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GENERAL INTRODUCTIION

THE reputation of Victor Pauchet as a bold and brillinnt surgeon
stands high m Parns

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

Practical Surgery Ilustrated mahes no clmum to be a text-

book of operative surgery It claims rather to illustrate operations
as practised by the author, and these claims are well substantiated
The illustrations are drawn from DLfe, the text explans them
The aunthor presents his methods i o series of living pictures m a
manner which should appeal to the practical surgeon

English surgeons will note with interest that local, spinal, and
splanchnic anmsthesia have practically supplanted general anwsthesia
mn Victor Pauchet s practice

C GORDON WATSOW
September 1924






INTRODUC110N TO VOLUME 11

THE volume opens with a description of cerebellar decompression
under local anmsthesia for the treatment of & tumour of the anditory
nerve The author employs a perforator snd Gighs saw The
illustrations are exceptionally clear

Treatment of cancer of the cervix, both by radium and by
operation, 18 discussed fully Radiwum 18 employed before operntion

and not after Foure’s method of operating 18 described by Faure
Timgelf

H Rubens-Duval discusses the treatment of cancer of the uterus
with radium under the title of Curietherapy, and argues that the
curative value of radium 18 at least equal to that of surgery, and
holds that &8 1t requires nerther operation nor even anmsthesa,
1t should be the treatment of choice ”

The treatment of fibroids and fibroma complicated with preg-
nancy at term 18 discussed, and the indications for X rays, radiom,
myomectomy hysterectomy, carefully considered

The aunthor holds that modern vagioal hysterectomy 15 mdicated
In women suffering from cardiac msufficiency, the obese or the
plethoric, with not very large fibromata  In abdominal hysterec-
tomy the pedicles on either side (ovaman and round hgament) are
fixed to the cervieal stump to suspend the vagma and prevent
cystocele

Nephroctomy for cancer of the kudney 12 carned out by means of

a transverse incimion and a combmation of the intra- and extra
perttoneal route

Suprapubic prostatectomy 13 described m two stages, and the
permeal operation 1s Wustrated by cinematograph pictures Luys
method of drilling the prostate with galvano-cautery 18 advocated
for amall adenomata and m debihitated subjects 1 whom prostatec-
tomy appears too dangerous  This 18 carried out without an anms
thetic and repeated weekly for five or mx times

The two-stage method of prostatectomy 1s supported by the
it



v INTRODUCTION TO VOLUME II

dictum that 1t 18 better to cure a pationt 1n three months than to
fall him wn three days

Total extupation of the stomach for carcmoma 13 desortbed
The cesophagus 18 umted end to side 1nto the Jojunum, and a jejuno
JeJunostomy 18 also carried out to prevent regurgitation of bile mto
the esophagus

The author Lolds that gastro-enterostomy in Y 18 the most rational
operation for duodenal ulcer

The author s clamp for the stomach m hemi-gnstrectomy should
be noted, and nalso the uss of Judds forceps for the hromostatic
through and through suture of the gastro jejunal edgo

Complete colectomy 18 recommended for congenital mega-colon
1n the majority of cases, and 18 consdered to be an caser and milder
operation than partinl colectomy

At the conclusion of the volume the operative treatment of eancer
of the rectum 15 further discussed, and surgeons will find both the
abdomino perineal and the permnesl opemtion very fully illustrated
The author s mothod of performing colostomy 18 ariginal the bowel

18 divaded, the upper ond 18 given o half twist and brought through
the rectus, and the lower end 18 fixed to the surface outside the rectus

Radium 1s ndvocated for all noperable cnses, and 18 recommended
also 1n operable cases

The author, when making use of the two-stago opertion, per
forms colostomy then msorts radum and carries out tho perieal

exctsion o month later
C GORDON WATS80M

Seplember 1921
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PRACTICAL SURGERY ILLUSTRATED

I
CRANIECTOMY FOR TUMOUR OF THE BRAIN
Br THII Ry DE MARTEL

CrRreBr Ay tumours are generally noperable

For operation on o cerebral tumour to be possible, 1t 18 necessary

1 That the neurologist can localse 1t, by the symptoms 1t
Pproduces

2 That 1t be accessible wistble and enucleable by the surgeon.

Tumours of the auditory nerve fulfil these two conditions

I will recall briefly what a tumour of the auditory nerve 1s
Generally, 1t 13 o fibroma or a fibro-sarcoma developed 1n the
auditory nerve or in its immediate vieimty

The tumour 1s most often the size of & nut or & horsechestnut,
at the time of operation and 1s situated m the angle formed by the
pons, or rather by the mddle cerebellar peduncle with the cere-
bellum.

Dunng 1ts development 1t compresses the fifth, sixth, seventh
and eighth cramal nerves, the pons and the bulb

Compression of the fifth pair 18 frequent, and produces neuralgic
paws 1 the remon supplied by the tmgeminus and anssthesa of
the same aren The sensory symptom most easily observed, and
Perheps also the most constant 1s abolition of the cornesl reflex.

Compression of the sixth parir 1s frequent and produces mternal
strabismus

Compression of the seventh parr, which nesrly always exists,
usually gives rise to very few aymptoms, so much so that 1t can be
8said, when marhed facial paralysis 18 present, it 18 doubtful whether
& tumour of the auditory nerve exists.

Compreasion of the eighth pair constant and very early (many
Yeara hefore the appearance of any other symptom), gives rise to two
Linds of symptorns—cochlear and vestibular

The cochlear symptoms are burzmg mn the ear and deafness,

u 1
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the vestibular symptoms are vertigo, nystagmus modifications of
the normal reaction by Barany’s test, and to that of voltarc
vertigo

Duning 1ts development the tumour preases on the pons and on
the cerebellum

Motor and sensory phenomena, hem: paresia, hemi anmsthesta,
more or less marked, and cerebeilar symptoms, Iatero-pulsion,
cerebellar ataxia, adiadococinesia, hypotonia, etc , are then observed

Finally, as mn all ntra-cramal tumours, signs of hypertension,
cedema of the papills, headache and vomiting appear often early

The diagnoss 18 then often passible, when a patient affected
with auditory symptoms for months or years 13 at the same time
suffering from cerebellar svmptoms and ntrs eranial hypertension

Tumours of the suditory nerve do not become adherent to
neighbouring organs, save to the exghth parr, and are enucleable

They ate also essentally surgical, and ought to be submutted to
operation

The following 13 the method I adopt The drawings which
accompany the text were taken from nature during an operation,
and explain it clearly

The patient 18 placed straddle-legs in a chair  He leans forward
and s forehead rests on a cushion at the end of an operation table
The arms and the back are fixed to the table Pachon’s apparatus
18 fixed to one of the forearms A nurse, Wearing aseptic gloves,
18 1n charge of the head to hold 1t 1n & good position. This position
admirably exposes the field of operation, hremorrhage 18 reduced
to a mmmum and 1f svncope ocour the patient 1s laid down

{nmsthesis —An hour before the operation 2 centigrammes
of morphia and 1 mulhgramme of scopolamine are njected sub-
cutaneously

Regonal anmsthesia of the field of operation extending in breadth
from one mastoid to the other, and from two fingers breadth above
the external occipital protuberance to the third and fourth cervical
spimous apophyses in length

This anesthesia 15 obtamed by a solution of novocaine 1/200

Owing to the local anmsthesia the patient assists the surgeon
by movements which he carmes out as requested During the
operation he answers questions addressed to hum and his condition
18 casily udged He does not vomst, and vomiting 15 8 scrious
danger to a patient whose cerebellum 1s exposed

Cross bow cutaneous incision (Cushing) consiating of two branches
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the one transverse from one mastoid to the other above the external
occipital protubersnce, and the other median, m the middle of the
preceding to the fourth cervical spmous apophysis

Careful hromostasis of the cutaneous lips, whioh are freed from
the subjacent pertostitic or aponeurotic surface (following the dots)

Incision following the same marks, on the deep surface per
osteum aponeurosis and muscles In the middle hne, be careful
to separnte the muscles at the median raphe (hmmorrhage 18 thus
avoided)

Reflect externally the two flaps thus mapped out, by separation
by the raspatory of the muscles of the nuche During this separa
tion diviston of the more or less large emissary vemns Stop up
the small emissary vewns with Horsley’s wax, and the large ones
with osseous stitohes.

Once the separation of the muscles 18 attaned, the shell of the
occipital bone 1s perfectly exposed from the external ocerpital
protuberance to the occipital foramen. The bone must be laid bare
below the superior curved line, in order to expose easiy the whole
extent of the lateral sinus

Trephine the bone and remove the shell of the occiput with
gouge forceps rendered easy by dmlling many approximate
holes.

The division of the occipital crest ought to be made carefully
1 order not to wound the subjacent sinus

The external oceipital protuberance can be left m place, but I
find greater clearness 1s obtamed after sawing 1t by two or three
cuts of the saw

The parts surroundmng the occipital foramen are to be widely
destroyed At the end of this stage the durs mater will be seen
covering the two lobes of the cerebellum, separated by & deep median
nidge the lateral siuses, and the torenla Herophily, the ongin of the
medullary dura mater

Before pessing on to the following stage 1t 1s a good thing to
let the artenal tension recover, 1t 18 not usually yet altered, but
often becomes lowered at this time.

Incise very carefully the dura mater right to left of the occrprtal
bone these incisions are afterwards enlarged and made into
crucial ones.
tth:;‘c:i.lzf:l l;lc;t;l to wound the cerebellar pia mater Do not make

¢ dura mater be very tense and the hypertension
grest In this case begn by puncturmg the lateral ventricle
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2 centimetres above the lateral sinus and 2 centimetres to the nght
or left of the longitudinal sinus.

This puncture immediately leads to collapse of the cercbellar
dura mater, and afterwards the chances of a cerebellar hernia are
much less

Catoh and hgature the ocorpital sinus. Divide the falx cerebells
this 1s a very delicate stage

At this moment the cerebellum, the two lateral lobes and the
middle vermiform process are freely exposed

Ask the patient to turn his head to the oppoaite mde to that of
the tumour The cerebellum falls away from this side, and the
cerebellar fossa 1t 15 proposed to explore becomes accessible.

Put m a retractor and very gently pull back the cersbellum
The tumour often appears partly hidden by serous cysts which are
opened.

The petrous portaon of the temporal bone, the tentorimum cerebells,
and the tumour, generally yellowsh and well eircumscribed, sur
rounded by a vascular plexus, are vimble. Bometimes the anditorv
and facial nerves are to be seen. Often, in thess cases, the tumour
13 m the pons or the cerebellum, and not 1n the suditory nerve.
The diagnosis has been wrong

Do not try to remove the tumour en bloc  uncontrollable hmmor
rhage will be produced  Open the capsule carefully and empty the
contents with a curette

Tampon the bed of the tumour with a small dram which passes
out of the corner of the transverse mcision Do not try to suture
the dura master, carefully suture the cutnneous wncisions at two
levels a deep laver of catgut, and a superfioil one of slkworm gut
Carefully apply a firm dressing
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~S _Du/arat .

Fre 1 —Cmaxrzcrouy rom Crnespar Tuwour. (TEmZERY DB AMAwrrr)

Puatlent in sdtting pc-hlun this pontion greatly reduses the hemocrhage favours hemo-
and excellently axposes the fleld of operation.
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Fio 2—Cruntroroxy ror Cerermul Tosmovr (Taremay pe MarrtzL)
Tracing of the crom bow inclslon (Cushing), which the anwsthetist willfollow  The trans.
verso line ought to pass well above the occipital protuberance

Lyyne danesthing locole = Line of locel anesthesds, Pounts € rapection sous-pirnonés=Foints
of subperiostes) Injection,  Luywe fimcinon = Line of incidon.
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Fro 3 —Crastecroxr ror Crxreaar Trxork. (Tmreary pe Aaxrrr)

Incision of the soft parts at two levels tha.kin,tbenthenpomumd:;ndthamum
Kocher s forcepa mark oat the angle of the s poneurctic inctsfon, which, withont them
would be difficult to find at the end of the operation. The muscles are detsched by
the raspatory  Bome emissary veins are opened.

Oceipual = booe., Pince sxr F'angle spomécratsque=TForceps o th ;pcancnmﬁe
mees sur Uartére occipualem Farceps on the .':ltl:fpﬂ‘.ll artery oI’. 5 Rémo-
statiques=Arterhal foreepa.
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Fio 4 —CrANIECTONY ror Crmesmal Truovr. (TErExry pa Manrrr}
Perforation of the akull with & hand perforator at two or three polnts.

n  courds suplrisxremSaperior curved lme. Oetrpual e Ocelpdtal booe, Bowlettes e
Ls cirs oturant des reanes = Bally of wax plapging the veioa, ¢ courbe infre =Inferfor
Trow occipual = Qecipital forumen. Tuberemle portérienr de Datlasm

Hne,
Posterlor tuberclo of the atlas
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Fro 5 —Craxizcrony rom Cruremir Truoux. (THrEREY DB JaRTreL)

The o in the bome are untted together by {oxceps, care being taken to
penings Bomge
exerolse no presaure on the dura mater

Sizns ltiral =Tateral dnos Dure-miremsDura mater Cervelef gevchamLeft cersbellum
Cerrelet droit=Right cerebellum.
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Fra 6 —Crawmxcroxy rox CerramaL TUMOUR. (TIIXRRY DE M srTEL)

The gougs forceps has rounded the lower border of the torenla h I withoot being
able to cut jt  Two ngs are drilled by the trephinc above the torculs which i
detached ex Woc Glgif's mw pesecd whh the help of the durs mater reiractor
which laft in position, protects the dorm mater from the saw

Scre do Ol =Gigl's ;aw  Progége anre mére=Droterty the durs mater & aws latérad
Lateral sinus Sinws accipua! #f fonx dx cerreles=Tosterior occlpltal sinus and
falx cerobelll. Duye mére eurc o Cerebellar dora mater
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Fig 7 —Craxtrerouy ror Crrrsmar Toxors. (Tatexwy pr Mawtrr)

Puncture of the ventricls through the operation woand to dlminmh the intra-crantal
emh'nlndtoprerminhu-nhnfﬂmmcephloutnwtbewmnd.

Praomgement ompdd- Ocelpital  prolongation. Tetnowlt lwéralelateral  ventriele.
Dare-miremDars mater Trow ds Momro=Feramen of Munra. Aquedue de Splvingm
Aquedoct of Rylvims, Trow de Luschln=Loschka s foramen. Trox de Negendigm
Foramen of Magendle, Liguwds céphalo-rach idien = Cerebro-spinal flnid
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Orifice ossewx pour
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bricul/e faterss .«

JParcelle de muscle
P ( obburamt we pelrt
< orifice vermewx
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P

Fio 8 —Csamtroroxy ror Craxsmur Toxorw. (Trnresxy pE AlirTrL)

The cerebellar dura muter is opened with great care to the right and left of the middle
lise Be carefal not to wound the pls meter Qo in iting the pis mster the eere-
bellum eacapes 1ike pulp through the inchion.

Orifice ossens r la 1on du veatrcnie latéral =Opening in the bone for oring the
‘gltn] rv:“trkk. PNandZa de Mnecle oturaal WA pefil orifes rn m-lz:‘n! muscle
plogxing & small venous opealng.  Dare mirs cr@ellexse=Crrebellar dura mater
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Fro 9 —Crunrroroxy rok CrarpraL Towovr (THmemey pe Manrer)
The incision in the dura mater is enlarged by the grooved direetor
Dure mére cirbellensemCerebellar durs mater.  Prasorr & Héophde~Tarculs Hevophill,
pul = bone

Twberewle poaténexr da I'atlas = Poateriar tubercls of the atles Ocorpuad m Occtpital
Dure-mire=Dura mater Lvraes d'smevion de la dure mére=wLines of Incldon of the dora
mater. Oaveet dicoxtertm Carsbellum Cervalet=Cerebellum, Suws
oceiputal of faxs du cerveletm Qocipiial ainve fabx cerebellt
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Fia 10 —Craxizoroxy ror CxrremaL Toworn. (Tmomey pe MaxTEL)

Divislon of the falx cercbelll and of the occlpital sines between two fareepa.
Sinms_ocorpltal powérienr v Posterfor ocelpital

Pressolr & HérophdemToreuls Herophill,
eloos, Cerrelet puncae =121t cerebellum. Cervelet drou=Rlght crrebellum el
de rectron du sinms = Line of dividon of the snos. Dare mér¢=Dur mater
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t
Pressorr Sinus occiprtal
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Fmdll—-Cmm ror Crmramir Toxour  (Tmiresy pe Maprrr)
the occlpital aimms
Ligature l:dovthzm Qo of ths mast dificult atages of the

Pressour & BérophdlemTorenls Herophili. &
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Fro 12 —Craxxcroxy ron Crresmar Toxovn, {Ixrxsxy px Alawren)

The patient has been asked to bend his head to the right. The cerebellum falls away

to thiz slde expouing & oyst whivh hides the tnmonr

Cerrtat paechesLett cerebellum EyatemCrst,

Tente dx corredletm=Tentartam cerebelll
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Le hyste est
,  vide a

. /5 cwretie
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Fia 13 —Craxtecroxr roz Crzrarir Tuwour (THisRet pE Murrrr )
The cyst has been evucnated. The tumour is seen enucleated by a curette after its capeule
has genenlly

been retracted between two vesmels, for # Is surrounded by a vascular
network.

Le bywto o5t vidi & la cxrettemThs oyst I emptied by the emrette.
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Fro 15 —CraxtecroMY ror CrRERRAL TUMOUR. (THIERRY DE MARTEL)
Sutures completed
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CANCER OF THE CERVIX UTERI
BrJ L FAURE

EvERY woman ought to know that cancer of the cervix 13 painless
and develops msidiously ~Every woman onght to know that the
slightest red or rogy vagmal discharge, between the menstrual
periods, or after the climactenc necessitates a vaginal exammation
end the speculum Every doctor ought to know 1if a lesion of
the cervix be suspiciouns, he ought mot to wait, but immediately
have a bioscopic exammation, for the purpose of an immediate
dingnoss. If the cancer grow toward the bladder, oystoscopy
and catheterisation of the ureters are essential.

Two therapentic measures are now utilised m cancer of the cervix
utert

Radwum and surgery

What are their indications ?

Radwm ought to be employed exclusively

1 For cases locally operable, 1f the patients be debilitated—
1 e, suffering from myocarditis, obesity, old age, glycosuna, em
physems, etc —in one word if surgcal intervention might give a
high mortalty

2 In patients with cancer on the border line of operability, they
may then become operable some months later

3 In patients perfectly moperable, as extension to the neigh-
bouring t1ssues 18 too wide

Surgery 18 on the contrary ndicated 1n all the other cases

I In circumscribed cancers where there 13 a certainty of making
a complete extirpation

2 In cases where the general health allows of a good prognosis.

Unfortunately a great number of patients who consult a doctor
for the first tame are already moperable or at the limt of opera-
biity This disadvantageous condition depends upon the absence
of pain and also because the patients are not surprised at the red
or rogy discharge between the menstrual periods or after the climao
teric  On the day the public learns to know that every patient

2
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with a dwscharge, outside the menstrnal periods, ought to consult
8 dootor immediately on the day when our confrdres know m
doubtful cases to have a bioscopy, and 1 obvions cases to tell the
farmly immediately of the diagnosis, with emphatic advice to the
patient—on that day, nearly all cases of uterine cancer will come
to the surgeon in favourable conditions

8hould radium be employed concurrently with surgery ? In other
words, should radum be used before and after the operation ?

Before, we thinh yes  After we think no, and that 1s the opinion
of Rubens Duval and of Jeunet

Before operation, use radium It cleans the ulceration, diminishes
the secretion gets rid of the neoplastic excrescences and improves
the general health Wait for six wechs before operating (Rubens
Duval)

After operation —The statistics of J L. Paure are not favourable
to 1ts apphication  Rubens Duval believes 1t useless.

Should there be extensive cellulo-glandular removal from the
pelvis? No  There are two kinds of cases (1) the glands are
extensmvely mvaded—in this case, the prognosa 1s bad, whatever
13 done, no removal can reach the limits of the cancer, (2) if the
mfection be lunited, then removal of some of the parceptible glands,
which are often inflammatory suffices

J L Faure makes this removal a special stage entirely st the
end of the operation

Should the hypogastric be tied ¥ Yes, 1f 1t be easly seen 1t
mmphfies hemostass of the vagnal branches  If there be difficulty
(obesity narrow pelwis, difficulty mn the anmsthesia), 1t 15 unneces-
sary 1ts advantages are not such as have the right to incresse
the difficulties of the operation

Should hysterectomy be performed by the abdomino-permesl
route ? It appears quite reasonable to separate the vagmno at
the first stage After having curetted the surface of the cervix
close the vagina and then remove 1t from above en bloc, with the
uterus at the abdommal stage This method prolongs the opern
tion by fifteen or twenty minutes and produces sometimes con
miderable loss of blood

This method would be useful 1n certain specil cases—e.g, In
these where the nfiltrated voginal fornices run the msh of being
torn when the operator draws on the uterus by the abdomen. But
when a cancer has reached this extent 1t 1s better to treat it by
radium
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Without dsseoting the vagina previously at the perneal stage,
most surgeona clean the cancerous ulcerntions immediately before
the laparotomy

It 18 & good method and to be recommended 1n every case,
except when radium has been emploved proviously, which has the
advantage of cleamng the cancerous surfece

In general, then, the combined operation 18 not to be recom
mended smply clean the cancerous excrescences and then apply
10dine to the vagina  After the applieation of raditm, the wound
m the cervix has & healthv appearance, pamnting with 1odine 18
sufficient

J L. Faure’s Method —The vagina 1s cleancd and tamponned
Inclined plane.

1 Very Large Cutaneous Inciston —Supra pubic retractor If
the patient bulge apply a metalhc hoop with retractor which Leeps
the mtestne far from the field of operation Ligature and divide
the night and left utero-ovanan pedicles and the round Iigament.

Lagature of the hvpogastne artery, which 1s found whilst separat-
ing the broad ligament Division of the vesico-utermme cul-de-sac
Dussection of the bladder from the vagina

2 Exploration of the Ureter at 1ts Posterior Part —This latter 1s
edherent to the perrtoneum of the postenor layer of the broad
ligament.

38 Ezamanation for and Tyng the Uterine Artery, which crosses
the ureter passing i front of 1t.

4 Incison i Douglas pouch between the two utero-sacral
hgaments and the lateral vagino-pelvic bands which are the pro-
longation of the former

& Opening the Vagina in the A1ddle Itne —Division of the vagna
under gwdance of the eye 1 centimetre at least below the ulcer
ated area

6 Tesico-vaginal Pertonisation — A continuous catgut suture
unites the vesical peritoneum to the anterior edge of the vagina.

8 Exploration of the Glands Accompamyng  the Hypogastrie
driery  Remoral of the Giands —If 1t be easy, and 1f they be per
<eptible remove them otherwise do not look for them.

9 Pentonssation of the Pelvis

10 Closure of the Abdomen
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5 ?Eupre_tw,

Fia 16 —Cavern or tax Cexvix Urert Appoxmar Hystrercroxy (3 L. Facaz)
Large abdominal inctaton
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Fio 17 —Caxcer or trE Crrvix Urert Ampodrxil Hystexroroxy (§ L. Favre)

of the fleld of operation. A metallin hoop pushes back the intestines main
uhnthcmpni\;hmmurm n, and causes the wound to gape. Two

compeesmes atitohed to the edge of the abdominal vent it from being
Inoculated. Thnopu:twphzatwoforwplo‘nth:m close to the
uterus they act as tractors
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Fia 18 —CaxcEnr or TRE CERvIX LTERI: Awpoxivar Hysterrcroxy (1 L. Favzr)

Ligature of the utero-ovarian pedicle The dividon of the pedicle is made between
Kocher s forceps and a Iigature
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t

Fro 10 —Caxcrr or g Cervix Urrat: Ampoxivar Hrstemroroxy (J L. Fater.)

I-kv:hiuu of the right adnexa  Twu cuts of the scissors separate the adnexa which woald
inconvenience the operator  The round ligaments and the utero-ovarian lo are
tied  The cellnlar space of the pelvis appears between the two peritoneal folds
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F1o 20 —Caxcen or tar Ceavix Uremi Aspoxtxar Hysrerecroxy (J L. Favme)

Exploration for the h rio arterv  (Tho artery is not ligatured in overy case }
When {t is pomible, without difficulty it cives a bloodlers fleld of operation. “\ote
the position of the uterus held in the middie line by two Kocher's forveps which selze
the two broad ligaments and act as tracters.  The removal of the adpexa has made

the fleld of operation freer
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Fro 21 —Cuxcer or mae Czavix Uremt Awpowrxar Hrarerrcroxr (7 L. Favan)

Ligsture of the two hypogastric artenes Exmaminatlan for this latter has inoreased
the opening of the cellulo-pelvio space.
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Fia 22 —Cavcrr or e Cravix Urernr Ampoxtwar Hrsrzazcroxy (J L. Favarz)

\ exdco-vaginal separation  The operator has divided the vesico-uterine peritonenm. DBy
means of the polnts of scissors, he purhes back the bladder and veparates it from the
vagina as low ay powible.
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N

Fra 23 —Caxcer or 78 Cxevix Uruan: Aspawrvar H

¢ L. Favne}

Exploeation of the ureter The operator marks gut the posterc-internal peritoncal lip
this oontainy the areter which adheres to it fs exposed, identified, and freed with a

grooved
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Fio & —Cascra or tHE Cravix Urrnl: Arposmxar Hysragoroxy (J L. Favre)

Vesico-raginal separation  The operator hea divided the vesico-uterine peritoncam By
meany of the points of :.L-on, ho pushes back the bladder and scparates it from the

vagine a3 low as
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Fra 23 —Caxcre or THE Cravix Ureml Anpowreay, Hygremrcroxy (I L. Faume)

Exploration of the ureter The operator marks out the postero-imternal perrtaneal lip
thie containa the ureter which adheres to 1t 1t is exposed, identified, and freed with s
grooved director
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Fio 24 —Caxarm or e Cravix Urzan Amposrrar Hrsrezzorowy (3 L. Favar)

Division of the nterine art ‘The ureter has been exposed from the inket of the pelvis
t the u rnrhteuf"{ebhdder at the poLntwhmtbeurmercm.enbe uterine
I"Ec]rmeryht_bd.
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Fio cxx or Trz Crevix Ureen: Aspowrmar Hyererrorouy (J L. Fauvzn
25 —Cax J Al
Explorstion for the right vesloo-uterine pedicle
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Fio 26.—Caxcex or TrE Ceavix Urtemt Aspowtvar Hyerxarorowr (3 L Fam

Exploration for the Jeft n.-dto—utcrhnrdkle It extends from the uterine artery to
bladder Faure s forceps olipa ft.
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Fra 27 —Laxcre or taR Cxrvix Urenr Ampourear Hysrmmrorowy (J L. Fivme)

Beparation of the rectum from the vagina. The uperator has divided the serous fold of
Doughl’pounhmdnxponedthatwntu—o—nn—;ll!gtiunu Botween theso two
1 a pr d s vagina from the restum.
ﬂcnpunthnhmdsuhrnpouihhturlﬁ:gipeﬂnmm: ft_makes the utero-
sacral pedicles more prominent. -
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L‘:gi/pret _;

. URE.}
Fro 28 —CawoX® OF THE Cravix UTsRl ABDOMINAL Hysrerxctony {(J ;}'A )
o ero-sacral s made in two stages the u
D{ﬂi‘;:\! tf.l;::a“:twomi. cral Tho: .:clllnogedlch the operator first places Faure s
;
farceps and then s ligature.
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Fro 29 —Caxcer or Ex Cexvix Uremr Arpourxal HystemrcroMy (J L. Fausr.)

Opening the vagins. The operator has freed the vagina as low as posteriarly
on the wides and In front. The dividan ks made olose to the beginning at
the anterior cul-do-see  Two forceps hold the Iips of the vaginal wound the operatar
muxt be careful to avaid the slightest contamination of the pelvic cellmlar region.
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(J L. Favze.)

Fro 30 —Caxces or Tem Cxavix Urzer AspoxoraiL Hysterroroxy

Appearance of the pelvio cellular spaco after utero- divislon, \ote the different
above the mioo—umina']x and that of md lignments; lower down, the
stump of tbe tied uterine artery which croases the urster each side of the vaging
still lower outside the ureter tho uterc-ovaran and within this canal the
utero-sacral. At the bottom of the figure ligature of the stric  On each side

of the vagine the ureter is seen pasing from the let to the bladder
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Fio 31 —Caxcex oy TaB Crxvix Utext Awvpowrxan Hysrxeroroxr (I L. Faver.)

The ur huh the vagmal border with the nelghbouring peritoneum. Explors

]
i o }
NS Dupret
the hypogustric glands only those pereoptible are removed. This # & special
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S Dupret,

Fia 32 —Caiworr or run Cravix Urmar: Aspoxtxat Hysrerrorowy (3 L Favar)
Peritonisation of the pelvis.



CURIETHERAPY FOR CANCER OF THE UTERUS
Br H. BUBENE DUVAL

THE efficacy of radiumtherapy 1s confirmed by the cures of
moperable cancers, the suthenticity of which 18 estnblished by
sctentific researches and by the test of ttme From this 1t 18 de-
duced, that the method which 18 capable of cunng bad and moper-
able cases of cancer of the uterus ought, a fortors, to be applicable
1n the treatment of less advanced and operable cancers.

To this, some surgeons raise the objection that radinmtherapy
favours metastases that there are more cases of metastases i
patients treated by radium than after operation, and they infer
from that that the chief place should be given to surgery, radium-
therapy remaming the treatment of choice in 1nopereble cancers
There has not as yet been any reply to this qmte recent objection
In the absence of sufficiently numerons observations, we do not
know 1n what way curietherapy favours the formation of meta-
stases 1t seems to be true that they occur more often and more
rapidly after irradiation of the tumours, than after removal by
operation

Why? ILetusnote atfirst, that the cancerous cells dissaminated
mto & distant organ from the omgnal tumour only become
the germ of a metastass, if they become engrafted. But from
what we have been able to discover, the defensive phenomena of
the body against cancer, we believe such a graft 18 often killed or
immobilised during 1t8 development

Surgical removal of & tumour gets id of 1t and except for the
seriousness inherent 1o the operation, or in the use of snmsthetics,
does not n the shghtest degree dimtmsh the reactional powers of
the orgamsm. If the cancerous cells were, at the time of the opera-
tion already far and wide and not yet firmly rooted,
they would be, according to the greater or less efficiency of the
powers of defence, either destroyed or immobilised 1n a state of
depressed vitality which could last for months or years

The ravs of radium kall the cancerous cellsif efficiently irradiated,

41
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but do not remove them. The products of therr disintegration are
in part ehminated externally with the utermne diseharge, and m pert
absorbed by the organism. But1it1s probable, (M Bader and T propose
later to give reasons for this) the masmve absarption of these pro-
ducts of cellular disintegration neutrahses m some way the defensive
reactions of the body, whioh can no more exercise any action agamnst
the cancerous cells, previously dissemmated beyond the region
thoroughly 1rradiated, ney, mors, 1t 18 possible these products of
dismtegration serve for the development and growth of the mets

stases (Regaud)

According to our researches at present in progress we hehievo
the rapid eliminafion of these waste products can be obtained by
appropriate general treatment, the defensive reactions of the body
can be strengthened, and the nisk of the rapid development of meta
stases after radrum frestment can be annulled. Whilst anticipating
this to be so, we ought to take account of this msh m apprasing
the respective mdications of surgery and treatment by radmum.

Moetastases in uterine cancer at the beginning of the disesse are
rare, and the oures by radium of many years standing obtamed for
noperable cancer are witness that even m very advanced cases,
metastases may be absent. It can, then be presumed cancers st
therr very commencement have not disseminated far and wide
neoplastic cells, and there 18 ho more rsk of metastases after treat
ment by radium than after operation  As 1ts curative value 13, on
the other hand, at least equal to that of surgery, as1t requires neither
operation nor even anmsthesia, 1t should be the treatment of choice.

