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GENERAL INTRODUCTION

Tae reputation of Victor Pauchet as a bold and bnlliant surgeon
stands igh m Pans

“ Practical Surgery Ilustrated,” translated into Enghsh by
Dr F R B Atknson, cannot fail to enhance that reputation,
and will enable Enghsh surgeons to study Pauchets methods 1n
detail with both pleasure and profit

Practical Surgery Ilustrated ” makes no claim to be a text

book of operative surgery It claums rather to illustrate operations
a8 practised by the author, and these claims are well substantiated.
The llustrations are drawn from hfe, the text explains them The
author presents his methods 1n a series of living pictures m a manner
which should appeal to the practical surgeon

Enghsh surgeons will note with interest that Jocal, spinal, and
splanchme anewsthesia have practically supplanted general anmsthesia
1n Victor Pauchet s practice

C GORDON WATS8ON






INTRODUCTION TO VOLUME III

The volume opens with the indicattons for radicotomy (posterior
Toot section), and the operation as performed 1n the lumbo-sacral
region 1s described  Pauchet favours removal of the lnmine with
gouge forceps 10 preference to saw or chisel he turns up the
spmous processes with their mnterspinons higaments as a flap which
ho replaces after permanent resection to prevent deformity  The
technique 15 quite clear from the illustrations alone

The operative treatment of fractures 1s dealt with by Doctenr
Dujarier He advocates operation for practically all fractures of
the long bones with displacement 1ncluding the claviole. Steel bands,
such as Professor Patti uses, plates and screws are advocated
Technical detalls are omitted The 1llustrations depict plating of

the shaft of the humerus and encircling the oblique fracture of the
tiba with steel bands

Cancer of the Tongue —Pauchet lays stress on the four rules lmd
down by Sébileau which are 1 effect; that—

¢ Ieukoplakia on an indurated base 18 surgically cancer A
patch of smooth lenkoplakia which becomes warty 13 ustologeally
cancer Improvement from antisyphilitic treatment 1s a dangerous
illuson. Every lesion of the tongue not proved to be mnocent
should be treated as mahgnant’

Pauchet snticipates good results from radinm treatment m the
future but for the present gives preference to surgical treatment
Burgery 1 advanced cases 18 opposed &nd removal of the glands 1s
advocated n all cases which are operable The submaxnllary route
1s favoured when the posterior half of the tongue 1s involved, and
the jaw 13 split when the floor of the mouth 15 mvolved.

The external carotid 15 tied as a routine when glands are excised,
presumsbly on one side only

Burgeons will note with interest that regional anmsthesz 15
employed 1n all cases.

Goitre —The chapter on goitrs will attract attention. The

author holds views with regard to the pathology and operative
treatment which are 1n some respects unorthodox. Pauchet has

11



vin INTRODUCTION TO VOLUME III

performed 300 operations on the thyroid with only one death, and
he states that Léon Bérard (of Lyon) has operated on & thousand
goitres without a death These are figures which must excite the
admiration, 1f not envy, of English surgeona.

The chapter on Gastric and Duodenal Ulcer opens with a useful
table indicating the varous operative measures employed.

Pauchet advocates the short loop postenor gastro-jejanostomy
for duodenal uleer, with the addition of a few sutures to bury the
ulcer when possible, as the routine procedure for the genersl surgeon
who has not gained special expertence mn gastric surgery

He 15 opposed to the exclusion of the pylorus by pre-pylonc
division, and consders that the method favours jejunal nlcer and
ncreases the operative mortality Further, he holds that pylone
occluaton 18 sufficiently secured by mvagination of the duodenal
ulcer

On the other hand, he favours partal gastrestomy when there 13
marked hyperacidity, and states that the mortality 13 lower than for
pylorie duvision with gastro-enterostomy

For expenenced surgeons he advocates excision of the mnvolved
area of the duodenum with the pylorus (duodenectomy) with closure
of the ends and gastro-jejunostomy, and when duodenal and gastne
ulcers coexist he recommends removal of & portion of the stomach
with the duodenum and pylorus (gastrectomy) In ceses associsted
with heemorrhage the duodenal ulcer 1s cautersed, and the margins
sutured and invaginated.

Pauchet does not heaitate to remove the gall bladder at the same
time when gall-stones are associated with duodenal alcer

For gastric ulcer he 1s a strong advocate of partal gastrectomy
with direct anastomosis (Péans operation) and states that he secures
better results than he did formerly with Billroth s or Polya’s operation,
especially as regards regurgitant vomuting He does not favour
cauterisation of the ulcer (Balfour s operation) except in acute cases
which threaten perforation or bleed

Pauchet s technique m gastric surgery 18 fully illustrated and

explains itself (
: \

.
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Pauchet’s gastric éeraseur requires specisl mention.

Tumours of the Large Intesine —Pauchet 1s a keen supporter
of Lane’s views on the production of cancer

He holds that feeble individuals sufferng from atonio colon
stasis are predisposed to cancer of the breast, etc , to the exclusion of
intestinal cancer, whereas the stronger type who suffer from kinks
and adhesions are prone to develop intestinal cancer

Stress 15 Imd on diarrheea as & symptom of carcinoma of the
proximal colon and constipation of the distal Early exploratory
operation 18 urged 1n doubtful cases, due 1mportance 13 given to the
value of positive radioscopy, and due caution as to the uncertan
value of negative evidence.

Stress 13 Ia1d on the technical details which are essential to snccess
m colon anastomosis, and preference 18 given to end to-end suture

The following methods are advocated

(1) Ceecostomy under local ansmsthesia 1n cases of acute obstruc-
tion. (2) In subacute cases without distension a two-stage method
with temporary colostomy 1s advocated for left sided or transverse
growths (mde Figs 180 and 181) and pnmsry resection with ileo-
colostomy for rght-sided growths carried out m one or two stages
according to the fitness of the patient.

Temporary ccostomy followed by resection later 18 advised for
mgmoid growths unless there 1s a long loop

In the absence of obstruction total colectomy 18 urged for all colon
cancers, except those at the lower and of the pelvic colon which are
treated by abdomino-anal excision.

The author gives his reasons for advocating total colectomy m
these cases on page 171 but he states that i practice he more often
employs partial colectomy

The chapter concludes as follows

The fature results are good for there are thres good cancers—
those of the uterus of the labia and of the large intestine. These
tumours are oiten cured by an operation well planned and execated ’

Adenoma of the Prostais —The volume cancludes with a short

commentary on Freyer s operation for removal of an adenomitons
prostate
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Pauchet believes that the open operation as opposed to the biind
method of Freyer 1s likely to come 1nto greater prominence, because
the operation 18 of special value when the prostate 18 small and hard,
mflamed, or the seat of mahgnant disease, and also because hemor
rhage can be controlled more eamly In these views he will meet
with strong support from many of his English confréres

He believes that the operation ought to be performed in two stages
m about twenty five per cent of the cases, and he favours the
perineal route m the fat the cardias, and dropsical

The technique 15 not described but 18 made clear 1n the illustra
tions.

The following ponte may be noted

(1) Preliminary vasectomy, (2) the use of scissors to cut a complste
orcle through the mucosa round the prostate before enucleation

C GORDON WATSON

January 1925



CONTENTS

1 InpicaTioxXs FoR Rapicorouy (J A, Sleard) -
11 Teauxiqur oF PosTERIOR Rapicoroxy (AL Robineau)
T Oreramive TrearuexT or Recext Fractores (Ch Dojaner)
IV Caxcer or TH® To%oUE
V TreatyexT oF GoITRES -
VI Gastric BuReERY GasTRIC AND DyopExaL ULCER

VII GasTRO-PYLORECTOMY YOR PRE PYrorio ULcer. (aSTRO-DUODEXAL
Awmasrouosrs  (Péan s operation) -

VIIL Toxouows or THE Largr Ixresmine -

IX. Apexoua or THE Prostare. (Freyer s operation)

3
117

123

185






PRACTICAL SURGERY ILLUSTRATED

I
INDICATIONS FOR RADICOTOMY

BrJ A BICARD,
Professeur Agregé of the Feculty of Medicine of the Necker Hoapltal

Rapicorosn 1s only spphicable to the posterior roots Every
antenior radicotomy causes mutilation, for 1t certamnly will end m
paralyss of the motor areas supplied

Radicotomy 18 indicated—

1 In cases of obstinnte algas, not slleviated by the ordinary
remedies, or by operation on the periphera! nerve

2. In cases of contractures or spasma of the areas supplied

1 Anbi-zlgenc Radicotomy

1 TricEuMxU8 —The essential facial neuralgias of the type
“tic douloureux’ of Trousseau, which rapidly return after local
injections of alcohol, or which occur in young subjects who desire
to be relieved permanently of their pam, are justifiable cases for
radicotomy The sympathetic algias characterised by constant
pain and & tendency to spread, and equsally also the prosopalgas
m those advanced m years, with fathng heart and kidneys, are
contra indications

The operative results are excellent. Cure 1s certain and per-
manent. Radicotomy of the fifth cranal pair 13 the only one m
which section of the two roots, motor and sensory, 13 permuasible,
therr intimate connection, moreover, preventing the surgeon from
sepatating them. Radicotomy sensory and motor, does not cause
senous disturbance of mastication, the supply from the nerve of
mastication of the opposite side bemg always sufficient.

2 Post Z0oSTERIAN ALG1AS —Persistent mtenses pain 13 an indica
tion for operative interference. The results are favourable i only

half the cases. The inflammation can affect the four centres of
nL 1
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the nervous system conneoted with the production of psin spin
gonglion, posterior root, cells of the posteror horn, sympathe
ganghon and sympathetic system of the mtra and para medulla
regon. It 18 not actuslly possible to disangmsh the part play
by these duifferent centres, and to prognosticate the operative resu
The greater part played by the sympathetic and by the cells of t)
cornue explains the surgical failure.

3 Tanerio Araras (Lpms anp Srouacn) —Fiaty of the pa
m & localised area (foot, for example) 18 an mdication, and, abo
all, the frightfully pamful paroxysms with closelv spproximaty
exacerbations, creating a verrtable topalgio state

The results are favourable, also, 1n only half the cases, the cu
of the pam 18 dependent as m zons, on the part played by the lesi
of the respective pawnful accessible centres.

4 PosT TRAUMATIO CAUSBALGIA.—Alcoholsation should alwa;
be tred first  If 1t fa1l, 1f thers bs exacerbations, or 1f nterventic
on the peripheral nerves have given no results, divimon of tl
posterior roots 18 indicated Cure 13, then, the rule

5 Arcias or Canoer.—Radicotomy 1s indicated when a localise
unuateral growth 18 accompanied by ntolerable pams, remstant t
morphis, and on condition that all the posterior roots mnervatin
the ares affected by the neoplasm can he divided

2 A 4 P d RD“ 4 y

The posterior roots transmit to the medullary centres all extern:
unpressions. Thus, & kimd of permanent excitation 18 Lept up o
the level of the medullary motor centres, which excitation 13 dus
tributed by means of the anterior roots to the muscles—museula
tonus

When hypertonus with permanent contracture sutomati
spasms, clonus, etc, are produced, division of the posternor root
modifies the tonus and substitutes hypotoms for hypertons
Lattle's disease, contractures of the terminal parts, and certan
paralyses are wonderfully improved by posterior radicotomy, o1
condition that the choice of the roots to be divided has been carefull;
considered, and their position well mapped out.

In these different affections of the nervous system the surgica
result cannot be perfect, 1413 necessary to take account of the proviou
condition of the pyramidal motor system, and above all, of th
paresis so often nasociated with spasm or contracture.
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Operative Remarks (with Dr Robnean) —The neurologist having
determinod the numerical order and the number of the roots to
be divided, the operator must remember the differences between
the position of the vertebra and the medullary roots, which vary
according to the levels

In the cervico-brachal level the posterior roots, horzontal up
to the third, descending obliquely from the fourth to the eighth,
are triongulat, promment and easy to mark ont idiidually
Above the fifth cervical 1t 13 difficnlt to separate the ascending root
of the spmnal nerve supplymg the traperius and sterno-mastoid,
the emergence of which 18 just 1n front of the posterior roots. It1s
also necessary to tahe mto account the wnhibition of the motor
cells of the phrenic at the moment of diviston of the corresponding
posterior roots

In the thoracic reqion the roots, descending obliquely come off
from the spinal cord above the trunks of conjugation through which
they must pass the difference 1n the level amounts on the average
to two vertebrm, a little less above, more below

Division of any one of the first nine postertor doraal roots nearly
alwanys produces sudden cessation of the pulse and of the respiration,
from three to fifteen seconds, which then becomes perfectly normal ,
the 1nhibition 13 more marked at the moment of section of the first
root than after that of the succeeding roots.

In the lumbar region the roots are grouped round and below the
medullary cone, contmued by the filum termmsle, constituting the
cauda equma (I 3, L 4 L 5,81 8 2,8 3,8 4,8 5) The cone
corresponds to the body of the second lumbar or 1ts superor part,
sometimes to the lower border of the first. The roots float mtermmgled
1n the cerebro-spmal fluid, and therr numbers cannot be counted , their
size 13 very small and at fimt mght after resection 1t 18
how small 18 the aize of the bundle formed by the collection of the
Postenor roots and of the two or three lumbars. It 1s very difficult
to know exactly the number of roots divided 1t 13 better to cut
too many than too few It 18 preferable to resect, to prevent all
chance of future regeneratiom.

