je]\ml.luker Portion @ enlever m Purt to
removed.
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Section de ‘
i featomac

face anterieure
de ['estomac

Abouchement.”
gaatra:/g/una/

Meso-colon adherent ™

r———— ——_—— S —— ST oy

t
2V ___1 Sections i

au miveau de [uleus Y - dngunum
S Dupret | - —1

Fro 202 —Two Becoypary Jeyvmarn ULceas roLowze ExcLrarox or Tex Prionus
roR DvopEwil Licem

Pieon of gastreotomy efter resection of the two jejunal uleers.  The gastrio portion st
of ita rerous coat shows the laver of eirvalar fibres 1t adhered to the anterior abdo
wall Note the fragment of the transverse meso-colon adherent to the ulcer

Pace enténanre da Mesiomac s Antersor surtace of the stomach.  Section da Pestomas = Divhion
of the stomach, ABowchement gastro-yéjunal = Gastro-Jejunal anastomonle,  Wleocom
adhéreat ax miewsn de Inlcus meso-colon adberent to the uleer  Sections ds fEfunum =
Divisions of the jejunum.
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~

Section de [estomac, Fac; pl}-;ter]eure
> e/ esfomac

B e e —

rre—y

"

| Cavite gastrique,

Face interne
,de [abouche- ;
mené, " f]

=~ ST

1

|

' (
~< Abouchement |
/{cus posterreur |
ace externe)

g

A <5
- Sccé{ana 4 ‘ ~Weus anterteur
du jejunum' .=~ (face interne) .

Fra 203 —Two [SecovDBY JEyvmar ULczrs FOLLOWING EXCLUSION OF THE
Prionps ror Doopeyar Urcen.

App of the two dary ulcers Poltu-hrmﬂlceo{thsgnm-hrim removed,

The olcers are situated uuder the anastometio opening and not Iy over it
Bectioa de [ estomac o Division of the stomach. Ervanre do I anlomac = Posterlor purlace

of the stomach Canié ‘ud.nqu -C-vity ui nomch. Fm irterne de r.mm-

ment o Internal surfare oels,

poténenr (face c'la-u)-Poﬂ.aﬁr (external m.dmte ku dn fenem -D{v{
wlony of the jefunum. Ulens antinenr Um taterme) = Anterior uleer (internal sarfscel 1%



XVI
ULCER OF THE STOMACH AND LANE'S DISEASE

CoronIC intestinal stasis (see p 157) 13 often the result of an
1hao kink, which can produce duodeno-jeyunal angulation, dilatation
of the duodenum nand secondary gastmic or dunodenal ulcer TFor
this renson every radioscopic exammation for gnstrmic symptoms
ought to include not only examination of the stomach but also of
the complete passage of food through the intestine If the pheno-
mena of chronic stercoremia be marked 1t13 a good thing to combine
surgical treatment of the stomach with mtervention on the intestine.
This was the case 1n the patient illustrated in the annexed figures

If the operator find serious lesions of the stomach, necessitating
gustrectomy, the operation should be confined to the stomach, m
order to preserve the patient s strength and operate on the intestine
three months later but if the gastne ulcer be small mobile non-
adherent—t e, surtable for thermo-cautersation (Balfour), for
gastro-enterostomy or for pyloroplasty—operation on the mntestme
should be performed at the same tume, cololysis or short-crrewit
The following are the stages of the operation which has served as a
model for the disgrams

(A) GasTric ULCER.—Supra umbilicel laparotomy Exposure of
a mobile ulcer Separation of the colon from the omentum, which
permuts of recogmsing and seizing between two fingers of the left hand
the lesser curvature and rendering the ulcer prommnent The operator
judges 1n this way the size, extent and connections of the ulcer

Beparation of the gastro-hepatic omentum from the lesser curva-
tare 8o as to obtemn a good view of the ulcer This separation
should be 3 or 4 centumetres 1n length Hwmoatasis  Stnpping the
pentoneal surface of the ulcer

Thermo-cauterisation of the Ulcer —The cautery 15 plunged 1nto
the centre of the uleerated circle and rotated for some munutes,
destroying the mdurated edges of the ulceration

Restoration —Four non perforating stitches of slowly absorbable
catgnt close the opening  Second level of catgut sero-serous sutures
Ths suture 18 made firm by some quickly absorbable catgut stitches

270
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which at the same time pass through the remamns of the gastro-
hepatic omentum.