When the cancer 15 stall operable, but yet sufficiently advanced
1n 1ts evolution that 1t 18 to be feared that metastams hashad time to
be produced, the method to be adopted 1s embarrassng  Whilst
watting for more numerous observations to establish to what degree
the fear of metastases 1s Justifiable 1t appears to us the advanteges
and the dissdvantages respectively of surgery and radmmtherapy
are equal, 80 that 1t 13 pormissible to recommend the one or the
other form of treatment It has been proposed 1n order to increase
the chances of success to combine them

Should raduum be employed after hystercctomy f I do
not think so It seems that the cancerous cells which have re
matned after removal of the tumour, temporarly enter nto 2 stage
of dumimshed vitality durnng which their sensibility to the rays
of radutm decreases to the pownt that radiumtherapy sfter operatton
runs the chance of being useless (Regaud)
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Should radmm be apphed before operation? How long
after should operation be performed? By reason of 1ts good
offects, treatment by radium before operation 15 to be recommended,
by reason of the subsequent development of aclerotic tissues, which
can mshe a hysterectomy difficult, surgeons have s tendency to
operate shortly after wrradiation, before sclerosis can be produced
Theoretically, from the time irradiation 18 finished the cancerous
cells are fatally mjured, and removal of the neoplasm can then be
performed  But, practically, 1t 1s better to wait, before operating,
for the utenne discharges to cease, for the neoplastic ulcerations
to become cicatrised, snd for the patients to return to s good general
state of health Such a state 18 obtaned 1n mix weeks. Then 1nter-
vene with an operation surtable for a patient 1n a satisfactory
condition. But m six weeks, marhed sclerosis can occur

From our chmical and operative observations, we find that the
difficult cases—those 1n which the surgeon can with difficulty dissect
out the uterus, fres the ureter and the bladder from a covering
membrane of fibrous tissue—are moperable, and the surgeon under-
took the operation because they were much mmproved by radium
treatment. Moreover, excopt after faulty techmque, a mngle
appheation of radium only produces sclerosis in the areas which
were previously nfiltrated with cancer 1If treatment by radium
cause difficulty 1n operating on cancers only barely or not operable,
1610 no way complicates hysterectomy for certainly operable cancers,
—te¢ with no invamon of the per uterme tissues. On the con-
trary, early hysterectomy carried out fifteen or twenty days follow-
mg irradiation, presentsnone of the advantages of late hysterectomy,
the uleers have not yet ceatrised, the tussues are completely reacting
the discharge 18 abundant, and the general state has not yet im
proved. It can even be temporarily enfeebled by absorption of
the cancerous cells 1t 15 this which, without dogmatising makes
me fear 1t, since I have had two deaths ocourning rapidly after opera-
tion subsequent to recent rrradiation

In cases of moperable cancer of the uterus and 1n recurrence after
hysterectomy, radiumtherapy 1s incontestably the treatment of
choice, unless the lesions are far advanced, 1t 13 then contramdicated
It 15 also inadvisable i cases of mfection of the adnexs or of the
pelvic peritoneum (Regaud)

According to the case curietherapy will have & curative or
pallative purpose (Regaud) 1n &ll cases the method of ultra
penetrating rays (Dominei) should be employed
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In radiumtherapy the detals are of great mportance, the
technique of treatment of utermne cancer has also been the object
of many researches and publcations, notably by M Regaud and
his asmstants which should be consulted *

For gynemcologists who stmply desire to Imow what ought to be
expected of radmmtherapy, I will Itmt myself to the followmg
mndications

During wrradiation, rest m bed 18 obligatory the patents ought
not to get up or st up, for the armamentarium employed runs the
chance of bemng displaced  Rest m bed 18 imited to the duration
of the application of radium which varies from two to five days.
In the course of irradiation there 18 often nauses, sometimes accom
panted with vomuting but this 18 not serous.

After rrradistion the patients experience lassitude and a sensa
tion of weakness more marked the greater the absorption of the
toxne products, they have & purulent discharge, the more abundant
as the elimination of the cellular débris 1s more marked but generally
no loss of blood. By degress the loss ceases and the patients recover
weight and strength

When cure 18 possible eventually, attempt should be made to
obtamn 1t by a single wrradiation, the apparatus bemg distributed
m the uterme cavity (this may require duating) and into the vagmna,
m such & way as to irradiate equally the growth and the suspected
tissues  Irradiation ought to be about 80 mullicuries of destroyed
emanstion. This dose brings about suppressmon of the menstrusl
funetion. Tt may produce a shght vesical and rectal reaction which
requires no special treatment

If 1t be not possible to catheterise the uterine canal, the applica
t1on must be limited to the vagma, combned with radium puncture
of the neoplastic tissues every time 1t 18 possible. Finally, either
& second application of radwum 18 made 1nto the nterme canal, i
1t has become open, or better hysterectomy performed, if 1t be
possible  This 18 all the more indicated as the absance of mntre
ntermne 1rradiation ought to meke one fear incomplete irradiation

In cases of apparent cure 1t 18 necessary to keep the patients
treated under observation and be prepared to make & new applica
fion of radimm on the least suspicion of s recurrence Often &
second application successfully completes the result of the first.

* ¢ Bur la Technique de la Curicthérapie dans le Cancer du col de ! Utérus,”

by MM C Regsud, J Rouxr Berger A Lacawsagne, H Cesbron H Gonutd'Q;gd
G Ruchard (Bullctinds T Aesocration Frangase pout Fétudeds Cancer July 19, 1920)
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Recurrence after operation can barely be treated excopt by
placing the radinm applances on the floor of the vagina, against the
recurrent growth  Sometimeds radium puncture can also be uttlised

In cases where a cure cannot be hoped for, but where good
palliative results can be obtamed, such as cessation of the discharge
and of the hemorrhage, cicatrisation of the ulcerations preventing
and hindermng as far as posuble the formation of vesical or recto-
vagnal fistule, the applications of radium should be made
moderate doses, weak rather than strong, and repeated if they
appear useful, without being able, i these atypical cases, to map
out 1n advance o line of precise treatment






I
TREATMENT OF FIBROID TUMOUR OF THE UTERUS
Br PETIT DUTAILLIS

Should every Fibroid Tumour of the Uterus be Treated ? —Every
fibroma, when recogmsed, should be treated, 1t 18, moreover, a menace
to the general health 'The proof of this1s furmshed by a great number
of women with uterme fibroms showing signs of azotremia, this
renal msufficiency can be very marked and accompanied by cardio-
vascular msufficiency and by cedema of the lower limbs It need
not cause signs of compression the most marhed cases of cardio-
vasoular msufficiency, we have noticed, have not borne any relation-
ship to the szo of the fibroma or to 1ts anatomucal formation
Pressure of the tumour could not have been the cause. It 18 more
ikely the fibroma secretes toxic products which mjure the body
and alter the glandular elements. Consequently, every fibroma
threatens the general health and ought to be treated.

Four Forms of Treatment Exus{—Thermal cure, organotherapy,
phymcal and surgical treatment The surgical treatment may be
(@) conservative (myomectomy), or (b) radical (hysterectomy)

Myomectomy as well as hysterectomy can be performed by the
abdommal or by the veginal route.

Many of these forms of treatment may, besides be combined
A woman suffening from a fibroms may be treated by radium or
surgically for pressure symptoms and for hemorrhaege, both dis
appear but she 1# stall & sufferer from fibroma medically, even if
the fibroma be removed. A fibroms does not form by chance
“every disease 18 & morbid phenomenon and not an acaident ’, ‘1t
18 not a local chromc disease, but localised diseases (Leredde)
For the formation of & fibroma some general speaal conditions are
required and these we know badly, 8 woman who has had a fibroma,
still shows alterations more or less obvious and of old standing,
which require general and phymcsl treatment, organotherapy and
a well-conducted hygiene so that, althongh the surgical and radium

treatment be finshed, the physician should continue to Leep the
patient under observation.
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TREATMENT OF FIBROID TUMOUR OF THE UTERUS
Br PETIT DUTAILLIS

Should svery Fibroid Tumour of the Uterus be Treated ¢ —Every
fibroma, when recognised, should be treated , 1t 15, moreover, & menace
to the general health The proof of this1s furmshed by & great number
of women with uterme fibroma showing signs of azotremus, tlus
renal msufficiency can be very marhed and accompanted by cardio-
vascular msufficiency and by cedema of the lower hmbs It need
not cause signs of compression the most marhed cases of cardio-
vasculer mnsufficiency, we have noticed have not borne any relation
ahip to the size of the fibroma or to rts anatomical formation.
Pressure of the tumonr conld not have been the cause It 18 more
lLikely the fibroma secretes toxic prodmcts which mjure the body
and alter the glandular elements Consequently every fibroma
threatens the general health and ought to be treated

Four Formx of Treatment Exwt—Thermal cure, organotherapy,
phymcal and surgical treatment. The surgical treatment may be
(@) conservative (myomectomy), or (b) radical (hysterectomy)

Myomeotomy as well as hysterestomy can be performed by the
abdominal or by the vaginzl route.

Alany of these forms of treatment may besides, be combined
A woman suffering from a fibroma may be treated by radium or
surgieally for pressure symptoms and for hremorrhage, both dis-
appear, but she 1s stll a sufferer from fibroma medically, even 1f
the fibroma be removed A fibroma does not form by chance

every disease 18 a morbid phenomenon and not an accident”, “1t
18 not a local chromo disease but locahsed diseases” (Leredde)
For the formation of a fibroma some general special conditions are
required, and these we know badly, a woman who has had & fibroma,
stll shows alterations more or less obvious and of old standing,
which require general and phymcal treatment, organotherapy and
a well-conducted hygene, so that, although the surgical and radium

treatment be finshed the physician should continue to Leep the
patient under observation.
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1 HyprorogY —The cures at Bagnoles, Salies, Biarnts, Sant
Sauveur, etc, are very useful, because they stmnlate the general
condition, activate the circulation, and remove the congestion of
the pelvis In addition to the radic-active action of the waters,
physical treatment, as general massage and gynecological gym
nasties, 18 employed  Personally, we have often sent patients
to these different thermal stations, before operation, for the
purpose of preparng them for 1t and the women are often mn a
better condition for the surgeon s kmfe

2 OreavoTHERAPY —Fibromata are accompamed by plun
glandular 1nsufficiency (renal, thyroid, etc.) Operation or
radinmtherapy does not afterwards leave the woman in a normal
condition, the insufficiency persists, and if the patient has been
submitted to & hysterectomy, the plurglandular msufficiency 1s
complicated by ovanan msufficiency

3 Pavsicar Means RADIOTHERAPY AND CURIETHERAPY —
These two methods have certainly considerably modified the treat
ment of fibromata and constitute a very great advance. Physcal
treatment reduces the part played by surgical treatment, 1t has
himited 1ts use, but also, 1n certain cases makes 1t more efficactons.
Some surgeons have objected, that radium and the X rays produce
changes 1n the general health by alteration of the suprarenal glands,
which are 80 sensitive to the X rays, and can even transform fibro-
mata 1nto cancers. On our part we have noted & very marked
case which after some séances with the X rays, had become malg
nant, and death supervened with fearful rapidity But what
method of treatment does not fail sometimes § From now onwards,
1t can be said cunetherapy and radiotherapy have frequent indica
tions but 1t 15 necessary (a) to kmow the indications, (b) to follow
a strict technique.

Tiwo years since We 8aw & stout woman with a fibroma, the mze
of & three months’ pregnancy She was an@mic from menorrhage,
twenty days each month and suffered from cedems of the lower
hmbs swolling of the face and dyspnoea on exertion Her com
plexion was waxy Exammation of the blood revealed azotmm
(1 gr 50) Exsmnation of the urme showed the presence of
marhed acidosis.  There could be no question of surgical treatment.
A smgle application of radmum by F Jeunet, produced normal
menstrustion & second appleation two months after the first,
caused complete disappearance of the periods, dunng treatment,
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massage was employed every day for one hour As soon as her
strength permitted 1t, she used the spiroscope (Pescher), and now
not only has all hremorrhage disappeared, but the azotemia has
been reduced to (-50, the ncidoss hus gone and the woman Jeads
s nearly normal ife This observation proves at the samo time,
the mfluence of the fibroma on the development of cardio-renal
symptoms, the production of cedema withont compreasion, and the
excellent result which curietherapy gives in cases where the surgeon
cannot even ntervene

Before the operation, massage should be employed every day
for about an hour, the spiroscope should be used to the extent of
mnety exercises a day with Pescher’s bottle. Patients not so well
off can use & bottle of Javel instead of Pescher’s bottle. The diet
should be only vegetarian (in stout women only fruit) By this
means, the amount of urea in the blood decreases. Women
operated upon 1 these conditions are cured with infimtely
greater ease

After the operation the same treatment should be continued
for many weels or months. Opotherapy, wncluding not only
ovanan, but often thyroidal, should be combmed with 1t The
treatment should be ordered and supervised by an experenced
medical man.

What are the mdiwcations for X rays and for radwum ?

On this point we have asked our colleague, Petit-Dutaillis, &
skilful gynecologist to be kind enough to give us the result of hus
expertence. We have asked him to draw up the following account,
which we gubmit to our readers

Fibroma bemg an innocent tumour, the gynecologist ought, if
the normal symptoms be not exaggerated, or if there be no com
phications, to be content to Leep the patient under obsarvation

In the contrary case, he should now choose between the two
methods radiotherapy and surgery—radical (hysterectomy) or
conservative (myomectomy)

On principle physical remedies ought to be tried at first 1n the
ordinary cases, with no local complications, and above all if exami-
nation of the heart, or of the blood pressure, of the blood and of
the excretions be unfavourable.

However except when these conditions are not too bad, the
preference even mn these cazes without local complications, onght
to be mven to myectomy, for a fibroma, or & fow enucleable
ﬁbroma‘txa leaving behind & uterns which can be 1mpregnated.

4
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Ablation of submucous pediculated fibromats, 1t goes without
saying, 18 not any matter for discussion
Réntgentherapy seems to have lost much ground to the ad
vantage of curietherapy ~ The objections made agaimnst 1t are the
length of the treatment (on the average fourteen séances weekly),
the harm inherent m the absorption of the products of hstolyms,
the 1noreased action of the glands distant from the tumour (supra
renals, pancress), and finally the danger of provolang or activating
cancerous degeneration, and that 1t acts by aberrant karyolanesis,
or by stimulating a growing neoplasm by trophic irmitation of 1ts
special tissue, or by abiotic action on the neighbourmg tissues.
Certain facts rere as they may be seem peculirly to support this
last objection
Curietherapy 1s not open to the same objections provided that
1t aims at, above all, rapid sterihsation of the ovaries m one or
two séances. That 1sto say, 1t ought to be directed especially against
fibromata when castration 13 considered justifiable fibromatous
uterus, of firm, normal consistence, with or without subserous, but
not with submucous lobes and provided that they are not so large
that the ovaries cannot be reached by mtra uterne radium applica
taons  Becquerel’s rays do not pass, 1t 18 said, beyond 4 centimetres.
We may remarh the exhaustion of the rays varnes with the denmty
of the taasues, that the limits of their field of operation remsam to
be fixed 1n fibromsata, and we must reckon with the hypersens
bility of the growing epithellum Aeasurement of the uterus can
only give an mecomplete oriterton, fibromeata with very thick walls
may have s mucous tract much shorter than fibromata with thin
walls. In practice, radium ought to be tried even with fibroma of
large mre reaching to the umbiheus, with a mean dose of 18 mlh
curies destroyed 1n forty-eight honrs, and with strong filtration, only
allowing the more penetrating rays to pass 1if only the rubber tube
containing the metallic filter can be passed to the base of the organ
which 18 slways possible after dilatation, the submucous projections
which tould be an obstacle seem to us to be, from their evolution
even and until fuller investigatton a contrandication to the
employment of radium.
ipﬂi from the above objections, treatment by the X rays 1s
cularly apphcable—
P"-ﬂa) In i'oul;ljg svomen, m whom pregnancy can be l]llthlPﬂte;i
although the combination of fibroma and of pregnancy 1s scarcely
desirable.
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(5) For uterine fibromata with diffuse submncous lobes

(c) For eedematous fibromata (Alexandreft)

(d) For gmant fibromata

All fbromets presenting complications 1n their own growth, or
1n relation to the surrounding parts, ought to be removed at once

(a) Fibromata 1 process of malignant change or stmply sus
pected of maligmant degeneration (rapid growth of the tumour with
imcrease or return of the menses)

(b) Ulcernting fibromata, or tending to ulceration (of the colour
of wine dregs and pawnful on pressure), fibromata with pyometritis

(¢} Calatfied fibromata, often recogmsable with the X rays
{Tuffier)

(d) Fibromata complcated with mflammation of the adnexa,
per1 uterine tumours or with prolapse

(¢) Fibromata with retention of & dead fetus, with retamed
placenta 1naccessible to artificial removal, and even with a hving
fotus, 1f the obstacle from the fibromatous lobes opposmg delivery
does not seem removable.

(f) Bubperttoneal fibromata, an 1nconvemence owing to themr
size or mobility

The symptoms of compression are rarely sufficiently mntense and
urgent to demand hysterectomy They often disappear with great
rapidity under the action of rad otherapy

Hysterectomy for fibromats still shows a mortality of about
5 per cent., but this prognoms can be mmproved if previously, care
be taken to make enqumes of the general complications and to
treat them as well as 15 possible, 1f, before operation, m every case
the patients are treated for ezotmmis and by massage, 1f spmal
apmsthesia be used mstead of genera ansmsthema, the former of
which avoids pulmonary, hepatic, and renal complications and
Lespa the abdomen quet during the operation.

Although 1t 15 reasonable to allow to-day to physical remedies
a congiderable and primary place m the treatment of fibromats,
1t 18 pot yet possible to limt definitely therr mdications The
discussion 15 still open and has enly a chance of being frmtful of
in place of championug one or other method at all costs, everyone
convinces himself of this general truth that the choice ought to be
made (4) of the method causmg least danger, and (b) giving the
greatest benefit 1n fixed cases, and with perfectly precise techmque



TECHNIQUE OF CURIETHERAPY FOR FIBROMA
Br FRANGOIS JEUNET

F Jeuner ndicates to us below, sucemnetly, the techmque of
curietherapy

InproaTioNs -1 Those cases which are surgically imposaible
(inoperable cases)

II. Women nearing the menopause, large or moderately large
fibromata hmmorrhagic

I Fibromata with perimetritis (whioh 18 absorbed by wrradia
tion)

IV Tral treatment befors operstion.

TroEN1QUE —Disinfection by tampons the might before (dram
of collargol)

Extemporaneous dilatation (size of urethral sound No 16)

Application of a tube of radium or of emanation (mlver tube
enclosed 1n a rubber sound)

Dose 50 millicunes for twenty to thirty hours.

Resurts —Deorease of congestion hmmostasis, atrophy , duminu
tion 1n size of the tumour remarhabls improvement in the general

health.

ArTEr TreEaTMEKRT — Keep the patient under observation.
Provide as necessary, and sufficiently often for two to three sfances,
at mtervals of less than three months

4 CovsERVATIVE SURGICAL TREATMENT  MyoMEcTOMY —
(@) Vaginal Ayomedtomy —When a fibroma occupies the lower
segment and causes 1t to protrude into a cul-de-sac of the vagins
covered by the vaginal mucosa, the operator may try to extirpate
1t by this route, we have done this operation ten tumes twice the
women were pregnant the first had an abortion myomectomy was
performed on the second a month before term, suppuration had
lasted up to the accouchement, this woman was delivered of & ltving
child, but suffered from phlebitis and was ultimately cured At
the present tume we think 1t preferable to let the child grow unt1l
the end of pregnancy, and then to perform abdommal Lyster

5
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ectomy, an operation easily performed, as we will show further
on (“ Hystereotomy for Fibroma and Pregnancy,” p 69)

(b) Abdommnal Alyomectomy —Thus operation has for 1ts purpose
the preservation of the uterus, to sllow of future pregnancies, or to
preserve the menstrual functions

The majority of women suffering from fibroma are sterle, but
not all, a woman on whom myomectomy has been performed can
become pregnant. We have had the opportumty of performing
myomectomy sxteen times, we have observed bwo subsequent
pregusncies one had three chldren, and one, one These sixteen
operations have resulted 1n quite o smple cure fourteen tumes, but
1m the two others (who were cured) one had phlebrtis and the other
an homatoma after the operation, in Douglas' pouch, which sup-
purated, and had to be incised secondanly

The operation 18 Very sumple

The abdomen 18 opened, the uterine capsule 18 incised at the
promumnent part, and the fibroma enucleated, the cavity 1s afterwards
closed by two continuous catgut sutures Hemmostams must be
perfect, otherwze there 18 8 fear of intra uterme hmmatomsts,
opening 1nto the uterine cavity, which can give mse to infection.
The operator ought to be very careful when separating the deep
part of the myoma, not to open the uterine cavity  If 1t should be
opened, 1t should be closed geparately by some interrupted catgut
sutures so as to 1solate 1t completely from the cavity of the myoma

which ought to be m these particular cases, clozed with special
care

Treatment of Utenne Polypt —When a fibroma has a tendency
to spontaneous enucleation, when 1t forms a polypus vimble at
the opeming of the cervix, or mn the vagina, 1t should be removed.
This necesaity 18 all the more obligatory as this fibroma gives ongm
generally to hemorrhage a serous or sero-purulent or even putnd
discharge when the polypus 18 undergomng ulceration. Should
these cases be treated by hysterectomy or extirpation of the fibroma ?
The polypus should be removed and nothmg else dope It may be
taken away piecemeal or by torsion the operation 18 often very
easy sometimes very difficnlt when the fibroma 1s sessile, or with
a broad pedicle, and when 1t leaves behind it, mn the utenne cawity
8 large raw surface  In these cases 1t 15 2 good thing to give intra
uterme antiseptic mnjections. If the surface left by the fibroma
be smooth 1f the operator leave no shreds behind nothing 13
required the contraction of the uterus once the fibroma 13 removed
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will reduce the wound to small dimensions, this wound will repidly
creatrise.

But if removal of the fibroma has been difficult, and the operator
18 under the 1mpression of having left behind some large fragments,
and that these are capable of producing nfection, he should not
watb for septic symptoms before making & decision he should 1
twenty four or forty-eight hours perform hysterectomy This 1s
quite exceptional. We have had only one case i our practice. All
the others, which we have treated by simple extirpation of the
polypus, ended 1 cure

Twenty years smce, at the tume e performed off hand vaginal
hysterectomy, we systematically performed vaginal hysterectomy
after the removal of large uterine polyp.  We have not lost any
patients, but we have had repeatedly the impression of havmg
performed & serious and qute unnecessary operation. We con
mder, then, 1t 13 preferable to keep always to pure and mmple
extirpation of the fibrous polypus whatever 1ts nature and size, and
not to perform secondary hysterectomy unless 1t 18 compulsory,
owing to the infectious nature of the wound

If the surgeon note the presence at the same time of a large
fibrome on the abdomnal side, he should resist the 1dea of removing
1t for the present, he will do better, if the tumour be operable, to
postpone the hysterectomy for some months later, and m this way
perform the operation i two stages

Treatment of Subperitoneal Fibromats —It sometimes happens
the operator on opemng the abdomen, finds & large fibroms and
a nearly normal uterns. In these cases, he ought to remove the
fibroms, and leave the uterus and the ovanes 1t 1s not a matter of
ndifference for & woman to coutinue to have her periods even if
pregnancy be out of the question.

b InpioaTIoNs oF VaeiNar HysTERECTOMY —Dunng the first
years of our surgical practice we performed vagmal hysterectomy
n the great majonity of our cases, following the example of our
slalled master Gustave Richelot like all our colleagues, we carry
out this practice less, but we think modern vaginal hvsterectomy—
ve. followed by closure of the vagma and by hrmostasis by higa
tures—can be of great service no doubt 1ts indications are re,
but when they exist 1t 18 wise to have recourse to 1t ond we do 80
every time we consider the mnchned plene would be dangerous.
In women suffering from cardiac msufficiency the obess, or the



TREATMENT OF FIBROID TUMOUR OF THE UTERUS &6

plethoric, with not very large fibromata (the smze of a three or four
months’ pregnancy), we think vagmnal hysterectomy has 1ts indica
tioms, and can be of great utility  If these women be virgns, with
a sclerotic vagme, the mdication certainly does not present 1tself
But 1 a smular case we have removed a fibroma after dissection
of the vulva, m a plethone woman, previously recovered from
hemiplegin  We have then removed & fibroma m her as big ss
two fists after dissection of the vulva, cure took place without
meident (sacral anmsthesia)

6 Ampoarrvar HysTerecTosn —Should Abdominal Hystereo-
tomy be Complete or Incomplete !—This 18 & question of the case 1
hand, on principle, the essier operation should be carmed out
partial 13 easier, and hence milder The operator should reframn
from the mmple procedure, only if & more difficult one 18 based on
serious reasons with better future success Consequently, when m
the course of an hysterectomy complete appears easy, and as easy
as partial, he shounld perform 1t, but 1f the pelvis be narrow, the
patient atout and a bad subject for anwsthesia, the partial opera
tion, which 18 eamer, should be undertaken without hemtation.
Besdes, if the cervix be normal and smsll, there 15 no indication to
perform complete hysterectomy In all cases, on the contrary,
where the cervix 1s large or ulcerated, and when cut away offers
an extenmve raw surface for suturing, 1t 18 much better to remove
the stump and carry out & complete operation.

To sum up we consmder partial hysterectomy the operation of
choice, becanse the cases of degeneration of the cervical stump are
rare (we have seen 1t twice 1 our practice), secondly, because 1t 18
quicker and eamier and lastly becanse 1t lends itself better to
hgamental suspension of the vagina

But when the cervix 1s ulcerated, when 1t 13 large, and after
divimon 1t offers too extensive s surface for suturmg, complete
hysterectomy should be performed. Of ten cases of abdomnal
hysterectomies for fibroma, we perform three complete and seven
partaal operations.

What abdominal method should be employed 7 That of Richelot,
Doyen Kelly, or of Terrier ?  Termer’s method 18 sumpler, 1t consists
mn cutting from above downwards the broad ligaments one efter
the other passing down gradually to the cervix, cutting the uterine
arteries and then the cervix, 1t 1s indicated 1n the majority of
cases.

Kelly s method conmsts m cutting the more accessible broad
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Lgament from above downwards, up to the cervix, cutting the
cervix, and then dividing the other hgament from below upwards,
this procedure 18 indicated 1n the cases where the fibroma 1s well
seen on one side, but badly on the other, as a result of 1ta irregular
development

Doyen’s procedure consmsts 1n opening, first, the vagna, seizng
the cervix, separating 1t, and dividing the two ligaments from below
upwards.

To this ongmal procedure, the majority of surgeons prefer
J L Faure’s, which includes primary dissection  This skalled surgeon
begins by dividing the cervix and cutting the two broad hgaments
from below upwards. This primary separation can be performed
by the anterior or by the posterior cul-de-ssc according as the
fibroma 18 developed at the expense of the one or of the other opposed
surface In other words the cervix s attacked on the mde 1t 15
eagily accessible  This dissection 18 rendered easier by the method of
Thierry de Martel. This consists in making, with the finger, an
opeming m the broad higament 1n the avascular space— ¢, between
the ureterio branch of the ovarian and the uterme artery By ths
opening the operator mntroduces Faure’s forceps and seizes the right
and left utermne artery, the artery 1s cut then only the cervix, freed
at the mdes, 18 divided the uterus can be drawn up with greater
eass, 1t 18 sufficient to apply two forceps to the two broad ligaments,
1t 18 an excellent method, which we use as often as possible

Pre- and Posi-Operative Treatmeni of Hysiereciomy —Every
woman suffering from an uterme fibroma 18 suspect as regards her
heart and kadneys Renal msufficiency 18 frequent, azotema and
acidosis ought always to be looked for, some of these women are
stout plethoric or with cedema of the lower imbs, and complai
of dyspnca on wallang It 18 8 good thing to prepare for the
operation by a special diet and by massage which helps the circuls
tion and by the spiroscope, which puts the blood m order
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How the anterior surface of the rectus is ted from the anterfor layer of the sbeath.
The operator begina by separating the of the anterior sarface of tho rectus
:sztotbhiﬁubh. making use of a tampen on forceps.  The middle of the aponenroti

ge is by tissue forcepe.

Gd drou de PebdomenmRectus abdominls,  Ferillet anténenr de Lo paine=Anterdar layer of
the sheath.
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end of the operation. Note in the middle Jina the aponeurosds is separated, and the

mark of {ts insertion into the peritonsum. This part has been freed not by the com
press, bat with sclssors.

Fewillet enttneor de {8 gefne=Anterior layer of the sheath, Grawd dronteRectua, Refef
de s compresse tenwe par le prace= Qutline of the comprets beld by forceps.
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How Doyens suprapuble retractor s introduoed.

¢ position de ln rnlrt—’m‘l the retracter Fibrioew Filroma
ectux, 14 posuson h 1a twlre=1s% poition of ﬂ:ﬂ-mtndcrr. Gd. drou=



63 PRACTICAYL, SURGERY ILLUSTRATED

r— 7 Gy
\‘\\
P -

WVess:s

7

Peritofne _

Fia 38 —AspowrxalL Hystzmeoronr ros Urrxbxx Frsroxa.
The fibroma Is held by & hook. We sre dealing here with a filbroms growing ﬁ‘h

at the posterior wall of the pelvis tho operator s obliged to attack it at
front. Dirislon of the vesioo-uterine peritonenm
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Primary dissection ln(eﬂorly The opeeator palls on the uterine 1 with the left
hand, whilst the right hand cats with ths knife Ths msthod whish we have scen
carried out by Thhrrﬁldo Martel simplifies this stage. It consists of s

(a) Making a hole in the broad ligament in the avascular spase, bstween the round
and the uterine artery
eizing the uterine clole to the uterus, from above downwards.
) Dlrh:lmg the uterine
(€) Dhwuding the cervix uterl.

Cal de PutirusmCerrix uteri. VesnamBladder Piéritonns =Feritoneum.
Fibréms =Flbroma.
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The cervix uter] is divided. Tbetvonterlnoutm'lume-ughtbyJ L. Fauro s {
The hand frees the posterior surface of the fibroma which hss grown
posteriorly snd thus prevented us from carrying out Thierry de Martel's procedare.

Teasre = Bladder Cal de I'ntérus=Cervix uterl, Pu«mu{b‘fln—}‘umq:m'hn(u‘b'
artery P w= Peritoneam. Fibréme = Flbroms.
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Appesrance of the Closure of the cervioal stump. Owing to the transverse
inoiston and the spinal anwsthesta, the viscera do not come into the wopnd.

Ool wtérixamCarvix uterl,  FeraeBladder.  drtdre wénne=Uterive l-l"-af{:. Ly
ment romd = Ronnd \ia.mc-nt Pédvuls oranon=0Ovarian pedicle Ie tmxcu.
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Fro 44 —AnpourxaL Hrsrexeorony ror UTrenor Frazoxs

Vaginal ligamentopexy ~ How the pedicles of the round and utero-ovarian Liguments are
made firm, and how they are fived to the stump of the cervix to suspend the vagins,
with a view to preventing secondary cywtooele

Ligament roud = Roand ligament. Pédicele orarien = Ovarlan o, Legament rond=
Round ligament.  Col wténx ceterém Cervlx nterl sutured.  Pédwele oranen = Orarian
pediclo Lig rowd guwchew=Left round ligament. mam-mzmm

ment.  Cd wiéris suturé=Cervix uterl sgtured. ievle orareem drt =Left

pedicle pedicle.

Drou snd gexcke should be reversed in the plate —TRawsLATOR
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FIBROMA AND PREGNANCY AT TERM

Complete Abdominal Hysterectomy

SremiLTy predisposes to utenne fibroms and uterme fibroma to
stenlity In cases of impregnation, fibroma favours abortion and
premature labour  But the majority of the small fibromata, espect-
ally the mterstitial, allow of pregnancy being brought to & successful
1ssne without meident.

On prmeaiple, every preguancy co-existing with fibromata ought
to be left to 1tself, up to term, but before rea¢huing the minth month
the doctor ought to have solved the following problems

Does the fibroma or does 1t not cause rishs to the mother or to
the child ?