One or two fine vessels are seen among the roots, and can some-
tines be 1solated the hmmorthage resulting from their drvimon
cannot be stopped by a ligature 1t offars no meonventence except
m hiding the operative field It 1s, therefore, absolutely necessary

tamark out and to charge a hook with all the roots, before drvidmng
any of them,
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The surgeon must be acquaimnted with two essential facts At the
level of the canda equina especially, the operator cannot be certan
he has picked up with Jus blunt hook only posterior roots ons or
more anterior toots may have become msinuated among the mass
of these posteror roots To avoid any mistake, 1t 18 sufficient to
excite gently each oot with & pair of fine blunt forceps, 1f there be
no response, the root 18 a posterior one 1n the contrary case, a
muscular shock 15 1mmediately produced, most marked in the
peripheral area supplied by the root excited. The movements of
flexzon or of extension, eto , of the great toe, or of the foot can thus
be provoked and distingmished

If any doubt amse as to the number of the root caught up,
whether an upper or a lower lumbar, or a sacrel nerve, 1t 13 only neces-
sary to pick up the corresponding anterior root—an easy tash n the
naighbourhood of the cord—and to excite1t. The locahisation of the
muscular shock on the lateral wall of the abdomen, or on the lower
hmb, gives the required answer The exact topography of the
posterior roots 18 determined 1 this way, 1f need be. Posteror
radicotomy 1s an operation giving rise to few risks, above all 1f 1t be
limited to the lumbo-sacral roots It 13, on the contrary, & most
serions operation 1f bilateral section of the roots be performed at
the same time. Tn the superior cervical regon, umlateral drvismon
18 Berious, bilatersl section 18, 80 to speak, a sentence of desth, the
sume applies to the lumbo-sacrsl region In the dorsal region,
on the contrary hilateral division does mnot Tan so great a
rish.

Unilateral radicotomy 1 the lumbo-sacral region 18 not followed
by bladder and rectal symptoms, bilsteral symmetrical section
always produces retention of urine. In the adult, bilateral division
of three or four roots immediately adjomning each other produces
severe motor symptoms sphincter troubles and bed-sores, the
result 18 fatal Alicroscopic examination shows vascular affection
of the medullary parenchyma and punctate heemorrhages.

Three cases of bilateral and symmetrical lumbo-sacral radi
cotomy for cancer of the true pelvis with intolernble pamns and o
desire to commit swcide, have been followed by total paraplegia
sphincter troubles, bed sores, and death at the third week, not
withatanding that the wound healed normally In a case of spas-
modic paraplegia with contractures of the lower lmbs with
disseminated sclerosis death followed aix weehs after, with flaced

paraplega, retention of unne and bed sores.
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Postenior hilateral and svmmetneal radicobomy 1n the eervical
and lumbo-sacral regrons in one stage 18 not therefore justifiable

On the contrary, m cases of spasmodio contractures, if absolutely
neceasary, bilateral radicotomy 13 permissible, on condition that the
division 13 not carried out on roots mmmedmtely adjoiming each
other It 18 necessary to leave alone a certaln number of mter
mediate roots

Unilatera] radicotomy remams the operation of choiwce Care-
fally thought out in certamn rebellious, o 1n cértain cases of incurable
contractures, 1t 13 an ntervention of undoubted usefulness, euring
10 about 95 per cent. of cases
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TECHNIQUE OF POSTERIOR RADICOTOMY

Br ). ROBINEAU
Burgeon to ths Necker Hospltal

I wiLt, describe lumbo-sacral radicotomy

PREPARATION OF TEE PATIENT —Open the bowels the day before,
and shave the back and buttocks

1t 18 absolutely necessary to mark out the first lumbar spine,
and to make o radiographical examwation, the spines cannot be
counted when the person 1s asleep on lus stomach, at the tume of
the operation. The spmes are, therefore, to be counted previously
with the patient smtting end leaning forwards, from below upwards,
beginning at the fourth lumbar, whioh 13 easily counted, then from
above downwards, commenoing from the seventh cervical, fre-
quently we are deceived as to the number, and find one vertebra
too little. On the sides of the presumably first lumbar spme, the
skin 18 marked with Indian 1k or methylene blue, & metal com a3 a
landmark 1s stuck on at this level, and a radiogram taken, the
patient lying on his stomaoch. The plate shows if the metal have
been properly placed (Fig 1) or if correction be necessary

CHOICE OF THE AXZSTHETIO —I prefer general anmsthema with
ether, spmal anmsthesia 13 not to be recommended, the flow of
cerebro-spmal fluid abolishing the action of the anmsthetio towards
the end of the operation. I do not know what would be the result of
regional anmsthesa. The operation should be carred out slowly,
1t 18 not advisable to push the anmsthetio deeply a useful adjuvant
conssts 1 soaking the exposed roots with an anmsthetic solution
(1 1 10), this abolishes the inhibitory reflexes,

For cervical radicotomy 1t 18 convement to operate on the
putient 1 the mitting positaon, rectal anmsthesia with ether sends
lum half asleep, local anmsthesia does the rest,

OrERATION —The patient hes on his stomach, a cushion raises
the nght shoulder to free the face, and the surgeon stands on the
left side (Fig 2) He finds the landmarl on the first lambar spine,
and counts two spmes above (D 11 D 12), and two spines below
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(L 2, L 3) This 18 the extent of the resection. The operation
consists of two stages the first 18 an ordinary lamwmectomy, the
second consists 1n opening the dura mater and diding  the
roots,

PoST-OPERATIVE PRECAUTIONS —Dorsal or ventral position, as
the patient desires  Bes that the dresssing 15 firm  Avoid burning
from hot bottles on the anmsthetised hmb Be on the watch for
bed sores

Remarks —Duning the course of a radicotomy, all sudden and
rough manmuvres which can mjure the cord or the roots must be
avolded Tt 158 necessary to see carefully what is being done, these
are two condifions essentinl to success, therefore, conduct the
operation carefully and slowly

Hmmostass must be perfect all through the operstion, a
lammeotomy properly carmed out bleeds little, does not requre the
application of forceps, and needs only two stoppages, to tempon
with gaure and to dry the wound

All brmsmg mstruments should be avoided (hammer and chisel),
gouging forceps only should be used At first 1t 13 difficult to
entor the spinal canal, a httle patience always succeeds When
the first lamina 18 removed, the work becomes easy

The discharge of cerebro-spinal fluid always produces a marked
depresaton of the pulse but up to now has not caused me any
uneasiness or interrupted the operatton I have never bent my
patients forward, a cervical radicotomy can be performed m the
mitting posture as an operation on the cerebellum The spinal con
tents are never dry there 13 always flmd, which flows forward and
backward synchronous with expiration and wnspiration I have,
therefore, never found 1t necessary to rmgate continuously the
spinsl canal with physiological warm water

Irntation of the posterior roots with a hook or with the scissors

which divides them produces some meco-ordinnted mavemonts of
the heart and a new fall of pressure with the dorsal roots there 18
also a temporary arrest of respiration and of the heart. Tlus shows
with what gentleness and care these roots should be touched It 18
therefore very useful at least as far as tho cervical and dorssl roots
are concerned to anmsthetise them by soalking them with o solution
of novocsine or stovaine (10 per cent) But I ought to mention
this 1s often followed by a general ncreased depression which 13
searcely more satisfactory than the fall of erterial pressure or
the disordered heart Despite this anxious saide of the operation,
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radicotomy does not cause immediate death, nor m the followmg
daya.

yShmﬂd the spmes be replaced ? The question does not arse
1 & lsmmectomy for decompression After permanent resection,
I have heard pstients complamn of an sbnormal protrusion of the
spines above and below the resection, and of an mtermediste
depression. The sole reason for replacing the spmes 13 to prevent
this deformity, 1t 18 quite shight. In all cases the spmes become
engrafted perfectly

The results of radicotomy are often paradoxical Ido not beheve

the classic idea to be entirely correct, according to which the division
of thres consecutive posterior roots produces anmsthesia of a pen-
pheral area, I have cut six to seven consecutive sacro-lumbar roots
and have observed only shight peripheral hypo-esthesia 1n other
pahients, a less extensive division has produced total anmsthesia
of the hmb My conclusion 13, that the topography of the sensory
roots ought to be more completely studied, the surgeon should,
therefore, never predict the extent of the anmsthetic area On the
other hand, I know that algias are at least alleviated and more
often quite cured by radicotomy
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Fm. 4t —Posrerrox RanrcoToxr Fra 4o —Posrertox Ribrcoroxy
Dirhilon with fins actasors of the posterior Tbe hook drags divided
roots pear thelr contast with ths cord hyt.haﬁhmen:luagao Whmﬁumﬁ

of the roots one or two centlmetres below
2t
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Closely applied stitches of s continuous
mt:m‘-ofﬂmmtgut.tn the durs
mater

Fro 49 —Postrrron RapircoToxy

F16 48.—Posrxrion RapIcoToXT jafion i

d The flap of the Procesats rep 3
ey b b
sealed as posstble. Wi
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Fie 50 —Postraror Ripicoronr Fro 51 —Postxaion Riprcotoxy

The needle, with catgut plerces deeply into The catgut Is passed at the Jevel of each
the latersl musculer masses it pamcs interspinons space.
b?h']:.harpmumm‘;;thehvd
of each interspinous space, prevents
the spines from sinking Into the muscular
interstices on to the dora mater

Fro 353 —Posterior RubicoToxy

Continuous cutareons stitch of sfik worm
gut by e glover & needle witha
point” the only one which plerces the
skin of the back without effort the stitch
brings the akin into apposttion without
on.
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THE OPERATIVE TREATMENT OF RECENT FRACTURES

Br Co DUJARIER
Surgeon to the Boucicaut Howpltal

THE operative trentment of recent fractures, which before the
war was the concern of only a few surgeons, tends now to become
more and more of general interest.

ApvaxTaces oF THE MerTHOD —The advantages of operative
reduction are numerous  In the first place stands perfect reduction
of the fragments, which 13 the rule, whilst by the older methods 1t
was the exception. Agam by mtervention the fibro-musenlar
terpomition 18 destroyed, a frequent source of delay in ossification,
or of psendo-arthrosis

The restitution of the shape of the bone reduces to a mmmum
the dusability of the lunb often resulting from fracture. Shortenmg
no Jonger exists and the same apples to angulations and rotations
of the distal fragment, which may be the cause of important functional
troubles.

After operative reduction there 13 no fear of protrusion of a
fragment of bone which may be pamnful, from 1rritation of a nerve
or from compression of a vessel

INconvENTENCES OF THE AMETHOD —Numerous objections have
been raised agamst operative measures

1 Infection —The most semous of all 13 infection. TIf this
occurred frequently, the objection would be probitive But
nowadays, with good techmque, the surgeon cen almost certamly

prevent 1t. It 13 well to know that 1t 18 & difficult operation, a
begmning shonld be made with easy cases and the difficult ones not
attempted until expertence has been gained

Before th» operation the skin must receive attention, and be
shaved and phlyctenuls treated Ko imtersention 13 permssible
if there be cutaneous foea of suppuration. In addition, 1t 13 advisable
to wawt some days after the mjury before operating The brmised
tissues have had time to repair, heemorrhage has ceased, and the

o3



% PRACTICAL SURGERY ILLUSTRATED

power of absorption of the wound 18 less T think, and ths depends
upon the bone, there should be a delay of five to fifteen daya.
We should not, however, wait too long, as reduction will be more
difficult, the muscles having become acoustomed to therr faulty
position (shortening, adhesions) Again, callus 13 often formed
esrly, especially in children, and m order to obtain an 1deal reduction
signs of fracture altered by the process of ossification should be
absent.

During the operation the hands should be gloved, and only
the end of the instruments should be employed. With a hitle
practice the fragments can be brought together quite well withont
putting the fingers into the wound In addition, mjury to the soft
parts should be reduced to & mmnimum to shorten as far as possible
the operative mancenvres necessary for reduction and coaptation.
The muscular and periosteal remains of doubtful vitality should be
resected with care, 1n & word, endeavour should bs made to leave
& clean wound, which has much lesa chance of infection.

The anatomical surfaces are to be re-formed with the greatest
care, and hmmostasis should be as complete as possible. In these
conditions the skin can be sutured without drainage. It 15 only
exceptional cases where a sangmneous discharge exists that fihform
drainage with a bundle of mlkworm gut should be mstituted.

After the operation a moderately tight dreasing should be applied.
Otherwise, swelling of the tissues, which always ocours after the
operation, may produce complications (pam, swellng of the
extremity of the limb, gangrene) In the majority of cases, even
safter firm union, a plaster apparatus 18 advisable. This should not
encircle the lmb, 80 a3 to allow inspection of the wound 1n case of
accident.

2 Delay w Ossification —The objection has often been made
that osteo-synthesis, especially by metallic union, delays consohda
tion. This 13 quite unjustifisble, and most often surgeons who have
not had great expemence m the surgery of fractures have rased 1t
1 do not deny the delay of ossrfication after osteo-synthesis, but I
conaider, Jjudging from & great number of operations that esuification
18 obtamed more quchly than by the older methods. In certam
subjects (why I know not) whether operated upon or not ossfica
tion 18 slow  But, for that reason, to mamntamn that osteo-syntheais
15 & factor 1 the delay of ossification 13 mexplicable. Anatomo-

pathological research, for the purpose of showing that the presence
of a metallic plate mhibits union, 15 far from convinomg 1 have
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too often seen the plates, the scrows, and the bands completely sur-
rounded by callus to attach any importance to such cbservations.