(B) By waar Less DEsTRuCTIVE METHOD ca) CHRONIC INTES
TDNAL 574819 BE COMBATED !—Simple resection of the appendix
has succeeded 1n certain cases because the appendix was vertical,
posterior, ascending and formed, behind the end of the ileum, a
firm cord, over which this intestine was kanked Simpls removal
of the appendix sufficed for the disappearance of the band which
produced the symptoms this case 13 unfortunately exceptional

Why does division of Jachson’s membrane sometimes suffics §
Very hhkely because the division removes the hepatic kank, and
because the bare surface resulting from stripping of the cecum fixes
the ceecum to the abdominal wall and suspends 1t

Crecoplication or cacopexy simple diviston of the bands, has
given me numerous successes 1n the case of strong abdominal
wally, because the section followed by a good peritonisation caused
disappearance of the kinks and the anatomical causes of the fmeal
stasig

It 13 always easy to begin by these stmple operations (cololysis)
and perform more important operations later if the former fail.
By more important operations I mean short-circuits (ileo-mgmoidos
tomy or ceeco-mgmordostomy) and partial or complete colectomy

Quantities of ik could be used regarding the respective indica
tions and semousness of these latter operations, and the question
would not then probably be settled to-day

For twenty vears I have performed these operations, and I will
give my present views

Cololyss or division of bands followed by perfect peritonisation
suffices m five out of ten cases, and leads to the disappearance of the
symptoms  If 1t fail, a colectomy can be performed

Is creco-mygmordostomy preferable to 1leo-sigmardostomy t On
prnciple, yes the former has the advantage of retaining the crecum,
whose digestive properties are mdisputable, 1t heeps, above all, the
tleo-cecal valve which preserves the ileum from reflux of the
annerobes (Lochhart-Mummery) cco-sigmoidostomy 11 no way
modifies the passage of the intestinal contents, and sumply permits the
czecum to dram 1ts overplus which ferments and poisons the body
Radiological exammation of ceco-sigmoidostomies shows searcely
anv acceleration in the evacuation of the intestine, moreover
1mprovement 13 often considerable removal of powoning evident
Then, what objection can be raieed agawnst ceco-sigmordostomy ¥
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{a) Tt 13 sometunes more difficult to perform than ileo-sigmordos
tomy When the erecum 18 mobile or thich, and this 15 frequent, 1t
18 certanly brought perfectly into contact with the sigmoidal loop,
and provides o good foundation for the sutures, when the operation
18 fimshed, the sigmoid exercises no traction on the ceco-sigmoidal
anastomosis  There 13 no fear of separation of the anastomosis,
especially 1f 1t be made by a button  But there are some cases where
the crecum 18 situated high up, and difficult to bring down, suture
18 then difficult  Besides, the crecal wall 13 often thin and atrophied,
and the needle can perforate1t, thismay canse death The 1lenm, on
the contrary, 1s more resistant.

The button does not run any nsh of perforating the cmcum
during the operation, but the techmque 13 more difficult, on the
contrary, the danger of contamnation 1s Jess than with the suture.
But 1f the cecum be fixed, or only slightly mobile, and able to
be brought down, I thmk anastomosis, even with the button, 18
dangerous, because the appheation would be difficult with the ends
of the fingers Consequently try and mahe a creco-sigmordal short-
crentb with & suture, or better, with a button, if you wish, but, if
the operation prove difficult give the preference to ileo-sigmoidos-
tomy

(b) If after functional fatlure of the short-circmit 1t 18 necessary
to perform a secondary colectomy, the creco-sigmoidostomy does not
present such favourable conditions as those left after 1leo-sigmoidos-
tomy It produces, at the expense of the cecum, a pochet with
penstaltic movements as if 1t were a stomach with pyloric stenosms.
I know a woman much improved by a supra-crecal colectomy m two
stages. 8he 15 qmite comfortable with a cmcal pocket which filly
up her right lomn, and 18 gradually moreesing n size I shall very
probably be compelled to remove 1t one day or the other, yet smce
this cese when I have had to perform a supra-cecal colectomy
secondary to a ceco-sigmotdostomy I have divided the ascendmg
colon close to the anastomotic opening I remove all I can of the
Temains of the cecum, and leave just enough of it, but not too
much, for the passage of the hqmd discharges

(¢) In cases of 1leo-mgmoidostomy should the anastomosis be
end mide or mde-mde 3