If mn the negative, accouchement can be left to occur spon-
taneously, 1f n the affirmative, the patient should be sent to hospital,
st the eighth and a half month, into a surgical block, and complete
abdommal hysterectomy shounld be performed at term or at the
commencement of labour

Hystereotomy for fibroma and pregnancy at term, performed
under spinel anmsthesiz at the beginnmg of labour, 18 the mildest,
sunplest, and eamest of hysterectomes. It spares the lfe of the
mother and of the child. The extrems laxity of the igaments, the
flaccdity of the abdominal wall, make 1t one of the mmplest surgical
operations. Spinsl anmsthesia moreases this flaceidity of the abdo-
mnal wall, and cares for the susceptibility of the hver and of the
kdneya

What are the fibromata which cause rish to the mother and to
the child at the tume of delivery 1

1 TLarge mtestinal fibromats of the body of the uterns which
predispose to inertia uter.

2 Fibromata of the lower segment which prevent or simply
hinder the passage of the fotus.

In these condrtions complete abdominal hysterectomy at the
begnning of labour, or at term, causes less nsh to the mother and
to the chid than spontaneous delivery

1
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Special Indications

I Dorme Preeasanoy —On principle, do not intervene,
except

(a) In cases of subpentoneal fibroma, which causes, by torson,
signs of pentonism, then perform myomectomy, which does not
prevent the progress of the pregnancy

(8) In cases of large interstitial fibroma of the body, grving rise
to serous signs of pressure  These cases are very rare, and negligible
In practice.

(¢) In cases of fibroma of the cervix, growing nto the vagms
Resist the temptation to enucleate them vagmally, because the
vagmal wound may be a cause of mfection It 18 better to await
the end of pregnancy and even the beginming of labour before
performing complete abdominal hysterectomy A polypus of the
cervix, markedly pediculated, 1s to be treated by tormon.

(@) After an abortion 1f the placenta be retamed, do not curetis
or even give an Intra uterme mnjection, and do not wait for mfection,
but send the patient to hospital and immediately perform abdommal
hysterectomy, which 1n these conditions, 15 still easy and a mid
operation. If some symptoms of mfection already exist, stall per
form abdommal hysterectomy and then dram and irmgate drop
by drop by Carrel’s method

I Dusmo LaBour —(a) When the fibroms 1s ugh up—t£s
above the mlet do not trouble about 1t, treatment 13 the same 85
1n an ordinary confinement

(b) When the fibroma 15 1 the pelvis. Do not let the libour
continue, as 1t Jeopardises delivery of the mother and of the child
but send the patient to hospital and immediately perform ald
hysterectomy

(c) Fibroms m the nlet. If there be a doubt of the prsibility
of delivery, 1t 18 useless to allow the labour to contnue & 1t only
exhausts mother and child 1mmediately have recourss to aldo
hysterectomy, which causes only shght nah to both of them

3 Durixe Expursion oF THE PLAGENTA AND MEMBANES—
(6) Homorrhage —No treatment tampon, or obstetro muipala
tions, but perform immediate abdominal hysterectomv

(b) The Placenta and 3l emnbranes cannot’ = J—Thelscents __
1s adherent no obstetnical mampulati ~ -
abdominal hysterectomy
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Oporative Technique —The surgeon will see that the midwife
who has to recewve the child 18 mn attendance, with & sterilised cloth
1n her hands

1 Incison of the Abdomnal Wall from the Umbilicus to the Pubis,
as for any large abdommal hysterectomy

92 Incison of the Uterus —The lips of the abdominel wound are
protected by compresses from blood or from the ammiotic flud
Tncise the uterus at the thinnest part, outside the fibromas, 1f healthy
parta of the uterus enst The meision should always be prolonged
on the thin and on as normal walls 83 possible, so that the child
may be delivered easlly  The mesion should be downwards towards
the cervix, provided the uterine tuntes are thinnest 1n this direction,
hence the direction of the meision 1s entirely guided by the presence
of & normal or thin uterine wall, 1t 18 made by & kmfe and enlarged
by scissors.

The asmistant will watch for the moment when, the child bemng
extracted, the uterus ought immediately to be brought outside the
abdominel cavity  In the case which serves for our model, we first
meised the wterme wall, and then the feetal membranes, but 1t
appears to us to be a matter of indifference, if we ncise the wall
and the membranes at the same fime  Contammation of the edges
of the wound and of the abdommal cavity by the ammotic iquad,
must be avoided

8 Delwery of the Child —This operation 18 performed as 1n every
case of Csatean section the operator introduces his hand into
the uterme cavity he seizes the feet and withdraws the child, as
in & breech presentation, the buttocks and the body are extracted,
and the arms, one after the other, are disengaged Two fingers are
passed mto the mouth hook the inferior maxlla, and draw on
the head The uterne mcmon ought ahways to be very large,
since the uterns 18 sacoficed The child berng delivered forceps are
appled on the cord, which 15 cut between the child and the placenta
the child 18 placed on a sterhised oloth, 1f the chuld be apnoeic, the

midwife does what 18 necessary to revive 1t, and not the operator

4 Hysteredtomy —Do not trouble about the placenta which
remains in the uterus, tampon the uterus with a compress and closa
1t temporanily with two tissue forceps Change the towels used
in the field of operations and apply fresh ones to the abdomen,
bring out the uterus which 1s easy 1f the wall be flaceid and perform
hysterectomv which 13 simple 1 the circumstances (laxity of the
hgaments and flaceidity of the abdommnal wall) Change the gloves,



74 PRACTICAL S8URGERY ILLUSTRATED

and 1nsert a Doyen’s suprapubic retractor protect the peritoneum
with an abdomnal compress, and then attack each of the bread
and round ligaments. With one finger, break into the avascular
gpace of each broad higament, tie and cut the round hgament and
the utero-ovanan pedicle, look for the uterne srtery and cut it,
and 1ncise afterwards 1n front the pertoneum of Douglas’ pouch
and the utero-sacral higaments, to which two of J L Faure's forceps
are to be apphed. Separation of the vagina

6 Close the Vagina.—Non penstrating continuous catgut suture.

6 Vagqinal ligamentopesy— e., fixation of the ligaments mn the
vagnal suture, so as to avoid secondary prolapse of the vagina.

7 Pertonwsation.

8 Suture of the abdomwnal wall, at one level with bronze wire
or at two levels thus

(a) Deep lovel, mcluding the aponeurosis and the serous coat,
with a contimuous catgut No 1 suture, then five or sx stitches with
strong silk worm gut abandoned i the tissnes *

(5) Michel’s clips on the slan.

Complete hysterectomy 18 milder than & Ceesaresn section,
because there 18 no risk of heemorrhage, or of uterine or of pentoneal
mnfection.

To sum up, i all cases of fibroma comphcated with pregnancy,
the doctor ought to wart preferably for term, but be shve to sending
the patient suddenly to hospital at any time when term has arrived,
whatever the case, the patient should be placed m a surgical hospitsl,
because she runs the chance of having to submit to abdomunal
hysterectomy, an easy and mild operation for mother and child.

* The chief of thess stitches are out close to a double knot (perdus) —
‘TRANBLATOR.
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frbromateuxs _
Pubrs- ~
Fibréome cervicals

empechant /la sor-
tie du feetus

Va gral

L . — ——

Fiz 47 —Foroxa anp PrEaxcy ar Teax  Coxrirre Awpouprat Hysrexrorowy

Dhgrammatio seotion of the cave which has served as » model. Labour has begun.
Deltvery is imposstble because of & pelvio fibroma blocking the way

FatssmFotus.  FPlecents=Plcenta. Utérns foromatexs=Fbroma af theuterns,  Pubuw
Publs. Fibrome carrwcal emplckant la sortie &8 fates=mFitroma of the cervix, preventing
of the child.  Tesns=Bladder. ~ RetwmmRectum.  Vagin=Vagina
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<

Fio 48 —FInaoxt Awp PREoYANOY AT TEEM  CoMTLETR ABDOMTYAL HYSTIREOTOXT
Inecision of the abdominal wall

Liyne $1acrsion~Line of Inclrlon.
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I
s Uterus
, frbromateux,

[.. ,Du/aref_

F1o 49 —Fmrows axp Preusor ar Trxw, Coxrrxte Aspoxrran Hysresrctouy

The uterus is opened before being emptled, because the incixion wonld be too The
compresses, bot ahown here, protect the abdominal seroas coat from the
or from contact with the uterine contents.

Utéres fromatenteFibroms of the nterus, Coduque=Decidna.
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\ /’aro; .
sbdominal#

e e e

Fia 50 ~FrsroMa 43D PREGYAYCY a1 Tamy, Courizr® Awposawar Hystxxrotoxy

The operator introdnoes his hand into the nterus and frees the child; this stago It 50
absalutely ncossaary; ho can at onoe inolve the membeanes.

Cadwyus ¢ awfmDecidas and fortus. Utérus=TUterna. ur,..am-unndbddm-
Perol chdominals—Abdominal wall,
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\xi' ! ‘l P
/: ‘E‘»,

) L lvi S Huprel

Fra 5! —Faxcons i Preoaxcy ar Text.  Conrieer Aspourxar Hysrerrorour

Divigon of the membranes.

Uttres=Uterur. FatwsmFotus,  Wembrgaer=)Membranes.
Parol abdominale = Abdominal wall
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Fio 52 —Framoxa AYD Prrovivcr At Txxx  CourLErE Appoxixal HrsrxroroXT
Acoouchement and divirlon of the cord.

Utérwy = Utarus.  Placensa=TFlacenta.  Cordon = Cord.
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Fre 53.—FmroMa axp Parc¥axcy 4t Texx. CouPLETE Arpoxrxal Hrsrerrcrowy
Freeing the right utero-ovarian pedicle.

Ctérus =Utermt.  Anrau drove=Right adnexa Rectum=TRectum. P, oran
=Ovarian pedicle.  Lipemenf larpe=Broad ligament, Hinds il
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Fio 51 —FiexoMA AXp PREGYAXOY a7 TER¥ COMPLETE ABDONTYAL HYSTEBECTONT
Divislon of the left atero-avarian pedicle.

Utérus m Uterns

4 wchas =Left adnex: Pédicnle =Qvarien
aneres puwchas . oreryn =0Q pedicle 2 T rotem

Anxeres droffes mRight adoexa  Pédwwle ormriem = Ovarian pedicle
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Sectron du

e - —
/

Vessre
vagin, l: ,
A \
: i
Artere v A , n
v A A\
 weerrne, ’ \ —_ h
\ 1] .
~ N\
N - \ \*'\

uterine /Farmee

; e N A par des co presse
‘L L J i el wne piice
Dupre o »‘ d

Fia 55 —Fmsects axp PrREGYAXOY AT TERM. CoNTLETA ARpoNTulL HYsTERECTONY

Divislon of the anterdor fornix of the J L. Faure a forceps applied to the left
at artery

Sectoen du vazin=Divivion of the vagina. Tesrle=Bladder Arttre wtirine=Tterine
Cod wtérimmCervix uterl Pldwale ocarsen=Ovarian Eed.bln. Annereg=
Adnoxs- OCarud wrinae férmée par des comprerss et uns pince=Uterine cavity oclosed

by compresses and forceps.
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\ 1
.
Rectum

-

¢

*
& Dupiel .

Fig 506 —Fexoxa axp PREGmaxoy Aot Txew  CourLRrz Aspoxnrar Hysrrarcroxy
Closure of the vagina J L. Faure & needle does not pleroe the vaginal mucoss.

Togimm Vagina, Feanem=Bladder Artire gl-g:n-vtu-l.no artery Pédicwls orerien=
Ovarlan pediale. -
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Fmo 57 —FrezoxA a¥p Prrovayer ar TERw  CowrLrre Ampoxryar Hysrrzecrour

The vagina is closed. Thpcdk:hh:rebtcnhrmghtnpmdﬁxtdtothnvlqﬁntoamhi
prolapee of the latter

Testicm Togin=Vi Pl ~Left i, -
ewiemBladder  Topin=Vegio Flnts govche pedicle.  Pklicale drowt
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; Vagin Vessie
‘
N & A
7 W
\ 4 :
\ /

,}r‘? ¥ v, Oe 2 '
o g 2 MW
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Artere
]u».‘,er-/ne

Fio 58.—Froxoxa axp PREGuAsCY 4T Trxxt. Coxrrere Aspoxryar Hrsrrrrcrody
Closure of the vagine. J L. Faure s needle does not plerco the vaginal mutom.

ToymmVaglon,  TVememBldder  Artbe wtbinemTUtelne artery  Pilicals sorione=
Ovarian pedicle. Rectumm Rectum.
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Fio 57 —Faxosma oxp PREGYASCY aT TERY. COMPLETE ABDOMIXAL Hysrenrcroxy

The vagine i5 closed. The pedicles have been brought op and fixed to the
Prolapes of thaht'terup o vagim to avoid

V esere = Bladder VeyinmVagine Pédiewle Elﬂh—ldt pedlele. Pidwwle drou=
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Fio 58 —Fiproxa AWD Preowaxoy,ar Traw CoxrrxTs Anpouinar Hrsrxroroxr

Vaginal 1i poxy the 1L podicles are fixed to the vaginal cul-de-se.
Peritonleation aof the pelvis.

T'euu-Bhddtr Périone vincalmVesical peritoneam. icule orerses powchamLeft
?uﬂck Pédwnle orarien droit=Right ovarlan podiel.. Rectwm = Rectum.

I'-,u-\
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NEPHRECTOMY FOR CANCER OF THE KIDNEY

WE have seen cancers of the lkidney not operated upon, grow
with extreme slowness and kall, three, four, and even five years
after a first heemotuna, we have seen others develop 5o as to become
moperable 1 some months We operated upon four years since,
within six weehs, two cancers of the kidney of the same size, n
men of nearly the same age The one died six months later of
generalised cancer of the abdomen, the other 1s quite well and leads
an active hfe

Every suspectede ancer of the Indney should be operated upon,
as early as possible  If the operator, after intervention finds some
neoplastic excrescences 1n the veins, the prognosis should be a very
cantious one The presence of malignant glands along the large
vessels even if they be removed, enjoins a bad prognosis. Removal
of the suprarenal capsule has seemed to us to aggravate the imme-
diate prognosia.

Cancer of the kidney consists of two forms

(s) INFILTRATING, 1 which the appearance of the organ 1s
not altered

(b) Nopunar the commonest form 1n which the tumour grows
at the expense of one part of the kidney, one-third one-half, or
three-quarters of the orgen remaimng recognisable at one part of
the tumour

There 15 frequently found in the same kudney a primary malignant
mass and other smaller nodules on the surface. The rensl capsule
18 mtact m the parts where the renal parenchyms 1s preserved,
end often even around the neoplasm m front of which 1t forms a
barrier which limits, for some time, mvasion

At the beginming of the disease the ludney still only slightly
enlarged preserves its connections, but by degrees, as the mass
develops 1t becomes abdominal stll mamtaimng its connections
with the lumbar region At the same time 1t comes 1n contact with
the neighbouring organs aorts, mferior vena cava, and adheres

to them.
87
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The cancer of the kadney which has served as a model for this
article shows the connestions 1t has formed with the left colon
Pressure had even provoked passing intestinal obstruction  Whilat
growing towards the anterior abdominal wall, the tumour spreads
out the meso-colon, becoming covered by 1ts internal layer and the
colic vessels theremm  This fact shows that, to decorticate the kndney
and gamn access to the hilus colo-paretal dissection should be
performed, as for a colectomy This separation of the ladney
from the colon 18 usually very easy, if care be taken not to injure the
meso-colic vessels

Generally the cancerous lkudney descends each time, also, &
voluminous growth 18 found hidden under the nbs, ns was the cass
m the patient whose operation 13 drawn, the emstence of early
adhesions can be diagnosed (Albarran)

The growth, during 1ts development, adheres to the neighbouring
organs, these adhesons are of two kands inflammatory (more fre-
quent) and neoplastic.

At the upper part of the renal cavity, the neoplasm 15 sometimes
difficnlt to separate from the liver and diaphragm on the nght, and
the spleen on the left, antenorly, adhesions to the pernitonenm and
to the intestine are rare. The most formidable are those contracted
by the pedicle to the suprarenal capsule end to the large vessels.
As Legueu and Albarran have shown, the suprarenal capsule in the
adult 18 situated mternslly to the upper pole of the kidney, close
to the renal vein  If the operator beheve 1t ought to be removed
1t should be done carefully not to tear the renal vain We always
leave 1t, if 1t appear healthy

The most dangerous adhestons are those of the nght lndney to
the vens cava  The operator may be obliged to remove the glands,
to dissect 1t for many centimetres, even resect a part of 1ts walls,
and mahe a lateral suture, and this particularly comphcates the
operation. The connections of the adhesions to the aorta are less
dangerous. It 1s generally easy to ssparate the glands from the

aorta by careful use of the grooved director

The operator runs more rish of tearing these vessels at the time
of decortication of the kidney 1tself. The adhesions, moreover
umiting the neoplasm of the kadney to the renal vem or aorts, calt
tear these vessels when traction 18 exercised on the kidney, which
may bring about immediate death from homorrhage The operator
ought also to avoid the accessory arteres (capsular, spermatic,
polar) which go to the tumour Lastly, he should beware of the
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large veins, which form a groove on the surface of the growth and
may reach the size of a finger  During decortication of the tumour,
the operator may have to form many additional pedicles, before
tying the renal pedicle. In the case represented in the plates, the
vasculanty round the pedicle was such, that we had to use &
Mickulicz’ drain 1n order to fimsh the operetion quickly

Disserunation and Centralisation of Renal Cancers

Dsmimation BY CoNTiNUITY —The capsule proper of the
ladney forms for some time a barmer whioh lumts the spread
of the tumour It should, therefore, be always removed with
the tumour, be careful not to mahke a subcapsular nephrectomy
The pelvis and the ureter may be attacked by the growth In
certain cases, an offshoot of the tumour blocks the pelwis, from
which results uro-nephrosis and heemato-nephrosis.

The suprarenal capsule 18 frequently invaded by tumours
situated 1n the upper half of the kndney In stmilar cabes, 1t 18
obvious the capsule must be removed. But there should be no
ilusion as regards the post-operative prognosis. In two cases, where
knowingly the capsule had been removed with the growth, eymp-
toms of acute collapse ocourred the evening of the operation

The pen renal tissues are often mvaded, and cancerous nodules
may be found theremn. DMost often however, the adhesions are
purely inflammatory It 18 unfortunately impossible, wth the
naked eye, to distingmsh the nature of the adhemons. If the
patient 8 state permut 1t 18 always better to remove the cellulo-
fatty envelope of the kidney (Isradl) at a special stage.

DssexoNaTioN BY GRAFTS — Cancerous grafts have been
observed m the pelvis of the kidney, 1n the urster and in the bladder,
at the ureteral opeming In 1913 1n a subject suffermg from
hematuna cystoscopy revealed a fungoid tumour of the openmg
of the left ureter The tumour was treated by the high frequency
current, two months later, we found & cancer of the kudney, thia
latter much prior to the vemcal growth, had produced a graft at
the meatus of the ureter

Dissmwation BY THE GrAXDS —Very large cancers of the
kdney may have no glandular enlargement whilst small tumours
may be accompamed by considerable glandular mnvesion. The
neighbouring glands of the hilus are the first attached, end the
infection can extend along the vena cava to the mediestinum.
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The cancer of the kudney whioh has served as a mode] for this
article shows the connections 1t has formed with the left colon.
Pressure had even provohed passing mtestinal obstruction. VWhilst
growing towards the anterior abdominal wall the tumour spreads
out the meso-colon, becoming covered by 1ts mternal layer and the
colic vessels theremn. This fact shows that, to decorticate the kudney
and gam access to the hilus, colo-parietal dissection should be
performed, as for a colectomy This separation of the kdney
from the colon 18 usnally very easy, if care be taken not to injure the
meso-colic vessels.

Generslly the cancerous kidney descends, each time, also, &
volumnous growth 18 found hidden under the ribs, as was the cass
m the patient whoss operation 1s drawn, the existence of early
adhesions can be diagnosed (Albarran)

The growth, during 1ts development, adheres to the neighbouring
organs, these adhesions are of two kinds imflammatory (more fre-
quent) and neoplastic

At the upper part of the renal cavity, the neoplasm 15 sometimes
difficult to separate from the Iiver and diaphragm on the night, and
the spleen on the left anteriorly, adhesiona to the peritoneum and
to the mtestine are tare  The most formidable are those contracted
by the pedicle to the suprarenal capsule and to the large vessels.
As Legueu and Albarran have shown, the suprarenal capsule mn the
adult 18 situsted mternally to the upper pole of the kidney, close
to the renal ven  If the operator beleve 1t ought to be removed
1t should be done carefully, not to tear the renal vern We always
leave 1, 1f 1t appear healthy

The most dangerous adhesions are those of the right ladney to
the vena cava The operator may be obliged to remove the glands,
to dissect 1t for many centimetres, even resect a part of 1ts walls,
and male a lateral suture, and this particularly complicates the
operation The connections of the adhesions to the sorte are less
dangerous. It 13 generally easy to separate the glands from the
aorta by careful use of the grooved director

The operator runs more rigk of tearing these vessels at the time
of decortication of the kdney 1tself The adhesions, moreover,
uniting the neoplasm of the kidney to the renal vein or aorts, cal
tear these vessels when traction 18 exercised on the kudney, which
may bring about immediate death from hemorrhage ~The operator
ought also to avoid the accessory artertes (capsular spermatic,
polar) which go to the tumour Lastly, he should bewaro of the
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large vems, which form a groove on the surface of the growth and
may reach the size of a finger Durning decortication of the tumour,
the operator may have to form many additional pedicles, before
tving the renal pedicle In the case represented i the plates, the
vasculanty round the pedicle was such, that we had to use a
Mickulicz’ drain in order to fimsh the operation quichly

Dissemination and Centralisation of Renal Cancers

Dssmamvation BY Covtmzurry —The capsule proper of the
kadrey forms for some time a barrier which limts the spread
of the tumour It should, therefore, be always removed with
the tumour, be careful not to make & subcapsular nephrectomy
The pelvis and the ureter may be attached by the growth In
certain cases, an ofishoot of the tumour blocks the pelvis, from
which results uro-nephrosis and heemato-nephross

The suprarenal capsule 18 frequently nvaded by tumours
situsted in the upper half of the kidney In smular cases, 1t 18
obvious the capsule must be removed. But there should be no
llusion as regards the post-operative prognosis. In two cases, where
knowingly the capsule had been removed with the growth, symp-
toms of acute collapse occurred the evening of the operation.

The pen renal tissues are often mvaded, and cancerous nodules
may be found theremn. Most often however, the adhesions are
purely inflammatory It 1s unfortunately impoasmble, with the
neked eye to distingmsh the nature of the adhesions. If the
patient’s state permit, it 18 always better to remove the cellulo-
fatty envelope of the kudney (Isresl) at & special atage.

DssemMNaTION BY GrArTS — Cancerous grafts have been
observed in the pelvis of the kidney 1n the ureter and in the bladder,
at the ureteral opemng In 1913, m a subject suffering from
hematuria cystoscopy revesled a fungoid twmour of the openmg
of the left ureter The tumour was treated by the high frequency
current two months later we found a cancer of the ladney, this
latter much prior to the vesical growth, had produced a graft at
the meatus of the ureter

DssmawaTion BY THE GLAXDS —Very large cancers of the
kadney may have no glandular enlargement, whilst small tumours
may be accompamed by conmderable glandunlar invason. The
neighbouring glands of the hilus are the first attached and the
infection can extend along the vena cava to the mediashmum.
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In the tumour which served a8 a model for this article, the glands
of the hilus were removed after ligatire of the vemn and of the renal
vessels, with the capsule. The histological examination showed they
were exclustvely formed of lymphoid cells

DBSEMINATION BY THE VEINS —Alterations of the venous
system are frequent 1n cancer of the kadney Invasion of the vemns
can produce pressure symptoms as varicocele, or the formstion of
clots and give nse to embolw

Invasion of the vens by the growth and the production of
emboli gives rise to metastases. After nephrectomy, the surgeon
should open the renel vemn, if 1t, or it prineipal branches, show
cancerous excrescences, the future prognoms 1s serious.

During 1ts liberation the operator should handle the rensl tumour
gently "and very carefully There 18 a msk, moreover, of tearng
the adherent vemns and of producing terrible hsmorrhage

Operative Techmique of Lumbar Nephrectomy (extra-peritoneal)
for Tumour

If the tumour be especially in the lnmbar region and not very
large, 1t should be reached by the lumbar route The operator
ought to call to mind the possibility of adhesions of the new growth
to the diaphragm and to the vesssls of the pedicle, possibly brittle-
ness of the pedicle the mvason of the glands, and the hkelthood
of the presence of vegetations n the renal vems The incimon
ought always to belarge  In lihe cases, we often employ the inciston
of Lous Bazy

1 Inomriow (Guyox 8) —It commences posteriorly at the costo-
lumbar angle passes forwards, and 4 or 5 centimetres beyond the
promunence of the iliac crest and beyond the antero-supertor ihiac
spine.

2 DECORTICATION oF THE K1nNeyY —It should always be extra
capsular  The operator whilst pasang round the mahgnant kadney,
from above downwards on 1ts surface, should avoid tearmg the
large vemns which cut through 1t 1if he come across a large vessel
he cuts 1t between two higatures without waiting until the end of the
operation, for the later mampulations may drag on the forceps and
produce senous hemorrhages which delay the operation If the
superior extremity of the tumour adhere to the diaphragm make
a subperiosteal resection of the cleventh and twelfth nbs order
to have space to reach the extremty
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3 Divisiox oF THE URETER —It should be cut between two
Ligatures by the thermo-cautery ~ Directly the duct 1s cut, 1t should
be followed from below upwards, as far as the hius, before
enucleating the kidney

4 Exvcreation oF THE Tumour —The operator must take
care not to exercise the shightest traction on the tumour for fear
of ndhesions with the vems of the lulus, and of hemorrhagic or
of neoplastic emboli

5 LIGATURE OF THE PEDICLE —In order to produce a thin
pedicle, the kidney must be luxated, follow 1ts contours, reach the
vessels and stnip their surface with a tampon held by forceps Do
not be afraid of dividing the renal pedicle 1 order to tie the vessels
separately  If the pedicle be thin and supple, it can be tied directly
without previously picking 1t up by forceps, if the pedicle can be
made 1nto one mass employ two clamps. Apply two clamps, not
one, to the renal pedicle, side by mde, or better, separated from
each other by a few mullunetres, if possible 1 centimetre (long
pedicle) A lLigature (catgut) 18 passed between the large vessels
(sorts vena cava) and the first clamp  Whlst the catgut 1s being
tied, an asmstant withdraws the first clamp, nearest the thread
The thread 13 tightened in the groove made by the firat clamp, which
has been withdrawn, the operator then passes a second thread
above the firat, which thread spontenecusly falls into the groove
created by the first hgature Whlst this second hgature 1s being
tied, the operator withdraws the second clamp (that m contact with
the hulus of the kadney) In this way, he 18 not afraid of the hgatures
shippng  When this double ligature 18 applied the operator divides
with scissors the pedicle about 1 centimetre from the ligature The
pedicle 18 touched with the thermo-cautery or with tancture of
10dine, and left to 1tself.

6 EXTIRPATION OF THE REMAINS OF THE FATTY CAPSULE —The
operator examines the wound, and removes, as well ag he can, all
that remeains of the fatty capsule Thus stage 15 &3 important as
cleanng out the axilla 1n cancer of the breast’ (Israsl) The fatty
tissue 18 drawn out by tissue-forceps and excised by scissors If
the suprarenal capsule be not tahen away with the kidney, Albarran
recommends 1ts removal. Personally we fear 1ts extirpation, if the
suprarenal be soft. In fact n two cases where we removed 1t
wittngly (was 1t a comcidence !) we noted severe shock, and the
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patient died dunng the day This 15 not astomishing, seemng the
phystological role of this small organ

7 EXTIRPATION OF THE (GLANDS —The glands must first be
removed from the pedicle, then along the large veasels and also
behind, from the pillars of the diaphragm. Extirpation of the
glandular masses 15 eagy, by making use of the grooved director
and dissecting forceps. There 18 no danger, 1f working carefully, 1t
sumply requires & little patience  If the glands come from the pelvis
or from the diaphragm, 1t 15 better to leave them, the operator will
never succeed 1n removing them completely

8 Crosure oF THE WouNp —If the bottom of the wound be
dry, 1t 18 preferable to drain with one or two ‘ cigarettes’ (cellophane
or rubber tube), with abundant discharge, tampon In this last
case, tie mto the gauze some Carrel’s tubes so as to dramn drop by
drop and make 1ts removal easy some days later

Transperitoneal Nephrectomy — This'method 18 apploable to
large tumours. The lumbo-abdominal route which we employ,
owing to the transverse mncision, 18 both extra and intra pentoneal,
more extra than intra peritoneal

1 INOIBION OF THE ADDOMINAL WALL —We have always used
the transverse 1ncision of Péan, or of Lows Bazy, an moision which
1 certain cases begins at the external border of the sacro-lumbar
mass and 18 continued mn front to the middle lme. In the case
illustrated the mason started from the mid axllary hne. This
ncision gives access at the same time to the lumbar and the per1
toneal regions. It also allows the extra pentoneal surface of the
Yidney and 1ts anterior peritoneal surface to be exposed, this surface
13 usnally covered by the descending colon the meso-colio vessels,
as also by the antenior layer of the meso-colon.

2 SEPARATION OF THE COLON FROM THE KIDNEY —When the
peritoneal cavity 18 opened the intestinal loops are reflected by 8
compress from the healthy kidney The descending colon 18 X
posed The operator divides the panetal pertonoum with a kmife,
some centimetres outside the colon, n order to separate tho colon
from the parietal layer of the perttoneum which, m the present caseé
18 o separstion of the colon from the hidney He pushes bECL]B
t\he same time the colon and the internal Isyer of tho meso-colon

-+ 4t - -3hig vessels, with the fingers or with a compress.
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3 Evucreatiox oF THE TumoUR —The pentoneal layer which
15 suspended on the anterior surface of the renal tumour 15 hberated
with the fingers, or with the compress, so as to detach, as well as
possible, the kidney internally and externally, the operator leaves
on the tumour the peri renal vemns which spread over 1t. After-
wards, he detaches the lower part of the renal tumour externally,
finshing by the upper and nner part, which 18 more difficult to
enucleate Most often, he comes across vascular adhesions or large
veins which he has to t1e and cut, he, in this way, reaches the pedicle

4. LioaTusE oF THE UReTER —If, during decortication of the
lower part of the tumour, the ureter 1s visible, which 1z desirable,
1t 18 separated and cut between two ligatures by the thermo-cautery
The operator then catches the tumour by 1ts central end and decorta-
cates 1t up to the vascular pedicle, he thus 1solates the pelvis and
reduces the pedicle to renal vessels If the ureter be not found,
he exposes 1t at the pedicle, and ties 1t between two higatures. He
18 rarely obliged to tie the ureter en bloo with the remainder of the
pedicle and the vessels.

6 LiGATURE OF THE VASCULAR PEDICLE —When the pedicle
has been separated as well as poamble, enucleate the tumour by
drawing on 1t, and complete 1ts decortication. Generally 1t 18 better
to tie, first, the vascular pedicle and to commence with the ven,
to prevent embolism and laceration of the veasels during the mant
pulations of enuclestion of the tumour The pedicle 13 then to be
well separated and & Deschamps needle 1s to be passed behmd
each vessel Afterwards look for the glands, which we fry to
separate and to bring away with the tumour, otherwise they must
bo removed secondanly Dunng division of the pedicle, avaid
duscharge of venous blood into the wound, as this might produce
noculation. If the two vessels be tied at the same time 1t 18 better
to apply two Ligatures, one above the other

6 HxaosTasis oF AXD CLEANING THE REMAL CAVITY —When
the kndney has been removed and the pedicle tied there reman some
fragments of the pert renal tissue m the broken cavity  Although
the majonty of the débrs may be purely inflammatory, 1t should be
removed by ning forceps and scissors  We have already spohen of
the danger, we behieved, was due to the removal of the suprarenal
capsule, 1if however 1t be infiltrated 1t must be removed.

The removal of the glands 18 sometimes made at the same time
as removal of the tumour, but more often 1t 1a carned out, when the
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operation 18 finished  The glands often adhere on the nght to the
vena cava removal 1s eaglly made by the grooved direotor and
disseoting forceps  If the glands be mtimately adherent to the vena
cava 1t may be necessary to exase & part of the wall of the van

If the glands be too large, or too adherent, the vena cava can
certainly be tied twice and the portion with the glands removed
between two hgatures, but n lihe cases, 1t 18 better to withhold
one shand Nothing can cure a growth presenting such conditions,
the future results are not 1n accord with the nshs the patient runs.