3 When metal has been employed, 1t has been objected that a
secondary mterventton 18 necessary for 1ts removal. For my part,
I beliove this to be unnecessary 1 two-thirds of the cases When
some symptom compels 1t (simus, pam, ete.) the Temoval 13 often
very ensy, though sometunes difficalt, but causes no danger to the
patient.

e will not go 1nto the details of the technique, which are par
tacular to each fracture. We will sumply say, mn fractures of suffi-
clent obligmty binding the hmb with Puth Patham’s steel bands
18 the operation of chotce. In transverse fractures clips or screwed
plates should be used, depending on the cass, rendered firm or not
by one or two banda.

Finally, 1n certewn articular fractures screwing 1s the procedure
of choice.

INDICATIONS FOR QPERATION IN THE DIFFERERT FRACTURES —
1 Long Bones—Fractures of the Legy —Unless subpenosteal or with
slight dwsplacement, thess should be treated surgically—especially
o spiral or obligue, when reduction without operation 18 seldom

effective

Fractures of the Thigh—Operation should be performed for
oblique fractures, transverse fractures with important displacement,
and subtrochanteric fractures Bands or screwed plates should
be used, and 1f the suture be firm the knee should be flexed and
rendered rmmobile, as Lambotte proposes, the flexors of the knee
bemng one of the princrpal causes of comphcations 1 fractures of
the thigh.

Fractures of the Fore-arm —Fractures of the two bones of the
fore-arm should nearly always be operated upon to avoid separation
of the fragments and disappearance of the mterosseous space.
By operative reduction excellent functional resulta are obtamned
Fractures of the radrus or ulna alone should be sutured, if displace-
ment exist. Displacement, of the radius, 1t should be noted, 13 often
difficult to discover and when 1t 13 present there 13 nsh of mcon-
ventant imitation of rotation I nearly always use clips n fractures
of the fore-arm, they give sufficient firmness, and their apphcation
requires only shght destruction of the bone.

Fractures of the Humerus —Operate m all cases if the radial perve
18 or 18 likely to be injured. T have seen many cases of late radial
paralysis. In fractures high up, with shght displacement, operative
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power of absorption of the wonnd 1s less I think, and this depends
upon the bone, there should be a delay of five to fifteen days.
We should not, however, wait too long, as reduction will be more
difficult, the muscles having become accustomed to therr faulty
position (shortening, adhesions) Agam, callus 13 often formed
early, especially in children, and 1n order to obtain an 1deal reduction
signs of fracture altered by the process of osmfication should be
abssnt

Durng the operaton the hands should be gloved, snd only
the end of the wnstruments should be employed With a httle
practice the fragments can be brought together quite well without
putting the fingers mto the wound In addition, mjury to the soft
parts should be reduced to a mummum to shorten as far as possible
the operative manwuvres necessary for reduotion and coaptation.
The muscular and perosteal remams of doubtful vitahity shonld be
resected with care, 1n a word, endeavour should be made to leave
a clean wound, which has much leas chance of mfection.

The anatomtcal sarfaces are to be re-formed with the greatest
care, and hmmostams should be as complete as possible. In these
conditions the skin can be sutured without drainage. It 13 only n
exceptional cases where a sanguineous discharge exists that filform
drainage with & bundle of silkworm gut should be instituted.

After the operation & moderately tight dressing should be applied.
Otherwise, swelling of the tissues, which always occurs after the
operation, may produce complications (pamn swellng of the
extrerty of the Limb, gangrene) In the majority of cases, even
after firm union, a plaster apparatus 18 advisable, This should not:
encircle the limb, so as to allow wmspection of the wound 1n case of
acaident.

2 Delay 1n Ossfication —The objection has often been made
that osteo-synthesis, especslly by metallic unton, delays consohda
tion. This 18 quite unjushfisble, and most often surgeons who have
not had great expertence 1n the surgery of fractures have rased 1t.
1 do not deny the delay of osstication after osteo-synthesis, but I
conmder, Judging from & great number of operations, that oasification
1s obtained more quickly than by the older methods. In certam
subjects (why I know not), whether operated upon or not, ossfica
f10m 18 slow  But, for that reason, to mamtam that osteo-synthesis
13 o factor mm the delay of ossification 18 mexpheable. Anatomo-
pathological research, for the purpose of showing that the presence
of o metallic plate mhibits unton, 18 far from convinemg 1 have
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too often scan the plates, the scrows, and the bands completely sur-
rounded by callus to attach any importance to such observations

3 When metal has been employed, 1t has been objected that a
secondary intervention 1s necessary for its removal. For my part,
1 behove this to be unnecessary i two-thirds of the cases  When
somo symptom compels 1t (snus, pan, etc) the removal 13 often
very casy, though sometimes difficult, but causes no danger to the
patient.

We will not go into the detatls of the techmque, which ars par-
ticular to each fracture. We will amply say, i fractures of suffi
cient obliquity bmding the lmb with Puttt Parham’s steel bands
13 the operation of choice In transverss fractures clips or screwed
plates should be used, depending on the case, rendered firm or not
by one or two bands

Finally, in certain articular fractures sorewing 18 the procedure
of chorce.

INDICATIONS FOR OPERATION IN THE DIFFERENT FRACTURES —
1 Long Bones—Fractures of the Leg —Unless subperiosteal or with
shght displacement, these should be treated surgically—especially
if spiral or obhique, when reduction without operation 15 seldom
effectave.

Fractures of the Thigh —Operation should be performed for
oblique fractures, transverse fractures with important displacement,
and subtrochanteric fractures Bands or screwed plates shounld
be used, and if the suture be firm the knce should be flexed and
Tendered smmobile, as Lambotte proposes, the flexors of the knee
bemg one of the principal causes of complications m fractures of
the thigh

Fractures of the Fore-arm.—Fractures of the two bones of the
fore-arm shonld nearly always be operated upon to avoid separation
of the fragments and dwsappesrance of the mterosseous space.
By operatave reduction excellent functional results are obtamed.
flmf t]};?spn;-glm or uI}mhanne should be sutured 1if displace-

cement of the radius, 1t should be noted, 13 often
difficult to discaver, and when 1t 18 present there 13 msh of wmeon-
ventent lmitation of rotation T nearly always use clips 1n fractures
of the fore-arm, they give sufficient firmness, and their application
requires only ehight destruction of the bone.
, Fracﬂil’:i’ of the Humerus —Operate 1n all cases 1f the radial nerve

8 or 18 Ilkely £o be injared, T have seen many cases of late radial
paralysis.  In fractures hugh up, with shght displacement, operative
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interference 18 mot absolutely necessary Simple 1mmobilisation
gives good results Fractures of the surgical nech with marked
displacement ought to be always operated upon and reduced The
use of one or two clips 1s very easy and gives sufficient ngidity

3 Short Bones -—Fractures of the patella ought to be sutured m
neatly all imstances I never employ bands, but two large silver
wire sutures (1 5 or 2 mm.) These should pass mto the articulation
and round the lower fragment, which 13 often brttle, without
piercing 1t The wires are only tightened when the fragments have
been brought together forcibly by hon forceps

Fractures of the olecranon should be screwed together bv
Lambotte’s method This 18 an excellent procedure, easy to carry
out, and permits early use of the imb

Fractures of the clavicle shonld be sutured 1f there be any dis
placement. The operation 18 easy, and when the reduced fragments
are fixed by a plate the patient ceases to suffer It 18 unnecessary to
mmmobilise tightly, very soon the use of the imb can be permitted

3 Arucular Fraclures —These are often the most difficult to
operate upon, but when reduction 1s obtamned, functionally excellent
results are secured  The fractures of the mferior extremuty of the
femur and of the superior end of the tibia are of this kind, the same
apples to the elbow

Fractures of the lower extremuty of the radius and of the malleoh
only Tequire operation in cases of failure of reduction by the usual
methode—that 18 to say infrequently

Smee the work of Pierre Delbet, fractures of the neck of the femur
—above all, the trans-cervical, but also often the cervico-trochan
teno—should be screwed I have recently described my techmque,
1t 18 too specisl to enter into details here *

* Prasse Médicals, Alay 28, 1021 No 43, Technique opératomre du vissage
da col fémoral dans les fractures récentes.
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Fro 34 —Fracrome or tar Hosrars ox Tar Trmrrere Day

o trace of consolidation. Extanulla; small intermediate fragment
Probable muscular {nterposition.
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F1a 57 —Fricruan or Tra Homesvs ox rEn Tmmrorra Day

Lambotts 8 hook senses protrision of the opper frigment and renders divioon
of the Interposition easy The arm bends 1ike a flall

Interpontion musculairs = Fibco-moscular  {nterpaaition. Pragmen! inférfenr=Lower
. Foror crnp‘an Fregmont supéruenr o Upper fragment
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Fia 83.—Fmiorune or tux Houmrros oY tnr Tmmroera Dax

Dividon of the interposition.
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~S Dupret

Fro 59 —Fracromns or AR HUuarmvs of i Tomerern Day
Lion foroeps fix the upper fragment, which s refreabed by the saw
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Fra 60 —Fxictora or ey Huxxzus o tH: THIETIETE Day
Tlndlvhhnofthebomhndabwlutulype&:mﬂhuhrtutbedlmtbndthﬁupper

mﬁﬁ;ﬁmaﬂ which opens the medullary canal maore
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Fre 61 —Fmaoroen or TaR Huwrxos of oz Tmmerxrn Day
Refreahing the lower fragment.
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Fro 62 —Faacrure or TR Hoxervs ox tan Trrmista Dax

Redoction s obtained. A Shermann s plate is fixed to each fragment by Lambottos
lon foreepe.

Plaque do ShermanamShermann s plate,
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N Du/oret

Fio 63-—Fmicrore or THE HUszRUS OY THE Tmwrretn Dy
The parforutor makes a hale for the screw



OPERATIVE TREATMENT OF RECENT FRACTURES 39

Fms 64 —Fricrone or tae Huurrus ox tre Tamriern Daxy

A screw beld by forceps is scrowed In by the screw-drver  Nothing wed In prosthesis is
K to be touched by the hands, even H gloved.
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~ ,Dulorct

Fio 88.—Fricrore or Tar Huwrros ox mae TrHRrEry Day

Catgnt brings the muscular and periosteal surfaces together The skin
Ty Tinen thread, withont drsinage. o T o wtured
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Fio 63.—8SrmaL FracTume or tHE Lro wrtm La TxtERuD:
20!
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Fro 690 —Ixcisiox ox tER Lyranwar Sgrracs or ram Tiau
Dividdon of the Internal saphenous veln between two ligatures

Veins saphize interne=Internsl eaphenous veln.
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The ulte of the frasture is exposed. The curette elrans the frectured surfaces of adherent
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7
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Fia 71

An aselstant pulls on the foot with both hands. Lambotte s lien fix the Inter
medlate to the upper fragment. The {racture has thus caly two ents.
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Fro. 72.
Rednction of the lower fragment Is mﬁy obtained A second Lambotte s forceps
it
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5 ,Du,oret

Fro 73.

Ttwcumdnoed]nhpu!edbuhlndtbotfbhtnhnldnhtﬂhrhlmdm!hni

Laws d¢ Parkam=Parham s stesl band.



OPERATIVE TREATMENT OF RECENT FRACTURES 49

Ltame

* de Parhom |

Fro. T4
The end of the band Is Introduced Into the eychet

Lawms de Parham=FParbam s steel band,
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Fro 75
The band ia tightened fixing the intermedlate to the upper fregment.
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Fio 76
The band is cleanly divided with foreeps. In 76 bis the mallet flattens the divided
end against the bone.
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Fro 77

Two new bands have been inserted; the tibla is int repuired and the threo band
asyure very firm coaptation The wound has to be cloded at one Jevel.
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The wound s sutured without drainage
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Fia 79
Apparl.nce of the fracture after operation after the operntion an a tus
for wa invented by Pierre Delbet was A p’]’ The petlent walked on the
twenty fifth day The apparatus was re on the fop! The fanctional
result cx.m{lm
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CANCER OF THE TONGUE

CaNOER of the tongue 18 & serions cancer There 1s reason to
hope, however, that treatment by radio-sctive needles and by early
operation, without & period of waiting and hesitation, will mmprove
the prognosis

The esrly disgnoss 13, m fact easy, the disease soon attracts
the patient’s attention by the discomfort 1t causes, and the pam 16
provokes, 1t may be spontanecusly (otalga) or by frietion agamst
the teeth 1Alost often it develops at a visible and tangible part
sometimes, no doubt, 1t can anse in the body of the organ, under the
mucous membrane, but this 1s rare, and even here 1t does not long
remein unnoticed. Unfortunately some doctors hesitate to come
to a decision if the diagnosis be uncertein, and cause injury to the
patient by wasting time. They commence a trial treatment, consist-
mg 1n the removal of a stump of a tooth, or by an antisyphilitic cure.
Certamnly, the great mejority of cancers of the tongue are “ specific *,
1t 18 not astomshing, then, that some patients admit having had
syphilis or that Wassermann 8 test 1s pomtive, but 1t 18, neverthe-
less & mistake to give a trisl to medicines, as time1s lost  It1s e wise
thing to remove a dental stump if 1t wrritate the tongue, and 1t 18
not bad treatment to give antisyphilitic remedies to a patient with a
positive Wasgermann, but what 15 absolutely necessary 1s wrthout
delay, to excise a fragment of the tumour, under local anmsthesa,

and to make & istological exammation. The urgency of biopsy
should exclude csuterisation and all local applications, these
remedies are wrong and only serve to quicken the growth of the
lesion to cause suffering to the patient, and to waste time.