The former 1s the better 1t perhaps allows some rish of frecal
accumulation 1n the cmco-cohe cul-de-sac  If this backward flow
prodace functional troubles, a secondary colectomy, 1 which there
18 1o 113k, 13 necessary
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(d) Must & button or a suture be used for czcal or ileo-sigmodal
short-cirowt 2
With tketuticn thereislessruk of contemiation  The contents
of the ceecum and of the end of the leum are scptic  There 18 no
companscn Eelween the precautions to be taken during these
operations and thase which ate sufficient for a gastro-enterostomy
The stomach | ducdenum and jejunum are nearly aseptis, the con
tents of the 1leum and of the ceecum are virulent  The operatar can
choose either a button or a suture, as he prefers, but 1f he make use
of sutures he ought to change his gloves when he has finished the
through and through suture.
(s) Are there any nisks from & short-cireuit, and whence do they
arise ¢
In cases of cmco-sigmoidostomy, owing to the thinness and to
the septic condition of the colon, peritoneal infection may be noticed,
from a leakage at the sutures, at a perforating stitch or as a result
of traction of the sigmoid loop on a very highly situated emoum.
To avowd this 1t 18 & good thing, if the ceecum be difficult to bring
down or should 1t& walls be atrophied, to perform 1leo-sigmoidostomy
Septic discharge from the sutures 1s, however, quite rare, but a com
plication just as dangerous and more frequent may arise—viz,
acute intestinal obstruction Ileo-sigmordostomy or cwco-sigmord
ostomy can produce this condition In order to prevent it I have
had recourse to the creation of a temporary counter fistula above
the anastomoss, the mtroduction of a Faucher 8 tube by the anus,
beyond the anastomoss, generally prevents intestinal obstruction.
The risks of post-operative intestinal obstruction are less common
after ceeco-sigmoidostomy than after ileo sigmoidostomy without
Faucher s tube, but they nevertheless exist Quite recently 1t has
happened to me to perform a ceo-sigmoidostomy on & mobile and
yielding ciecum with an opening of 7 to 8 centimetres ntestinal
obstruction occurred three days afterwards I had to mako & creal
fistula, which I closed at the end of fifteen days Acuto intestinal
obstruction 1s still more frequent after ileo-mgmoidostomy On
looking at my hist of anastomoses I can sav that of ten short-circuits
there has been one case of acute ntestinal obstruction which com
pelled the formation of o secondary fistula and two shight tmnsitory
cases of obstruction which yielded to belladonna and ice but were not
less causes of anxiety for some days to the patient and to the surgeon
Is there a means of avoiding this compheation ?
Yes, cither by ensuring rectal drainage by a Faucher s tube m
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position for six days, or by the discharges being evacuated by a
temporary fistula  All danger may be thusavorded It 1ssuffictent,
after puncture, to introduce a rubber tube 20 1nto the small intestine,
to 7 or 8 centimetres above the anastomosis, for the symptoms to
be obviated The loop 18 fixed by four stitches to the abdominal
suture  For some days the flatus and hquid discharges pass
through a Nélaton's catheter into o urnnal  After five or six days,
as soon 3 the frecal matters are passed per anwn, the nurse with-
draws the Nélaton’s catheter and the frecal discharges pass by the
ordinary channel If there be any tendency for the fistula (very
Tare) to remain open, give o local anresthetic and close the fistula
without waiting for a spontaneous cure.

But, you say can fixation nthisway of aloop of the smallintes
tme to the abdominal wall produce afterwards a kink and give rse
to painful penstaltic movements

I have not noticed 1t and haveno fear of 1t If a kink occur and
produce colic, 1t 18 sufficient to free the loop with the kmfe under local
anmsthesia, and afterwards to loosen 1t deep down, & small operation
which causes no rish to the patient and 1s better than runming the
chance of an acute obstruction

(f) What of colectomy 1

Complete colectomy appears to me to be indicated when there
18 & chronie, obstinate inflammation of the bowel, when there are
some malformations elongations and dilatations such as dolicho-
colon, mega-colon and when a previously made short-circuit 1s
msufficient and when there 13 tetention of the fieces i the large
mtestine  Secondary partinl or complete colectomies are not
dangerous, according to my experience If they be carmed out
one stage the danger 1s removed by an mtrarectal Faucher’s tube,
or by Nélaton’s catheter 1n & counter fistula they are then as harm
less as secondary colectomies For mv part I have never observed
any fatal accident after colectomy in two stages The results are
always quite simple

The unpopulanty of complete colectomy, 1ts dangers 1tz risks
and functional disadvantages are unjustified The only difference
13 the results are delayed for sometimes six months or two or three
years because the small intestine must re-adapt itself to 1ts

functions and the patient be re-educated physically and mentally

(9) Are there no indications proper to nght hemicolectomy ?