7 CLOSURE OF THE ABDOMINAL Caviry —The operator marhs
out the edges of the peritonenm and then sutures them with care

8 CLOSURE OF THE ABDOMINAL WALL -—The antertor part of
the abdominal wall corresponding to the pemtoneum 18 sutured
separately The operator drawns the posteror part of the wound,
which corresponds to the cavity behind the lkndney, and 1s extra
penttoneal, with two dranage tubes or with a cigarette of cellulose
(rubber tube cellophane)

In the case illustrated, we have Ligatured the veasels before
completely decorticating the tumour This method, theoretically
& good one 18 not always easy our aim being to avoid hemorrhage
during decortication. But h@morrhage was not warded off because
of the pert renal venous network which caused an abundant flow of
hemorrhage and compelled us to tampon The capsular arteries
which we have tied, often exist, and require the attention of the
operator

Albarran says ‘ There would be an advantage m tymg the
pedicle or applying forceps to 1t before decortication, if 1t were easy,
but 1t 1s not It 18 easier to say, separate the pertoneum which
covers the anterior part of the tumour, reach the tumour and place
there & clamp, than to do 1t. When the tumour has not been
previously decortacated 1t 18 dufficult to form a pedicle. More often,
1t ends 1n serzing en bloc the vessels of the ureter ”

Operative Difficulties

PERITONEAL ADHESIoNS —If the peritoneum be very adherent
to the tumour 1t must be excised

T ounDs oF THE INTESTINE —If 1t be stripped and made blood
less, 1t must be repaired  Very rare occurrence.
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LoErATION OF THE TUMOUR ~—This complication 18 much more
serious. The renal growth sometimes shows some frinble parts
which tear under the fingers It bleeds freely, and moculation 18
probsble. In these cases, a temporary tampon must be applied,
and then o clamp placed on the vessels The prognoss 18 grave
Recurrence 1s very rapid and often the patient dies of shock

HEMORREAGE DURING DECORTICATION —Abundant discharge
from the cavity occurred in the case illustrated, notwithstanding
the Ligature of the vessels An enormous network exsted round
the tumour We had to give up tying the bleeding points and had
to tampon

WourD oF THE PEDICLE NEAR THE VENA Cava —This dangerous
accident can occur when traction has been exercised on the tumour
and when the tumour, enucleated to a great extent, and drawn to
the edges of the wound, shps out of the hands and falls. The
patient may die on the table  With coolness, compresses and forceps
the surgeon may pull through, but 1t 18 better to avoid 1t by care
and gentleness at the time of decortication.
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Fia 61 —TRANS-FERITONEAL NFPHRECTOMY FoR Caxomm or TUE KipXET
The colon has been freed. The hand passes partly round the tumonr
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Fi6 02 —Trixs-rERITOXEAL \EFHREOTOMT roR Ci3cEm or THE KIpXEY
The tumour is completely freed at its Inferfor and onitsnternsl border  The opera
Sitacks the bilus & aroid malignact pebfee KN gl
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will be followed by that of the vein. of tho artery
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Fta 63 —TRAYS-PERITONEAL NEPHRECTONY rox CANCER or THE KIDYEY
Liberation of the left urster which will be et as far awwy as possible, between two ligatures-

Tamexr=Tomour DUretire geucke=Lalt ureter,
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Fla 65 —Trims-rARITONELL NXFHEECTONY FoR Caxcrs or rrE Kmwer

Liberation of the superior renal pole, which corresponds to the nelghbourhood of the
splenic floxure.

Txmexr~Tumonr
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Fo 60 —Trans-rerrrowzal Nrrgaroroxy yor Cawcxr or THE hipxxy
3alignant tumour of the kidney suterfor surface, drawn immediately efter the operation
by 8. Dupret.
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VI
HYPERTROPHY OF THE PROSTATE

Prostatectomy *

THE prostate 1s a group of glands which secretes a flmd destined
to form the mass of the spermatic flud, to hold the spermatozos
m suspension, and to mamtam therr vitality and mobility The
glandular tissue 15 surrounded by muscular fibres which drive the
spermatic fluid across the posternor urethra at the time of ejaculation,
but play no part n the continence of the urme The true vesical
sphincter 13 formed by the muscular tume of the membranous
urethra  Ablation of the prostate does not 1n any way modify the
control of the urine

Simple enucleation of the adenomatous mass neither suppresses
nor increases sexual potency, but dimnishes the chances of
impregnation these are removed, 1f the vasa deferentia be cut or
ruptured during decortication

Examination of the Prostate —Everv person who consults a
doctor for hypertrophy of the prostate should be subjected to a
complete general and local examination.

The general examination meludes examnation of the eirculatory,
tespiratory and nervous (tabes) systems. Examination of the
blood will reveal the amount of urea and the presence of azotemia
Exammnation of the urine will show if sugar albumen, pus, or
diacetic acid exist

The local examination mcludes digital examination of the
rectum, which gives information regarding the size, mobility, and
anatomical shape of the prostate and by 1t we recognise an
adenoma a per prostatitis, or & cancer Sometimes two of these
lesons may co-exist, and this must be considered when decidmg
on the treatment to be undertaken. Afterwards cathetensation
and cystoscopy should be performed.

* The illustrations refer only to perinesl prostatectomy Those of the
fuprapubes form appear in fasc IIL  The reader will find additional details n

the “Clururgie de la Prostate” (Vietor Pauchet), Dorn Editor and *Prosts
tectomie Suspablenne, Malone, 1919
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F1o 60.—TmuXs-PERITONEAL NEPERECTONY FOR CANCrER OF THE RIDXET
Mallgnant tamour of the kidney anterior wurface, drawn Immediately after the operation
by 8. Dupret.
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VI
HYPERTROPHY OF THE PROSTATE

Prostatectomy *

TRE prostate 1s & group of glands which secretes a flud destined
to form the mass of the spermatic flud, to hold the spermatozoa
n suspension, ond to mamtain theirr vitahty and mobility The
glandular tissue 15 surrounded by muscular fibres which drive the
spermatic fluid across the posterior urethra at the time of ejaculation,
but play no part n the continence of the urine The true vesical
sphincter 1s formed by the muscular tunic of the membranous
urethra  Ablation of the prostate does not 1n any way modify the
control of the urine.

Simple enucleation of the adenomatous mass neither snppresses
nor increases sexual potency, but dimmshes the chances of
impregnation these are removed, if the vasa deferentia be cut or
ruptured during decortication

Examination of the Prostate —Every person who consults a
doctor for hypertrophy of the prostate should be subjected to a
complete general and local examimation.

The general examination includes examnation of the circulatory,
respiratory and nervous (tabes) systems. Examnation of the
blood will reveal the amount of urea and the presence of azoteema
Examination of the urne will show 1f sugar albumen pus or
diacetre acid exist

The local exammnation includes digital examination of the
Tectum, which gives mformation regarding the size, mobility, and
anatomical shape of the prostate and by it we recogmse an
adenoma, a pen prostatitis or a cancer Sometimes two of these
lesions meay co-exist and this must be considered when deciding
on the treatment to be undertahen Afterwards, cathetersation
and cystoscopy should be performed.

* The illustrations refer only to permeal prostatectomy Those of the
Suprapubic form appear in fasc. ITL. The reader will find additional details 1n

the “Chirurgio de la Prostate” (Victor Pauchet), Dorn Editor and *Proata
tectomis Sawpubienne,” Maloine, 1919 o
107
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Catheterisation gives us information regarding meomplete reten
tion, and the quantity of residual urine.

Cystoscopy and urethroscopy show if a calculus exist or a pros-
tatic bar if the hypertrophy be formed at the expense of the lateral
lobes or 1f there exist a median prolongation, & bar forming what
was formerly called “ a mddle lobe ”

After this exammation the surgeon can answer the questions
which present themselves

Should operation be performed ?

Should treatment be mstituted before operating

Should prostatectomy be suprapubic 1n one or two stages ?

Should permea! prostatectomy be carried out 1

Does the disease justafy dnlling ?

In eight cases out of ten, the chances are the case 18 one of
adenoms, which 18 revealed by the finger as a large elastic mass,
movable, granulated, irregular in form, with distmet outhne, and
a well marhed median groove The symptoms experienced by the
patient have existed for many years, end have progressed gradually

Cancer on digital examimation, 18 generally of smaller ewre, one
or two pomnts, hard as wood and a mass with indistinet outline are
recogrused the mass 18 only shghtly movable The median farrow
has disappesred Bladder symptoms have rapidly progressed.
Chevassu’s mgn of thickness 1s noted, a grest distance between
a sound m the urethra and a finger n the rectum Hwmorrhage
from the urethra 18 common the patient 1s generally too young
or too old for an ordmary adenoms. Consequently, bewsre of
prostates 1 patients forty five to fifty or twenty four to twenty five
years of age, who have suffered from, for a little tume only, urnary

toms
sym(glrv;m.w prostatitis shows itself as a diffuse, hard mass, & little
hhe cancer but more regular and eircumscnbed, and less hord and
lorger Often, the median groove 1s still recognisable. If we be
m doubt, we perform hypogastric cystotomy If 16 be a cancer, 16
will continue to grow 1f, on the contrary, 1t be & chrome prostaht;]!r
1t will get less, and the adenomstous nodules, which have been the
ongin of the per prostatitis can be removed secondanly But in
this case there should not be too long a delay between the hypo;
gastrie cystotomy and the removal of the adenoma, the lime 0
scparation between the adenoms and the inflammatory tissuo 13,
moreover the more difficult to find the older the lesion by degrees:
as the inflammation ceases the pen adenomatous tissue becomes
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orgamsed, and the line of separation 1s then difficult to discover
If the finger cannot completely enucleato 1t, the complete operation
should be postponed for eight days, when the per: adenomatous
cedema will have produced & new lme of separation, and enucleation
will be able to be made

Is only a vesical calculus present, or 1s 1t combined with an
adenoma ? Often the surgeon takes a sumple vesical calculus for
an hypertrophy of the prostate Calculus produces icnesmus and
signs of congestion of the bladder, cystoscopy settles the question.

When the diagnosis 1s made, 1f 1t be a caleulus, perform htho-
tnty, if a removable circumscribed cancer, perform extra-capsular
prostatectomy by the perineal or by the endo-vesical route If
the cancer be noperable, use curetherapy by plunging eight or
ten needles of radium emanation, first by the hypogastric route
then by the perneal, after a perineotomy  If 1t be an ordinary
adenoma, suprapubio or perineal prostatectomy, or dmlling should
be performed. If endoscopy show sumple trabeculation—* tabetic ”—
think of a nervous lesion, and examne the eyes, the ocular and
patellar reflexes, perform lumbar puncture, and make a Wassermann’s
test. If there be a prostatic obstacle, digital examination 1s negative
the prostate seems normal, the urethroscope shows a rounded
prominence 1n the middle of the gland i front of the nech of the
bladder We conmder this case the best one for drilling the lesion
18 not sufficiently large for a prostatectomy, and yet the obstacle
preventing the patient from urinating must be made to disappear

Indications for Driling the Prostate —This method consists n
not only removing the adenoma but destroying mn the tumour
the part which forms an obstacle to the flow of the urne Luys
operates without any anmsthesia, and by the natural route, with
the urethroscope He combines galvano-csutensation with electro-
coagulation on the average once a week. Five or six applications
suffice, generally the patient need not go to & hospital. This
operation destroys the obstacle and allows the patient to nmnate
without leaving any resmdusal urine 1n the bladder It 1s indicated
n cases of small adenomata with prostatic prolongation, mn cases
of small hypertrophies end 1n debilitated subjects 1n whom pros
tatectomy appears too dangerons If afterwards the improvement
1n micturition be not mantamned if anew, some months or years
later, the subject suffer from dysuna 1t 15 easy to perform dnlling

agew, mnce the operation 1s not pamful, nor does 1t require the
patient to go into hospital.



110 PRACTICAL SURGERY ILLUSTRATED

If the operation be hmited by strict indications, 1t can be of great
use but 15 not the treatment of choice

Indications for Prostatectomy —There are some prostates on
which operation should be performed, others on which operation
12 not permissible, and others on which an itervention may be
undertaken

I Cases in which one of the followmg symptoms exist require
operation

Chrome retention requiring frequent or regular cathetensation,
calculus, cystitis incontinence, hematuria, dysuria, 1 & word, all
those 1n which true nrinary symptoms exist.

IT Operation should not be performed in cases which will not
benefit from 1t, 1t may be because the condition 1s too serious, or
the patients are at the same time too old and suffering from mild
or recent symptoms of prostatic disease, or because the operation
will not improve them phy=cally, operation should not be under
tahen on a dyspneeic patient, or one with dilated heart, or mth
cedema of the legs. Operation should not be performed on an
octogenaman presenting the first symptoms of prostatic disease,
age 18 certamnly not a contra indication we have operated upon
octogenarians with constant success

The class of 1noperable cases, which formerly amounted to 50 per
cent , 18 now reduced to the emallest proportions. Above all, 1t
13 reduced since we perform, 1 doubtful cases, the operation 1n
two stages, with an mterval of a hygienic mode of hving of dieting
and of massage between the two operations, and since we employ
sometimes the perneal route

Amongst the patients from whom the surgeon cannot remove
the prostate because of their debility, there are some where drilhng
18 Justifiable.

IO The class of patients on whom operation can be performed
varies with the experience and temperament of the surgeon, some
operate only on those we class as patients, on whom operation must
be performed— ¢, as a result of serious symptoms and complica
tions, others, more fond of surgical mtervention operate on patrents
who consult them for the shghtest symptom, corresponding to the
characteristics of an adenoma  Radical indication 18 alwnys justt-
finble 1n their eyes becamse the adenoma 18 capable of productng
progressive symptoms, because early operatron 1s mild, and gives
the patient the 1mmediate benefit of normal mictunition, because
early operation protects the kudney prolongs notably phy sical and
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social Iife, and, lastly, because 1t prevents all rnsh of the forma-
tion of cancer

Indications of Suprapubie Prostatectomy in Two Stages —Since
1906 we have often had recourse to this operation We operated
formerly 1n two stages, once 1n ten, then ten in ten, and then four
1 ten cases At the first stage, the surgeon performed cystotomy,
then at the second, prostatectomy, three weehs, two months, or
six months later  We avail ourselves of the prehmunary cyst-
ostomy to submit the patient to detoxicating treatment dunng
the mterval

This operation in two stages 13 applicable to the following cases

(a) PATIEXTS WITH DISTENDED BLADDER, AND WITH RESIDUAL
UrNE, 1n whom the bladder ascends to the umbilicus, and those
with polyunas, with incontinence who have never been subjected
to cathetensation These last have wide ureters and infection 1n
them tahes on a serous aspect after the first catheterisation.

By degrees the bladder can be made dry, by repeated catheten-
sation  But 1t 18 often mmpler to perform hypogastric cystotomy
at once, which 1mn the hands of the msjority of surgeons 15 less
serious and more easy

(b) In InrECTED CaSESs —Directly a patient has unnary symp
toms, we at once perform cystostomy to dimimsh the chances of
wfection A patient, on whom prostatectomy has been performed
Tuns the risk of beng infected (a) by the empty and raw prostatic
cavity, (b) by the cavity of Retmus. By operating m two stages,
the chances of ifection are doubled.

(¢) Trose wrtH INSUFFICIENT KIDNEYS —Dramage of the
kuduey and of the bladder by vesmcal cystotomy improves the
renal functions dumng this time the patient 18 submitted to a
vegetarian diet and alkaline treatment, the amount of urea 1n the
blood 13 lowered

Formerly, before operating we only considered the impression
formed from the patient’s appearance. When we saw a thin men,
with good powers of resistance, evacuating 1,500 to 2,000 grammes
a day of darh-coloured urmme, we operated without hesitation.
We must allow 1n these cases, the result was good Now the
patient’s appearance still plays a very iumportant part and each
time this impression 18 bad we operate 1n two stages

The principal methods of exammng the kudneys are  Ambard s
constant of which F ILegyeu has shown the mmportance and
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the patient, by an infarct, or by genersl anmsthesma, we think the
deaths after prostatectomy are due to infection, intoxication from
renal nsufficiency, or to general anmsthesa

Intoxication 18 avoided by not employmg general anwmsthess
(we always use partial anmsthesia), and by previous detoxication
of the patient Infection 18 avoided by a good technique and by
the use of antiseptics.

The majonty of “prostates” are men with lowered vitalty,
and poisoned, they must be handled with care

Pre-Operative Detoxicating Treatment

Numbers of patients with enlarged prostates have badly acting
hearts and ladneys, therr blood 18 charged with toxnes and with
urea, the arterial pressure mnoreased, the arteries hard and tortuous,
they suffer sometimes from dyspneea on exertion from cedema of
the ankles, from glycosuria, herma, and from eczema, etc. Subjects
with enlarged prostates are latent patients who ought to be prepared
with great care. It 18 the detoxicataing treatment that often makes
them operuble It should be imposed before operation i one
stage or in the interval between the two stages of the operation
1 two stages It conssts m

(a) Drinking bettoeen Meals, especially on waking, according as
the ladneys and the arterial tension allow of 1t Vittel water, Evian
water, decoctions of couch grass, or of dned fruts, prunes, figs,
grapes, apples etc , natural or artificial alkalme water, or graps-juice.

(b) A Fruut Cure—After the purgative cure of Guelpa, advise
the patient a diot of fruts of which the duration vanes with s
resistance and his fatness, eight or fifteen days or three weeks, the
exclusve use of frmits (oranges, grapes pears, bananas, opples,
etc ) can be tolerated

(0) The Use of Cereals, rice, potatoes, green vegetables without
salt can be allowed

(@) Restriction or Prohibation of Albuminoids, meat, fish, eggs,
or nulk which give rise to azotemia

(¢) General Massage —Independently of a fruit and vegetaman
diet recommend gencral massage to expedito metabolism, end the
elimimnation of toxmnes, massage should be carmed out for an hour,
or an hour and e half every doy

(/) Respiratory Gymnastics —To prevent pulmonary congestion,
1nstruct the patient to breathe deeply by the nose before the opera
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tion If this advice be given for the first time after the operation,
the patient does not know what 18 expected of him, and has not
the courage to carry 1t out. If, on the contrary, for four or five
days before the operation, he be taught to breathe deeply and often
by the nose he 1s accustomed to the gymnastics and instinctively
carnes 1t out duning convalescence. This respiratory gymnastics
oxygenates the blood, excites the tonus, facilitates the ehmnation of
the waste matters, and decreases the chances of pulmonary and
arculatory complications The nse of Pescher’s spiroscope 18 of
great service

Immediate Complications of Suprapubic Prostateclomy (R de
Butler £ Ormond) —SEcoNDARY HEMORRHAGE.—These heemorrhages
can occur at three times

(@) When the drams are withdrawn They are, however, quite
rare, f withdrawn on the fourth day, 1t is necessary then to tampon
a

(b) Towards the twelfth day they are qmte rare, they can occur
when 1njections are made through the pents, mince we employed
Manon’s tube we have not seen them.

(¢) From the fifth to the mxth day, they can be due to remans
of the adenoma adherent to the capsule being left behind, after the
second stage for adenoma complicated with per: prostatiis The
patient must be anmsthetised, and the adenomatous remamns re-
moved, 1t 18 very easy, owing to the cedemsa around the adenoma,
followmg the last operation. Directly the foreign body 18 removed,
the heemorrhage ceases

Locar 8uppuraTiovs —These are neghgible and very in
frequent, they consist m & slight redness of the skin (shght Iym-
phangitis) more serious 18 pericystitis (hiccough, fever meteorism,
dry tongue oligura suppuration n the cavity of Retzius) Pen-
vesical pelvic cystitis 18 due to bad technique, 1n that the operator
has separated the bladder too much with the finger a large quantity
of pus then flows from the suprapubic wound, & dramage tube must

be placed n front of the bladder Irmgate by Carrel s method
Inject stock vaccime under the skin

Bap Workme oF THE FxeD-mn CATHETER —AIl the urme
passes by the suprapubic wound m spite of the catheter What
18 to be done 7 Remove the catheter, 1t 18 of no use, 1if 1t be well
i the bladder probably 1t depends upon the mabihity of the bladder
to contract, try a Lebreton s catheter, or leave the catheter fixed
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1n the urethra, then mtroduce by the suprapubie wound an expand
ing catheter, not by 1ts end, but by 1ts expanded extrermty, so that
the Iatter mahes a kind of funnel which collects the urme, m the
meanwhile, cicatrisation results and the urethral catheter acts.

SurrapUBIC F1sTULE —If the suprapubio fistula exist beyond
a month, 1t must be closed. Excise the superficial wound and the
aicatricial tissue of the abdomunal wall, expose the bladder, suture
the bladder and the abdominal wall separately Now we systematy
cally close the suprapubic wound from the thirteenth to the fifteenth
day, 1f the urme be clear, if 1t be muddy, and 1f the operation be
porformed m two stages, excise the tract from the sk and the
bladder, and do not suture

Fever —1 Temperature 18 slightly raised (38°), there 1s no
cause for anxiety

2 The shght fever may last for some days, there need ba no
anxiety, if the general state be good, without any digestive symp-
toms, 1t 15 generally due to the drainage and disappears when 1t 18
removed

3 Permstent fever with bad general state use Carrel’s method
of irngation

4 The fever may depend on another complhcation, and be due
to the lungs

Urzars —It 13 often characterised by Mhiccough after the
operation, put the patient entirely on water chloroform 1s especially
the cause of 1t 1t 1s rare with local anmsthesia  Institute Guelpa’s
cure no chlorides and frmt

Praresrs —There are several varieties

(a) Grave form, the patient appears to have entered into con
valescence when suddenly the temperature rises to 87 8° or 38°,
the patient feels pamns in the legs (nothing on observation) then
suddenly he becomes dyspneeic and dies there 15 a phlebitis of
the per prostatic plexus, generally unrecogmsed at the beginning
because there 13 nothing to be seen m the legs beware also of tem
peraturea which occur towards the tenth or the eleventh day, do
not let the patient move as a precaution Irngate continuously,
avord wounding the cavity with the catheters

(b) Generally the phlebitis 18 the o m form—pams m
one leg temperature, et~ leg swell, phlebitis 15 less
dangerous, for 1t 18 percy e patient ! opt absolutely
\qmet and usually recove f {‘ '
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PyELO-NEPHRITIS —The temperature mses, the patient feels
pamns 1n one kidney, feed lum on water, grape-juice, fruit and
antiseptics  He will have cloudy urine ail hus hife

INFECTION OF THE BLADDER AXD OF THE PRoSTATIC CAVITY —
The patient complamns of shivering, with fever, no pams in the
kadneys, digestive symptoms are marhed Ulcersted fragments
pass 1n the unne, irngate continuously by the drain n the bladder,
if the cavity dramn badly only by the vesical tube, drain by two
catheters, & bladder and & urethral

Orcarmis —This complication can supervene from the first to
the third week, 1t 18 ushered m by fever and pamns Should the
fixed 1n catheter be removed from a patient suffering from orchitis
No, on the contrary, in these patients the prostatic cavity 1s infected
and requires better dramnage than the others

Orchitis does not occur if the vasa deferentin be divided, do
this every time the urine 1s cloudy or the prostatic cavity has to be
plugged The hgature 13 unnecessary in perineal prostatectomy

Late Complications of Suprapubic Prostatectomy (R de Butler
d'Ormond) —They are rare and transitory

Nine times out of ten the patient, after prostatectomy, obtans
a complete and immediate functional result, from the tame the
suprapubic wound 18 closed, he urmates completely and spon
taneously, and can return to his work  But the surgeon may notice
for some weehs or months some transitory symptoms which require
treating and of which 1t 18 necessary to warn the patient in order to
give hum no enxety These are pollalauna cloudy unme, pam
on micturition, shght residue m the bladder, and partial mcon-
tinence.

These are due either to the operator having left a flap of mucosa
which forms a valve above the cicatrised prostatic wound or to
incomplete cicatrisation of the prostatic cavity, whilst the bladder
18 completely closed They also occur when the bladder 1s closed
spontaneously, as when this has been done surgically washing out
by mitrate of silver and daily emptying the bladder, remove them

In some old cases of distension, the atomic bladder slowly recovers
its contractility and 1s emptied at first incompletely but at the

end of some weehs or months, 1t regains 1ts normal tonus

(a) Pollakiuria, which existed before the operation, may persist
Before the operation 1t was due, either to protrusion of the adenoma
at the neck of the bladder to a posterior urethntis, to a spermato-
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i the urethra, then introduce by the suprapubic wound an expand
mg catheter, not by 1ts end, but by 1ts expanded extremity, so that
the latter makes & kind of funnel which collects the urne, 1n the
meanwhile, cicatrisation results and the urethral catheter acta.

Suprarusio FisTuL& —If the suprapubio fistula exist beyond
& month, 1t must be closed Excise the superficial wound and the
cicatrical tgsue of the abdominal wall, expose the bladder, suture
the bladder and the abdomunal wall separately Now we systamatt
cally close the suprapubio wound from the thirteenth to the fifteenth
day, if the urme be clear, 1if 1t be muddy, and 1f the operation be
performed 1 two stages excise the tract from the skan and the
bladder, and do not suture

Fever —1 Temperature 1s shightly raised (38°), there 18 no
cause for anxety

2 The shght fever may last for some days, there need be no
anxiety, if the general state be good, without any digestive symp-
toms, 1t 18 generally due to the dramnage and dieappears when 1t 18
removed

8 Persistent fever, with bad general state, use Carrel’s methed
of rngation.

4 The fever may depend on another complieation, end be due
to the lungs

Unaia —It 18 often characterised by hiccough after the
operation put the patient entirely on water, chloroform 1s especially
the cause of 1t 1t 15 rare with Jocal anmsthesia  Institute Guelpa’s
cure, no chlonides and frmt.

PrLEBITIS —There are several varieties

(6) Grave form, the patient appears to have entered 1nto con
valescence when suddenly the temperature rises to 37 8° or 88°
the patient feels pamns n the legs (nothing on observation), then
suddenly he becomes dyspnouc and dies there 15 & phlebrtis of
the pen prostatic plexus generally unrecogmsed at the beginning,
because there 18 nothing to be seen 1n the legs beware also of tem
peratures which occur towards the tenth or the eleventh dsy, do
not let the patient move, as a precaution. Irmigate continuously,
avold wounding the cavity with the catheters

(b) Generally the phlebitis 1s the ordinary form—pains 10
one leg temperature etc The leg swells. The phlebitis 18 less
dangerous for 1t 15 perceptible, the patient 18 to be kept absolutely
\qmet and usuallv recovers.
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PyeLo-NEPERITIS —The temperature rises, the patient feels
pems 1in one kidney, feed him on water, grape-juice, frmt and
antiseptics  He will have cloudy urme all his life

INFECTION OF THE BLADDER AND OF THE PROSTATIO CAVITY —
The patient complamns of shivering, with fever, no pamns in the
kadneys, digestive symptoms are marhed Ulcerated fragments
pass in the urine, irngate continuously by the drain 1n the bladder,
if the cavity dramn badly only by the vesical tube, dram by two
catheters, a bladder and a urethral.

OrcEITIs —This complication can supervene from the first to
the third weel, 1t 18 ushered m by fever and pamns Should the
fixed in catheter be removed from a patient suffering from orchtis §
No, on the contrary, 1n thess patients the prostatic cavity 18 infected
and requres better drawmage than the others.

Orchitis does not occur if the vasa deferentia be divided, do
this every time the urine 1s cloudy or the prostatic cavity has to be
plugged The ligature 1s unnecessary 1n perinesl prostatectomy

Late Complications of Suprapubic Prostatectomy (R de Butler
d Ormond) —They are rare and transitory

Nine times out of ten the patient, after prostatectomy obtains
a complete and tmmediate functional result, from the time the
suprapubic wound 18 closed, he urnates completely and spon-
taneously, and can return to his work. But the surgeon mey notice
for some weeks or months some transitory symptoms which require
treating and of which 1t 18 necessary to warn the patient in order to
gwve him no anxiety These are pollakwria, clondy urmne pam
on micturition shght residue i the bladder and partial incon
tinence

These are due erther to the operator having left a flap of mucosa
which forms a valve above the cicatrised prostatic wound, or to
meomplete cicatmsation of the prostatic cavity whlst the bladder
18 completely closed They also ocour when the bladder 1s closed
spontaneously as when this has been done surgically, washing out
by mtrate of mlver, and daily emptying the bladder, remove tham.

In some old cases of distension, the atonic bladder slowly recovers
1ts contractiity and 1s emptied at first incompletely but at the
end of some weehs or months 1t regeins1ts normal tonus.

(a) Pollakiuris which existed before the operation, may persist.
Before the operation it was due etther to protrusion of the adenoma
at the neck of the bladder to a postertor urethntis, to a spermato-
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cystitis (Luys), or to a conconutant oystitis It ceases generally
directly the prostate 18 removed, but 1t may persist as long as the
cavity, left after enucleation, 18 still covered by embryome tissue,
and so long as the urethral and vesical mucosa sre not yet re-umted,
m this case catheterisation 1s necessary after micturition, 1f the
urine be thick, and there be some remdue, 1t 15 a good thing to
ungate every day with protargol, by degrees, the remdue dissppoears
and the urine becomes clear

(b) Pasn on Micturttion —This 18 rare, when 1t exists, 1t 18 due
either to a slight oystitis, or to the operation having been mcorrectly
or mcompletely performed Remams of the mucosa or a fragment
of an adenoma are left behind

Removal of an adenoma 18 generally easy, but certamn conditions
may complicate 1t, we have mentioned above, under the influence
of mflammatory exacerbations, or as the result of concomtant peri
Pprostatitis, there are some casss where the operator has difficulty
m finding the line of separation, the enucleating index finger
misleads him, the operation 18 laborious, leaving after 1t an irregular
cavity with some fragments of prostatic cells, some nooks and
corners due to false digital passages The patient then becomes
febrile, with secondary hsmorrhages, cloudy urme snd pamful
micturition, he recovers slowly, and 1s mot completely satisfied
with the operation Without hesitation the patient should be
operated upon eight to fifteen days after the incomplete adenomeo-
tomy, complete enucleation 1s then easy, because & new lne of
seotion has been made

() Incontimence of Urwne —Patients who have suffered for some
time from & distended bladder and on whom prostatectomy has been
performed, may for some woeks have shight atony of the bladder,
with & small residue of urne  Control over the bladder 18 normal
1 nearly all the cases operated upon by the suprapubic method

We have seen cases of cancer of the prostate requnng removal
of the whole cavity and even a part of the urethral sphincter, and
yet control over the urne has been perfeot. But we have obaerved,
even with Freyer's operation, three cases of partial mcontinence,
the patients passing a few drops of urmne lying down or standing
up, one of thess patients 1s a doctor who still pusses some drops of
urme during the mght, although he was operated upon ten years
smee. In mmunr cases 1t 18 necessary to re-educate the permneal
muscles 1nject 1nto the bladder 200 grammes of borio acid 1n watet
and te\l( the patient to mucturate when 200 grammes have been
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passed he suddenly stops urmating, then begins agam, until the
bladdor 18 completely cmptied He thus trams hunself to micturate
and stop the flow at will. He employs this exercise morning and
evening
We have never noted nbsolute incontinence of urine—t e, com-
plete loss of urne without consciousness of micturition Such =
condition would be worse than dependence on regular catheterisa
tion, to which the patient with an enlarged prostate was formerly
subject.
This incontinence 1s more frequent after permeal prostatectomy
1f the urethral sphincter be wounded
(d) Vescal Restdue —Some patients suffer from pollakiura or
thick urine, 1if a catheter be passed, after micturition 30 to 60
grammes are found remammng Generally, this retention depends
on the fact that the prostatic cavity 1s not yet cicatnsed, or atony
of the bladder has not yet disappeared The patient should pass
a catheter regularly once a day, and wash out with protargol, and
after some weeks or months, the normal tomeity returns But the
residue may persist m patients with nervous disease there are,
moreover some false *‘ prostates ” because of early ataxia, and there
are also some patients who are both tabetic and prostatic, and ths
18 one of the points to find out 1n the indications for prostatectomy
Allowmng for the extreme frequency of tabes fruste, and also
for the great nuraber of prostatic adenomata, the surgeon may ash
himself if the symptoms be due to the one or the other He
must examine the nervous system carefully 1f he find premomitory
ocular symptoms 1f Wassermann and lumbar puncture be positive,
he ought not yet to be sure the medullary leson 18 responsible for
the unnary symptoms The patient may be suffering from a mmld
form of tabes with & very good bladder behmd a prostatic adenoma
But every time the prostate 1s small on examination the question
should be asked 1f the bladder symptoms come from the spinal
cord, but a prostate small to the finger does not mean there 18 no
adenoma  The retention may be due to protrusion of the middle
prostatic lobe, which 18 not perceptible by the rectum, recourse
must be made to the urethroscope or to the cystoscope, and if this
intra vesical prominence be noted, the conclusion ought to be drawn
there 18 & mechanical obstacle and operation should be performed
We operated ten years since on a Bramlian with marked spinal
symptoms, and suffering from retention Digital exammation
brought to hight & volummons prostatic adenoms, cathetersation
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was difficult. Wae operated and told the patient * Perhaps you will
have no other result except that catheterisation will be easy,” for
this patient for one year had 100 to 150 grammes of urine remaining
mn the bladder, but by degrees the bladder recovered 1ts tone, and
he unnates to-day normally, 1t would have been regrettable if we
had not operated

Some surgeons have proposed to study first the contractiity
of the bladder with an apparatus, we have not tried 1t. As s
result of numerous injections into the prostatic cavity, secondary
strictures come from the formation of & ** sub-vemecal recess ” at the
expense of the cavity left after enucleation, covered by a diaphragm
of the mucosa Thus complication, of anatomical causation, doesnot
occur, if the index finger attack the mucosa far behind the prominence
m the bladder

After-Care of Cases of Suprapubic Prostatectomy — The after
care of the patient plays a very umportant part, 1t 13 difficult ~ The
surgeon who possesses a good male or female nurse, well tramed and
siafled 1n attending to these patients, ought to employ hun systemah
cally 1n all cases of prostatectomv and Leep him for these patients

Keep the patient under constant watch for forty-eight hours,
keep an eye on the quantity of the hmmorrhagio comng, take the
artenal tenson, place the patient first on one mde and then on
the other, at him up at the end of forty-eight hours, constantly
cheer him up, make him breathe by the nose. Rub the skin of the
whole body twice dailly See that the buttochs do not ulcerate,
and that thrush does not form in the throat

Dressing —This should be of cellulin which 15 more absorbent
than hydrophile cotton wool, collargol emtment on the wound, the
dressing should remsin for four days, without being touched

Convalescence of Suprapubic Prostatectomy (R de Bufler
@Ormond) —The patient, on leaving the operation theatre, has
druns and a tube, what 1a requred ?