It 18 80 rare for a suspected ulceration opposite a dental stump,
not to be cancer that practically no account should be taken of the
ultunate result of a purely traumatic leston Cancer should be
accepted 08 the dingnosis from the begmning, of the tongue as of
the breast.

Luingual cancer develops nearly always on lencoplalaa, often of
long standing, which has or himxnot been noticed by the patient.
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It 18 of syphilitic omgmn. Smooth leucoplakia changes 1nto the
verrucose form, which 1s the first stage of cancer
Note the four rules of S4bileau *
1 Every patch of recent leucokeratosis on an mdurated base
18 & surgical cancer, which should be removed mmediately
2 Every patch of smooth leucokeratosis which 18 becommg
warty 18 a histological cancer, 1t should be removed immediately
3 Every improvement which follows anti syphilitic treatment
of warty leucoplalis 13 a dangerous tllusion, and causes loss of time.
There should be no waiting for this result, operation should be
performed 1mmediately
4. Every leaion of the tongue, of which the diagnosis of inmocency
18 not absolutely certam, or even 1f there be a suspicion of mahgnancy,
ought to be submitted to biopsy, and this latter should be total
ablation of the lesion. Lingual cancer 1s a serious, rapidly growmg
cancer, because the tongue 13 very rich mn lymphatic spaces—te,
ready to convey cancerous elements, and having numerons and
ntimate connections with neighbouring organs, to which the cancer
tends rapidly to spread
Generally, 1n the small, circumseribed and superficial growth the
eye percerves, the finger detects & long track of mmduration. If 1t
have been removed for s large biopsy, or even by an operation
thought to be suffiment, the histologist discovers m the preparations
some neoplastic cells st the lumt of the section. Cancer attacks
the glands with rapidity Moreover, the tongue 18 & centre of
muscles from all parts of the buceal cavity It 1s contmued by
the said muscles and by the mucous membrane with the floor of
the mouth, the palate, pharynx, and the toneils  Thus, very rapudly,
cancer of the tongue encroaches on the neighbourmg structures.
Chnically 1t can be divided into three varieties
(a) Cancers of the anterior or mobile part
(b) Cancers of the vertical or posterior fixed portion
(o) Inferior cancers those which have & tendency to spresd to
the buccal floor
As a general rule, anterior cancer should be operated upon mtmf
orally, posterior cancer by the submaxllery route with removal o
the glands on both sides, inferior cancers by the trons-mandibular
ute.
" This frequent and tapid dissemination of lingnal cancer to the
* Lo Tratement du Cancer de ls Langue, by Pierre Stbileau 28° Congrés
Srangaws de Chururgte, Pans, 1919
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neighbouring regions makes the prognosis worse from the first,
owing to the mutilating operations required, and slso to the site,
nature, and function of the adjacent organs affected. From the
moment the surgeon attacks the 1sthmus of the fauces and the opening
of the throat the amputation takes on a character of great gravity,
gince to root out the disease an open and suppurating wound 1s
made 1 o vital space, which the operation transforms into an
mfected cavity, here the pus, the discharges from the nose and
from the mouth accumulate and are shsorbed by the vessels of the
neck, are swallowed by the msophagus and mhaled by the trachea
It 19 this that Justifies what J L. Faure said one day to Sébileau
Cancer of the tongue 13 not more serious 1n 1tself than any other,
but what gives 1t what I attribute to 1t, a particular maligmty 1s
that the cancer we usually see m this part we cannot often remove
without kalling the patient
Does radium treatment give any results 2 We are of the opimion
that in the future radium used 1n the form of needles plunged into the
diseased tissues of the tongue and the healthy tissues m the pen-
phery of the tumour, before any lymphatic infection and combmned
or not with energetic radiotherapy of the surroundmg glands, will
give good results, but actually at the present time surgical treatment
ought to be given the preference, and that without delay
Surgieal Treatment.—Every removable cancer of the tongue
should be operated upon if the conditions be smtable. The only
obstacle to the operation 18 the mposwibility of removing the whaole
mss3 of recogmsable disesse. It 1s only if the surgeon consider he
cannot pass freely beyond the mnvaded areas he should have recoursa
to treatment by radum and the X rays. To discover the lmts of
the disease he should use not only hus fingers and hus eyes. but also
bis bram-—t ¢ find out as far as he can the likebihood of pempheral
mvasion Around the perceptible lesions the operator must allow
for those that escape hum, snd therefore he must operats exten
avely Without doubt some very large extensive and mutilating
removals give a high mortality from cardiae failure or sapticsemia
but sad as this 15, we have nothmg better
Should we Operate on the Very Serious Cases, en
?nkx, v;h:eh Threaten to Rebura Rapudly, and ;n‘:ghnguE;:drﬁm::
urgery?—We think not. 84b
ditions are contra ndications Hleaw conaders the followang con

(a) Extension of the disease to the glosso-g
he engiaten gl piglottic fold and to
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(b) Primary or secondary mvasion of the pillars of the fauces

and of the tonsils

(¢) Desp mfiltration of the body of the maxlla.

(@) Inflammatory and badly circumscribed glandular enlarge-

Tnent

Should the Whole or Part of the Tongue be Amputated ?—This
depends on the case Every posterior cancer should be treated
by total amputation and the same applies to an anterior cancer,
reaching the mddle hne

Partia] amputation 18 suitable to & cancer localised to one of the
borders of the organ, where 1t has remained for some months, but
1t must be excised widely

Should the Glands always bse Removed —Yes, whatever the
localisation of the cancer, the glands must be extirpated widely and
thoroughly the cellular and fatty tissues surrounding them and the
salivary glands m contact with them (submaxilary gland) should
be removed. Doubtless all the existing glands are not excised, but
the chances are much greater that the nfected glands have been
extirpated

Should all the Lymphatie Fosss of the Neck bs Emptied ?7—No,
because this large excimon does not prevent recurrence, 1t 18 1m
poasible to know at what height the lymphatic cham ceases We
can never be sure of clearing out the glands entirely Removal
should be extensive, and each group of glands removed as a whole
The cervical aponeurosis, the cellular tissue the glands, the sub-
mexillary gland should be excised en bloc beginning behind at the
sternomastord, and continuing m front np to the lmmit of the area
considered suspect.

Removal of the Tongue Intra-orally —All lesions of the enterior
half of the tongue ought to bo reached by the mouth, very often
1t 15 necessary to enlarge the opemng Free the tongue cut the
anterior pillar and the frenum end divide one or both commissures
This clean and rapid division of the cheeh 18 to he made by &
bistonry on one side only, the wcision ought to be lornzontsl to
avord Stenos duct It does not make the operation worse, and
leaves so to speak no trace 1f on suturing the wound care 13 taken
to bring mto apposition the edge of the labial commussure and to
ensure the continuity of the shin and mucous membrane

Do not try to remove intra-orally cancers of the posteror part
or those which imvade the floor of the mouth Cancer of the root
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of the tongue 15 a dreadful disense. It spreads rapidly to the sub-
mental glands, invades the floor of the mouth, and reaches the
postenor surface of the jaw These cases Tequire operation by the
trans-mandibular toute.  But some mferior cancers can be removed
mtra-orolly ns follows the jaw conssts of two strata superimposed,
separated by the mylo-kyod muscle, the lower belongs to the neck,
the upper to the mouth ~ Certam cancers of the root adhere to the
peniosteum of the maxiila, but only above on its buceal part  Ttis
sufficzent, then, removing ot the same time the soft parts of the
mouth, to make intra-orally & more or less large resection of the
alveolsr lnyer By a large operation, with division with a saw,
bone and diseased tissues can be removed 1n one, after division of
the lower lip 1n the mddie hne to give dayhght.

Removal of the Tongue by the Submaxnllary Route —Lesions of
the posterior half of the tongue ought to be approached by this
route, between the honzontal lmb of the wnfertor maxilla and the
great cornu of the hyoid bone. Lesions close to the tonsils or ep1
glottis can thus be reached. The ronte may be tshen erther between
the two bellies of the digastric or behmd the antertor belly, after
cutting the posterior one which gives greater access to the whole
of the region,, the fioor of the mouth 18 divided and the tongue drawn
out 1n toto  The operator who has exteriorised the tongue should
explore 1t m 1ts entarety by mght and fingers—especially the latter—
an easy exploration—directly the anterior muscular attachments at
the genioid tubercles have been divided

Removal of the Tongue by the Trans-mandibular Route.—If the
operator foresee difficulties i the exterionsation of an anteror
lingual cancer wWhich 15 adherent to the floor of the mouth, they
dsappear after median maxillary osteotomy If these diffi
culties exist In a posterior cancer, they yield to s paramedian
osteotomy

() Median Route —The floor of the month 13 mfltrated, the
tongue sometimes adherent to the maxilla, 18 bound down and does
not yleld to traction intra-orally The surgeon should spht the 18%
by & medwin or paramedian cision sometimes even by a double
bilateral verfical mcision, with resection of the intermediate osseous
segment.  In the first case, the operation opens the way to the
growth in the second exeresis 18 performed as well. When the
firat operation 13 carried out once the bone 13 divided, the two
lunbs should be separated, and the diseased tissues removed In
the second applicable to tumounrs which have grown Into the bone
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the mendibular arch and the soft parts adherent to 1t should be
excised en masse

(b) Lateral Routse —The operator should divide the maxlla far
from the lesion but outside the median line The purpose of this
paramedian division 18 to expose the space between the tongue and
the tonsl After division, the bone 1s to be separated from the
muscular attachments on the mternal surface of the horizontal
Limb, then the bony half of the diseased mde sbdncted and Taised,
the mternal surface of the corresponding cheek elevated and the
sthmus fancmm uncovered, large operations can be carned out m
this way

PRE-OPERATIVE PRECAUTIONS —Before operatmg, the patient
should go to the dentast for the teeth to be saraped, caries removed,
and all source of & buccal infection got nd of, the patient should
rmse out his mouth as frequently as poasmble with oxygenated
water

ANZESTRESIA —We employ regional anmsthesia, as described m
the book “‘ Anesthésie régionale.”* To obtamn complete anmsthesia
m cases of extensive resection the technique demsnds a certsin
smount of experience When the operation 1s performed m two
stages anesthesia 13 always easy, 1t 18 suffictent for the lingual
stage to infiltrate the base of the tongue by the subhyoid route,
for removal of the glands cervical anmsthesia n the second stage is
equally easy and efficacious  For intervention by the submaxilary
route the same anmsthesa suffices, the dose of the anmsthetic must
be larger and sometimes a nervous trunh escapes the synnge, the
anmsthesa can be completed during the operstion making use of &
strong solution (2 per cent.) If the surgeon cannot use regional
anssthesia, he may employ general spmal anmsthesia (La Filtre's
method) This latter permits of extensive operations without pam
or difficulty The two methods are superior to narcosis The
prognosis 18 better snd the operation more easy than with narcosis.

Is 1t Nacessary to Tie the External Carotid Artery ?—We tie 1t, of
course when clearmg out the glands of the nech Ve male &
Y meision on the skin, the angle of which embraces the lower border
of the jaw Ve remove the glands the cervical aponeurosis and
the submaxillary glands whilst dissecting m front of the external
carotid this 18 tied 50 that we continuo to empty the submaxnllary

* “ Anesthése régonale,” Victor Pauchet, Sourdat and Labat (Editor Doln
Paris, 1919)
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region without there being any hmmorrhage. In order not to
mstahe the artery, 1t should be tied just below the point where 1t 13
crossed by the hypoglossal nerve As a landmark, look for the
posterior belly of the digastmo, which corresponds to the powt
where 1t should be tied. Do not delay by searching for the great
cornu of the hyoid, which, like the trachea, changes 1ts place durmg
rotation of the head Do not waste time over the thyro-linguo-
facisl venous trunk which has to be tied. Beware of the superior
thyrod artery, which must not be taken for the carotd Pall
back the sterno-mastoid after having freed 1ts anterior border and
deep surface. Place 1 the upper angle of the wound & Famboeuf's
retractor, look well at the posterior belly of the digastric, the
hypoglossal emerges from 1ts deep surface, follow the nerve to
where 16 crosses the external carotid and fie the latter near
the nerve.

TECHNIQUR OF THE QPERATION — Removal wnira-orglly

(@) The surgeon ought to operate by this route on cancers which
appear capable of removal by this way, for the operation 18 not a
8er0us one.

(b) When operating 1n one stage, remove the glands first, and then
the tongue.

(¢) If 1 two stages begin by removing the tongue, unless a
ligature be desired, then begin with the glanda.

ExTirpaTION OF THE TONGUE.—Draw on the tongue by = large
thread passed into the tissue behind the lesion, as near as possible
to the base, and not in front of the growth at the pomt. By domng
this & large field 158 exposed, and m case of heemorrhage secure
traction 1s obtamned behind the cut edge.

What Quantity of Parenchyms should be Removed P —A good
finger's breadth more than the palpable leion  On the dorsem of
the tongue 1t may be necessary to go past the middle lme. On the
under surface, the mucous membrane of the floor has often to be
sacrificed postemorly 1t 13 necessary to go far, as 1t 18 there that
future danger arses. The operator must not save matenal for the
suture he muat excue extenmvely, he must suture as he can, tongue
to tongue, or tongue to buccal mucous membrane.