Yes 1n stout and feeble patients when the crecum 13 very dilated
when the ascending and transverse colon are adherent, and when
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cololysis has not given any result and the remainder of the colon 15
normal

To sum up 1n the case of a patient suffenng from chronic ntes-
tinal stass 1t 13 necessary at first, to find out if the stasis be shght,
moderate, or marhed, if the delay in the passage of the freces be
considerable, if 1t be sccompanied with mtestinal malformations,
if the ceecum be large or prolapsed, if there be a dolicho-colon and
if there be lesions of the colon or secondary diseases (nephmitis,
diabetes Basedow’s diseass, oto )

1f the delay be slight or moderate, be content for some months
with medical treatment T inmst on respiratory and general
gymnastics, the spiroscope, massage, reptation, use of paraffin, opo-
therapy, intestinal vaccines, and antiseptics, diet, mental re-
education, and wearing a good belt.

In the moderate forms 1t 18 & good thing to combine with the
medicsl treatment removal of the appendix cmcoplication, colo-
lysis, suspension of the ceeco-colon, etc  In cases of marked stass
cololysis, short-ciremit (cco- or eo-sigmadostomy), or partial or
complete colectomy, 1n one or two stages, should be at once
pexformed, each of these methods has 1t8 well marked indications

In all cases 1t must be completed by physical, medical, thermal
and psychical treatment Patients suffering from intestinal stass
have been powsoned for & number of years, and thewr endocrine
glands and muscles are insufficient, the kidneys and hver sluggish,
nervou- svstem altered, and their mental ontlook distorted, after
having estabhished good mtestinal dramage the primary cause of the
symptoms, 1t 18 necessary also to combat all the secondary effects,
which without general treatment would run the chance of continuing
notwithstanding the surgical operation. It 13 to the failure to com
bne phymical and psychical medical treatment with the surgicsl,
that so many surgeons have been discouraged by nseless operations

Operaitee  Techmque for Ileo-sigmowdostomy —The abdominal
mnasion 18 enlarged to the pubis. Complete exploration of the
mtestine. The operator sees a kink and a Lane sihiac band, adhesion
of the ascending to the) transverse colon, and of the transverse to
the descending colon (side by s1de) On the left a colo-sigmowdal
Jopk fixing the sigmoid or thac colon to the pelvic wall.

The operation consists of the following

(@) The patient 13 placed m an wclined plane  All the 1ntes
tines are pulled upwards so as to obtain a view of the 1hinc meso-
colon and the end of the mesentery, the pelvs 1s emptied and no
longer contains the small intestme
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(b) Meso mesenteric swure A stitch 18 provisionally passed
but not knotted mto the end of the mesentery, on the peritonenm
(and m front of the promontory) and on the thnc meso~colon This
thread will be tightened at the end of the operation mn order to
mahe the mesentery and the thne meso-colon firm and to prevent the
loops of the small intestine from becoming strangnlated from thisside

(¢) Separation of the sigmoid colon  The sigmord colon must be
separated from all adhestons with the left ihiac fossa, so that 1t can
be drawn upon easily  This separation 18 made by the knife or by,
the compress

(d) Dwnision of the termnation of the ileum Two duck il
forceps (Collin) 1n contact with each other, or Th de Martel’s écraseur
are applied to the end of theleum  The thermo-cautery divides the
Intestine and 4 or 5 centimetres of the mesentery, through the latter
of which some hgatures are passed.