Convalescence conasts of two periods

First Period (Hazmostasis) —Three to four days, both the
tube and drams remam m place, some straning and tenesmus are
felt, belladonna supposttories allay them, the urine remeins red,
but soon becomes brown 1n colour, and then clearer certain patients,
however, pass red urine for more than twenty four or forty-eight
hours, this indicates a tendency to hemorrhage imject ergotin into
the muscles try continuous warm urigation with a solution of
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antipyTin (4 per cent ), remove the elots Do not touch the dressing
before the third or fourth day, except, however, 1f the urine pass
between the drain and the wound, mn this case renew the absorbent
dressing as 18 necessary, on the fourth day—ie, after three full
deys—hmmostasis can be considered as completed, withdraw the
drains, do not be tempted to remove them earlier, a hemorrhage
may be produced 1f they be taken out on the first or second day,
when there are many drains they should be withdrawn 1n the order
they have been mnserted, to marh them out, attach a thread to
each drain, and mahe on each thread one or more knots according
to the order of their introduction, the knotted threads should hang
outsde, the thread of the first dram should have one knot, the
second two, the third three, and so on (Marion)

Second Perod (Restoration and Closure of the Wound) —Con-
traction of the wound As soon as the dramns are removed and the
tube withdrawn, the suprapubic wound begins to cicatnise, Marnon’s
large tube 18 replaced by a Pezzer’s tube, which should pass well into
the bladder, make sure of this by means of an mjection through
the small collateral tube Pezzer's tube should be changed about
every three days, depending on the appearance and vitality of the
tissues. The superficial dressing shounld be changed as often as the
patient becomes wet The skin ought to remam always dry and
clean, rubbing with alcohol generally ensures this, towards the
twelfth day, generally, granulations form and the tube can be
removed

Closure of the Suprapubic Fistula —A catheter 1s fixed 1n on
the tenth day, 1t 18 sometimes difficult to pass the catheter into
the bladder and this depends upon the fact that between the
posterior cavity which 1s cicatrising and the bladder cavity a kand
of spur 13 formed by the mucosa which lines the protrudmg lobe,
1t 18 sufficient to use a mandrin to direct the beak of the catheter
well forvard When dressing, take care the superficial wound does
not close too early above all, 1t ought not to close before the bladder
otherwise there will remain between the cavity of the bladder end
the cutaneous wound & smell cavity, which will become filled with
urme and retard still more closure of the bladder, the fixed mn
catheter ought to remein for three days after the suprapubic
wound has healed, 1t 18 known to be closed when on mjecting fimd
mnto the bladder, nothing discharges from the abdommal wound,

generally 1t 18 necessary for the catheter to remam in position for
from eight to ten days.
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At the end of thres weehs, the patient muicturates perfectly, but
the bladder must be looked after, the urme may still be cloudy,
because the bladder has not yet cicatrised, the internal Javer not
having yet completely healed At about the end of & month, the
urine becomes to get clearer, 1t 13 a good thing, 1n the interval, still
to wash out the bladder ~Lastly, the patient may complain of pain
at the end of mioturition, and 1t 18 Wise to 1nject mitrate of silver,
which cleans the bladder and promotes cicatrisation

If the suprapubic wound do not close rapidly, 1t 18 advantageous
to refresh (local anmsthesia) 1ts edges and to close 1t A catheter
should be fixed in  Closure takes place 1n eight days

Some Advantages of Perineal Prostatsctomy —It can be carried
out mn one stage, the operation field being much more circumscribed,
1t 18 milder and 18 apphicable to patients sightly infected, or suffering
from rensl insufficiency

Disadvantiages of Permneal Prostatectomy —They are the fol
lowing

The operation 18 more dufficult, and there 15 a chance of mnjunng
the rectum, of forgetting a calculus of stricture or of permanent
fistula, there 18 a danger of wmjuring the vasa deferentia, with re-
sultant impotence, and of incontmence, 1f the urethral sphincter
be torn

Reotal fistula, 18 avoided when one gets accustomed to the
operation.

There 18 no difficulty for a skilled operator

Calculus 18 not forgotten, if the diagnosis be made by the cysto-
8Co

I;Tehe ejeculatory ducts can be avorded, 1f perneal enucleation
be made like suprapubic enucleation—se heepmng belund the
verumontanum whilst attacking the prostate postenorly, and
removing 1t en bloe, as by the suprapubic method

The nrinary fistula, when 1t exists 18 cured secondanly

Closure of the Perineal Wound —The operator leaves m the
bladder by the perineal wound a Pezser s tube, No 24, and fixes 1t
on o tampon This tampon 18 made of gauze or rubber stops the
bleeding ang acts as a dran  The nurse injects borie acid water
morning and evemng by the tube the expanded extremuty of which
1s afterwards placed 1 & unnal At the end of eight days, replace
or remove the tampon which ought not to remain Jonger than the
ninth day
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On the ninth day, the perineal tube 1s replaced by o urethro
vesical catheter  Cicatrsation requires fifteen to twenty deys

General Treatment Common to all Prostatectomies —Durng the
first days, the general health should be supported by camphorated
oll, spartene, and by serum If the patient cannot sleep, 1t 18 a
good thing to gve opium, the day after the operation he should
take some grape-juice, oranges, syrup of fruits, or milk mixed with
Vichy water, at the end of forty-eight hours, a purgative 1s necessary,
then a shght amount of food mulh, soup, etc  Avoid constipation.

When can the patient get up ¥ Leave him 1n bed until there 15
complete cicatrisation of the wound— e, say three weeks
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20 38 t0 make the ano-bulbar raphé more
prominent.

fo\
Y
ih

Fio ™7 —Praivrar PROSTATECTOMT Fio 78 —Pxrixrar ProsTiTrcronT

Carved sclesors scrape the bottom of the Scimsors cut the ano-bulla imm,
mon each A'il: of th':ulr%iddla lhl‘:i. Atel{;):nhlnd the fnmrt:-:lﬁ?ndc ::ld
v bare ano-| T I8 in t of
Mretched by the tumue forceps. P the sphincter



Fhe forceps <242 ores
soas ot to feaT the Fectom

wheh the readet £7 bie
ke 1t

o1 the nreth®
aced In the X083 0

e detached spact hl.whn Tihe
mem\:ﬂuﬂ‘“‘ e -
Padendal srter bas bee?
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Fro 83.—PERISEAL PROSTATECTOMY Fro 88.—PrerxriL PROSTATECTOMY
The prostate expoeed, the finger begins to  The finger separates one lobe of the prostate
oql;u-te the te from the rectum surrounded by its sheath.

first in the o line.

Fio 87 —Prersrar PROSTATEOTONT Fio 88.—Prraxrin Prostirxcrony
Sepantion of the prostate from the rectum The index finger of the operstor separates
continues. the other prostatic lobe

Fic 30 —Preorear PROSTATECTOMY Fio 80 —Prarsear ProsTaTECTONT
‘The er dmscovers the extent of the The erior eurface of the prostate being

lep;ll:fusn of the E:-ute from the m index

rectum  to make

visible & retractor is placed on the rectum the patient to liberate it better

and the posterior surface of the prostate

isrendered visible

exposed,
te quite works deep down and at the rnght xide of

I 9
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Fio 07 —Prameeir PROSTATEOTOMY Fio 93 —PIRIXEAL PBOSTATECTONY
mmhmmmiumdpn The left hand fixes the prostatio mase with

rest on the intra vesical partion of the the retractor

bladder

Fio 909.—Preorrar, ProsTirrorony F1a. 100 —PrErIxEAL PROSTATECTOMY
The index finger of the right hand is intro- Enucles of
b it ucleation of the right lobe continoes.

the
tho ca Enudeation begins at
mi.ght side of the operatar

Fro 101 —Pranvear ProstarroToMr Fio 102.—Prarxear ProsTirecraxt
Enucleation of the left part of the prostate The}dtlobauftbond.momabeg{mtobc
emucleated.
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Fio 103 —PEmiwriL ProsTATEOTOMY F1o 104.—Prrmorril PROSTATICTOMY
Result of the enncleation. The whole left  The operator returns to the right lobe.
portion of the adenoma s now free.

Fio 105.—Pramcess ProsTATECTONT Fic 106 —Prarxpsr ProsTaTECTONY

The enucleation continues on the oppoite The ennaleating finger works deeply
side  Note the different positions of the
hand.

10 —Prarsral PposTaTECTONY F16 108 —Pramxxat. PROSTATECTOXY
denomatons mass held by the te- The cuueleation of the adenomatons mas
stor 13 separated more and more from continues

periadenomatons capaule
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Fio 108 —PrRIYEsL PROSTATEICTOMNY Fig. 110 —Praovesr, PROSTATEOTOMY
he left lobe still held by Its vesioal surface a stroke The last stroke of the finger to mobilise the
of the fincer on this side suooeeds in freeing it. adenoms.

Fio. 111 —PramraiL PROSTATECTOMT F1a. 112 —Prrisrar, ProsTATECTOMY

Enualeation is finished. The adenoms is held only The urethral cathster shows the direction of

by the tlo urethra, which is divided by one  uretlra and of the prostatis on whi

out of the scumors.  Note the of the adenoms wanting The tor introduces a Pea

behind the point by which retractor peno- tube into the hls The urethral cathetes

trates into the urethrs. The reader will be removed.

remember that the of the canal was mads,

not on the antenar extremity of the prostatio

urethra, but at the of anterdor two

thirds ltlpovtajm-(

Fra 113 —Prarseil PRoOSTATECTONY Fro. 114—Prrrxrar, ProsriTECTO
Introduction of Pexzer’s tube into the bladder Wuh‘l:g ont the bladder- water pasees by t:o'nr

e;ec(:d..upu by Pexxer’s tube. Some clot
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F1p, 115.~PERIxxiL PROSTATEOTONY
Tampon of ganze or a layer of rubber to make hemostasts. A drain each sido
of the tube

F1¢ 116.—PraoresL PROSTATIOTONT
The commissures of the cutantous wound are closed by sk worm gut

¥

2 pret
F1o 117 —Prarvrir PROSTATEOTDMY

A third eilk worm gut sture fixes the tube into the perineum; the two drains are
enclosed to lmglulnimhm from the wound. They should be changed st the end
of two or three davs



VI
CANCER OF THE STOMACH

Operative Indications, Care of the Patient Before and After
Operation

Cancer of the stomach represents half the cancers of the digestive
tract, and & third of cancers generally

Three-quarters of cancers of the stomach arise from old ulcers

The existence of the majonty of gastrc ulcers 18 unknown
The examination most often amounts to asking questions and
physical exploration. Frequently there 18 no vomiting or hemor-
rhage, physical exammation (palpation and percussion) reveals
neither swelling pamn nor muscular tenston. The chmcian does
not venture, on so few facts to make a diagnosis of gastric ulcer,
and pronounces the words “ hyperaaid dyspepsia.”

The doctor ought to kmow that

1 Ulcer should be suspeoted 1f dyspepsia exist for a long time
and 18 obstmate, or if 1t be accompanied by pams showing a certan
firity m time and localisation above all if 1t be separated by
periods of complete quiescence, which give nse to the false belief
n a cure.

2 A chemicel examination of the gastric juice should be made,
and a radioscopic exammation m every patient suspected of ulcer

3 It 18 nearly mmpossible to distingmish recent ulcer, curable
medically from chrome incurable ulcer

4 Byphihs should be thought of and all examinations connected
with this dragnosis, should be made (Leredde)

Tosumup the classic form with pain vomiting and hemorrhage
18 rarer than the latent form.

Every chrome ulcer requires operation  We will even zay, every
acute ulcer m people forty years of age or more should be 1mme-

diatelv operated upon without losmg time by medical treatment
{Maurnice Delort) *

* Cancer d Estomae, Victor Pauchet and Maunee Delort Presse
November 6 1920 Hbdele
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IxproaTions —The question of intervention n every recognised
or suspected cancer immedintely obtrudes iteelf. It 13 necessary
to know if operation be still possible, and what operation must be
performed—gastrectomy, gastro-enterostomy, or Jejunostomy

Jejunostomies for cancer have given us very short survivals.
Jejunostomy 1s, then, only apphcable, 1f dunng an exploratory
laparotomy, gastro-enterostomy and gastrectomy are 1mpossible.

Gastro-enterostomy 18 only mdicated as s first stage of a gastreo-
tomy for a tight stenosms, still more 1n cases where gastrectomy 1s
1mpossible, owmg to too extensive adhesions or as a result of
generahisation, with the presence of gastric stass. Where there
are no local nsks of stass, and when exploratory laparotomy reveals
signs of generalisation, the abdomen should be closed without doing
anything

Gastrectomy 18 the only curative operation. Its grawmty vanes
with the operators and the patients. If the surgeon operate only
on movable or slightly adherent tumours, he may obtain a statastical
operative mortahity of about 5 per cent If, on the contrary, he
attack cases requring removal of numerous glands, resection of
the pancreas, of the gall bladder and of the colon, the percentage
of deaths reaches 30 to 40 per cent On the other hand, as these
last patients will only hve some months with a mmple gastro-
enterostomy, 1t 18 better to nak the diffionlt and dangerous operation
to give the patgent a longer hife

Chnical Examination —When the diagnoss has been made, and
when 1t 15 a question of operation, what signs ought to determine,
Limt, and direct the operation 1

1 ParraTioN —This may reveal

(6) A tumour whose mze and mobility 1s estimated If 1t be
shghtly mobile, and disappear under the left mbs, this contradicts
even gastro-enterostomy

(5) Extensive or general contraction of the muscles. This should
mahe us suspicions of generalisstion But, a chrome uleer with
extensive perigastritis or threatemng perforation can produce the
same symptom.

(¢} A large and hob-nailed hver which contra indicates ever}
operation

2 LoOK FOR METASTASES —

(@) Look for Tromer's gland (a contra mdication to
operation)
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(6) By vagmnal or rectal exammnation, feel for metastases in
Douglas’ pouch, m the rectum, or in the ovares (contra ndieation)

8 INsUFFLATION OF THE SroMacH (Gaston Lion) allows us to
recogmse the smount of gastro tissue of which the best use can
be made, and of its flexibihty It should be performed methodically,
exposing the whole of the wall n successive stages, the sonorous
area after moderate and after marhed msufflation

Speorar, Exarawatiovs—1 Radioscome Ezamwnation —Deter
mine the stass, the approxmmate imits of the lacuns, the spontaneous
and provoked mobility of the stomach, and the extent of the gastric
tassues the surgeon will have at his disposal

2 Chemical Ezanunation of the Gastrio Jurce.—~Important as this
16 for the diagnosis, 1t gives only little information regarding the
operation  When hypo-aadity 18 shight, and when there exists
free HCI, there 18 hope a large part of the wall 13 still healthy

ExAMINATION OF THE ParmENT's (ENERAL Covprrion —All
the organs ought to be passed under review, particularly the aircu-
latory and nervous systems, the condition of which so greatly
influences the prognosis of the operation  The morale of the patient,
his athletic habits previously, his healthy or unhealthy lfe, his
energy, are to be balanced with the seriousness of the operation

Care before the Operation —1  Ezamine the urine  test for sugar,
albumin, Ambard’s constant, acidosis

2 Ezamne the blood npumber of blood corpuscles, Bordet-
‘Wassermann’s reaction

3 Bee the teeth are clean, get the dentist to remove the tartar,
pamnt the gums with 1oding, mormng and eveming, rinsa out the
mouth with oxygenated water to prevent parotitis (very serious),
thrush nfection of the gastme sutures, and pulmonary complica
tions.

4. Disinfect the nose with antiseptic oil, mormng and evening

6 Teach the patient to breathe deeply by the nose, so he knows
how to do so on the days following the operation, 1n order to aved
passive congestion of the lungs and to Leep hia mouth moist (the
spiroscope of Pescher 13 of great use)

6 Keep the patient m & sitting position and get him accustomed
to 1t.

7 Five days at least before the operation, empty the mntestine
with o Jarge purgative 1f there be no stenosis of the pylorus, other
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Wise, g1ve many purgative enemata of senna, of sulphate of soda,
or of o1l.

8 7Wash out the stomach forty-eight hours before the operation
n order to disinfect 1t, and especially to get the patient accustomed
to lavage in all cases where 1t would be necessary during the days
after the operation,

9 Watch the throat before and after operation to discover the
least traces of thrush, which should be trested by glycerme and
borax.

10 Watch the sacrum and the trochanters to prevent bedsores,
make the patient change his pomtion, rub the skin with alcohol.

11 Powder the gemital and anal regions to prevent cutaneous
wnfection

12 TFeed the patient as long and as much as possible, and see he
takes plenty of hqud, for this purpose, he should take three pints
a day, with the food, or by serum. This latter should contan
chlorides, if the ladneys be healthy, with glucose, or 1s0-hvpertonic.
It mav be given subcutaneously, quite well intravenously (we prefer
1t more often), and satisfactonly by the rectum, by injections drop
by drop To the serum, if desirable, 1 to 4 ¢ cm. of adrenaln solu
tion to the thousand, should be added

AnZSTHESIA —The use of ether runs the msh of causmng pul
monary complications Chloroform dimimshes the resstance of
the subject by 1ts toxic action on the liver, the kidney, and on the
mternal secretory organs

We use one of the two following methods

1 Regional Anmsthesa *—This mncludes ifiltration of the
abdomnal wall or novocene (1 per cent) and infiltration of the
splanchnic nerves by the lumbar region

2 Spwnal Anwsthesss —Use etther the present method—te,
njection of novocame (10 centigrammes) between the 12th D and
the 1st L., or the method of Le FilllAtre—s e 1njection of cacaine
(5 centigrammes) at the lumbo-sacral hollow

These different methods which avoid nercoss are all good and
expose the patient very httle to pulmonary compheations. The
custom of the operator and the indication furmshed by each case
will decide the choice of one or the other

OPERATIVE TECHNIQUE OF PARTIAL GasTrECTOMY —(This will
a rwn Fase III)

PPP(::I' complete gnstrectomy sec the following chapter, p 139
*  \nesthéme Régionale Paunchet Sourdat and Labat (Dom, Pans, 1920)
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AFTER-CARE —If the kidneys be healthy, do not refuse morphia,
if the patients be m pamn  Place the pstient m a half sitting
poartion 1n & quiet room

If the results of the operation be without complications, after
the firat few hours, give sugared water by the mouth and plenty
of serum by one of the methods already mentioned

Feed the patient as scon as posible and 1n succession with milk,
mcreasing the quantity progressively by  pint up to 2 punts, soups,
pap, add frut-jucs, which 18 an agreeable beverage, and whioh 1s
nutrient, especially from the sugar 1t contamns. After the eighth
or mnth day, eggs and meat are permussible 1n small quantrties, the
patient gladly takes them, thinking this increase of food 13 the eign
of complete cure

Cleanse the teeth, disinfect the nose, respiratory exercises as
before the operation.

If thers be complications

(@) Vomiting 1ntolerance of food wash out the stomach with
warm serum, morphine, atropine ice.

(b} Penitoneal reaction (distension, hiccough, intestinal pareais),
1ce to the stomach which ought to be employed on the slightest
suspicion, do not fix m & rectal tube at the most, introduce one
and withdraw 1t 1mmediately to remove the existing flatus

(o) Spasm producing intolerance of food, the gastro-enterostomy
opeming does not functionate and the food and flatus 1s stopped at
some spot atropme 15 mgr, in twenty four hours 1ice to the
abdomen.

OPERATIVE COMPLICATIONS

(6) Hemorrhage —If some hours before intervention the patient
vomit red or digested blood wash out the stomach with warm

ealme water and wart. If the hmmorrhage recur, having washed
the stomach out agaim, but this time with pure water until all the
acid 18 exheusted s quick lavage can be given with a solution of
mitrate of sldver 1 per 4000, which must not be left i the
stomach

(b) Vicious Cirde —The patient vomuts notwithstanding the
lavage the fluid does not passinto the intestine  The vicious cirele
18 due to the fact that the gastro-intestinal anastomosis functionates
badly 1t functionates badly because the loop has been twisted or

badly apphed

(¢) Separation of the Abdominal Wall —It may open spon
taneously eight to fifteen days after the operation To avoid this
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acadent, it 13 a good thing to suture the abdommal aponeurosis mth
four or five strong and abandoned sill. wworm gut stitohes (Walther),
or use bronze wire, which should be left m for at least twelve days

(3) Broncho-Pulmonary Infecttons —They can be due to the
writant action of ether, but more often to mfection from the nose,
from the teeth, from the month, from poor respmation, or to the
diffienlty in expectorating, owing to sbdommnal pam. They are
rare with regional anmsthesa.

(¢) Thrush —Ezgmme the back of the throat every day, if
thrush exist, pant with glycerne and alkalies.

(f) Parotitrs —Thus 15 due to dryneas of the month, to its infec
tion, and to dehydration of the body (Classe) If 1t be bilateral,
1t depresses, infects and intoxicates the patient, and can lead to
death Beware of s mouth without sahva

(9) Acadosss —Sometumes sfter 5 mmple and easy operation,
carried out with ummpeachable techmque, the surgeon 15 sadly
surpnized to lose the case mn two or three days, with the follomng
symptoms oliguria, restlassness, nsomma, mability to pass flatus,
acetonsmmie odour of the breath, rapd pulse, collapse  Bhocl,
perttoneal infection or hesamorrhage, 18 blamed for it, m reslity,
1t 18 due to acidosis, examnation of the blood and of the urme
prove 1t. Exammne, before and after the operation, the urme for
dacetao seid, which gives a port-wine colour with perchlonide of yron
The acidosss 18 the result of denntntion of glandular msufficiency,
of fasting of physicsl and moral suffering, of nsomma, of exhaus-
tion of toxic drugs, and of nutntional disorders produced by affec
tion of the alimentary tract. Give abundant alkalme lqmds by
the mouth, by the rectum, or subcutaneonaly

If 1t must be done quickly, inject mto the veins a pint of serum
of Enriques (glucose 300 per 1000), or alkalme water (bicarbonate
of soda, 30 per 1,000}



TEGHNIQUE OF COMPLETE GASTRECTOMY
(For Ulcer or Cancer)

COMPLETE gastrectomy can be performed deliberately for a very
extensive callous ulcer The operation 18 not to be recommended
for cancer, because if the gastric infiltration be very marked, mfection
at a distance of the glands makes an operation, often serous and
difficult, useless

More often, complete gastrectomy 13 only decided upon in the
course of the operation The operator 1s forced to carry 1t out,
because the lesions are more axtensive than he thought.

We made our first complete gastrectomy in 1899 for cancer
We finished by an end to-end anastomosis of the duodenum with
the cesophagus, there was marhed ptosis of the organs, and & very
long duodenum  The operation was difficult, but twenty yeara ago
we were not 8o skilful as to-day The patient got fatter for mx
months, then pentoneal generalisation took place and she died at
the tenth month. The case was shown by our regretted master
Aimé Gumard, at the Surgical Society of Pans

Since then, we have performed four other complete gastrectomies.
Of these five operations, two of the patients died, and three recovered
The mortahty 18, then, high 40 per cent. e have never per
formed this operation regularly, but always because during the
course of a gastreotomy we, owing to the extent of the lesion, were
compelled to extend the field of operation, and ended by performing
complete resection of the organ  Each time, as a result of radio-
scopic examination or from msufflation, the cancerous stomach
appeared to us to be wfiltrated contracted, without healthy tissues
we declined to operate on the patient, instead of performmg com
plete gastrectomy, which even now appears too serious, and of too
slight a benefit to be recommended ~Otherwise, 1n cases of cancer,
the sertousness and the difficulties of the operation would not make
us hesitate, if with s serious operation, we were certain of & long
period of survival, but nothing 1s less sure, the wnfection from the
new growth 18 60 extensive that removal of the stomach only removes

a part of the infected area.
Ll
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Of these five patients, only one was operated upon for gastne
ulcer  The case was shown at the Surgical Society i March, 1918
The patient 18 now n excellent health, has not to diet herself, and
has mereased 11 lalos. i weight. Granting 1n cases of ulcer, the
more one resects of the stomach, the better for the patient, it 1
quite natural a complete gastrectomy would be well worth 1t. The
description of this case has, moreover been published 1n a preceding
work

Complete resection of the stomach vanes greatly wn difficulty,
depending upon many factors

1 The ngidity of the abdominal wall, 1n muscular subjects.

2 The narrowness of the thoracic wall mn subjects affected with
pulmonary sufficiency

3 Raised position of the cardiac onifice of the diaphragm

OreraTIvE TECHENIQUE —Spinsl or regional anmsthesia.*

1 Cutaneous meision m J reversed, the curve following the left
costal margin and the rectilinear part bewng directed obliquely
from the cartilage of the eighth or minth nb towards the umbihicus,
which 1t may pass.

2 Openng the abdomen

3 Examwnation of the abdomen, to find out if the case be
operable or not, and if complete gastrectomy be required or no
1t 19 only 1n this last case the curvihnear part of the mesion will be
made and the costal border resected

4 Resection of the left costal margin. Very useful in patients
with a narrow thorax (Lecdne drew our attention to this)

5 Very extensive colo-epiploic dissection, nght and left

6 Ligature of the pancreatico-duodenal artery

7 Division and closure of the duodenum by a purse-stnng
suture

8 Division of the gastro-hepatic omentum

9 Ligature of the coronary artery as near as possible to the
ceehac axis

10 Stmppmg with a compress the upper part of the two curva
tures lesser and greater, this 1s done with grent ense

11 Preparation of the upper digestive part for purposes of
anastomosis  Keep naturally, a healthy part of the cardia, 1f 1t be
covered by a healthy serous coat the anastomosis will be satis

factory In the two patients we lost on the fourth and fifth day+

*  \nestheno Régionale  Pauchet Bourdst and Labat (Domn Pans, 1020)
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after the operation, the sutures becamo loose, and the cesophageal
end was either badly supplied or thinned

12 Placing two hnen stitches on the lower end of the esophagus
to fix1t.

13 Careful protection of the subdinphragmatic regon, with
compresses to avold the discharge of saliva at the moment of dividing
the esophagus from the stomach

14 Division of the @sophagus from the stomach Do not place
& clamp or forceps, 8o as not to alter the lower end of the esophagus

1f a small amount of salive be discharged, collect 1t on compresses
Recommend the patient to be careful not to swallow

16 Introduce a gauze drain mnto the cardia It 18 to be removed
at the fime of the anterior csophago-jejunal meision  The patient
must still be advised not to swallow sshiva

16 Look for a sufficiently long jejunal loop to avoeid traction
Make 1t pass across an opening 1n the transverse meso-colon.

17 Fix the jejunal loop to the sophageal end, by three or four
posterior fixetion stitches, between which other stitches should be
mserted  Altogether, there should be about six sero-serous posternor
mterrupted statches or in U

18 Opening the jejunum and mtroduction of two half buttons
of Villar

19 Through end through circular cesophsgo-jejunal suture
Do not forget to remove the compress which has been placed 1n the
msophagus to avoid discharge of the sahva

20 Make the suture firm by complementary stitches, fing
the jejunum to the neighbouring tissue, and protect the suture with
the remains of parietal peritoneum or of omentum

21 Complementary jejuno-jejunostomy to prevent the reflow
of the bile into the wsophagus with the button

22 Closure of the abdominal wall, at one level with bronze
wire.

SpovLp THE PATIENT BE FED IMMEDIATELY OR SHOULD HE
FasT 3—1In all our cases of complete gastrectomy, we have found 1t
better to feed the patient for one wesk by the rectum ntravenously
and subcutaneously, 1n one of our patients who ate at the end of the
fourth dav the anastomosis separated and death occuz"red Would
she perhaps have survived 1f 1t were not for this transgression? Was
1t a comcidence { I should mention n both cases the @sophageal
wally were not covered by a smooth and intact serous cost
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Face Faazaruure

Artere
coronaire

Fio 120 —Caxcra or TEE Broxacs, GRAYTED 0X A% Exonxous Carrous ULOER, HAVING
Irrmrmaren ANTRECTONY

NEARLY TEE WHOLH oF THE STasacr. Coxrrrrs G.

The liberation of the stomach is finkhed. It is easy when the operator has

separated the olﬁmon':ﬁh;nd.mdunthu er when he has reeched the
gustro-splenio it s then made neady spontaneonsly In the
present case, the divieon was e between two farcepa. {I’hndottedlinalnd}atu
the inclxon. The gastrio f 1s naeful for preventing discharge of the jules
into the abdomen. The forceps cught scarcely to wound the parts, for

the vrtality of the ceeo end is generally very poor  In doubtful cases, it is
butto-b:yuh:fmmtheumoftbh{ow 7

Face poatiricere=Posteror surface,  dridre coronsire=Coronary artery
Esophage=Esophagur,
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Praphra gme
!

Fore\

' t
Brache meso ﬂ \WColon

coligue

Fro 121 —Cawoxr or Tan SToMACH, GRAFTED 0 AN ExorroUs Carrovs ULCER, HATINO
IXFILTRATED YEARLY THE WHOLX or THE Broxicm. COMPLETE GABTRECTOMY

Je) 1 The beings over & very long fejunal loop, s
that ﬂ:en ‘aball be no traction on it - becanse the suture between the cesophagus and
jejunum does not offer all the gnarantees of an o gastro-enterostomy lt e
good t to lpply some supplementary stitches between the convex part of the
mtun-d unal Joop and the tf-uc- of the dia) which adfoln, for the purpose
re trastion of the fejurum on the cesophagus. The j%hmn! loop cnn be
ﬂxed by some interrupted stitches to tho meso-colio opening

not abeolutely necessary

Fowe= Liver Tha phragm, E rophane = Anas-
tomons, Ruf:Epkcn_ Jife wmedefgmam. Am’ﬂ quf attery
FRriche miso-c@uquve = Mewo-colic openivg.
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GASTRIC AND DUODENAL ULCER

Gastro-Enterostomy in Y—Its Indications

An ulcer may be gastrio, duodenal, or jejunal (secondary)

Gastric ulcer has 1ts site, practically spesking, always on the
lesser curvature, the names juxta pylorio, juxta-cardinc, antenor
surface, posterior surface, are often mistakes in interpretefon. J53
the pieces of stomach removed for ulcer be examined, the ongn
18 seen to be the lesser curvature with extension to the onfices or
to the surfaces of the stomach

The clinical disgnosis 18 not always easy  The classic syndrome,
vomiting pain, heemorrhage, 18 most often absent. Hyperacidity,
the tume of the pawn 1n connection with meals, the intermittency
of the crises with intervals of apparent cure of many weeks’ or
months’ duration constitute the syndrome

Radiological examination 18 of the greatest usefulness. Without
1t, two cases of diagnosis of gastric ulcer out of three are wrong
Reflex dyspepma due to calculous cholecystitis, Lane’s disease,
ohronic appendicitas, or ptoms, account most often for the mustakes.
The diagnosis 18 made according to the alterations of the lesser
curvature and the opposite notoh of the greater curvature.