RevovaL oF TuE Graxps —The operation should include the
three groups of glands—submasxillary, prejugular, and retrojugular
At the same time remove the submaxillary gland and the pen+
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vascular cellular layers The neck 18 to be dramned for twenty four
hours with s bundle of alloworm gut.

ProaNosss —Amputation ntra-omally 18 not a seriouns operation.
It 15 rate for genersl or pulmonsry infestion to oecur, thers 18 little
fear of secondary hmmorrhage When the operation 18 completed
by resection of the upper part of the Jaw, 1t 18 more serious  Fever
and shght general infection are moticed The operative field 1s
bathed 1n an abundant saliva, sloughs form, cure 1s, however, usual,
but edhesions between the jaw, tongue, and floor of the mouth oceur,
preventive polyvalent serum 18 ugeful.

Amputation by the submazillary route 15 much more serous  the
patient 15 always febrile, and more or less suppuration occurs. It 18
wiso to feed by a nssal sound, which prevents malnutrition and
diminishes the risks of mfection. The larger the portion of the
tongue removed, the more extensive the resection of the buccal
floor, the more posteriorly the operation extends the worse the
prognosis, 1 other words, the gravity of the prognoss depends
on the amount of the structures removed When amputation
passes the toneillar region, sbove all if osteotomy be performed, the
mortality increases considerably  Pre-styloid 18 less serious than pre-
stylord and retrostyloid bucco-pharyngostomy, but the gravity of
the operation depends, above all, on the condition of the patients.
They are often aged, suffering from artero-sclerosis badly nourished,
of low morule, drinkers, and with a weak nervous system, above all,
fear pale men of a leaden and earthy tint with ulcerating cancers.
They bear, perchance, mntra-oral amputation, but die from the sub-
or trans maxillary operation  They die of their sge from the heart,
vessels, from nfection from cancerous intoxication, lnsomnia,
and hunger  Shock and collapse lihewnse kall in twenty four or forty
eight hours, or septiceemia eight days later, the latter betrays its
presence by broncho-pneumonia or gastro-intestmel posoning, this
may be slow and only occur at the end of a month

Sébileau grves the following mortality

Intra-oral 5§ per cent., submaxillary 30 per cent., transman
dibular 40 per cent.

A large carvical opening, frequent dressings and coplous umga
t10ms lessen septicems of the tissues and vems. Extensive lavage
of the bucco-pharyngeal cloaca the dependent position of the
head for the first few days the local anmsthesis, and Injections
of polyvalent serum also contribute to increase the chances of
success
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What are the Results ?—Some cases, venfied histologically, have
been cured, 40 per cent. after three years, according to Collins
Warren, at the end of five venrs, only about 15 per cent. Without
doubt, some cases have lived from fifteen to twenty years To sum
up endeavour should be made to perform small operations at the
verv begmning of the disease, the prognosis 13 then excellent
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Fra 82 —Caxcrn or tnx Toxark. Srcoxp Briae.

Paming a trastion thread Into the point of the tongue This figure ought to bo reversed
E #0 that it could ba easier understood

“'a have preferred to place it
cumdntedlnonanru;:ur-n bolder plerces the tip of tho anwathetbsed

tongue and conveya a thread to the assistant whodrags the tongue outxide the month
Laocal anmatbesia often allows the tongne to be protruded without asshtance through
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s Duprel

Fro 83.—CaxcEr or tHR ToX0UE. Awrtrarrox  Srco¥p Sticr

Dhivision of the fremum  Tractlon by silkworm gut and separation by & vaginal specnlum
render the tumour visdble. Usually it s necessary to cut the labtal commisure
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Fio 82—Qixora or tar Tovave. Srcown Brior

P & traction thread into the polnt of thn tongue This figure ought to be reversed
\ehlnprdmrdtophmhlnthh tion #o that it conld be easler understood
A curved needle on & Dartign e-holder pierces the tip of the anmvtbetised

tongueand conveys & thread to tbe asaistant whodrags the tongue outside the mouth
Lacal anwsthesia often allows the tongoe to be protruded without assistance throngh
Lho{pen mouth
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Fo 83 —Caxcrm or T8 ToXGUE. AMrcraTiox Brooxp Srick.

Division of the frenum  Traction bytﬂkvumgutnndupnnthnbynng{nﬂ:pcculum
render the tumonr vhible. Usnally it is necessary to cat the lablal commissure
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Fro B2 —Caxcer or TaE Toxour. Srcoxp Srior.

Paning a traction thread into the polnt of the tongue  This figure ought to be reversed
Ve have preferred to placoe it in tl:l;g]oddon-othnt it conld be easler understood
e

A curved needle on a Dartigues holder plerces the tip of the anevthetised
tongue and conveys a thread to the asalstant who drags the tongue outakde the moath
Local anesthesia often allows the tongue to be protruded without asistancoe through
the open moath
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Fre 83.—Caxcrz or THR ToxoUE. AMroriTroxy Srooxp Stice.

Dhvislon of tho frmnum  Tructien by aillcworm gut and separation by a vaginal specalam
render the tumoar visdble Usually it Is necessary to cut the labml commbseure
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F16 84 —Caxcx® oF iz TOTGUE AMPTTATION
Divisfon of the anterlor piliar In order to bring the tongue as far as po~dble outside
the mouth the operator has dirided the frenum and m(t-ﬂor‘pﬂllr following the
dotted lne.  Forcible traction on the lingual Lorder by tisvue forceps 1 centimetre

in front of the tumour
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Fio 85 —Caxcrz or THE ToYGUE. AMrUTariox Srcowp Srace.

The curved sobmors divide the tongus as far back as possible
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& Duprel

Fro 86—Caxere or THE ToxGUE SE00XD Bragn

Division of the lingual triangle by curved solssors in front of the tumour and of the
tisue foreeps.
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Fra 87 --CuXCER OF THE TOXGUE. AMPFUTATION Broowp Stion
Repairing the opening in the tongus by catgut,
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Fio 88 —Camorm or 10r ToXaun. Axruririox Srooxp Bracr.

Repalring tho uming in the tongue. The sutures have at the sumojime produced hemos
tasis. present case required no ligatures Thonnurr-‘uude-tgut.
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TREATMENT OF GOITRES

GorTRES are cermcal or endo-thoracio

CervioaL GorrRe —This1s the common form. Adenoma of the
thyroid may be diffuse or nodular

Duffuse Goutre —The thyroid appears normal n form and outline,
but 1s larger in mze. The hvpertrophy msy affect one or two lobes
According as the hyperplasis predomnates m the glandular tissue,
m the vessels or in the cellular tissue the gortre 15 sa1d to be * paren-
chymatous,” “ vascular,” or ‘fibrous.” The nodular goure 13 the
usual variety The adenomatous degeneration shows itself m the
form of a circumscribed tumour, encysted and encapsulated, and
can eaxily be enucleated, the tumour may be smgle or multiple.
In thus latter form the nodules may be conglomerated mto one mass
enucleable or othermse or imbedded n a nearly normal paren
chyma each of which can be enucleated separately

Nodular goitres are sunilar 1n the great majornty of cases and
can be satisfactonly treated surgically

What 15 the Prognons of a Cervical Goitre, 1f left to Itself ?—
Although some patients reach old age with a goitre thus disease 13
an 1mportant defect, which has no nght to be trested by default,
all the more 80 as 1ts treatment 13 simple and effectual.

Is 1t Necewary to Treat Cervical Goitres Systematically P—
Certatnly yes all goitres ought to be treated We are astomished a
doctor operates on & herma when he treats a goitre neghgently
Moreover the treatment of this affection 15 quite clear radmm
therapv radio-therapy 10dme or surgical treatment, have therr
clear ndications each 1s mild and effectnal

Then, why not attack systematically an affection which threatens
the ife of the patient shortens his existence, and diminishes his
vital powers! Why have some colleagues still the preconcetved

notion the operation 13 dangerous and jeopardises the wtelligence
and hife of the patient ?

-3
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All goitres should be treated, even cervical ones, because they
shorten hife by means of the following processes

(@) Cancerous change (nmne tayroidal cancers out of ten are
engrafted on goitres) (b) Asphyxia from compression. (¢) Hypo-
thyroidism (myxmdema) (d) Hyperthyroidism and toxio symp-
toms which may frequently end in Basedow’s disease, or m degenera
tion of the myocardium, myocarditis 18 not only frequent but 13
nearly always the rule, 1t can to all intents and purposes be said,
all goitrous subjects are sufferers from myocarditis 1 posse If,
exceptionslly, some patients attam old age, without much 1llness,
this 18 only due to an antitoxic power they individually possess,
but from the outset every goitre—even 1f 1t does not produce cancer
or symptoms of suffocation—shortens hfe and dimimshes the vital
and social Iife of an individual from 1ts evil effect on the circalatory
system.

INTRATHORACIO (OITRE —In every case these goitres should
recerve surgical attention they are erther “ diver ” or “ aberrant,”
accordmg to whether they come from a cervical goitre or develop
i the anterior medsstinum, from an sberrent thyrod The
“diver” gottres are the prolongation of a thyroid lobe. The
adenomatous degeneration can be localised mn the wandermg part
or extend to both the cervical and the mediastinal portion, the mass
then presents the form of n bag, the meok corresponding to the
clavicle and the two other parts, always unequal m size, to the
thoracic cavity

“Diver ” goitres can be mtermuttent (40 per cent ) or permanent.

The mtermittent wandering or retro-sternal ones descend some
centimetres only behind the sternal notch, but can be easily palpated
1n the neck  tofo, during the movements of deglutition, often they
wander from and reappear mn the neck, almost at will, following the
movements of the larynx and the trachea

The upper part of a permanent diver” goitre can only be
palpated mn the neck 1ts lower prolongation 18 permanently fixed
1 the thorax and never leaves 1t

Intermittent ¢ diver goitre runs the rish of being wedged 1n
and producing fata] asphyxation

MepicaL TREATAENT oF GorTae —This 13 suttablo for the diffuso
and fleshy forms n young subjects as also 1n women with thyrollld
congestion at puberty 1 preguancy after delivery, and at the
T farle am eases of nodular goitre which must be
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Medica! treatment consists 1n thyrordal opotherapy, by means of
the fresh or dried gland, and of 10dothyrme (above all, 1f the lesion
be nccompanted by thyroidal msufficiency as shown by megnms,
theumatoid pams, apsthy and cutsneous dystrophes) Opo-
thra py, m order to be cfficacious, ougtht to be carried out patiently
and slowly It 1s not harmless, and watch must be kept over 1ts
employment, for 1t sometimes produces circulatory excitement and
symptoms of Basedow’s disease (Léon Bérard) *

Radio- and radium therapy, which have given 1 primary
exophthalme gotre good and rapid results, are less efficacions
m sunple goitre, above all, if 1t has developed for more than a
few months Moreover, goitres submitted to mradiation nstead of
operation, are surrounded by adhesons which mahe extirpation
dificult The adhesions unite the tumour by 1its capsule to the
veasels and to the neighbouring organs (I€on Bérard)

StRreicAL TREATMENT OF GOIrRE —Operation may be performed
st “leisure ”—that 13, to get nd of the unmghtly troublesome
masses, “ suddenly’ for such complications as inflammations,
compression and secretory troubles, causing dysphagia, dyspncea
and tachycardia The mean of the cases operated upon 13 from
twenty to fifty years Of 1000 cazes of goitre on which he has
operated Léon Bérard (of Liyons) has geen no death

We have operated on about 300 cases (an enormous number,
considening where we have practised) One patient died of apoplexy
the evenmg of the operation—a very old woman, we do not thmk
the operation had eny connection with the cerebral hsemorrhage.
All the otherswere cured, the majonty without any trouble, certain
operative difficulties were present in some of them

Insome diver gortres wehave durng the operation, witnessed
ehghtly startling occurrences swhich had no serious consequences,
the ultimate results were perfect. Twice the traches was soft, and

wo had to suspend 1t on each side by o few catgut stitches fixing 1t
to the sterno-mastoid. Three trmes the patients nearly died on
the table for we did not then know of Judd’s procedure once we
performed tracheotomy

Scroicat AnaTomy or GorreE—3obility —The gotre 1smovable
mn the nech with the trachen and 1ts vessels—e g , 1n vertical move
ments during deglutition both are displaced with the goitre  When
the gottre 15 moved transversely the trachen moves at the same

-

Tratement du Gortre " by Léon Bérard (L Aremr 3lédreal Jupe, 1921)
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All goitres should be treated, even cervical ones, because they
shorten life by means of the following processes

(a) Cancerous change (mine toyroidal cancers out of ten are
engrafted on goitres) (b) Asphyxa from compression. (o) Hypo-
thyroidism (myxedema) (d) Hyperthyrodism and toxio symp
toms which may frequently end 1n Basedow’s disease, or in degeners
tion of the myocardium, myocardit1s 1s not only frequent, but 1s
nearly ahvays the ruls, 1t can to all mtents and purposes be said,
all goitrous subjects are sufferers from myocarditis 1n posse If,
exceptionally, some patients attain old age, without much illness
this 18 only due to an antitoxic power they individuslly possess
but from the ontset every gortre—even 1f 1t does not produce cancer
or symptoms of suffocation—shortens Iife and diminishes the vital
and social Iife of an 1ndividual from 1ts evil effect on the circulatory
system,

INTRATHORACIO GOITRE —In every case these goitres should
recerve surgieal attention, they are erther ““ diver ” or ‘ aberrant ’
accordmg to whether they come from a cervical gottre or develop
i the anterior medisstinum, from an aberrant thyroid The
“diver’ gottres are the prolongation of a thyroid lobe. The
adenomatous degeneration can be localised n the wandering part,
or extend to both the cervical and the medisstnal portion, the mass
then presents the form of a bag, the neck corresponding to the
clavicle and the two other parts, slways unequal n size, to the
thoracio cavity

“ Drver ” gottres can be intermittent (40 per cent.) or permanent.