(e) Closure of the end of the fleum by mvagination (Th. de Martel)
for 5 or 6 centimetres into the cecum  The free end of the 1leum
13 brought mnto contact with the pelvic colon, place a compress
between the two

(f) Ileo-sigmordal anastomosiz  The duch bill forceps catch the
mgmoidal loop at & band of the colon or a tenta The end mde
implantation 1s carried out at two levels by slowly absorbable catgut
00 Avoid perforating stitches employ fine needles Use Cunéo’s
stitch for the through and through level and Cushing’s for the sero-
serous. The implantation 13 more quickly and more easily made by
Villard's button

(9) Restoratton of the mesentery The mesenteric thread which
had been introduced at the beginmng of the operation 1s kmotted
If an empty space exist between the mesentery and the large mtes-
tine, close 1t to avold any cause of strangulation

(R} Change the gloves and close the abdominal wall atthreelevels Tt
18 tnnecessary to change the gloves if the anastomotic button be used

(3) Dilate the anus or fix 1n a rectal tube to prevent the patient
bemg troubled with flatus  Often, before clostng the abdomen, we
mtroduce a Fauchers tube by the anus up and into the ileo-
sigmordal anastomosis The employment of a button dispenses
with this accessory

N.B —TIs 1t necessary to wntroduce a row of sutures (circular
continuous) above the cmco- or Ueo-sigmoidal anastomosis by &
button? TUpon the ileo-sigmoidostomy, no sabove the cweo-
sigmoidostomy yes
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ko 204 —Urcrz or s Lesain CUBRVATURE courLicatrso Laxe s Disrier

‘The colon is stripped of the omentum  Delow the trunsverrs colon and the memocolen
above the left hand of the operntor eatches hold of the grester curvature of the
stomach between the thumb and index finger whlst the two last fingers of the hand
cause protrusion of the lesser curvature of the stomach excavated by an uleer A

band unites the keer to the pancreas.

Grand éprploon w=(Oreat omentom.  Eufcmar face partineure = Postetior gurface of 1be stomsch
Tlews aque les dowpts fomt saill r=Ukeer ‘ma ¢ by the fingers.  linde clowiri
clelle = Cleatricial band.  Clow trax ters -'fnn-m-n colon.  Peid {piploom ot ant
coromaure stomachrque = <mall omentum and coronary artery FPancr{as = Pancreas,
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Fie 207 —ULcre or THE Lrasrr CunvarchE courLicaTING Luxz s Diseiar.

Destruction of the ulcer of the leaser curvature by the thermo-cautery (Balfoar) The
white area corresponds to the pressure of the operator s left fingers, which bring forward
the gastric wall to the cautery st the bottom the healthy mucosa of thé anterior
gustrio wall is scen.

Fece postinexre de Testomac = Posterior surface of the stomach. Ulews = Ulcer drri?re
caryé = Posterior earity Putut éprploom = Small omentam,

Face anterieure
de /estomac_

Fia 208.—Urces or THE Lesses CURVATURE cowrLicatise Laxe s Diszasr

ol the area which must be destroyed by the thermo cuuters  In these
figures the appers utuated on the posterior surface of tha stomach; this depends
on the separation of the small omentum which is turned back

Fece antérienre de Pemtomec = Anterior sutiace of the stomach.  Carud gestraque = Cavity of

the stomach, Ulews = Ukeer Partre & briéler = Part to be cantersed.  Face postre
de I tstomec= Porterior surface to the stomach,
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Fra 207 —UroEe or Tmm Lrasxe CUBVATURN COMPLICGATING Laxx s Diarist

The niceration has been destroyed by the thermo-cantery Continuous suture of the
muooss parallel to the lesser curvature.

Fare potm. s Testomac = Posterlar sarface of the stomach.  Coschs musculomss = Moscular
Couche muquenss mocoss.  Cavié pu.dnqu-(kvﬂynfthn stomach. Pt
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f10 203 —LLcER or TAE Lxssrm Corvatrem coxrLicatisa Laxc s Discisc

lagram Tbe nooes I sutured parailel to the levser carvature; the sero-
o of the rtures mm re Is perp [ to the latter

cwst; m Posterior sarface of the stomach,  Nase leweeswtnr{senirarcrs =
F‘“ﬁ M‘:T-?:‘:tnn-d‘:nmmlv Muquense snturée en fong = Mucoss sutured foogl
S e e Kmall omentom.
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Fro 200 —ULors or TeE Lesszx CorvATTRE 0OMNPLIQITING Luxe s Distase,
WITE \UvXZEOTUS Baxps.

The ulcer la sutared and exploration of the intestlne reveals anatomical of chronie
intestinal stasis. A Lane ¢ band kinis and contracts the fleaum and it to the
pelvio wall. The ieum v dilated above the contraction the cecum dilated and
prolapsed 1 held by a membrane of Jackson  Below and to the left the ascending and
trensverse colon are seen jomed side by aide  Any similar case justifies division of
the bands, followed by carefnl peritenisation.

liéom —Tieum.  Dande ds Lanc mLane's band.  Cacam mCrcum.  Sowdurt e canons de
Jurd du cflon axcendant ot du cflom -4 ding and tr colons adb
e by wde,
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Fra 210 —~ULcen or THE Lrasza CURTATURE COMPLIOATIXO Laxx 85 DISEsSE.