ETroLoeY —This 18 hot precisely known. The nlcer 18 promoted
by bad general hygiene swallowing too hot liqmds, infections of
the teeth, of the gums, of the tonsils and of the snuses, by appendi-
atis and by chrome constipation. Tuberculoss 1s not the cause
of but often the result of these ulcers from melnutrition and 1nocu-
lataon from the bacilli swallowed, coming 1n contact with the gastric
wound  The doctor who looks after and the surgeon who operates
on the patient should seeh for the above causes in order to diminish
the chances of recurrence.

Syphilis 18 often the cause according to Leredde and Castex
(of Buenos Ayres) 1t 18 the cause m the majonity of cases, bemng
either hereditary or acquired 1t 18 alwavs to be looked for  Every
tune then that gastmc or duod;mul ulcer does not really threaten

49
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the patient’s general health or life 80 as to prevent the examination
the doctor shonld examine for a syphlitic cause by enquiry into
the fanuly history, by the Wassermann reaction, by lumbar punc-
ture, and by exammation of the reflexes—he shonld look for witiligo,
ocular symptoms, dental and osseous deformuties, leucoplakia, and
enqure after the personal antecedents, eto.—and lastly, by a tnal
treatment for three months

If the patient be medically treated, and 1f improvement resuit,
do not conclude the ulcer 13 healed, for the fact that the symptoms
of ulcer disappear for weeks and months 18 not only no proof of
1ts cure, but a condition 1n favour of the existence of smple ulcer,
since 1t 18 one of 1ts characteristios to progress chmeally by crises
and by intervals of qmescence  We know, moreover, by expenence
that in the intervals of apparent cure the ulcer 18 not healed, and that
if laparotomy be performed on the patient the ulcer 13 found to be
m full evolution, although during this time the pattent mmply
dyspeptic and suffering from hyperacidity, had no pam, and did
not vormut.

Proonosms —Alust chronic ulcers be submitted to operation
Why ¥ Before forty years of age try medical treatment 1if 1t fal,
operate  After forty vears of age always operate, because of the
numbers of times the condition updergoes cancerous change
Besides the examunation of the pietes removed by operation shows
some cancerous cells in 8 tenth of the cases of moderately large
uleers, and m & much greater proporfion of large ones. These
latter, then must always be resected. Ulcer should be operated
upon—

Pol Because 1t threatens the life of the patient from hmmorrhage,
perforation or from atenosis.

2 Becauso 1t dimimshes the vital and social activity of the
pattent, and exposes him to pulmonary tuberculosis.

3 Because 1t very often undergoes cancerous change

TreaTMEST —What operation should be chosen? Gastro-
enterostomy often removes the symptoms, but hardly cures the
ulcer 1t 18 an operation to be recommended to surgeons who have
not had s grent experience In gastric surgery or in very debthtated
patients.

Cautentsation (Balfour s method) combined or not with gastro-
enterostomy or with pyloroplasty has the advantagoe of easiness,
rapidity and mildness It 1s suitable to small non-callous ulcers,
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mobile, not adherent, to hmmorrhagic cases, or perforating, if the
patient be weak, 1t 15 also to be recommended to surgeons who
have not had great experience 1n gastrectomy

Gastrectomy 18 the operation of choice. It should either be

segmentary— ¢, Tesection of the gastrio ring on which the ulcer 18
mtunted—or hemi-gastrectomy—t ¢, removal of the first part of
the duodenum, of the pylorus, and of the small tuberosity, on which
the ulcer exista. The more of the stomach 18 resected the better
+the chances of permanent cure  The aum of the surgeon, moreover,
ghould be to produce hypopepsisa The more hypopepaia there 1s
after the operation, the greater the chances of cure

Gastrectomy 18 the operation of choice. e had performed 1t
since 1911 It 18 more serious than cauterication The latter,
like gastro-enterostomy, gives a mortality of 1 per cent, gastrec
tomy b per cent The latter, 1t 15 true, finds 1ts application m the
more serious cases. On the other hand, 1t gves future, more
efficacious, and surer cures

Duodensl ulcer 18 characterised chnieally, as gastric ulcer, by
hyperacidity, and still more by the appearance of hunger pam—
1 ¢ the sensation of hunger alleviated by the use of kaoln, of mnert
powder, or by food, the pain appears late—three, four, or five hours
after food Its history reveals long intervals of quescence and of
apparent cure as 1n gastne ulcer

Radiologically there 18 no notch m the greater curvature or
depression 1n the lesser, but smply increased contraction of the
stomach “steer horn ’ hyperlunesia Its evacuation 18 rapd A
deformity 18 noficed, or a notch in the duodenum but this 1s rare

Treatment of Duodenal Uleer—1 Gastro-Pylorectomy —If the
duodenum be easily acceswible and mobile, resect the first portion
of the duodenum and the pylonc opening and end mde implantation
nto the jejunum.

2 Sumple Gastro-Enterostomy —It 18 applicable to the majonty
of cases. It 18 a mild operation, within the capacity of every
surgeon. It 18 o matter of indrfference whether we adopt Ricard’s
method with vertical suspension or Hartmann’s horzontal loop
In all cases a short loop should be used In the cases of a hon
zontal openng the efferent loop should be brought to the prlorus
This last operation (dependent opeming, homrontal, pre-pylonc
short loop) seems to us to be the better and the simpler It 15 to
be advised 1 the majonty of cases, 1f the duodenum be easily acces
sble and 1f the ulcer be well seen 1t 13 & good thing to bury 1t It
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hes happened to us, indeed, on two occamons, for a secondary
perforation of the duodenum to ocour eight days after the operation
If we had always taken the precaution to bury 1t, 1t would not
have occurred In order to bury the ulcer, apply three or four
stitches of sero-serons suture, as 1f the ulcer had perforated

Post-Operative Comphoations —The mortality of gastro-enteros-
tomy for duodenal ulcer 18 practically ml (scarcely 1 per cent.) The
only disqueting pomt 18 secondary jejunal ulcer, which 18 frequent
(about b per cent.)

We hardly ever employ removal of the pylorns, when we find
1t necessary, we perform a gastro-pylorectomy which removes the
pylorus, but this resection does not completely remove all possibility
of a secondary jejunal ulcer We have observed this deplorable
complication even after this operation The division of the vessels
and of the nerves of the cmlisc plexus suppresses, 1t seems, the
secretion of the peptic glands, and we have for this purpose per
formed division of the stomachic vessels and nerves, to ward off
secondary hyperpepsia Our experience has not encouraged this
hope.

Operation for jejunal ulcer 18 often the most difficult of gastne
operations

Gastro-Enterostomy m Y —It 18 the most rational. It was
mvented by César Roux (of Leusanne), who now only employs 1t
exceptionally, 1t has the fault of bemg longer and more detalled
than side-to-mde gastro-enterostomy, which, moreover, givesexcel-
lent results. But 1t 18 neceasary to employ 1t in the following casos

1 When, during an operation, the surgeon has in view a secon
dary gastrectomy, this will be much easier with an operation m Y

2 When perigastric adhesions exist and the surgeon finds diffi-
culty n bringing down the stomach the implantation of the efferent
loop will have to be made as near the greater curvature as possible.
In & great number of mstances 1t 13 & good thing to strip the greater
curvature and to separate entirely the great omentum, so as to
mplant the efferent jejunal loop exactly on the greater curvature

m al gastro-enterostomy)

( n?l).gu\JVhag:ihe acidity 18 anmal or below the normal. It 1s the
1deal gastro-enterostomy  Radiology confirms 1ts functional
superonty  With 1t there 13 no regurgitation of bile It 1s an
operation every surgeon ought to know, for he may require to
verform 1t.\
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The colon ts separated from the omentum. The operntor chooses & Jejunal loop which Is
to bo divided 15 or 20 centlmetres from the duodeno-fejunal érxm section
ought to correspond to the summit of an arch. diriding the mesentery
The sectlon will often inclade the arch to give more o the loopt  The Intestine
i+ cut with the thermo-cautery the mesentery with Z‘n.l!e

Lstomac face poste = Posterlor surface of stomach Gd éprploom =Creat omentum. s
crias ~Pancreay. Com = Colon. Adso-codom = Meso-colon. Lique de¢ ecctrom &
thermowm Line of dividlon with the thermo-cautery Jéwawm=Jejanuo.
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The proximal loop 1 laid acide under & compress. The distal loop is ht across the
meso-colon under & arch and sutured to the greater curvature
which has been

the stomach,

of the great omentum by !mnh!nﬁ;'hh s comprest.  In this

way theloop is implanted at the most dependent point of the gastris cavity Continu
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‘The colon is separated from the omentum. Tbno-perntarchowcl ¢junat Ioop which Is
to be divided 15 or 20 tmetres from the d L- D;Lnectbn

ht to correspond to the summit of an arch. viding the mewentery
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The proximel loop is laid ande under & compress.  The distal loop ta brought across the

meso-colon under & arch and sutured to the greater curvature of the stomach,
which has been str of the great omentum by bi with & compress.  TIn this
way theloopis impg.nnted at the most dependent point of the gastric eavity Continu
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Amﬂonmtheputeﬂmmmm How the stomach §+ opencd LT

1 the eutting edge of the knife is turned townrds the reader Below

etior buttonbole through-and through sutore  Nots the position of four Chapat #
areeps which fix the thaues

Owrerturs del asfomae = Opening In the storeach Ectomac mEtomach.  JéjunwmeJejun =
K stomac mftomach, Jéumumm Jefumum,
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Fro 128 —DooprxaL Unoxr, MARGINALIX Y TRAWA-MES0-00LIO GANTRO-XNTEROSTOMY

Above, anterfor through-and through JeJunal continnous suture, with catgut. Two
ﬁnthuthmdugmmtmdundmtjmm For the through-and throughlevel
;‘ﬁnhhzd.mbn“mm stitches, as in Fig 127 Below the gastro-jejunsl anastomosis

st a h T Joj E; 8 h JéjunummJojunom.
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Fro 120 —DvopExvaL ULcER. MARGINALIXY TRANS-NESO-COLIO GASTRO-ENTEROSTONT

gastro-Jejunsl suture fa finished, Closure of the meso-colio opening Each stitch
inu!udu the stomach some centimetres from the fmplantation of the Jefanum; forceps
seire the of the meso-colic Do not the on, O
therefs e of pricking a vessel, so; es in

Fore=Liver Oaa-—(hlm Edu—cfnuulc. = Anterior suriace of the stomsck. Wi~
otdon = Mevo-colon. dseatire=Aescntery
Jijunum distelmDistal Jejanum,  Jhmeum proremed=Proximal fejmmm.
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Above, implantatian of the into the distal ]eg\mmn_ The dotted line indiwcates
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Hemu-Gastrectomy

Hemi-gastrectomy—1 e , resection of the stomach, of the pylorus,
and of the first portion of the duodenum—is indicated 1 the three
following conditrons

(a) When the ulcer 18 near the pylorus, when segmentary resec-
tion 1n the middle of the stomach s not possible.

(b) When ulcer of the duodenum and of the stomach co-exist.

{¢) When the ulcer 18 accompamed with marked hyperchlorhydna,
and when, as a result, 1618 of advantage to remove as much as possible
of the secretory portion, to dimmsh the hyperaadity In order
to dimimish the acid secretion, we have performed division of the
coronsry and of the left gastro-epiploic artertes, but without result.

Our resections in the middle of the stomach for ulcer of moderate
mze of the lesser curvature have given us some operative and func
tional good results, but the hyperchlorhydria permsted

Hemu gastrectomy 18 preferable, 1f the acidity be excessive

The following 18 our technique

1 Abdomnal Inctsion —This mncision 18 generally median, but
when the ulcer 18 high up, 1t 18 better to make an oblique ncision
from the umbilicus to the left costal margin, as we have seen
Lecéne do

2 Detachment of the Greater Curvature of the Stomach —This 15
made by separating the colon and the omentum, or by stnippng
with & compress—i ¢, by tearing away the omentel mnsertion the
length of the greater curvature (Témon)

3 Liberation, Dunon, and Burying of the Duodenum —The
duodenum 18 hiberated like an artery, with the grooved director,
then crushed cloged, and buried.

4 Iaberation of the Lesser Curvature —This 18 the most 1mportant
stage of the mtervention 1ts difficulty vames, according as the ulcer
18 adherent or not and perforates into the pancreas or not The
kmife 18 the best mstrument for the liberation of an adherent ulcer
The coronary artery 1scut on the lesser curvature, 1n & healthy part,
the lesser curvature 19 stripped of the gastro-hepatic omentum by
the compress for 3 or 4 centumetres above the place of removal of
the uleer

§ Ditision of the Stomach —We apply the clamp and cut the

stomach close to the instrument
1 1
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6 Closure of the Gastnc Edge —Whether we perform end side
or side-side anastomosis, we close, at least provimonally, the
gastric end

7 Gastro-Jejunal Anastomosis —If the stomach be large, and
there be much matenal, we close 1t 1n a cul-de-sac, then we look for
the dependent pomt of the gastric pouch to anastomose 1t with the
jejunum. If the gastrnic stump be narrow, we make the gastro-
jejunal anastomosis 1n such a way as to economse the tissues. This
anastomosis 18 made at two levels, with slowly absorbable catgut.
The figures show the method

8 Closure of the Meso-Colic Opening —This 18 closed when 1t 13
of moderate size and 1if suturing do not exercise too great traotion
on the gastro-jeJunal anastomosis, otherwise we prefer to leave the
gap open

9 Jeuno-Jeunal Anastomosis —We do not make 1t regularly,
but every tune the anastomosis appears mnperfect, and when we
fear regurgitation of bile or creation of a vicious circle, we make
a JeJuno-Jejunal anastomosis above the meso-colic opening by suture
or by button

N.B—The end to-end suture of the stomach and of the duo-
denum (Péan’s method), which Prerre Duval employs for preference
18 the most physological of the anastomoses It 18 to be Tecom
mended each time & too large gastric resection gives no cause for
fesr of traction on the gastro-duodenal suture.

10 Closure of the abdominal wall at one level, by bronze wire,
or at two levels, catgut and bronze
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Fre 134 —Gasrrio Uroxe. Hwn-gisreroToMy
Closure of the gastriosao. The {nstrunvent {s wrthdrawn; the operator Joopa up the running
stitch; the two ends of the thread are held by two foroeps, s0 as to prevent the gastric
discharges from flowing on to the fleld of opeeation,

Fro 135 —Gasraro Urcrr.  HEwi-gisTREOTOMY
figrure d the
Th T shows how the gastric end iz chosed by & porse-string sutore an
el‘:vl:r}:.cer figare bow the throngh and through suture is bu.rfed urkler a sero-scrous con
tinuons sature
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Fio 136 —Gasraro ULcer.  HRa-oisTrECTOMY
How the stomach ix clowed sometimes by a scoond sero-serous continuous suture
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Fio 137 —Gasrmo ULcer. Har gasmesorony

Gastro-jejunal implantation. The gastrlo 18 not clowed  the is providonally
stopped up by the thread. Thlnmumoillﬁxedbymﬁ:ignnwhuo
dotted Hne on the ].Enumlhmtholtnaoﬂnnn{onofthojejunum {4 or 5 centl
metres): here too sm

Fio 138.—Gastnio Urckn  HEMI-0isTRECTONY

8lde to mde anastomons. The operator finds out the most dependent point ul the -tunw:ln
ho draws on the gastrio oul-de-sac at the most de, ent point which he chooecs for
the gastro-fejunal anastomosis. Two ﬂ.ntmﬂ ot chr-\ aro placed at the ends of the

*foturp  anastomoss to keep tho parts fixed. Tho awistant stretches the two
threads so that the serows surfaces are woll 1o apponition to ench other and this facilt
tates the application of the posterior sero-serous continuons sutare

\
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Fra 139.—Gastro Urcrr, HEMIQASTREOTOMY

How Umtl:mﬁ and through suture of the two anterior lips of the gastro-jejunsl wound
arelintrodneed. The operator holds fn hisleft hand Judd's foroeps

Ei 5 1 i
Jif Jofun

|l’ JeJunum
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Fio. 140 —Gawstrio Urcrr  HEMT-GASTREOTONY

Technique of the hemostatio throug lutmcﬂhagutro—]ejmnledae. Thn
operator bolding Judd s forceps in his left eloses the
ceaslvel lhap!trlomdtha}dmlﬂpmm-ﬂnlt‘ﬁme thon d‘rf:reu
fold between the 1imb and the double lower imb of Ju lm-m
in this wa; the'hula s inverted into the intestinal ca:
stagets ed & sccond sero-serous suture isapplied above the through and through
continuous sutare. Strictly speaking this suture thtmld bo sufficient, but a second
seTo-seTouUS continnons suture gives greater certainty of firmness,

Estomac=8tomach. JéjunummJojoxmam,






IX
DILATATION OF THE CAECUM

Cwmco-plication

DruaTaTioN of the crecum 18 frequently seen during an operation
for “ chronic appendicitis "’

Every ntervention for chromc appendicitis, after previous and
systemstic radioscopy, requires

() Anneision of 6 to 8 centimetres

(b) The exploration of the end of the lenm which sometimes
permits of the removal of a Liane 8 band

(¢) The exploration of the ciecum which 15 often dilated

If the operator find an abnormally large long, or loose ceeum
he ought to reduce 1t i size This operation 1s & shight comple-
mentary intervention with no nish

The large intestine shows frequently displacements or mal
formations—ptous, ligaments bands adhesions—at the intestinal
flexures which ““ overworkh ”’ Lane's kinks, segmentary dilatation
of the colon congemtal mega-colon, dolicho—colon are some of the
modifications which can be met with with varying frequency Their
pathogeny 18 probably identical but we have not to study them
here *

Amongst these malformations of the large ntestine, the com-
monest 13 dilatation of the csscum which 13 charactensed by length
ening enlargement laxity and displacement of the organ often
comciding with—

{a) Bome alterations of the appendrx, which 15 abnormally long,
hard fibrous congested or deformed

(b) The presence of Jachson's membrane a vascular apron,
fixed and transparent which 1s stretched from above downward s
over the ascending colon and over the cecum.

Often the appendix plays the part of a suspensory hgament
tnstead of beng free and floating in the abdomen, 1t 1s transform ed
nto a true hgament which follows the postenor or lateral surface

* 8ce Lanes Disrase 1n  Illustrated Practical Surgery fasc I (Benn,
1924)
182
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of tho ceeum embedded mn the cwco-panetal connecting fascia
It forms an accessory Lgament and prevents the cecum from
dropping into the pelvis

The surgeon unacquainted with this condition, meeting thus
the appendix embedded 1n the envelopmg fescia or in the layer of the
ascending meso-colon, would conmder this anatomical condition
the result of chrome inflammation, and from appendicectomy
antiapate with certainty the removal of some of the abdominal
symptoms of which the patient complains, 1t would not beso This
appendix, generally, 13 healthy or fibrous, and hence 1noffensive,
but the ceecum, made heavy by shght stasis, 1s fixed to a new lhiga
ment to avold dropping into the pelvis. These patients suffer from
the ceecal dilatation, and not from the sppendix, and 1% 15 the cecum
which ought to be treated and contracted

But the following anatomical fact can be noticed the appendix,
situated behmd and internal to the cecum, 18 connected nto a
land of vertical band, on which the end of the 1leum kinks (con
trolling appendix of Sir Arbuthnot Lane), stams of the ileum
results, the removal of even a healthy appendix causes the dis-
appearance 1n these cases of the stasis and the functional symptoms
which accompany 1t, 1t 18 8 simple mesns of gethng nd of & most
troublesome pathological phenomenon. But the surgeon 18 under
the 1llusion that 1t 18 the removal of a diseased appendix which has
caused the dyspeptic and toxio symptoms of which the patient
complamed to disappear

The displacements malformations, elongations and diatations
of the large mtestine produce dyspeptio symptoms, abdommnal
uneasiness and more or less marked phenomena of chronio ster
cormmia  These Iatter show themselves at 4 manmum 1n cases of
mega-colon, and provoke the frequent complex and nearly always
mcomplete olncal syndrome of Lane’s disease The majonty of
the nutritional disorders are the result of chromic stercorsemia,
acting uniavourably on the glandular organs, there result cellular
alterations which give mse to thyroidal suprarenal hepatic 1n
sufficiency and the cholmmue state, ete

The practitioner ought to remember tho following principles

(a) Every time a doctor 1s consulted by o person suffering from
gastric disorders he ought, after complete chmeal examination, to
mterrogate the patient analyse the gastric jutce and then send hm
to the rediologist who ought not only to examine tho stomach but
also the complete mtestmal digestion.
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(0 A radioscopic exanunation should be made not only of the
intestine, but also of the stomach of every patient showing signs of
testinal disorders, the examination should not only include a
barium menl, but an mjection of barum.

(c) Every time a radiologist mahes an examnation of the
digestive tract, he should not be content with one or two test meals
followed by a long, unnecessary and msuffictent report, but he should
send back the radioscopic photographs or the calculations of the
digestive tract and tell the doctor how long the meal takes to pass
through the ileum, the cecum, and through the colon He should
remmd m that normally the ileum ought to be empty at the end
of mx hours if 1t, then, be empty at the end of twelve hours (the
patient purged and with a stomach emptying 1tself normally), he has
iliac stame. The cecum and the ascending colon ought to be empty
at the end of twelve hours, 1f they contam bismuth at the end of
twenty four or thirtv six hours, there 18 cazco-colic stasis

It must be understood, to diagnose Lane's disease, and to think of
u radical operation as & short-circwt or a colectomy, 1t 18 necessary
at the same time to find functional disorders of nutmtion, ete , which
Justify operation

Lat us suppose, then, a patient has chrome appendiifis. He s
submtted to radioscopy The test-meal shows slight delay 1n the
evacuation of the crecurn—e g, eighteen hours instead of about
twelve The patient complams of nausea, of loss of appetite, of
painful digestion, of 8 sensitive spot i the nght iltac fossa, cor-
responding to the appendix. Every doctor m these conditions
ad vises removal of the appendix, the surgeon will not be content
with removing the appendix, but will also examine the ceecum and
the end of the ileum (band and lank of Lane) This mtervention
18 of shght gravity, 1t can be done under local anmsthesta But
must 1t be done 1f 1t be certan 1t will be mnsufficient ? (It should be
recognised as msufficient if there be marled stams and the general
condition precarious ) If the patient show signs of dyspeptic syInp-
toms toxic and general which lead to the supposition of serious
trouble from stercoremia ablation of the appendix, ceco-plication,
or diision of & Lane s band will not suffice, 1t 1s necessarv to con
fider the mdiwcation for a short-cirewt or a colectomy m the

future.

What 13 then to be done 7 Decide between two things

(a) Perform o small operation” appendicectomy, eeco-plica
tion, division of & Lane s band, or



172 PRACTICAL SURGERY ILLUSTRATED

(6) Do not operate but 1 the two cases treat the case
medically

Bometimes, eeco-plication m less serious cases (the ma)jonty)
causes a great improvement, if 1t do not suffice, s1x months or a
year later, resort to, 1t may be, & short-cireutt, or to a colectomy

In every case, before deciding on direct operation for the intestmat
staws, the operator should entrust the patient to a doctor, who will
subject htm to complete treatment medical, physical, opotherapy,
gymnastics This treatment will conmst of massage, sbdomnal
and respiratory (Pescher’s bottle), gymnasttcs, opotherapy, fresh air,
the use of paraffin, thermal cure, diet, etc This treatment ought
always to be employed even 1 the distinctly surgical cases for 1t
presents the three following advantages

1 In cases of serious operation, 1t will prepare the patient for
1t and make him stronger The patient will bear the operstion
well and recover very quichly

2 This treatment constitutes a “ trial remedy ” 1t 13 some-
times difficult to propose to the patient and to the family surgical
treatment for a pathological syndrome which, 1n the eyes of manv
of his confréres, belongs to medical pathology  The fact of treatng
the patient medically and thoroughly by all the means we have
mdicated for five or s1x months, without appreciable result authonses
the physician to appeal to the surgeon

3 This medical treatment continued after the operation,
quickens convalescence and ensures a permanent cure Once the
patient 15 operated upon he must not be considered cured moreover,
the sufferer from intestinal stasis for many years 18 the possessor of
poor muscular nervous and glandular systems which 1if not too
much altered, can be remade but with more or less mtegnty and
more or less quickly agam 1if the patient has carried out previously
medical physical and dietetic treatment etc he will contrnue 16
of his own free will from habit and by routne after the operation,
this treatment shghtly beneficial before the operation gives, on
the contrary marvellous results after the anatomical alteration 1
the patient s condition and 1 this way considerably shortens o
convalescence which 18 often long

Medical treatment 1s then necessary from a moral end physical
aspect but 1t must be well carried out  Agun we ropeat 1t1s the
co-operation of the doctor of the masseur of the gymnast and of
the patient who ought to submit limself regularly and perscwnﬂglj‘

to their handy
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Pre-operative medical treatment, then, 13 obligatory mn cases
even where intestinal (ceeal or 1liac) stasis 18 well marked and where
the general symptoms aro sufficiently serious for the question of
short airct and colectomy to be entertained In all cases where
the stasis 18 nbsent or shght, 1 cases where the doctor believes
removal of the appendix and plication of the crecum will be suffictent,
1t 18 useless to delay this slight operation, which does not prevent
the patient from submitting himself to the completion of the cure
of which we have spoken

Indications —CHRONIC APPENDICITIS —Every case of chrome
appendicitis ought to be exnmined radiwlogically Never resect
the appendix 1n a subject affected with chrome appendicitis wathout
examination of the imntestinal digestion and without the doctar
knowing if intestinal stasisexist ornot  If the stasis be msigmficant,
and the general health good, or even 1if resection of the appendix
be advisable as a trial, the operator should make the Jalagwer
Walther incision 1n the might tiac fossa, as m chrome appendicitis,
an 1newwion which 1n the circumstances should be a hitle longer
than 18 usually practised mmnce the ceecum and the end of the tleum
must be explored. Thé appendix should be resected, and whether
1t be diseased or not the end of the ileum and the ceecum should be
examined If the operator chance to find a suspended appendix
over which the end of the small ntestine 1s kanked, he may be
certain removal of this appendrx will prooure considerable benefit
to the patient smce 1t was the cause of the 1iac stamss If an ihac
band of Lene exsst kinking the end of the small mtestine, the surgeon
should divide 1t and remove the raw surface by some stitches If
the crecum be of moderate size or large and Liable to undergo plication,
be 1t existent or not, the operator will do well to fix the czecum to
the raw surface of the terminal mesentery, m this way, Lane s band
w1ll not recur and the ceecum will be immobihsed.

If the cecum be voluminous distended and flacad caco-
plication should be performed—a shght operation, lasting three to
five minutes.

We have said the nbdomunal incision should be a httle larger
than for a perfectly quiescent appendix becauss, during the reduc
tion of the plicated ccum the stitched organ must not be wounded
rough mampulation m returning the organ into 1its place mght tear
the coats of the sutured intestine

2 Do soME LaparoTosies —We often remove the
appendix, perform ecmco-pheation, and afterwards division of g
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Lane s band 1w the following conditions during a cholecyatectom Y,
a gastro-enterostomy, a nephropexy, an ovariotomy, an hysterec
tomy for fibroma, or an hysteropexy, and 1if the condition of the
patient permut 1t we examine the appendix and remove 1t. If
the cmeum be large, lax and mobile, we perform csco-pheation. 1
the eum be Innked, we divide Lane’s band. In all cases, cmeo-
phestion 18 & slight complementary operation which 1s performed
st the same tume as appendicectomy

Techmque of the Operation—1 INosI0N OF WALTHER JALA
GUIER.~—It 18 easier to enlarge than that of MacBurney The
cecum and the appendix are brought outside, the sppendix 1
removed It cun be buried separately or hidden under the con
tinuous suture which contracts the ceeoum  Explore the end of the
teum, see 1if there be a kink or band of Lane

2 Cmco-prioation —The operator umtes by a contunuous
suture two longitudmal bands of the ceonm In order that this
suture may be & good and regular one, 1t 18 wise to marh 1t out
by three interrupted stitches to fix the parts These three stitches
should be, one near the appendicular stump, the other 10 ar 12 centa
metres from 1t where the ceecum 18 continued by the ascending
colon, where approximately the dilatation ceases, and the third at an
equal distance from the two preceding stitches ~ These thres stitches
melude not only the two longitudinal bands of the cescum, but also
the wall soparating the two bands It 18 unnecessary to take in the
bottom of the wound by the continuous suture because the latter,
taking 1ts foundation on the bands finds & resistant surface. The
operator should pamt with tincture of 1odine the serous surface
(between the bands), which should be buried the 1odine produces
adhesions

The operator then mtroduces three mterrupted linen stitches
which serve not only to mark out the suture but also allow the
assistant to stretch the mtestmal wall, so that the two longitudmal
bands become apprommated ths facilitates the suture. The
suture may be of slowly absorbable catgut 00, or of linen Once
the continmous suture 18 applhed, the cecum 18 returned nto the
abdomen Rednotion should be carred out carefully and elowly by
placing two Farabeeuf’s retractors on the edges of the wound, so that
the ceeum can be returned without dragging on the intestinal coats, 1n
the absence of this precaution there 1s a rish of teanng them, with
possiblo resultant soptic mfiltration from the denuded mucosa, or &
pencmenl abscess, a serious complication for 8o shght an operation
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The results of this operation are the same as after an ordinary
sppendicectomy, the patient remams iy bed six or seven days,
the stitches are removed on the eighth dav, and the patient leaves
the hospital at the end of ten days
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Fra 141 —Dmatariox or Tar Crocux Cxeo-rLicaTiox

The dflated cmcum is brought cutside the appendix has been removed. Thres Linen
stitches are Introduoed \ote one has heen placed beyond the appendicular atom;
which, in this way wiﬂbehurhdundnthemtun(bm—yln‘ihncghnwem ind.&
pentabls) another is placed where the cmcum m continued by the ascending eclon,
and where 1ts calibre becomes newrly normal. At equal distance from the two extreme
stitches & third is applied which. in this figure, is knotted and abows the size of the
exco-plication  The three stitches include the longitudinel bands and the inter
mediate cmcal wall. The operator paints with tincture of fodine the serous suriace
between the longitadinal bands to facilitate immediate adheston and to aveld the

of & carity between the escal wall and the sature.
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Lane s band 1n the following conditions  during & cholecystectom Y,
a gastro-enterostomy, & nephropexy, an ovanotomy, an hysterec
tomy for fibroma, or an hysteropexy, and 1if the condition of the
patient permib 1b, we examune the appendix and remove 1t If
the ceecum be large, Jax and mobile, we perform caeco-plication  1f
the llenm be lanked, wo divide Lane s band. In all cases, ceco-
pheation 18 & shght complementary operation which 13 performed
at the same time as appendicectomy

Techmique of the Operation—1 Incisron oF WALTHER Jarni
GUIER.—It 18 easier to enlarge than that of MacBurney The
cecum and the sppendix are brought outmde, the appendix 1s
removed It can be buried separately or hidden under the con
tinuous suture which contracts the ceecum  Explore the end of the
ileum, see 1f there be & kink or band of Lane

2 Cxco-PLIOATION —The operator unites by a continuous
suture two longitudmal bands of the cecum In order that this
suture may be a good and regular one, 1t 18 wise to mark 1t out
by three interrupted stitches to fix the parts. These three stitches
should be, one near the appendicular stump, the other 10 or 12 cent1
metres from 1t, where the cscum 18 continued by the ascending
colon, where approximately the dilatation ceases, and the third at an
equal distance from the two preceding stitches ~ These three stitches
molude not only the two longitudimal bands of the ccoum but also
the wall separating the two bands It 1s unnecessary to tahe in the
bottom of the wound by the continuous suture because the latter,
taking 1ts foundation on the bands, finds & resistant surface. The
operator should pamt with tinoture of 10dme the serous surface
(betwreen the bands) which should be bured, the 1odine produces
adhesions

The operator then mtroduces three interrupted lmen stitches
which serve not only to mark out the suture but also allow the
assistant to stretch the mtestinal wall, so that tho two longitudinal
bands become apprommoted ths facilitates the suture The
suture may bo of slowly absorbable catgut 00 or of limen. Once
the continuous suture 18 apphed, the cmcum 1s returned nto the
abdomen Reduction should be carmed out carefully and slowlv by
placing two Farabeuf s retractors on the edges of the wound so that
the crecum can be returned without dragging on the intestinal coats,
the absence of this precaution there 1s o rish of tearing them with
possible resultant septic mfiltration from the denuded mucosa, or &
penicrecal abscess a serious comphieation for so shight an operation
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The results of this operation are the samse as after an ordipary
appendicectom) , the patient remams 1y bed six or seven days,
the stitches are removed on the eighth day, end the patient leaves
the hospital at the end of ten days
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Fre 141 —Doatariox or var Cegoy CXOD-FLICATION

The dilated cscum 1 brooght outmde the appendx bas been removed. Three linen
stitohes are introduced. Kote one has bren placed beyond the appendicalar stum
whach. 1n this way will be buried under the suture ( is not, however
peumble) another is placed where the coum is continued by the ascending colon,
and where its calibre beeomes nearly normal. At equel distance from the two extreme
stitohes & third is applied which, In this figure is knotted and showy the aizs of the
c®co-plication.  The three stitches include the longitudinal bands and the inter
mediste cacal wall. The operator paints with tinctore of fodine the serous surlace
between the longitudmal bands, to facilitats immediate adhesion and to avoid the
production of a cavity between the caecal wall and the sature.
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Fra. 142 —D1LaTaTION OF THE CECUN CX00-PLICATION

The thres foundation stitches aro tied half of the continuous suture fs applied. Tho closed
scimars bear upen the Intermediate part of the ceecum to bury . This surface ka9
been painted with tineturs of fodine to produce immediate adhesion,
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CONGENTITAL MEGA-COLON

Complete Colectomy

TrE large intestine 18 frequently the site of displacements,
variations 1 size of kinks, ligaments, or of pentoneal bands As
& result delny occurs m the mntestmnal digestion, then functional,
digestive and nutritive disorders, lastly, malformations of the colon,
such as distension and ptoss of the ceecum, formation of Jachson’s
membrane, distension of the transverse colon, latersl sgglutination
of the descending or ascending with the transverse colon, dolicho-
colon, etc. These malformations can be accompanied by symptoms
of general mtoxication, of chronic stercoremia, and then constitute
‘ Lane's disease.