The ntermittent wandering or Tetro-sternal ones descend soms
centimetres only behind the sternal notch, but can be eastly palpated
1n the neck tr tofo during the movements of deglutition, often they
wander from and reappear 1n the neok, slmost at will followng the
movements of the larynx and the trachea bo

The upper part of a permanent “diver’ goitre can 011[1";'x -
palpated m the neck, 1ta lower prolongation 1s permanently
in the thorax and never leaves 1t

Intermittent * diver goitre runs the rish of bemng wedged 10
and produocing fatal asphyxiation.

MEDIoAL TREATMEST oF Gorrre —This 1s surtablo for the dlﬁusg
and fleshy forms n young subjects os also 1 women with thyro

regn: t the
n ancy after delivery, and a
congestion utfPu:l.)ﬁ{t)t_ -hgn " . ..,Z!..lm- e whieh must be
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ledical treatment consists n thyroidal opotherapy, by means of
the fresh or dried gland, and of 10dothyrine (above all, if the lesion
be sccompanied by thyroidal msufficiency a8 shown by megrmms,
rheumatold pams apathy and cutaneous dystrophies)  Opo-
thra py, 1n order to be cfficacious, ought to be carred out potiently
end slowly Tt 13 not harmless, and watch must be hept over 1ts
employment, for 1t sometimes produces circulntory excitement and
symptoms of Basedow’s disease (Léon Bérard) *

Radio- and radium therapy, which have given in primary
exophthelmie gortre good snd rapid results, sre less efficacions
m smple goitre above all, 1f 1t has developed for more than a
few months. Moreover gottres submutted to uraciation, mstead of
operation, are surrounded by sdhesions which mshe extirpation
difficult The adhesions umte the tumour by 1ts capsule to the
vessels and to the neighbourng organs (Léon Bérard)

BureicAL TREATMENT OF GOITBE.—Qperation may be performed
at ‘leisure ”—that 18 to get nd of the unsightly troublesome
masses, “ suddenly ’ for such complications as inflammations,
compresmon and secretory troubles, causing dysphaga dyvspnea
and tachycardia The mean of the cases operated upon 18 from
twenty to fifty years Of 1,000 eases of goitre on which he has
operated Téon Bérard (of Liyons) has seen no death

We have operated on about 300 cases (an enormous number,
considering where we have practised) One patient died of apoplexy
the evening of the aperation—a very old womsn, we do not thinh
the operation had any connection with the cerebral hemorrhage.
All the others were cured the majority without any trouble, certain
operative difficulties were present in some of them.

In some * diver ” goitres wehave during the operation, witnessed
shghtly starthing occurrences which had no serious consequences,
the ultmmate results were perfect. Twice the trachea was soft, and
we had to suspend 1t on each side by a few catgut stitches fixing 1t
to the sterno-mastord Three times the patients nearly died on
the table for we did not then know of Judd’s procedure, once we
performed tracheotomy

Suroicar AnaTomy or Gorrre—2Mobility —The goitre 13 movable
n the neck with the trachea and 1ts vessels—e g , m vertical move-
ments during deglatition, both are displaced with the goitre  When
the goitre 13 moved transversely, the trachea moves at the same

Tratement du Gortre, by Léon Bérard (L drener Aédrcal June 1921)
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time. This 13 & means of diagnoms  During operation, when, after
meising the subhyord muscalar plane, the adenomatous lobe 1s
extertorised the thyroid body, traches, arteries, and vems are rased
at the same time This close connection of the organs depends
the first place on the faot that the posterior surface of the thyroid
18 closely adherent to the anterior surface of the first vessels of the
trachea (Sébilean), and on the other, that the superior and inferior
thyroids ansing far from the gland and coming to 1t by a long
path, easily lend themselves to the stretching produced by ex
teriorisation (Sébileau)

The Cellulo-vascular Sheath —The thyroid gland 1s surrounded
by & special capsule of connective tiasue which 1s thin and adherent
to the thyroid gland, 1n 1ts centre the vems vistble on the anterior
surface of the lobes meet Independent of this sheath proper, the
gland 18 surrounded by & second connective tssue layer conveyed to
1t by the arterio-venous stalks from the sheath of the large nervous
and vascular mass in the neck  This connectave tissue layer after
baving acted as the tunica media of these vessels, surrounds the
thyroid the msophagus aund the trachea, constrtuting a true viscernl
covering (86bilean) There 13 then round the thyroid particularly
8t the pownt where the vascular pedicles enter—s ¢, at the two poles
end on the upper border—a vascular space, which by adhesion of
1ts two layers with the capsule proper disappears over the thyrod
gland itself at the same time as the vessels expand under 1ts capsule
proper and on 1ts surface. It 181 this sheath, vascular portal’*
(Sébilesu), the thyroids make ther way to the thyrod gland In
this space the recurrent nerve ascends from the trachea to the
mferior border of the mferior constrictor Consequently, 1 order
to reach a diffuse goitre 1t 13 not necessary to divide the vascular
layer and the fissue for the purpose of gaining access to and hberating
the vessels snd the nerve  Separation of the capsule of tho thyroid
from the gland itself should be made under the desp surface of this
sheath there 18 then no rish of lacerating the vascular ramifications
and the nerve but these anatomical considerations are of no account
when apphed to a nodular goitre end also to some parenchymatous
or diffuse goitres which often alter the condition of the capsale.
At the periphery of the tumour the conjunctival layers become
thich and supenmposed formmg a capsulo of many layers this
capsule 1 central when the adenoma 13 central—1 ¢ mtm glandular,

¢ s techmque de lextirpation des Goitres,” by Bébilean (Paris 3édwcal
Janvery 8 and 15 1931
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1t 18 superficial when the adenoms 18 superfieial, and 1t8 develop-
ment hes bronght 1t to the surface of the thyroid  Hence, two
operative considerntions arise (Sébilesu)

1 There are few goitres which cannot be enucleated from therr
capsule—s ¢, decorticated

2 Durmg enucleation the surgeon runs the msh of meetmg
many layers The nearest one—viz., that separsting the capsule
proper of the tumour from the first layer of tissne which surrounds
1t—18 the only one which 158 distmet.

Diffuse goitres have the same capsule as that of the thyrod,
o peripheral extra-glandular decortication 1s, therefore, necessary

Nodular goitres (nme out of ten) have a distmct capsule m the
centre of the parenchyme An extrs glandular cortical decortica-
tion 18 obhigatory  But as a central goitre, whilst increasing 1n mze,
gradually absorbs the gland often reaches the surface and becomes
extre thyroidal decortication then becomes a mixed one, 1t 18 both
central and peripheral central for the portion of the tumour which
remamnsg within and pertpheral for the part which has come to the
surface  There sre some goitres n which the capsule 15 badly
differentisted or 13 mcomplete. In the middle of the thyrod
which 18 studded with nodules some can be enuclested easily,
others can only be separated by dissection.

Vascular Pedicle —The 1nferior has no vein and penetrates mto
the middle of the thyroid gland, the artery drvides before reaching
the gland, and the recurrent nerve inserts 1tself between 1ts branches
The supenor pedicle contans artery and vein, and reaches the
superior cornu, there the artery and vemn separate

Must the Thyroid Arteries be Tied P—Personally we tie the
wferior thyroid every time 1t 15 easily wisible and can be felt This
roakes the operation field cleaner and more bloodless 1t 18 not
absolutely necessary os 8ébileau leaves 1t alone with success do not,
also endeavour to tie 1t in the mmple mononodular, small goitre,
or when 1t 18 hardly perceptible e look for the artery, but do not
msist on tymng 1t 1f 1t be well hidden.

Four times out of five we tie the iferior thyroid, once out of
mx we tie both on the same side

Need we Trouble about the Recurrent Nerve ?—Personally, we
always look for 1t when ligatunng the thyroud, and we ask the
patient to speah to be sure we have not tied 1t The msl of njury,
moreover to the nerve 13 shight Sébilean 8ays there 13 the lesy
necessity to trouble about 1t 83 even m the cases where on the
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postenior surface of the thyroid the capsule 18 thinner, there 1
always connective tissue in the deep surface, outside of which the
nerve remams Owing to the removal of the goitre, the recurrent
nerve, even in exceptional cases, remams free from danger, ex
traction brings with the thyroid the vessels which enter 1t, the
nerve 18 attached to the larynx, and remains immoveble 1n the region
of the trachea, ndifferent to any procedure, and proteoted by 1its
distance (8¢bilean)

Need we Trouble about the Parathyroids P—They occupy the
nfersor third of the lobes 1n the tracheo-cesophageal angls, o at the
summit of the inferior pole, they are most often mtuated behind
the capsule and the vascular sheath of the organ, consequently they
run hardly any danger They must certanly be avoided, smce their
atrophy produces tetany, but directly the recurrent 18 evaded,
they of necessity escape, as they lie m the vieimty

We will study successively the surgical treatment of cervical and
intrathoracic goitres (“ diver and aberrant)

CervicaL GoITRE—ANEsTHESIA —For twelve years we operated
under general anmsthesia, for ten years we have found local anms
thesia more convenient, 1t does not produce shock canses no
respiratory trouble during operation, or hindrance to the operator
from ettacks of coughing or possible vomiting

PosrrioN oF THE PaTzENT —The patient lies on his back, with
head markedly extended The mouth and the nose are covered 80 as
not to contaminate the field of operation A lLmen cap surrounds
the patient s head.

Incision —Transverse mesion 1 or 2 centmmetres from the
sternum, en cravate, following a fold 1 the neck. In this way the
cleatnix 18 not visible This incision gives suffiolent room if 1t be
long enough In some woluminous gortres 1t 13 better to mahe &
horseshoe incison, the concavity uppermost If the tumour be
large, excise a lozenge-shaped piece of skin.

DIVIsION OF THE PLATYSMA AND SUBOUTANEOUS VEINS —
Bleeding 18 arrested as required with catgut 000 to avoid the incon
venience of forceps 1if a vewn be forgotten, 1t can produce a post-
operative hmmatoma  For this second reason 1t 13 better to tie
the vens separately

OPENING THE SHEATH OF THE STERAO MAsTOID —This musclo
18 usuelly stretched and narrowed Open the sheath and liberate
1ts deep surface Placo a retractor on 1ts anterior border The
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subhyoid muscular layer which covers the goitre 15 thus exposed,
thus Iayer consists of the atrophied, lammated, discoloured prehyod
muscles, un umted snd intermingled mto one level. Cut 1t with
the kmfe from one extremity of the wound to the other

EXTERIORISATION OF A Toyrolp LoBE —The operator should
pass his two index fingers behwnd the hypertrophted or adenomatous
thyrod lobe. Often 1t 18 necessary to free the lower extremity
towards the medisstmum. Luxation 18 sometimes troublesome, but
this stage 18 always possible snd quich. Tt 13 what Sébileau calls
“ gecouchement ”’ of the goitre. The adenomatous lobe 18 to be
brought outaide and drawn by the left hand to the oppostte
smde, whilst a Tetractor, placed on the sterno-mastoid, uncovers the
Temon of the vessels, the floor of which 1s formed by the traches,
esophagus and spme  The mdex finger of the right hand should
feel for the pulsation of the nferior thyroid, if felt, tie the artery,
if not leave 1t and attach the anterior surface of the capsule.

ExvoLeaTION —The nfenor thyrowd 18 tied Divide m front the
capsule of the thyroid tissue concealng the tumour, then with the
pownt of closed scissors str1p up the hne of the mesion, keepmg close
to the tumour and not losmg contact with the nodule Enucleation
hasbegun. Contmnue by separating the nedule with & gauze tampon
on forceps Enucleats by brushing, stripping the nodule of its
thyroudal capsule without troubling about the vessels in the per
phery  If the thyroid be not tied, the capsule will bleed, but this
will partly stop of 1ts own accord. The older the goitre, the easier 1s
enucleation becanse 1t 18 provided with a thick and dense capsule,
which lends 1taelf better to decorncation.