First stage of an Umdgmddunnmy Tlm opentur Introduces & threed to make the end
of the y and ¢ firm  this thread ls tightened at the

end of the operation iu purp;ue b to fill up the spase betwoen the two meso-col

Ctlon nigmoide = Slzmald eolon. Amgle dbéo-conl m neo-en:] ﬂaxure. Misercom = Meno-
colon, Ilisn mTsom, Prom>atoire = Prouontory of
Masentery Fan vrmqee pnmities drove s Common rl;hc uzn veln, Artire duagre
primusee drove = Common right iliao srtery
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Fs 211 —ULrozr or Tim Lrssre CURVATURE cOMPLIGATING Lawe 8 DisEase.

implantation for chronlo intestinal stasia. The fllao band of Lane has been
divided the dotted line indicates the part of the mesentery which will be cut. The
thermo cauterv dinides the intestine between two duck bill foreeps (Collin) or hetween
the limba of the small écrasuer (Th. de Martel).

Aféscntire = Menentery Cearcnm aa Coscum. Iléom = Tleum.
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Fio 212 —ULcre or TE Lrssxn CURVATURE COMPLICATING Liwx's DiszasT.

The erushed odge of the fleum f« burled by invagination (Th de Martel) and not
tied or sutured

N ésentire mMesentery Carewin = Cocnin, Tléom = Tleam,
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Fro 313—Urcxz or T8 Lessxs CURVATURE COMPLICATING Laxn 8 Disxase.

Teo-d pl 2 continuous suture; the intestine i3 tumned
obliquely 80 as to present & large sercas surface.

Cllom rigmokde = Slgmold eolon,  Itéom emTheum.
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Fra 214 —Urcer oF e Lrasze CuavaTora coxewciTie Laxz's Diszass.

The ocolon is opened the fleum exnisod The xize of each orifios corresponds exastly
The sutare is made at two levels by fine eatgut.

Seyment $'dion & enlever = Part of the fleam to be removed, Oflem s1ywokds = Blgmodd oclon,
Tldom == Toum.
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Fro 215.—Uraer oF ten Lrssen CURVATURE COMPLICATING Laxr’s Dszuse.

leo-sigmoldostomy iv finhed. \ote on the right the iliac stump The tor sefzes

the anastomotio between the thumb and index inger to ses 1f the Hleo-aizmoidal

::nmnah‘:dmci&;ﬁyh:ge.tndﬂu'baw(o place a Faucher s tube Into
rectum o anastomosty, or to place a connter eatheter in th,

tine 10 centimetres above the anastomosis. fo tho smaall ntes-

Rectum = Rectum.  Promostorre = Promontory of the merom.  J7éow = legm " -
Cecom. Méro-cfom wYewo-colon. H el serré = Tightened ytrﬂonmel thread.

fewer
W:—B colon.  Iléom = Abouchement déo-ngmcldien w Neo-
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Comdithon of the leshons before aperationg ukcer of the leser carvsture Condition of tho

intestlne Lane s bands, diitended and mobile emeum adherlon elde by #lde of the

and transverso colone, contraction of the colo-sigmotd flexure by & Lane s

band lcuei«rerl«'ﬂj‘ anltable for divirkon of Lane s bundy followed by peri-

tonteation {cololyam

Tlews de 1o far Eriexre = Ulcer on the posterior sarface
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Suture mugueuse

en long "‘\Qy\’_
Suture musculeuse 3%,
en travers. __,_. .~ °
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Fro 217 —Urcza or THE LEsstk CURVATURE COMTLICATISG Lax®'s Disrasx
Thiv figure showa é.) the direction of the two satures after cautenmation of the
gastrlo uleer; (8) the condition of the int after cololyals (simple division of the
pericolic bands) {c) the condltion of the intestine after fleo-algmo! omy
N B —One of theso two intestinal operations Is performed in addition to cauterisation if
the Iatter be indicated

Sidure muguense on long = Sutuze of the mutoss.  Sefare musculewse en frucers m Transverse
1aT sutare 1bouck Jio- 1o = Tloo-4l: ad