TWhat are the hvgiemc faults which favour these anatomrcal
alterations ? By what disorders of metabolism does the disease
begin I How many generations are necessary to produce these
displacements, elongations and dilatations of the colon? e do
not know, m every case 1t 18 probable congemtal megg-colon 1s
only an exaggeration, the ultimate phase of one of these mal
formations, slowly acquired duning the course of many generations
In congenital mega-colon, moreover the malformations noted often
mn Lane s disease are found to an exaggerated extent mega cecum,
dolicho-colon presence of kunks and of bands, distension of the
testme with markedly hypertrophied coats as a result of the
effort to produce evacuation etc  Besides, without taking mega
colon a8 an example 1f we sumply examme chrome thac volvulus,
we find there also bands and hvpertrophies which have reqmired
for their production congemital elongation of this mtestne and a
contraction of the meso-colon which has ended in the formation of
a meso—colic pedicle around which the intestine 1s twisted. There
15 thus produced progressively a dolicho-colon and pediculisation
of the meso-colon as a result of contraction from irmtation, and
a way for an thac volvalus i3 thus prepared

Congemital mega-colon 13 only the exaggeration of the elongation
of the distension and of the hypertrophv of a part of the colon

b |t 12
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which, for one or more generations, fights against an obstacle, due
to a kink, and for this reason complete colectomy appears to me to
be the surest and most radical operation

Congenital mega-colon 18 & serious, wcurable disease, requiring
surgical treatment directly 1t 1s recogmsed, and that for three
Teasons

1 Because 1t brings 1n 1ts tram obstinate chronie constipation,
almost complete, whioh compels the patient to empty the pochet
of the colon from tims to time by means of injections on which he
18 regularly dependent

2 Because 1t threatens the patient with acute obstruction from
volvulus

3 Because, as every condition producing chrome stercormmia, 1t
threatens the vitality of the individual, and reduces his mtelleotual,
witel and soowal capabilities 1n & very marked degree Pationts
suffering from this mfirmity become old before their time, often
suffer from headache and general malase thewr muscular system
18 feebls, their circulatory and pulmonary syatems altered, they
die generally of pulmonary tuberculosis or of early arterio-
sclerosis

There 18 no medical treatment for congemital mega colon, soms
doctors have beheved they could, by daily imtestinal wmjections,
decrease the size of the pockets in the colon but 1t 18 not so, and
we have been able to prove 1t by two examples

1 hen a rubber tube 18 mtroduced per anum 1t never resches
the pochet but becomes bent on 1tself m the reotal ampulla  More-
over, mjections very high up are not possible mn any case The
large number of attempts we have made, prove that every tube
mtroduced mnto the rectum Plombiéres or Chatel Guyon, bonds
on 1tself after 1t has reached G or 7 centimetres The use of long
tubes has then always been & snare

9 Injections of the pocket never lead to atrophy of the latter
In two patients with pochets in the colon we have performed &
colostomy on the dilated part and we have ordered them two mjec-
tions dailly for years We have operated afterwards on these
prtients the pockets were in no wise contracted .

We have tried without success ‘small surgieal operstions,
plications and pexies, we have had moreover the opportumity o;'
operating on patients who had been subjected at the hands 0
other surgeons, to colo-phcations and colo-fixntions thess latter
availed nothing, we have had to perform secondary colectomies
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which completely cured them We could not find 1 the intestine
an) trace of the former operations

Twice we have performed tleo-sigmoidostomy, or ceco-sigmord
ostomy, which umited the colon below the pochet with the ilenm
or the cecum, they avalled nothing The frecal matters ascended
mto the pochet as before The evacuations were nerther more nor
less frequent.

After having tried the different operations proposed for mega-
colon, we are convinced resections are the only ones which give
a complete result. Experience has confirmed this treatment for
megn-colon  Twenty and eighteen vears smnce we made a short
cicemut m e child {cwco-sigmoidostomy) and m an adult (ileo-
sigmordostomy) In both we have been obliged to make an anus
secondarily over the pocket, because all the discharges passed back
to the dilated segment as before When this anus was mede the
frecal matters have always passed by the fistula, never by the
natural anus. Thanks to daily injections by the artificial anus
these patients were so improved generally that they were not willing
for a secondary colectomy to be performed, which was, however,
mdicated The stercoreermia having disappeared, their general
state has improved and the benefit resultmg has been sufficient
for them.

The experience of these two patients 1s also very interesting
because 1t refutes the practice of mjections, formerly proposed
Their pochets have never contracted The only rational and bene-
ficial treatment 18 resection. Should partzal or complete colectomy
be performed ? That depends on the case.

(a) Partial Colectomy —If, as 13 possible, the dilatation be con
fined entirely to the sigmowd loop, the size of which fills the whole
sbdomen a simple resection of the dilated intestine and end to-end
suture of the two extremities can be performed This operation,
which we have carried out on eight occasions six fimes with success,
can be difficult or dangerous owing to two condrtions hypertrophy
of the mtestinal walls which lend themselves badly to suturing or
by the upper end of the colon becommg filled with fmcal matter
The septic discharges accumulating below the suture can produce
secondary separation of the wound

If the surgeon find the slightest difficnlty n making the end-
to-end anastomoms he ought not to leave the suture to itself

m the abdomen ke should fiz the line of reunton tnto the paretal
tround
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Otherwise, before malang the resection, if the surgeon thmk
the end to-end suture will be difficult he should not attempt 1t,
but be content with externonsing the dilated loop contracting
the abdommal wound, and resecting the loop The two mtestinal
ends should first be sutured laterally, in thewr course through the
abdominal wall. The two ends of the intestine resected should
appear b to 6 centimetres ahove the slan ten days later into this
artificial anus, parallel to the two ends in the two cavities of the
colon, & clamp opened and olosed slowly should be msdrted This
clamp should bite mto the coats of the colon, crush them, and
produce enterotomy Three months later the artificial anus should
be closed  This method appears to be anti surgical, but offers the
advantage of stmphaity, 1t cures the patient without rish, even m
the hands of surgeons little slalled in testinal surgery

(b) Complete Colectomy —This 15 mdicated m the greater number
of cases. Moreover, the ceocum 15 very often dilated If 1t be not
the ceeoum, 1t 18 the transverse colon which takes part in the dilata
tion Sometimes even the dilatation extends from the cmcum to
the rectum

In every case practically speaking, every dilatation of the
sigmord which co-exists with another dilatation ought to be called
complete dilatation, and requires complete colectomy—an operation
which 1n cases of mega-colon, 18 easier than in any other circum
stance as a result of the laxity of the meso-colons

Complete colectomy 1s easier and & mulder operation than
partinl colectomy

The opersation 18 carred out as follows

Separation of the colon from the omentum (Lardennois Okmezve)

Separation of the colon from the abdominal wall (Pierre Duval)

Division of the meso-colic vessels

Diviston of the 1lsum close to the czecum.

Division of the large intestine immediately below the dilatation

End to-end anastomosis.

A rubber tube should be placed m the rectum and should pass
bevond the anastomos:s to drain the 1leum to the anus

If for some reason there be a disproportion between the dlemn
and the end of the intestine 1if the anastomosws by suturing be
difficult 1t 13 suffictent to mtroduce a rubber tube into the two
Intestinal ends tie them over the tube and bury the lygnture under
a sero-serons continuous suture as follows

The lnrge mtestine 13 removed
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A Inrge rubber tube 18 introduced by the operator by the abdo-
men 1nto the small ntestine and tied into it, the lower end of the
tube 18 pushed by the operator mnto the termnal part of the large
intestine, which has been divided 1t 18 canght from the outside
by an assistant, who has pushed a clamp into the anus. The tied
ihinc end 18 Jowered untal 1t comes 1n contact with the lower part of the
colon. Another thrend 18 knotted on this terminal intestine near
the extremity of the small intestine. The two mtestinal ends are
exactly apposed  Whlst the operator fixes the walls of the inferor
end with two Chaput’s forceps, the assistant continues to drag on
the 1leo-anal tube  The ledge at the junction of the ilenm and the
colon 18 Invaginated 1to the rectal end, the ledge of this mvagmna
tion 18 fixed by a errcular running suture with catgut, the operation
1s fimshed  The tube remains m position exght days

What procedure 15 to be adopted mn cases of mega-colon, com-
phecated by acute ohstruction ?

In one case we performed complete colectomy, followed by
end toend ileo-sigmoidostomy, removing thus en bloc the pochet
of the colon with 1ts septic contents, formed by the whole large
mtestine, the case was one of complete dilatation The patient
was cured This procedure appears to me to be switable to &
number of cases

What ought to be done

Medien laparotomy Ewvisceration of the dilated and twisted
loop

Be careful not to open and empty 1t.

Be careful not to reduce and fix 1t

Choose between a simple and easy operation—t ¢, segmentary
resection 1n two stages or complete colectomy i one which
removes the toxic matters and cures the patient permanently m
fifteen days

In the first case the surgeon exterionses the loop cuts and tres
the artery or the nutrent arteries fixes the two loops formmng a
pedicle to the wall, contracts the abdominal wound at one level,
and then divides the two ends of the mtestine 5 to 6 centimetres
from the slan  The obstruction collapses  Eight days afterwards
a clamp crushes the mter-cohe septum, two months later closure of
the artificial anus brings about a cure

To sum up the surgeon who wishes to treat a mega colon can
perform 1 non strangulated cases, an ileo-sgmoidostomy as a
Preparatory operation for secondary colectomy, which as a result 15
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much easier and mulder It 18 1ts only mdication. In all the other
cases resection should be performed, complete 1n cases of complete
mega colon, partial 1n cases of partial mega-colon or where the
patient 18 weak

Resection and colo-colic, or better, end to-end eo-mgmoidal
anastomosis, 18 the procedure of chotce, but if any difficulty occur,
do not seeh for brilhant surgery, but fix the two mntestmal ends to
the elan, thus making an artifictal anus, the cure of which will be

Complete colectomy 1n all cases appears to me personally to be
the operation of choice.
Summary
(4) Partial Mega-Colon RESECTION OF THE DILATED SEGMENT
(a) Easy suture Circular end to-end colorrhaphy
&) Dy suture Fixation of the two extremities to
the wall then cure of the anus two months Iater
(6) Complete colectomy
(B) Extenmve or Complete Mega-Colon CouprLETE CoLECTOMY
(a) Cachetio subjet begin with a short-ciremt (czoo-
or leo-sigmoidostomy) Perform secondary colec-
tomy three months later
(b) Reswstant sulpect Complete colectomy in one stage
(operation of ohoice)
(C) Mega-Colon Complicated with Volvulus

Partial colectomy and fixation of the two mtestmal ends
to the wall. Secondary cure of the artaficial anus

Complete colectomy 1n one stage with end to-end 1leo-
sigmoidostomy
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)\Exalalan
dune
cicatrice

du eolon
transyerse

Fm 143 —Coxoratrit Mroi-corox  Coxrrrrr Corroroxy ~

Appearance of the sbdomen before operation. A loop of dutended colon prominent under
theskin. The cicatrix Is the remains of an operation for plication and fixatlon of the
colon. Result nfl.

EBaluf du cliom traxsverss=Outline of the transrerse colon.,  Ercision €une exutnee=Exelsion
of a cleatrix.
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1Colon )
L._._‘._r:_{ 5 Duprot tr'”"‘”i__ i __‘.__‘4]
Fro 14.—CoxarxrraL Mraa-coLox  Coxriere CoLrcToNY

The abdomen is opened. Appearance of the mega-cofon which includes nearfy the whole
of the intestine

Appendwce = Appendix. Iléow = Tleum. Cerenm=Cacum. Miro-ction = evo-colon.
CQen trangverse ~Tranrrerso colon
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1 - Coecum Paritorne

- N ' An_a €3
! 1gréles
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Fia 145 —Coverxtras Mrei-ooLo¥ Coxrrrre COLECTONY
Preeing the ocolon and the emoum. Thummhnmtcd the colon from the
two almost

asoending
abdominal wall and divided the meso-colon. were made
at the same time, owmg to the extreme laxity of the meso-oolio Iigaments.

Owcxm=Cooum,  Pirvotne= Cflon T color,  Admsey
#rfes=Loopa of small intestine. Fome dragee=Tao fosse. Clon ascendant=
Ascending cokem
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Fra 140.—Coxorxrray Mroi-coro¥ Coxrrrra CoLrcroxy

Divison of the jlenm between two Eochet’s forceps, 4 or 5 centimetres from the erecum,
after tha right meso—colon had been divided.

Secteon da PQéon 4% thermo = Division of the fleum by the thermo-cautery Aisentira=dieren
tery  CocwmmCumcmzl.  CQom tremsterse=Tramaverse colon,  Alkso-con=dlrso-



187

CONGENITAL MEGA COLON

Mesa cofon
(Cransverse

Fie 147 —CoxexmralL Mrai-coLow CoMrLErE COLEOTOMY

Dirbsion of the transrerse meso-colic

Aléeo-ctlom transrerse=Tranaverse meso-colon. Hiom=Theum.  Cllom

CarummCocum.

ascendaut = Ascending oolen,
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1 r
C‘moum' ICSIon tranaversia
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s / ' .,
r 5 O V ) 'Co/on s3cendent

\Colon trans v%r,n
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\
P \Meeo colon
1

\ \ﬂ?/o splenigue

TNolon descendant ¢ Dupret
AT — —— .f.~
Fra 148.—Coxaexrrar Mrso-coroy Coxrrrre CoLEoToXY
Liberstion of the splenlo fleynre.  The abdominal retractor 10 the left, which fs here
casy owing to the flaceld abdominal wall The right band holding uo‘c;)}r:prﬂ- on

reno-

foroeps, mobalises the splonio Joop.  This procedurs often stops
hgament hemostasls is often neceswry after divkson with the knife or with the

oclwore.

CatemmCucum,  Culon tremarersemTransverso colon.  Cifow ascendant = Ascending coloni.
colon.  MésocRon=Mesocalon.  Amgs epinuem
colon

Cilom  tra erersewmTransverse
Fptenio Sexore Olon descendant m Descending



CONGENITAL MEGA COLON 189

[Célon transverse fp
)

Célon
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\Le ligament phreno colique .

— gadeche ost pince el
. coupe \

Fio 149.—Coxaexrrar Mroa-corox  COMPLETE CoLEOTOMNTY

Divtlon of the phrenico-colic higament  When retraction by the compress is not suffietent
to make thms ment mobfle, it {8 necemary to divide it with scissors, but then an
arteriole may give way  Apply the forcepa before cutting

Cercxmem Covcam (8o trams erre = Transverse coloa. Célom ascendant= Ancending colon,
f;dlm:m phréno-calsrus gauchs e pince «f conpé=The phrevico-colic llgament is caught
cu
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\  Section du colon
1

8 gmoide su thermo
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Fro 180 —Cowarwtat MraacoLoY CoxrLETE COLXOTONT

Liberation of the eolon is completed. The end of the large intestine Is not distended.
The congenital dilatation stops at the xecond half of the descending colon: the re-
section shonld still be mads in the middle of the sigmoid to facilitate ansstomosis
with the {feum,

Section du oFon sigmeide an thermom=Division of the sigmold colon with the thermo-cantery
Iléoa=Teom. Corwm = Cacum. Tlton & aramomonr arec ls cidon pgmolde s Tlews
to be ansstomased with the sgmoid colon C&on trennersemTranrerss colon.
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.~
oS Bupret e
Fm. 151 —Coxaevrrar Mresa-corox  Cowrrrras Conroroxy
Reweotion i finished. The end to-end has still to be pert, d

The
brmgs into contact the two Kooher's forceps.  Tho edges of the mesentery and of the
rueno-sigmold are easfly apposed.

Utéras=Uterns, T easie=Bladder RectummBectum. Odlom svymolds=Sigmoid colon.
Aldeo-cHon =) aso-colon. Tlkon = Deum, Adeentire=)lesentery Anses grilosm
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’ I Dupret

Fio 152.—Coxorarrar Mros corow CoxrrrTa COLECTOXY

How the tisynes are fixed in order to maks an end to-end ileo-aigmoidal anastomosit A
first stitch has been placed in the middle, at the mesentero inserthon of the two In
testines; two others are placed at the two ends of the apposition. Tho aperator begins
by & buttonholo suturs on tho posterior edge two Chaput s forceps are placed in the
middle of the free borders, opponte the mesenterio threads in the of the pos-
terior suture

Utérwe= Utera, Fesste=Bladder Amxezes=Adnexs. RBectem = Rectum, Cldom
srgmoidem Slgmold colon.  Hléomm Theam.
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Fio 153 —CoxarxrriL Mraa-corox Courrere COLECTONT

Termimi fleo-oolic anastomosts, Ths {feum i3 anastomosed end to-end with the sigmoid
in the middle. The two fixation stitches have fixed the timues. Here a throngh
and through linen continnous suture is applied.

VesicmBladder,  Recum=Reetum. Utérna=Uterns, Cdlon sxgmoide= Sigmald colon.
Meon—Tisem  Mdseatérem Mesentery



194 PRACTICAL SURGERY ILLUSTRATED

—  TTTTTrrewne

’Reatum “

,Arm cxes

Maso 3i9mforde

—AMesenlera i

fleon

Anjes gréles-
f/")zw‘\

i )

|

g \

[ . o Dupret 1

r

Fio 131.—_oXoEarTaL Mroa-coLoX CoxrLrrs COLECTONY
8sr>-ar>01 oontinusns suturs  Two threads placed at the ends fix the tiwnes and stretch
the lins of the linen suture.  Oae of tho throsdy is applied to the mesenterio and the
other t3 the fres border of the intestine

Festit mBlad i R tum =Ratum Utéruy="Uteray, AnzeresmAdnexs. Uime
avymAde= Moo sigmHL Mérn tre=)Morentery Ilésa =Tleam, Anres grilee=
Loop of small {ntestlne.
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S Du pgret
Fia 185.—Coxorxrrar Mrai-coroy Courrere COLECTOMY

Sature of the meso-colon. It is absolutely necesary to closs the mmenterio openmg
otherwise the intestinal loops may be strangulated

Vens—Bladdsr  Retum=Rectam. Utlru-Utu'm. | Cllon njnddl—sl,pnold 1
Déom=Tlenm.  Sutwrs ds mé e dn ! the -;0::&
of the mesorigmotd.  Antes ﬁdu-lﬂo‘plcfmﬂi tin i) 31 5
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T e oe faucher T
s Tyt ,S’,Dufrat _ . I
Fm. 158.—CowoxnrraLl Mroi-coroX  Coxrirre COLXoTOMY

The Introduction of Faucher s tube is necessary to allow the immediate evacuation of
fistus; without this precaution, tho paticot suffers from colla or sub-occlusion,
neceeitating the formation of an enteroatomy To insert this tube, it is necessary to
injent ofl during its ntroduction, which it *dry * would be dangerous to the suture

- - - Crd
Utérug=Uterux.  Racium Ractmy,“_ Com nplndlrc‘ Blgmold eolon, A’m_'nrl;'n

Loora of amal] {ntestine by Y
Alisentire=erentery  Relief du wbe de Faweher=Outline of Faucher s tube




197

CONGENITAL MEGA COLON

SO0 AP LT} WIS OUQ) e sTp X0 Bupaist wilgw [

‘nopywaado ey Sapmp pojou suopoy o3 jo
#opj joapadw) uw mald uopjwodo oyy 1w JERI U PIjORIL0r 0oopd O, HUOP IOW Waxq P-_“ﬁ&udoh WoFEUe [ep]
-03[f 943 inq Bujjjams 3xw] 04} 0} 0wOf0 nO UXX] OAFY P[UAYS U000 SupEA U} o o vd 1\ 9T} WO} [Wildou oy
o3¢ Lyjwwo [ 19pvod o], “adnxo} oyudpds 03 03 oUO 4N e[ Oy 1UO[OO HUTPUSIEOP YY) Jo IIPPITL O} 03 Fpuodualioo ¥ 9] oy

X000 TOATY WOL ANIONAWEY MNKLISIIN] NY &0 WONLJ TYOINOLYRY— L] OIf

~







X1
CANCER OF THE RECTUM (CONCLUSION)
(For the beqinning see Fasc. I)

TrE following questions are often asked regardmg cancer of the
rectum

Can 1t be cured surgicelly ? Is the cure longer than m the
majonty of cases of cancer ?

Can and ought the normal anus to be preserved 1

8hould the operation be m one or 1n two stages ?

Does the 1liac anus allow of regular evacuation, not constrtuting
2 painful infirmity §

Is radium indicated i the inoperable cases? Should 1t be
used m operable cases? Is 1ts action as benefiual as 1n utenne
cancer ?

What are the respective indications of an extensive permeal
amputation and of abdomino-perneal amputation

1 Necesaty for an Early Dizgnons and an Immediate Decimon.

Rectal cancer 13 a good cancer, which after large excision of
the intestine of the cellular tissue, of the meso-rectum, and of the
glands, can give radical or prolonged cures

The prognosis depends to begin with on the first doctor con-
sulted, he should never carelessly make the diagnosis of * heemor
thods” or “enterttis’ without havmng systematically made s
digital, and 1f this be negative then a rectoscopic examination
Directly the disgnoss 18 made, the doctor will have the necessary
credentiels to mahe the patient remgn humself to operation as
goon as posmble On this pomnt he ought to make the patient
understand the seriousness of the disease for extirpation of rectal
Cancer 18 one of the operations to which 1t 13 most difficult to make
the patient submit immediately

The repugnance of the patient depends on two reasons (a) the
Prognoms from operation of removal of & rectal cancer 1s considered
seriaus, (b) the posnbility of an artificial anus 1s an object of terror
for nearly every human bemg  On this last pomnt, the doctor ought

109
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to explain that an abdominal anus well made and acting well 15 &
mud nfirmity  Lastly, and above all, the patient should know at
once, 1f not the absolute truth, which mght completely upset hm,
at lenst the serionsmess of s conditton and the conspquences
of his refusal to submut to operation How can & patent resgn
himself at once to a mutilating and a serious operation and to an
nfirmity he believes painful, if he does not know he must choose
between this outlook and certan death ¥ Moreover, this decision
18 mecessary, for 1t 18 & guarantee of cure or of a long survival
Rectal cancer 13 one of the best cancers which exist from a surgical
pomt of view Extensive removal, rendered easy by the anatomy
of the region, allows of systematic removal of the cellular tissue and
of the glands  We shall return to this question some pages later

2 Can Cancer of the Rectum be Cursd P

We have recently had a case which has recurred after seventeen
years, we have cured some cases ssven, nine, and eleven years, and
we consider our last operations will give still longer survivals,
because the operation has been better and more extensrvely
performed The good future prognoms depends on the relative
mnocency of rectal cancer, which rarely becomes generalsed and
grows slowly

3 What Treatment can we Employ against Rectal Cancer ?

Three forms of treatment exist

{¢) Abdomino-permezl removal, 1 one or two stages, i one
stage 1t shonld be reserved for very good cases—te., to resistant,
non debilitated subjects with only a slightly adherent tumour

(b) Extensive permnesl extirpatton, m two stages ncludes first
the creation of an 1iac anus, then permeal extirpation of the ntestine,
of the anus and of the perineal cellular tissue, this operation 13
nearly as large as the abdomino-perinesl, save, howsver, the removal
of the superor glands and of & part of the ilec-sygmordal meso-colon
which cannot bo removed But tumours removed widely by this
low route yet give excellent results and very long survival

(c) Curietherapy 18 directed against moperable cases treated by
an 1lac anus as continent s possible and by the application of
radum  Radium does not give mn these cases the results which 1t
procures 1n uterine cancer yet 1t should be employed m all ll);l
operable cases, either by needles or by tubes. We have been able

\
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to obtain, even n cases where the outlook was bad, some mteresting
results

We do not think radium can st the present time be substituted
for surgical treatment, but m all inoperable cases 1t should be
cmployed If thero be numerous failures there exist also very
comforting cases, which allow us to employ it systematically each
time surgery has become powerless

4 What 1s the Proportion of Inoperable Cases P

Cases are declared inoperable or opersble (a) according to the
physcal and moral condition of the patient, (b) accordmg to the
form of the cancer, (0) and 1ts mte, which may cause no pawmn and
be unknown, or be painful, or cicatrsing, (d) according to the early
stage of the diagnosis, and lastly (e) according to the experience
of the operator

Some surgeons declare that four fiftha of rectal cancers are
moperable, whereas for other cancers 1t 1s barely one-fifth A
difficult case does not mean an moperable case, adherent growths,
where removal 18 laborions, must not be considered as wnoperable,
without doubt they bear a greater rish, but this risk ought to be
accepted 1if there still be great chances of cure or of long survival.
The favourable cases give 5 to 10 per cent. of deaths after operation,
mfavourable cases (aged, exhausted people, cases with adhesons)
60 per cent., but 1t 13 better to have a 40 per cent chance of cure
than certamn death

0 Ought Redium to be Employed 1n all Operable Cases ? Does 1t
give any Results in Inoperable Cases P

Radwm ought to be 1f posmble, employed 1 operable cases
& month before operation, 1t arouses a process of defence around
the growth and produces relative asepss of the ulcerated surface.
We consder 1t ought to be employed m all cases In order to
Operate afterwards do not wait too long after the appheation,
because the adhesions become orgamsed end make the operation
more and more difficult although poswible

In moperable cases radmum can be used and gives sometimes
unhoped for survivals, Radiim must not however, be recom-
mended to the exclusion of everythmg else for cases stil operable,
for 1ts action 15 not as beneficial as m uterne cancer, 1n uterime
cancer the benefit of radium 18 8o marked that_for some surgeons,
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the question of radmum treatment only, 18 settled even m operable
cases  In rectal cancer 1t 18 not the same, for the future operative
results are excellent, even 1n border hne cases

6 Objections Rased aganst the Proposals for Removal of the
Rectum.

(1) The seriousness of the operation, (2) the persistence of an
abdomimal anus

(1) Abdomino-perneal extirpation 18 certainly & serious opera
tion which, according to the operator and the case gives a mortality
of 10 to 60 per cent , but this mortality 18 much reduced () if the
surgeon rederve this operation for strong subjects, not too old, and
for cases with few adhesions, (b) if 1t be performed 1n two stages
1n doubtful cases, and if spinal anmsthesia be employed 1nstead of
narcoss, and (o) 1f the surgeon be sklled 1 the operation.

‘We saw Miles in January, 1920, at the London Cancer Hospital,
he employed chloroform or ether as an anmsthetic, his mortality
reached G0 per cent. He has not, mnce this time, changed hs
technique, but he has replaced chloroform or ether by spinal anms
thesia, completed or not by mitrous monoxide, he writes me lately
his mortality has fallen to 10 per cent The question of anmsthesia
18, then, very important

This serionsness of the abdomino-permeal operation has made
some suthonties prefer the enlarged perineal method m all cases,
we recogmise 1t 18 an excellent operation, and 18 to be employed 1n a
number of cases, in feeble subjects but 1t guarantees less cortanly
radical cure, since 1t leaves m the abdomen some glands and s band
of suspicious penitonenm, which 18 better removed

(2) An abdommal anus 18 & repugnant wfirmity In the past
the majority of surgeons did not operate on rectal cancers, they
warted patiently up to the extreme Limits of contraction and made
an abdomnal anus, to avord pain and mtestinal obstruction  This
enus was made 1n such & way that 1t was mcontinent, large and
prolapsed the patient was constantly soled, smelt badly, unrd
became an object of repugnance to himself and hs relations We
can conceive the operator impressed by such memones did every
thing to avold this mfirmity, but this idea of an abdomunal anus
does not tally with the reality ~The fact of making an anus across
the muscle and terminal the fact of twisting 1t, and then patiently
re-educating the subject, remove the great part of the iconveniences
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of an artifictal anus  The majonty of those operated upon have
an injection on waking, empty their colon, and cease to trouble
about their mtestine for the rest of the day They thus accustom
themselves to empty their intestine by rule, and have freedom
from all freenl evacuation during the day We know a certamn
number of patients who have been operated upon, who wear no
apparatus, sore even have no bandage, and wear their shirt directly
agamst the anus, but this, however, 13 uncleanly A very great
number of them go to the w ¢ once or twice o day, at a fixed hour,
and are m no way troubled by their mfirnity It 18 necessary,
then, that this prejudice agamnst an artificial anus be combated,
1t must be 80, 1f cure 18 to be obtained Besides, 1t 1 advantageous
to make patients remgn themselves to this mconvenience. More-
over, 18 1t compulsory to tell them at the begining, the ilac anus
will be permanent ¥ It 18 a question of tact, of the circamstances
of the case, 1t 18 not possible to be precise on this subject. A great
number of patients, ternfied at the thought of this repugnant anus,
make 1t & mine qua non that the anus will be removed afterwards,
and 1if the answer be in the negative, do not allow the operation
to be performed But they do not perrmt the operation, because
they do not Imow the truth, whioh they ask of us and we hide
from them. As a result of our falsehood, dictated by sentiment,
they die m order to avold an infirmity which they always end m
accepting at & ttme when radical cure 18 no longer possible.

If the patient be sensitive, the surgeon ought to make known
to & member of the family the exact diagnosis the fatal prognosis,
and the adventsge of a permanent anus Then he can, perhaps,
ide from the patient the exwstence of the cancer and the necessity
of the permanent abdomnal anus

Ii, moreover, 1t were possible for us to tell the patient the truth
he ashs for, and to which he has perhaps the right, how ought we
to express ourselves ¥ Thus

“8ir, you have cancer of the rectum, if you do not submit to
operation the diseass will undergo stenosis will powson you, and
bleed, certawnly fatel after a year s torture, a tume will come when
complete obstruction will occur and when 1t will be necessary for
you to have an artificial anus 1n spite of this anus, you will have
discharges, very severe pam, and your end will be a ventable
martyrdom. BSnppose afterwards i accordance with your wish,
We ramoved the rectal cancer, with the promise of leaving yon your
natural anus the following would come to pass
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by chronic stercoremia, the fact of removing the frecal matters at

a first stago 1mproves the general state At the time of the second

stage, the surgeon excises the lower opeming of the double anus,

which 18 removed with the ano-recto-colic end, this stage prolongs

the operation by five minutes  We perform 1t 1n half of the cases
Out of six operable cases we perform

1 Abdomino permeal amputation mn one stage.
2 Perneal amputation n two stages
3 Abdomino-perineal m two stages

9 What HMethod of Anwmsthesia should be Employed ?*

For the abdominal anus local anwmsthesia

For amputation of an enlarged perneum sacral or emdural
anesthesin

For abdomuno-penneal amputation spimal anmesthesia.