Haa109TAST8 —This 18 very tmportant both as regards the super
ficinl as well as the deep vessels I repeat 1t 13 better to tie the
mferior thyroud, which 13 generally quite palpable, 1f 1t be thought
the goitre will bleed direct hemostasis 18 then almost ml. The
ligature 18 made as follows directly the thyroid lobe 1s extarionsed
apply & retractor to the sternoc-mastord, and bring the tumour over
to the other sde and deep down the traches wsophagus and spinal
column are visible Look for the recurrent nerve, and feel for the
pulsation of the mferior thyroid. If the artery be not eamly found
because 1t 13 small do not permst, 1f found easily and be large use
Deschamp s needle t10 the artery with catgut, and place a compress
soaked 1m sahine 10 the bed of the carotid, and commence enncleation,

Hemostans of the Thyrowd Capsule —The nodule 13 enucleated
the bottom of the thyrod canity may or may not bleed seize t‘n;
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edges of the capsule with forceps, and suture en masse to fill up the
caviby of the adenoma, thus suture, which takes m the bottom of
the cavity, stops the bleeding  Sébileau does not. apply the prumary
higature, but 1s content to stop the bleeding by “ suture ’ at the end
of the operation  Personally, we think there 13 no rule, the easental
thing 18 to succeed with tho method we know  When the operation
18 fimshed, without stopping the bleeding of each srtery furmish
the floor of the wound, pare the ragged edge of the thyroid, and
then close the capsule by means of s catgut purse-string suture,
replace the sutured thyroid at the sde 1nsert a bundle of thread
for drainage

Buture the skin with a continuous suture of catgut (00

BEOULD DRAINAGE BE EMPLOYED {-—Agam there 18 no absolute
rale  Formerly, following the example of our Swiss colleagues, wo
drained, now we do not drmin the small thyroidal masses which
are hermetically sutured, but the large ones, olose to which exten
s1ve distinct spaces exist. We use a bundle of sikworm gut asa
dram, left 1 contact with the sutured thyroid, passing out of a
counter openmg below the lme of suture This capillary dramnage
causes no inconventence and has no resamblance to drainage by &
tube It 18 removed 1n twenty four hours In some cases there 18
no bleeding 1n others the dressing 18 soaked with Iymph and blood

DIFFERENCES IN TECANIQUE ACCORDING TO THE ANATOMICAL
CoNpIT1oNs —The preceding operation spphes to mononodular
goltres— e, those consisting of & single degenerated mass withmn o
lobe of the thyroid and which has or has not become subcapsular

Polynodular goitres ought to be treated as the mononodular,
the operator treats each nodule as in the mononodular form
Directly the adenoma 18 enucleated he repsirs the wound as just
mdicated by deep closure of the wound and a superficial suture
1t 13 & succession of enucleations (S8bilean)

Masswe Polynodular Goitres ~The adenoma 15 multiple, and all
the nodules are jomned together These goitres form as a whole,
s kand of agglomerate pluriglandular mass which 18 1tself encapsu
Isted 1n the glandular parenchyma, and can be separated by decor
tication this mass, which m front projects from the thyrowal
purenchyma and becomes suboapsular, 18 only shghtly attached
postertorly to the surface of the gland  This form 18 to be treated
by massive enucleation—t ¢ the operator leaving the nodules umted
to each other, enucleates the whole en masse spanng the cortical
part of the thyroid especinllv near 1ts posterior part In other



TREATMENT OF GOITRES 81

wrords, the operator treats the polynodular mass en bloc, as he does
& mononodular goitre. In cases of this kand the primary hgature
18 of great service, for hwmorrhage 18 ept to ude the field of operation
Directly the degenersted part 1s enucleated, the thyroid capsale
shows s thick postenor wall formed by the normal glandular tissue,
which cuts off the recurrent nerve and the parathyroids When
enucleation 15 completed the operator treats the thyroidal raw
edges a3 1n the case of poly or mono glandular goitres
Diffuse Goitres —The operator may have to do with a diffuse or
with vascular goitres in which the gland has Lept 1ts form and
normal consstence We have operated twice on very vascular
gottres pulsating and ‘swelling”’, owing to the primary hgature
of the two thyroids operation was easy We have left each time a
piece of the gland m contact with the thyroidal capsule near the
recurrens and the traches Cure resulted without incident. The
operation conssta 1 a subcapsular subtotal thyroidectomy, we
proceed as follows the inferior thyroid artery 15 tied, then the
superior above the cornua of the thyrowd, or the cluster of vessels
on the cornu of the thyroid 1s higatured leaving thus in the superior
thyrod filament a glandular piece the size of 8 nut
The gland 18 then attached by the subcapsular route we
separate 1t by & compress, and when near the trachea we substitute
the kmfe for the compress, and cut into the gland in order to leave
& layer of thyroidal tissue m contact with the deeply stuated
organs —trachea @sophagus, recurrent nerve, parathyroids, the
1sthmus 18 tied close to the trachea, the fragments lsft of the thyroid
are small or large according to whether we have to attack the other
lobe  If the hypertrophy be bilateral, we leave a larger piece of
tissue 1f the leson be bilateral, but unequally so0, we attach only one
or two lobes and extirpate 1t nearly completely, prepared to operate
agan some months later if necessary
IxTRATHORACIC WANDERING GOITRE.—The adenomatous mass
arses from the cervical gortre and increases at the expense of the
lower portion of & lobe 1t generally descends gradually from cough
g swallowng or as a tesult of special mobility of the organ
{thyroptosis)  For some time the descent 13 intermuttent, but under
the wfluence of adhesions with the neighbounng tissue the mntra
thorecic tumour remains permanently 1n the mediastinum, where 1t
continues to Increase m size.
Intrathoracic goitre shows intunate connections with the upper

structures in the thorax carotids vemns recurrent nerve, pnenmo-
jies
[
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gastrio, base of the heart, trachea, wsophagus, these connections
can canse anxiaty to an operator not prepared for them, but he can
be reassured by knowledge of the three following facts

{a) The tumour 18 always surrounded by & conjunctival capsule,
which cuts off a detachable space and permits enucleation of the
mass without fear of mjurng the neighbouring organs

(b) The vessels which supply this adenomatous mass are all
cervical, the tumour recerves none from the thorax. The inferior
thyroid enters the middle part of the thyroid in the middle of the
nech, and 1s sufficient with the superior to nounsh 1t The whole
vascular supply comes, then, from this sde, the operator will not
require to stop bleeding i the thorax

(¢) During operation instead of attacling the tumour directly
with the finger, which will squeere the mass betwoen the trachea
and the bone, 1t 18 better (Judd) to liberate first the cervical part
of the thyroid, and to pull on 1t 1 order to bring 1t up from the
mediastinum  Suffocation 18 then avoided

The complications of endo-thoracic goitre may be those of
cervical goitre, toxic phenomena with cardiac symptoms, or those
of Basedow’s disease But 1t 18 rare for this gortre to produco the
latter condition probably because the respiratory symptoms compel
an earher operation.

Compresson of the traches 18 serous  Slowly and progresaively,
flattening occurs from before backwards or transversely, the trachea
18 displaced, 1ts rings atrophied and 1its tube becomes hike & tiband,
1ts lumen reduced to a slit  In two cases we feared unpleasant com
plications from nothing except this dystrophy

In cases of cancer the tumour contracts wtimate adhesions
with the nerves and large vessels of the region, the surgeon should
dread this neoplastic transformation, owing to the sudden develop-
ment of symptoms, and if he serously fear a mahgnant growth 1t
18 preferable to abstan from operation.

The diagnosis of endo-thoracic goitre 13 made as follows

Appearance of the Patent —The neck 18 generally enlarged low
down, ot the cervical part of the goitre disappears behind the sternal
notch The upper extremity of the wandering lobo s often per
ceptible by the fingers  The skin 18 covered by a network of dilated
vemns All the functional symptoms due to the cervical goitre are
exaggerated gottrous voice the breathing s more difficult, sometimes
attacks of suffocation, false asthma dyspnoea on exertion, etc

The laryngoscopic examination (necessary) shows paresis of s
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vocal cord Radiographio exammation (indispensablé) shows a
shadow

Every poitre, even apparently purelv cervical, ought to be
examined by the X rays and the laryngoscopo used  Although these
exammations are very often negative, the sole fact that they may
sometimes be positave 18 an mdication for their employment Tt 1s,
n fact, absolutely necessarv to dingnose thormeic goitres before
operating, 5 per cent of goitres sre endo-thoracic goibres.

REGIONAL AN&STHES1A. —This includes paravertebral anmsthesia,
with two subcutaneous mjections, supra-clavicular and supra-
hyoidal.*

OPERATIVE TECENIQUE —The first stages are the same as for
cervical goitre.

1 Transverse mciston m a cutaneous fold of the nech.

2 Division of the platysma and of the superficial vems Com
plete hremostasns immedistely

3 Liberation of the anteror border and of the deep surface of
the sterno-mastoid on the sde of the operation. Farabeuf’s
Tetractor 18 to be placed on this border

4. Division of the sub-hyoid muscles. This drvizmon 18 not abso-
lutely necessary m cervical goitres, mn ordinary cases division 1n the
middle lme 18 sufficient, but for every wmtrathoracic goitre 1t 1s
necessary to drvide the muscular layer of the subhyoids, not only
on the side of the operation but on both sides The division 18 to
be made the whole extent of the wound as far as the thyroidal mass.

The technique 13 now quite different for the cervical goitre and
for the endo-thornere form.

How to Enucleato the Carvical Part—What should not be Done.—
Do not introduce the finger into the thorax, nor attack the mass
directly m order to enucleate 1. I have succeeded, certamly, on
meny occasions by this procedure, but each time some tense seconds
or mmutes have been passed, and affairs mght have twrned out
badly Why? Because the trachea 13 compressed and narrowed,
sometimes 16 18 soft, and symptoms of asphymia mght be very
marked

How to Avoud the Dramatic Stage, even Death on the Table —
Employ Judd’s method—te do not attach the intrathoracc
tumour directly but first fres completely the upper half, after

* Anesthéme régionale " Victor Pauchet, Paal Bourdat, and Gast,
{Edrtor Doin, Pans, 1920 3rd edition.) " on Labat
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division of the superior thyroidal vessels, make use afterwards of
this part of the thyroid as a tractor, and by means of 1t drag, little
by Dttle, the endo-thoracic mass mto the nech The procedure 13
ag follows

(a) Divide the subhyoid musoles

(6) Place a retractor on the upper lip of the wound, and look for
the superior thyroid vessels

(¢) Tre and cut them between two higatures

(d) Catch hold of the thyraid lobe, separate 1t from the
larynx and from the traches by the compress, slowly without
bleeding, there 18 no suffocation, owing to the local ansmsthess,
snd to the fact that the thoracic tumour has not been
touched.

(¢) Removal of the thoracic prolongation. Pass the right index
finger gently down to the thorax and follow the upper contour of
the tumour A shght effort of this finger on the thyroidal mass 18
often sufficient to asmst the traction exercised by the left hand
The mass being encapsulated, surrounded by & free space, separation
from the surrounding tissues 18 easy If, however, there be any
difficulty, and if some adhesions emst, intraglandular enucleation
18 necessary, mcise with the kmife the thyroidal capsule exposed
1 the neck, the index finger finds thus above the clavicle and
the glandular mass a line of separation, gradually insert a tampon
on forceps and by brushing enter nto the place of enucleation. Whilst
drawing on the cervical mass with the left hand enncleate and pull
back with the mght the mediastinal mass which follows the cervical
part. Intraglandular enucleation m this way 19 generally unneces
sary, most often the thyroidal mass 18 enucleated en bloc without
dufficnlty, and without asphyxia owing to the use of both hands
Then turn bach the tumour only held by the wnferior artery (if
that has not been divided) towards the traches the 1sthmus
forms a pedicle and 18 easily cut

I the operator desire to heep a part of the thyrod tissue he
performs intraglandular enucleation on the extersorised mass usn
an ordinary cervical goitre, if on the contrary he find the whole
thyroid degenerated and thin he sacrifices completely that half of
the organ he does this without scruple if the opposite side be
healthy, and 1f he can retain sufficient normal tissue to prevent
any sign of m\xeedema The remainder of the operation requires
no particular deseription a bundle of thread passed down deeply
acts as a dramn for twenty four hours



TREATMENT OF GOITRES 85

ProgNoss —The mortality from goitres with intrathoracte
prolongations 1s almost mil by thus procedure Without doubt &
delayed operation due to the prejudices still existing in the minds
of many doctors, 13 alweys to be feared, and 13 hatmful to the patient.
Certaln goitres show toxic symptoms whether they be medistinal
or cervical. These complications most often cardiac, may ocour
withm forty-eight hours of the operation, and show themselves by
acute dilatation of the heart and rapid death They are very rare.
In every case, the best way of obviating them 13 to operate on
goitres before they have reached this late stage

INTRATHORACIO ABERRANT GOITRE —Here there 13 no anatomical
relation between tho cervical and the thoracic adenoms, but there
can exist at the same time a cervical and thoraotc gortre. We have
operated 1n one case without having noticed the presence of a
mediastinal tumour

The diagnoms 13 made by the mediastmal symptoms without
cervical signs The clhmcal characters and compheations are,
however, the same as those of intrathoracic gottre (¢) aymptoms
connected with the voice (b) respiratory symptoms suffocative
attacks, false asthma, dyspncea, ete., (¢) condition of the glan,
dilated network of vems, m advanced cases cyanosis palpate the
retro-sternal region with the bent index finger m order to detect
8 Tetro-sternal prominence find out the fixity and relative
immmobility of the traches and larynx, percuss the retro-sternal
region 1n order to elicit shight dulness, laryngoscopic examination
sometimes reveals parems of a vocal cord radiographical examma
tion shows a shadow above the large vessels

OreBaTIVE TECHNIQUE.—Every suspected aberrant gottre
Tequires operation. Om this pount no doctor or surgeon hemtates, but
the dufhoulty 1s greater than with & cervico-thoracic goitre, especially
if the goitro lie deeply, but once the dingnosis be made, the know-
ledge of the size of the tumour of its site and connections, allows
the surgeon to make his plan of operation.

The techmique 13 the same as for cervical and cervico-thoracic
goitre the 1ncision must be very low Tt should be transverse, 1t
138 perhops wise to divide the lower extremuty of the sterno-mastoid,
we have no expenence of the latter, having had only one case,
not recognised at the tune of the first operation. Aberrant goitre
amounts to about 1 per cent of cases of goitre.