10 Conclusions

Each time a patient complains of some trouble with defeecation,
& hemorrhagic, mucous discharge a burning sensation constipation,
uneasmess, etc, the doctor should never pronounce the words
*“heemorrhoids ” or ¢ enteritis’ before making a digttal examma
tion, and 1f that be negative using the rectoscope.

From the time that rectal cancer 1s recogmsed, the dector should
obtamn knowledge of all the scientific conditrons and famuly cirenm
stances, favourable for an 1mmediate decision as regards operation.

Every rectal cancer diagnosed should be operated upon, the best
operation 18 abdonuno-perineal removal in one stage, but 1t should
only be carried out in patients not constitutionally feeble, with
sufficient resisting powers, and 1if the tumour be only shghtly or
not at all adherent. In all other cases extirpation with an enlarged
Pennenm, or by the abdomino-perneal route 1n two stages should
be performed. The former 1s less serious than the abdommo-
permeal but does not give so many chances of permenent cure

In the minanty of cases i which the cancer 13 circumscribed
m all cases of cancer situated high up, with few symptoms of poison
mg, and with & tendency to sclerous change the sphincter am should
be prescrved, but m the majonty of cases—ie, mn those of the
empulla, or mtuated low down, or m the fungoid form—it 1s better

* “Anmsthime Régionale by Victor Pauchet, Sourdat snd Labat (Dom,
Pany, 1920)
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to perform high Tecto-s1gmeyg extirpation, which comprigey Temovp]
of the 18ch10-recta] tissnes, of the levatoreg an, of the collular 1o,
of the Pelvig, of the glandalar and Mesentan, chany The faot of
Leepmg the natnrg) aus doybleg g, chanceg of Operative ortalty,
maltiphes the chances of Teourrence, gpgq does not &1ve an absglyte
&uarantes of ¢ continent bernes] apy,

The abdompy Artufioial anyg, well mada gpq 8eting well, forme
A passable nfirmity

Every Patient oy rectal cancer ought tp by nformed, if po;
of the absolyte at Jeast of suffictent, trygp, Tegarding the diagnogs
and Progness, i grgey to make knoneg the most advantageoyg
decision ¢ 1s probable thyy if overy Patient ney the abaglyte

h d

Wigne
, HiSehe
. Feeillee anlerscur
> Fowsller PO eria ' 9 V32 goime
* -
—q..( e /s Feine rnd oro,

Fra. 159 —Rrorar Cavern. APDoNDILL Axge,

wwion follows of
e the direetion of the arrow Tneidon
foe the géhl;dbi:?jb?llﬁ:?h oz"ihha a UroYis in the migdie of the rectus, This .
palied aalg, Di"idouo-{tlu-[m layrrotlbenhnthlndn!tbeperilom-um.
Qoeam, ~Linca alby, Feuey Bowlrun 4yt Fainem Pt
4 "::";'D;m of the Dbufh‘?" u;‘:‘éd antlrusr g 1o Pelatm Anterion layer of thy shemtk
Crand #rou s Rectay,
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Le colon a ,Grand
une tors on ) droit
de /80*
\ Ligne
\Wanche

Feuillet
:ntcneur
e l2 garne \

Vfauillet posterieur
de /s gaine

(-4
Ver® Coloy p
eScendant wery

Fra 163.—RecTaL CAZCER. ABDOMINAL ANUA.
Dugrammatio section of the abdomen, ahowing the respective poaition of the two loops.

Half twist of the upper end af the colon where it orosses the rectus sbdominis
(contmence).

Feally ulb'lcwdtlapu!u-AnterlorhytfolthashuLh Le cflom & une {orsron de 180° =
Col on twisted to 180 Grand drovemRectos,  LuneNenche=Lincs alba.  Péritoune
=P eritoneqm. Fenilet posténenr de la gaine=Posterfor la of the sheath, TVersle
et en=To the rectum. Tere le elon descendantmTo the descending colon,






CANCER OF THE RECTUM
ADDOMINO PERINEAL AMPUTATION
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F1¢ 184.—Cancrr oF TAE REOTUM. ECOXOMIGAL ABDOMINO-FERINEAL
Awrorariox  (Ales.)

The g figure shows removal of the meso-sigmoid and meso-rectal glands, It removes
mnm,bmlnvathalentomn_nimdnpanulthehchbreculu-ue,nltuoi

recuITence,
In the lower the same operation, but with preservation of the normal anus and
h'ﬂﬂnx?lithauppnmdofthslntuﬂne. The Levatores ani and the sphincter are

Presezred, bat the chances of recurrence are greater



214 PRACTIOAL SURGERY ILLUSTRATED

S

p mmm Eemme

Fra 185, —Oaxarr or tas Rxoror. EcoworToir Praprrar AWruTiTiox (Mmrs)

This figure shows a frontal section of the aof the rectum, and of the old. From
lbﬂ'ﬂdﬂ'nn:dl.tbnopmturm}tf:u of the meso-sigmold, then the glands
of the meso-restum. Below the double indicating the peritoncum, the n

mark the recurrent nodules on the upper surface of the Isvatores and and in the
Ehy!o-mtﬂlo-n. The dotted line indicates the pars of the rectum which s removed
by an economical reseotion. The lower of the levatores ani and the auns are
removed. The reader can see the insuffi amyo!thilcperluon.dncoltlscmhm‘
the glands of the meso-restum and of the sigmoid, as aleo the teee of
the levatores an{ and the fachio-rectal timue, frequent sites of recurrence.

In the Jower figure, the dotted lino ahows the direction of the exeresis, when [t fs desired,
with the eoonomis resection by the perineal route, to spare thesphincter and the levator

ani.
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Fro 166.—Caxcra or THE RroTUM. AMPUPATION BY 4X EXLARGED Praxzuvx.
This certalnly very radical operation removes the whols of the ischio-rectal cellular timene

the two tores, the cellular tissus of the pelvis, the meso-rectal and a part
of the meso-sigmoidal glanda., It leares some glands of tho ofd

Fo. 167 —Caxcxn or Tem REOTUN. AMPUTATION ¥Y aX EXLincED Pracervw.

m"rmtﬂvnmmmummdpmddﬂ;ndmghmtbovbbhdweedhhﬁhn
;&;}vbmduhhﬂmﬂo-rwhlfmmdthomhnmmm iho.mpuubn:
to the pelvio walls.  This is the most extensive, most certain, and most radical






CANCER OF THE RECTUM IN THE MALE
ADDOMINO PERINEAL AJMPUTATION
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Fro 168.—Cawcxx or THE RECTTM IN THE MALE. ABDOMDIO-PFAINFAL RXWOVAL

incidon acrom the muscle for the abdominal anna.  The dotted line corre-
sponds to the median inctxion. The catheter fixed in is for the perineal stage

Ourerturs pour anxs disque=0Opming for [Hee amue
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Section du colon
au t/\‘?armo

~~Promontoira

\Art mesentarigue
K inferieure
S D

Fi¢ 160.—Oawomn or Tan RAOTOM I THE MALR  ABDOMIXO-PERINEAL BIMOVAL
The abdomen is opened, and the explaration completed; the oparltur performs Jeft colo-

pa hnmordnrtomubﬂkotot.hngnuun edmondh:\gcolonmd
the eigmoid 1 the termination of the inferior terso

marked out. lgature is applied at the most lnuur.b lur ml.Hngml] in:d
movable upper end of the colon, to draw into the lbdo

slon of the intestine {s made by the thermo-cautery tofthemco]uu

scimors. It is prolonged as far ag the Lu[nrhr mesentetio art:

Section du cBlom aw thermowmDivisian of the mlunl:rytha thermo-cautery Tasslem Bladder
Promontotre =Promoutory of the sactom. rt wdsentéraque 1nféirrenrg =Inferior mesen
tarlc artery
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Peritorne
parietal

Pearttoine
visceral

& Ligacure de [art.
3 Dupret maanntonyuc 1n.
F1a 170 —Qaxcee oF THE RECTUM IY 7R MULE  ABDOMDYO-PERINEAL REWOVAL.
Liberation of the lower intestinel segment. The visceral layer af the peritoneam s divided
about 2 centimetres from the intestine  Ligature of the inferior mesenterio artery

Péntorns  pankal=Parletal prritaneam. Rectym = Rectum. ¥ soeicw Rladder, Péri-
toire muscdral = Vieceral pertt. I Pr ry of thy Lga-
turs de Part misentérigue infre. = Ligature of the Inferlor mesenterio artery
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Art muentenquc:r
1af* ligaturee

S Dupret

F16. 17L—Caxcrr or e BEOTUM I TER MALE  ABDOMIYO-PERDYEAL REMOVAL.

The upper stump of the colon s t fnto the abdominal buttonhale incislan. The
intestinal I freed from fts adjolning attachments. Kote the ureter the

segment
bladder the veslouls seminales, and the ligaments of the rectum the latter ought
to be divided as far as the levatores anl,

Canal déféreni=Vas deferenn. Péntorns e=Perttoneam. T oss14 = Bladder Aillerons du
reciam= the rectwm. Urctére=TUrcter Art mdaenténgue infre. ligeturts

=Inferior mesenterio artery lgatured,
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mesanterique inf7*

Anus tliaque ¥ Artrculation sec

¢
Art maunturrque \ coccygianne
inferiaure £ ‘Promontoire
3 Dupret

[Fro. 172.—Caxome OF THE REQTUM. ABDONINO-PERINEAL REOVAL

Liberation of the recto-sdgmaldal wegment in the hollow of the sacrum. It ought to be
extended as far as the coooyx.

Art, mdrongériqus wnfre, mInferior mesemterto artery Pérstovae =Perdtonenm, Uretdre=
Unq{imu-(nm:h. Bdu—Bwtum. Sacrm=Bacrum. Verfs secrds
aniry. = Anterior seral nerves. A ahqu-lI‘h:o ams, Anwslation secro-coecy-

4 B ¥ jaiot. 2. md ériewrs = Irderior mesenteris art
'Pro-auw-—Prmuntu-y of the sacrum. - f hiid
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Vesicule et

/ deferent

3

ce e ;ﬁ“/ﬁra.state
v -

> Aderon
" droit

w rectum

-
«
o

Aleron gauche J
]
i

v Rectum

—_Perrtarne

F1e 173.—Caxcra of THE REOTUM Ix THE MALn, ANDOXIXO-PERINTAL BEMOVAL

Divislon of the ments of the rectum.  (Important stage.) They cnolose the middle

hamorrhoidal artery which does not bleed. The division descends to theJevatores enl
which form the floor of the pelvis.

| ssr1¢ = Bludder Aderon

wehe dn rectwm=Laft ent of the rectom. Tésicale et
Atftremt = Veslonls and vas defereny. atewProatate, 4Alerom dro=
Ugament of the rectum. Rectwm=Rectum,
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‘Praalate

s
Varsseaux tha ,‘j
£3
ques extern Frete Vesicule et deferent

F1¢ 174.—Caxcrr or THE RECTUM I¥ TRE MALE. ABDOMDNO-PEEINEAL REMovar,

Liberation of tha vesical toneum. It provides mai for partitioning the pelvis.
Tlm pedtmemhlumbedbylmtimmf

Pintorne=Peritonerm. T essr¢m Bladder. Tasseanr desquss ernes=External fllac
vemals, Pros{ate= Prostate, Uretére==Ureter Tincvdee l(fbnl—"cd.cuh »emi.
nalls and vas defereny,
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Varsseaux i
gues externes
.

1
Uretere

ﬂ)cron :;a’ﬁ\e du ontorre
rectdm coupe \ .
e’ Y s Pvﬂr
N % ¥
had ~

F1a. 175.—Cuxorr or o Reorox I taE MaLr, Arpmaxo-rranyeal REMOVAL

Finish of the detachment of the reotum.  The rectum brings with it all the cellular tisue
of the pelvis the two ligumentsareent.  The recto-colic segment will be buried under
the pelvic and vesical peritonenm.

Vsaie= Bladder Piénivyns = Peritooeam. Tarsaxs wwqess erfowes=External flao

Yevecls Rectum = Rectum. Ganglsons = Glands. Célom = Colon. Ce -

Urttére= Ureter Concarité dn sacrum=Hollow of the sacrum. Aderon

& du rectwm, coupd = Ledt ligument of the rectom, ent, Promontoire = DPromontery of
sacrum,



Vesare JfPeritoine suture

Anus :Iuyuu

S D

Fra. 176 —Caxcare or THE Rrcrus 1 THE Mire  ABDOMDNO-PEROYEAL REMOVAL
The end of the colon has been pressed against the pelrio floor and then barfed under the
peritonesl covering.

Fane=DBhadder Pintowns swiwrd=Perltonenm satured. dnxs doquemTtao anm,

o

t
ré
P

Fio 177 —Caxcrz or TEE Rectud I TN MuLr  ABDOMIXO-PXRINEAL Rruovir
Praorrar Staore

Outline of theincwdon.  The transverselines is that for perineal prostatect: the vertical
semicircular incislon s c:ﬁd

reaches the smero-cocoygeal joint.  The out aboat
2 oentimetres from the anos, already entured by silkworm gut.
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Cav te abdominele

o poritoine gyant ete

ouvert at suturo parle
voie abdominale

Rectum

Fio 178 —Quxcxn or mim RroroM o xa Murx  A»ponaxo-rznpyral RexovaL
Pramuxir Braore.

Thisstage is the same as that of prostatectomy tiom of the balb, and of the

prostate, and of the seminales, The operator's finger finds Douglas pouch,

opened through the abdomen. If the cancer adbere to the prostate, or ta the

v seminales, the aperator does not continue the dumevtion, and finkbes thoopera

tlonhl::mthhdda,nfter haring freed the inteatine from fts lateral and postetor
attachments.

Bube= Balb. Proseted déférent = Proatate and vas deferem. Tersrewm Bladder Trans-
corre=Transverslia perined Carit atdomixale le piryorie t &d ontert ¢f surwrd
I8 rere ebdominale = Abdominal cavity the peritooetm baving orened #nd patured

If:rth- abdoainal rogte Spk weter = er Rectwm=Rectum.
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Bulbe

v

1

Vessie
-

Varaseaux et nerf
obturateur int®

D Obturateur intf

ngnc de section
du releveur

Fra, 170.—Qawcrx oF THm RECTUM Ix THR MALR  ABDOMINO-PERINELT, REMOVAL.
PraowesL Brion.

Divialon of ths levatores ani. This is to bo made at the fnsertion, and not in the body of
the muscle, which must be remored completely

BulbemBalb. Prosste e diférent=Prostato and vas deferens. Versiem Bladder Tais
seaut o nerf obiwratenr wnte mInternal obturator vessels and perve, Péritoin m Perl-
toneam. Obtereicer {nfe, = Obturator intermoe, Ligne ds sectson du relecenr=Line

of sectlon of the lovatar anl. Graime ot ganglioms péri-rectaxs=Fat and perl rectal glands.
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Uretere

Fia 180 —Cuzare or yir ReoTU Ix THA AMALN, ANDOMINO-PERINFAL REMOYAL.

Operation finjshed. Note behind the bladder the a, o peritonenm sutured
from the abdomen, and recetving the mew}ijtholmploithnlmﬂintuﬂm A
Mickulicx dnlnmppomthhmmnmhlm-dg t days.

Urdén-Un:(ﬂ: Prostats ¢f diférentsmProstate and vam defermnths.  Jasertion ds rele-
=Insertion of the levator ani. Teawle=Hladder  Nerfs secrés=Eacral nerves.
Ptruoiu sutzrdmPeritopoum sutored.
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Art mesenterque nf* Saerum

Peritoine awture

Uretere g
Yeorcule et

defe en

Vesa e

Perstoine

Relevewr de [anus
\ Sphineter

A
Tr3gu graraseus de lo
f:uz 1ackio rectale

Fmo. 18L.—(axoxa or THN RECTUN IX THE Murr ABDOMIYO-FERISEAL RENOTAL
Bection showing everything that should be removed.

Arnt. e, =Infocor el art Secr B Péritovee suturi=
P‘;“mem mturudw Uretire q==Latt mlry Visicule ¢ d{firent = Verlcnla seminalls
and vas daferens, Vesaism Bladder A - Pabis=Publs.

-
Balb. PéruvinemPecitonsmm.  Hderexr d¢ Faae=mLavator anl.  Sphinder=
Bphingter Tisewn grovsens de la fosss lachio-rutale=TFatty timms of the lschjo-rectal



232 PRACTICAT, SURGERY ILLUSTRATED

Art masenterigue nf’*

Rrtone suture 0s iague
Gusseaux thagues
exlernes

ABehion

Insertier o
~.  Jrele sur
s Obturateu

ntrrng

. ——e

e e m erre—
e

A
S
Colon 3 gmorde Ji3pu graizse de
| /2 foss& schin rectals
Releveur de 13nus i Ferito ne
Meao colon Rectum
Sph neter

Fia 182 —Cawaee or THA REOTUM IN THE MALR  ABDOMINO-PERIXMAL REMOVAL.

Frontal section of the same: ft fs to be noted in this operation In the mals, all the pelrio
oontenta ought to be removed exvept the gonito-urinary organs.

Art. mésentérique safre. = Inferior mesenteric Lrttry Piéritoins sutwrdmBatored peddtooeum,
Os o m—ﬂ-{ml. Vam J—guv atenss=Externsl flise veesels, Tarertion

% _rderewrmlnmertion of the ltntar Ind‘o--l:hhm. Otturstexr {nterme
=Qbturator internus, Glon sigmolde = colon, F-tum de la foers
Uchro-rectele=Fatly tisens of the ]-nhb o'-l. Hm-r ll u-Imn ani,

Piritoine = Peritonsum. Misoclom, =
=Sphincter,



CANCER OF THE RECTUM IN THE MALE
ExTENSIVE PERINEAL EXTIRPATION
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Art mesenterigwe  nf"t

Per tone suture 03 liague
Gusseaux thagues Insertion o
exlarnes . (78l eur
Aehion ™, Obturatey

nlerns

T

D
Colon 3 gmo de T sgu graisseus de
la foasd tehin reclals
Releveur de 1anus | Perito ne
Meso colon Rectum
Sph ncter

Fra. 183 —Cayors or rax Broroar ox tax Mire  AppONTNO-rFERITMAL REMOVAL
Frontal section of the sames it i to be noted in this operation in the male, all the pelvic

oontents ought to be removed exvept the genito-urinary organs.

Art, mirentérgue safre. minfertor Py ¢ snturd=Batared peritopeom.
Os di —“! Faurcaxs disquesfertones=FExt vesseln, Insertven
du_relcorurelnsertion of the levator anl  Jechiomw=Inchiom. enr inferne

Oltom ofd eolon. erui
tachso-rectale=Fatty tiszne of thambehb-m fossn, Relevenr de Fanwy=Levator
Mdso-c@: Meso-colon. R

ectwm = Roctum Sphincter



CANCER OF THE RECTUM IN THE MALE
EXTENSIVE PERINEAL EXTIRPATION
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Fia 183.—Caworr or Tax Reorux o 1oz Marr. Exrryeave Poasrar Exriceariox
For the cutaneons incision, seo Fig 177 of Abdomino-petineal removal,
Retro-urethro-prostatio separation. This dividon is that of perineal prostatectomy The
operator hat separsted In tum the bulb and the transversalis permei muscle. He
has penstrated into the detachahle of R. Proust and hes exposed the prostate and

space
the veslcals seminales. Note Douglas pouch ix not opened, and will not now be
opened. The anus is closed by sflkworm gut.
Bulbe=DBalb, Transrerse=T) musale of Jochiom = Ischiam,
Prosate o déférents=Prostate and vass deferentla asgrs = Bladder. (52 ds
pouch. Bectum=Rectum. Anss sutari=mAnm
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YUreters .
~

Peritoine

i

tgne dy seetion
T refeveur

Rectum. - 3

Fio 18+—Caxcer or tHE Rrormt ox mirs Marx. Exrmcrr Parnour Exmeeariox
The rectum has been freed on its posterior surface, as far as the sacral promontary soas to
empty completel t\hehoﬂovoftho-m-u.m_ The two lovatores anl are

the {schio-reotal fat having been excised or pushed back to the anus: bere 1 i re-
movedto-hcrvtholsnturubebter which will be separated from their inserifons

along the dotted line closs to the pelvin
Bllbc-Bum rdb!l-nlt?rvtn

Prowate o diféronts=Prostate end vam dz(u-rmth-
Vassle=Bladder Péntosne=DPerd ):
Batume Uyuaudmhrdcuu-umu{dhﬁmdthchn\mmL
Reeveur de DenusmLlavator anl Qraisss & gungioas périrectent=Perl rectal fat end




S—

Vo
-

Ureters

Iasertion du
refeveur

Relevewr de

Fra, 185.—Caxcrs oF Tor REcTuM of Tae BALE.  EXTESSIVE PERIxFAL ExTIRFATION
Opening of Douglas® pouch, which allows the rectum to be brought down.

DProstat diférexts=Prostate and vass deferentis. Uretire=Treter Vesng=Bladder
1.'»;;«‘5. rd’rrm—l:urﬂmufthﬂhnturml— Pirytoine onver{= Peritoneam opened.
Relsvenr de Tanns=Lovator anl.

Prostats
~

Uretere

Relief du rres
plasme

Entre les deyx
ligatures seats
di lart mesent.
rique info

Soh | Concavito ascrec
phinetert raisse et gangl ons perirectaux
Fia 186.—Caxcre or Tur Reorou or taE Marx. Exressive Prxxoxrar Exrmeariox
Liberation of the mesenteric pedicle, l;‘hedjvninndthammhm:dabehrmtw
tures,

ProstatemProstate. Uretéres Ureter T osrre m Bladder Belvf ds wéoplaymemOutline
of the growth.  Enfrelos dexx [igatarus secthion de Dart misensérigns unfre. mDividon of the
inferior mesenterlo artery between two tures. Relevexr do
fﬂnﬂa—s er.  Comcarul,

anus=Jrraior ank,
d secrie=Hollow of the sacrum.
et ol P2t mmd ol _

Gravse of ganglrons
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Perstorne

Uretere

Yessre

P Ligature du
olon sigmorde

tigne de JE(‘[ on au thermo

Feriteine d. ! d
de Dau_y.;-;u ‘a0

Releveurde
lanus

Insertion du
releveur

virt mesenterique nfre

bphineter
Anus sutures

Fra 187 —Caxoms or THm RECTUN D¢ THN MiLs. Exrnyerva Przioourn Extmrarox

The operator lowers as much of the intestine as possible he tles the upper end with strong
d, selzes the lower end, and divides it with the thermo-cautery at the dotted line

(For burying the stump see Figs. 196 and 167 )

Orétres=Urethra. Prowate o difirentsmProstate and vas deferentls. Urd.ln—Unter
Péruoine =Perltonemm. TestiemBladder  Loyms de section ax thermo=Line of divl
slon by the thermo-cantery Lvpturs du cdlon siymolde= tare of the dgmold colon
Pérvomedn cul-d ds Douglas = Peri of Dooglas poa Inseriion dn relevenr=

of thelevatoran! Bdmrld‘-m-lnn!m-ml. Comcnritd ollow
of the asernm. Sph»dtr-sphlwtn' 7t mdsenréripes (nfre. =Inferior mesenterio
artery Amns sutwréd = Anus smtored. Grlun o gasslions périrectans = Perl-rectal fat
and glands. Raief du néoplasms = Cutline of the growth.

\Graisge ot _7any//anr norireetaux




CANCER OF THE RECTUM IN THE FEMALE
ExTENSIVE PERINEAL EXTIRPATION



242 PRACTICAL SURGERY ILLUSTRATED

Vl_g/n k/'

postrrieur,
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-
Bana’e/etleﬁ?'

recto /
vagingle /.
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Slahlnctcr

-

1
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3 1 5 Duorot J
F1o 180.—Caxcren or Tux Reorvy x tar Foure. Exrromrvz Prapnut Exierarrox

€ocuy T been exposed. The ischio-rectal fat is to be pashed back to the anua:
The onlytheh:huunecrmtbmnhto remain in contact with the flaps divhion of the recto-
vaginal band.

-

bend,
érenr = Posterior wallof the vagina, Bandelefta recto-ranxalt = Recto-vagine?
Feqnpox Ischionwlachiom,  Sphincter~Rphincter Cloceyr m Coceyx.
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Vagrn

postertewr.

re———

Fia 190 —Cyxoxr or THR RECTUM IN TER Fruurr  Exrrxsive Pracezar EXTmrarion

Recto-vaginal disseetion, which will be o Douglas pouch, which will not now
beoprned;lhhdehnhmm nndabytha compresx.

Fogin po-ténnr—Pulterhr wall of the vagina. L’nl-dc—nc de Docglu-Dcmxl.u poach
Techron mlschium, Rectum =Rectum, "weeyE =~ Cocoy L.



PRACTICAL SURGERY ILLUSTRATED
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Ischionm_

S T e, ————— g TR
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o
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Slolwnctcr

/schro~

coccygien

| Grarsse
.
retro rectales

’
Coccyx coupel

. Deprnt

Fia. 191 —Cawors or THE RecToy: v THE FR3uLr. EXTEXSIVE Premray ExTrramox
Divialon of the levatores anl.

Anws sufurém Anos sutared. Tagin iryeur=Postertor wall of the vagina. ITstheon=
Tschinm. Beerenr do Pansr= tor ani. Spk acter=Sphincter Jachio-coccy-
Grause rérorecalo=Tetroreetal fat  Coccpr cowpémCoctyx

grn=
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- _lachion
Fosse i1schio i}

rectale. '
~

[
¢

Relevewur
e lanus

Grarase
retro rectele/ 7
/

/
. Face enterreures
du zsorum

Fro 102.—CixCER OF THE RECTUNX Ix THE FOLLE ExTessive Praccear ExmiaraTiox

Liberation of the hollow of the sacram up to the promontory It is made by a compress
mounted on foreeps.

Anws exturd = Arms entured. Feqn érvewr =Posteriar wall of the vagine.,  Foers fechso-
rectalemInchio-reetal fosm. Jochiomemlechlmm,  EBaphé w 1R =, 1
raphé.  Reerexr ds Pamws=Levator anl.  Groisss réfro-rectelsm Batro-rectal fat
Face autinenrs dx secrum=Anterbor surface of the sacrum.
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Vaoin /Va/a:aeux
postorieur, r ¢t nepf  ®
~ 7

onteux 1nt3
Cul de sac /

de Douj/aa‘\ . 1s0hrop

4

LObtursteur
interne

face ant™
du oy
rectum

Ligne de
section d
refeveur
de [enus

\face anlerieure
duw sgerum

F1o 183 —Caxcrr of oz Rroruk ox tos Froutr. Exvrmava Pranonar ExTicrsmoy

How the anterror halt of the levatores ant are divided: the muscle {3 scpartted from fts
insertion chase to the ischio-pablo ramus.  Note the ischin-rectal fat remaing in con

tact with the anos and with the levatorant,

Vagia ém-r~Pu-1erhr wall of the vagns.  Fewsrans o merf homlews inte.mInternal
rus::d- and nerve Culde-sxc d¢ Dowglas = Dong! pouch.  Jackion~
schram.  Face antre du 7mn—Anu-rkr sarface of the rectnm  Oitwrwtenr{aterm ~
Obturator intemuw, Lvm de nﬂm du redevenr de Paans=Line of dividon of the
4, h&rrﬂ&nmh P L

levstorani  Repdd ano-coccygien rapk
Anterior surisce ofu Cnttpca-p(-dowvx
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F1o 184.—Ciyoxr or Te8 REoroM X e Furr  Exressnve PEnoreat, ExrieraTioN

How the levator ani of the left wide is divided. The lachio-rectal fat remains in contact
with theas muscles and will be removed.

Pérytotne~Peritopeum. Recium=Rectum Arems tendinensemArens tendinens,  Rde
ttur ~Levator soi Odurddcnr interne=Obturator butermus Sphimcter==Sphineter
Faimenux oiuratenrs=0Obturater vessels.  Focs gntre fx sacrum= Anterbor surfsce of the
soTom.
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s - - Releveur et

1schro aocwleﬁ

3acres .

Face aﬁéer/cdre/
du sacrum,

Sectron du cocgy xf

S

|_oI Dupres —

F1o 103.—Caxcen oF THE REOTUM IN THE FEsuLE. Exrexstyn Praryrar ExTaratiox
How the surgeon empties ths hollow of the mornm.  Thin Is continued as high as pomdble

Sp\Mtr-Fﬁl:l.ctu Relecen uidmnyuu-lan!urmlmdm-ommnt T Gang-
Dony=(3 (% Tschron = Inchiom. Verfo sarrismBacral nerves, Arcxsfemdincus=
Atens tendinens Fa-e antiruure du satrum = Anterior surface of thesaerum, Sectrom

x exrye = Loy di
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1] PO P

NVegin foater/nur }

'
i
§

L:jaturc de
art mesento-
1 rique inferte

l
'
[
|
|

|

\foce antericurs
du sacrum

spcres/

S Dupral

Fis. 198.—Caxcen or THE R2CTOH Iy TRE Frtary, Extrxsrve Prrixeat EXTiRPATION

Expo:mlndﬂg\mo{thntnlerbrmnmterk’xdkh. Douglas ;nm:hllm orn:vd

in fromt, of the The eelinlo-gl; T mave
remains in contact with the intestine.

Brtum= brienr = wall of the vagins. Cex, fau-Ghuh
L‘f:tml‘flﬂ.lluuquuﬁhﬂ—l}ntmn{tbthbdmm artery
=M ao-atgme C < enl, Sef m‘l-!"vnl

-
Face oz, ml-m--mmd&m
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~
N~ IR
«\\ L
.
:,(“J =
Vagin -~ e
posterieur,, “ face poster”*

s du co/f
de / wterus

_Colon

Y

\Werfs sacres

N !
[N Migne de secotion
Z, \\ au thermo

\Meao sigmo/de

faigne e Rectum

Fia 197 —Caxorr or THE REOTUX X THE FEMuLE  EXTEXSIYE PERDRAL EXTIRPATION

The intestine i easily Iowered directlv the inferfor mesenterio fs cut and the peritonenm
The operator draws down as much of theintestine as possible inordertocut

it with the thermo-cantery between two ligatures. The upper end will bo Lurked
under s purse-string sutnre &9an appendionlsr stump.  The scoretions In the nnused
lntcﬂ.hul end will bo removed by the abdomins] anuy

Foqin Mlmr-l‘etterbr wall of the vugine.  Face podlm du col de UutérnamPoaterior
surface of the cernix Piérdoy ¢eaPeritoncam. ,z.nu = blgmold colon
hﬂjamt--&m.\ nem-. Iignede scctron s !bum-Unso( vsdon by the thero
canlery  Mésoagmolde=deroagmotd  Protam=
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Vagin

| Varsseaux 1
Ioostar/eur\ L.
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‘,l et nerf |
Jhonteux 1nt3

Peritoine

face anteriewrel S
du sacrum ~Sectson
dw coccyx
~ 7 o4
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. . '
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F1a 188 —Caxyaer oF Tre Recrod oy e Frwurre,. Exrooive Premrearn Exrmeariox

Ap?ctnnmdhc:mntbnwbmﬁnhh:dxtbemtmmﬂnumpbuﬂ!d_ The cul-de-sao
of the iy fixed by some stitches to the peritoneal opening

Tana portérienr=Fosterior wall of the vagina,  Teyssaws o kontewr ints, = Internal
pudendsl yrescls and perve Tochsom = Inchium. P&uor“n’{—l’ﬂcnvun‘z‘. Nerfs

secrisemBacTal DetveL Clom sxymddamBlgmold colon, F éneure -
Anterior surface of the mcrum. Mml-m-wm guseerun
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}Artera mesenterigue
inferreure ' _ _ _ \
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ﬁ" drort
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F1a "199.—Caxcrr or THE RECToX 13 THE Frwure. EXTENSIVE Prxorral EXTIRPATION
he uteras is adherent
ppearance of the rectum, removed in the peesent case. When t
Tt T removed with the Intestine  The mem of the cellulo-glandular tiesoes bas
remained fixed to the recto-colio segment.

Artére -balénqu snférexre=Inferiar mesenterlo art Md_lt-lwdvmdd
on sigmolds = nld colon.  Gamglioas=G A doplaime mwc th
llll-Rn:tum. evenr pawche=Left evator aol. Relevenr drowt=Righ