MtﬁO:};I‘;OPEB.\mh Cosrricatioxs -—(A) Thyrodal Symptoms —
operation thyroid msufficiency may oceur (asthenta, apathy,
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a feeling of cold, without any myxceedematous symptoms) To aveid
these symptoms, the whole of the thyroid lobe should not be removed,
always leave & portion of 1t mn the wound—s e, a postero-external
portion which contams the parathyroids Thus, about one-fourth
or one-third of the primary gland should be preserved.

During the first two to five days after the operation thyroidal
fever, 38° to 38 5°, 15 often noticed.

(B) Recurrences —These are rare On one occasion we have
operated five times on the same patient, 1t 1a the only mstance m
our practice.

Generally they pecur when, for fear of removing too much of
the gland, some thyroid nodules have been left behind

It 18 pafe to reoperate there 18 no danger

(C) Resprratory Complications —Tracheo-bronchitis sometimes
occurs, especially when the traches has been distorted by com-
presston.  Twice we have observed collapse of the trachea, the walls
of which were softened and flattened hke the blade of a sword.
Asphyxis 18 obviated by fixing the walls to the sterno-thyrod
musoles.

(D) Leswn of the Nerves —All patients operated upon suffer
from dysphagia for three or four days, owing to dragging on
the thyroidal nerves Pams do mnot occur if anscain be used.
Troubles of phonation, from hoarseness to aphonis, due to draggng
on the recurrent nerve ab the time of excismon of the thyroudal
mass outside, likewise result. During the whole of the operation
the surgeon should avord pmnching, tying or cutting the nerve.
Regional anmsthesia 18 perfect for the reason 1t permtts the patient
to speak dunng the operation. On one or two occasions we have
tied or squeezed the nerve. Wenoticed 1t rmmediately, the patients
were hoarse for some days. The symptoms disappeared
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to & unilobar tumoar

Recurrents
Art thyros

dienne” nfre

Parath
raldo‘y

Fio 93 —TReEAT™EXT Or Gorrers.
IA.rge enacleation of & mnlﬂmduhrgohm A]ltbe nodules adhere to each other and the
mas is

were single. On the right the
arrow points in the di:recthu fur intn lar hl{o
il g i gllnd _enue n. On the the

performing The st suture
avoids the bottom of tho pocket to mise '.ha recurrent merve fteh of the

Art thyroidieane aafre.=Tnferdor th, artery Récwrrents=Recurrents, -
(Esophagus. Pnd%«-hmhndd. Tm:blc—Tr:cbn. Erophage
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. Art thyroidrennea sup®t _
rﬁﬁlﬁ‘#x"
nf're
Parathyroides -~
Nerfs recurrents -
Fi¢ 68 —Trmamuaxr or Gorrazs.
Partial hemithyrold hymatons goftre. In this case the surgeon inolses

Lntothunﬂd.dloofthnthymtdthu Al‘gﬂmththnmhmm,nmtbertboupﬁ
of the thyro! pn-uurvingnlmﬂlmmuﬂt;thhmmp-ndml
sacrifices thros-

mjhbb{aruuvhm—uthn n pi or foar fifths
of the thyroid. In oases of y(ampht.h;lmh goltre) the
operator also preserves l'm‘]]p‘leoaof th hiﬂﬂwuelnﬁoﬂﬂem—thymﬂd
m%iontohohtothoplnz recurrent nerves. cases
thahmio goitrs, this o mnbepu‘lmmadumthotvnddulnmorthm

the wmall mass of thyroidal timnue remaining in the stump of the upper thyroid
being snfiicient to assure functlon

Art.thyroldienzse npu.-&:p:rhr thyrold arteries. At uyrdlfau; I-/n.-I.n!ﬂ-lar thyraid
artery Parathyrolder = erfs récurrents =Roourrant

Parathyrolda, N
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Ligne d 1rersiom:
cutanee
B S Dupret

Fia 100 —TrraTerxT or MULTIIODULAR Brritrmar Gorrar.
Incision e crarate

Lobe drow=Right lobe Lobe gaxchemLoit lobe. Ligae dincirson catawéemLine of
cutansons inclston,
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3\ Sterno- M
?, ¢lerdo-mastordien
7SS Dupret ]
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aead
Fic 101 —TREATMEXT OF BILATEZEAL MULTIYODULLR Gorrre.

The knife divides the skin and the platysma. Ti~ue forceps hold up the middle of the
upper lip of the wound ~ The knife uncovers the whole of the sub hvoidmu=cles and
frees two flaps an uppet and & lower

Musries ronatyosdi wa=FBabhvoid mrosclee SternodiTdo-mertold ven = Sterno-cleddo-mastold
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F1o 100.—TaEAryExT OoF Briremr MULTINODULATR Gorrer.

Ligaturo of the Inferlor thyrold artery  “\oto the podlhu of the recuryent nerve and of
the parathyroids. The whole of tho lobe has boen displaced in order to ace the Inferfo

thyroid artery
Copl mduleire==Glandolar espeale Sterno-dido-masoldien =
e Purathyroide=Parathyrold Tame jwgulairs dnte =Internal 1-nlu vein
récurrent m Recarrent netre Artére carotde primitive=Common ¢arothd uriery

thyroidicxne nfinesrim Interior thyrohd artery

——————
— e |
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Stermno- c/e/do —]
mastordren *i

Fra 107 —TrREATMEST OF Bratrmar Murtrxontrar Gorrze

Divislon of the glandular glandalar enuncleation with & grooved
dkm:x"ethhhhlm)d.kﬂ, to(.huw ture  The mll‘m:ﬂ.l.nd.h
pensable bat it glves & more bl for the o; tion, partienlar], cases
analogous to the one which .tfmunmode”urthh}ﬂt:. ¥ in

Cores famdwlaire=Glandular Tumenr éawdéalle=Emucleable tumonr
mmt Tobe Lobt =Right lobe. &a‘lo-dﬂlo—m!ddlu-swmo-ehﬁo-
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Fra 108.—TxmaT>yr oF Brratemi Murrixopuras Gorrer.
Large cnucleation of & polynodolar mass.  Kote the réle of the intra glandular compress
mounted upon forceps, the instrument of chotoo for this envoleation

Tumenr énncléalie=Enucleable tumoar Wuscles sous-hyokdiensmBuabhy mtmches.
Lobs gancka=Left lobe. Coqee plandwlaire = ular en;
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Fro 100 —Opurrematio or mre Pocxer

Ithnbsolutdymrywhentbethmldh:mbetnﬂgimnd but nat o otherwise.
'I‘ha:ﬁtchudonotpu-thmuxhthebo«umuftheuvny!or{melunmnem

Cogwe @endulasre=Glandnlar capenle.  Lobe panche=TLett Lobe,



102 PRACTICAL SURGERY ILLUSTRATED
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Fio 110 —TaratneaT of Bratrmas MuLtxopuLis Gorrse
Closurs of the glandalar capsule.

Labe
Vuscles sous-hychdiensmBubbyold moeches. m‘fg‘:imr--(}hnduhr capsale
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Veines thy

anterteures

Fra 111 —TBEATMEXT OF BrraTrmirn MULTIXODULAR Gortne.

Appnnmeoithawocmdnﬁerc}mumdﬂm landular ca:
i Thprom 4 peale. Ligature of the

Musdes sous-kyoldiens = Subiryold muscles. Cogue glandnlsire=Glandular eaprake. Lobe
gonchemLeft loba, Teina thyrodieanes antérienrssm Anterior Lhyn:‘l yeina.
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e

rf recurrent
gauche

Fro 112.—Tamarxreyr or Brarrrar Alurtrzopulan Gorree.

Tntra glandular thyrold y with largo leation on the left side Ligature of the
inferfor thyrold
2 N a 1t lobe! Artére carotue primuice=
oue pealo (te >

dxlairs (lobs ganche)=Glandul
Common carotd art Teine yugwlaire saterns==In ugular Pars-
[ - nT ky e fi Infl-ﬂarl.{:y‘nidlrttry Trackls
- Va/ ganchs=Laft recurront rerve.
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3

f-Lordien

kie, J
Fro 113—TamnooT of BILatEmL MrLTxopvian Gorrar

Operation on the two thyrold lobes i fnished  Drainage with robber tubing i infurious.
Dralnage with silkworm gut prosents all the advantages of drainage aod no incon-

Nuwdes sour-hyotd ens=Bubhyold muscles.  Coqus @amdularre=Glandalar
e Sy Ledd atold. Bottes de erinm=Bundles o(“ m gnstl_mo-
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-~ ,Dw/’”eé

Fro 114 —TarsreEsr or BrraremiL Murroropvlar Gorrae.

The dralns are witbdrawn at the end of forty-elght hoors from a counter-opening apd
pot from the wound. Hero the lips arv a by Michel s olips  Opo or two are
taken away at tho end of forty-¢ight hours. Tho suture which leaves the Jeast trace
s an laterrupted one of Linen thread, slightly tightened or a contlnuone one of cat
ent N0
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Fro 115—Teaeat™EsT oF Briaremir MurrrsonuLar Gorrer

The two pol; masses from the 1
P*’mhmwhumd_muhm c'pmmon Large intra glandolar

Lobe droit=Right lobe. Lobe gauchemLeft loba.
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Bord anterieur du s
sterno clesdo-
- .
mastordren .

\Ligne d 1ncrsron

3 pupret

Fra 116—TrrardxsT or Exornmmuisac Gorrar,

Unilateral ligature of the thyrold arteries. The ideal trestment of hthalmio goftre Is

mmt]nn of thethyroid  Thia resection ought to inelude two-1hirds or oven four

In most cases this operation cannot be performed In one stage.

The surgeon oug*ht to perform a serbos of sncoessive operations under local anscsthesia

the soverity of whic! md&);ndl gou the patient s state. The extent of the interven

tion is based ou the 1study of the patlent thoreseerches of the laborstory the

examination of the blood, of the ncn:tlon;, etc  The most almple operation conslats

In ligaturs of the two thyrolds on one or both sides It should be completed by
thyroidectomy {n the way shown in 00

anténenr gerno-clido-masiokd ien = Anterior bordar of the sterno-cleido-mastold Ligne
< Cincinon=Ling of inckdon.
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L Sterno c/efa’o/’
mastoidien

\
=y

\ligne dtncision

S ,Dugrcf_ )

Fio 117 —TrearuEsT or Lxormrmarsoc Gorram.

Dividon of the muscles The sterno-mastold is ed to the right the subbyoids are
divided to luxate the thyroid lobe however the aperator can proceed along the white
cervical line between the muscles as if he were endeavouring to reach an ovarlan

oyst after median laparctamy

Musdes soms-hpotdions =Subhyokd musclea.

Sterno-tl &do-mastod uon = Bterno-cleldo-mastald
inchdon,

Lizue £'incrrion = Line of
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Muysc/es sous

et T
ﬁfo’“d’/fs\'/ (4 'r/ (Iﬁn"ﬁ‘g‘}w
3 I /,I/;{‘/ E

7

Lortre

Sterno-clesdo l‘
[ mastordien
—

5 pupret

e — -

Fra 118 —Tzmmmyr or Exormrmirxre Gorrre

Froeing the thyrold lobe thronsh ths o) in tho subhyold mussles; the operator frees
7T the hypertmphm with the compress.

M u veny=Sabh masies.  Jtonoclfdo maatokdien =Bterno-cleido-mastold,
xscles sour-hysd) yold Stemoc
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Sterno clerdo magtetr= - = =3
o~ -
l dren et musclés sods- 7 Lndhaal

2 Ay

AY
\ \Gortre

P \\Parat./])/ro/a’es

P
v o
Ul . ~ pupreL_J
Fro 119 —TeesTyesT Or Exormmuiryc Gorraw
How to exposo the inferior thyrodd  Noto the presence of the parathyrolds.

Brerso-did dicn o muscles sons-kycldions mBterno-cleld
G Gottre, T Parahyrotdes o Tavereoiiy, "3 Tobbyoid rauscles
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\Gortre

\
\Para f/vlra/o’ea

o ]

Fie 120 —TrearxxxT or Exormrmaryao Gorraa.
Ligature of the inferfor thyrold: the reourrent is well seen.

in gk eans uaféireure=Inferioc th art Sterno-ctlidomestoldion o mwxler
yydions ofinar ik, (B sty | St netlin o mls
perve.  Gowrsm=QGaltre.  Purathyroldess=Tarathyrolds

\
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Fro 121 —Trraraxxr or Exoramaarwno Gorram.
Freelny the upper polo by the compress  R8le of the retractor

Brermocldid 4 clekdo-mastold and sabiyod aruscles.
s dion ot uyvd'lu:lu afre Pl spiiss thyrold artery thed.  Pera.
hyroidas = Parathyrolds,
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{/])«ra/d/en
‘ S¢fcr1eur
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fhyrordiernre;

%
ynrerrevre

[ Parathyrordes:
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Fro 122 —Truwirwesr or Exornmiiianc Gorrax.

Ligatoro of the superlar thyrold If tho oporator wish to resect st once s groat pert
of the parenchyms he should leave & Lru;zmmt of the thyrold lobe smpeoded fn
the superior and inferfor stump asin Flg 04

Lqul dn cule thyroldin sxpénexr=Ligaturo of the superioc thyrol Gorem
e P i veere S iutertor thyoln ariory e td et Ture
Lhyru‘di
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Fie 123.—TRriT™EX? OoF EXOFETHALWIO GoTTRE.
Reparation with eatgut of the subhyoid museular lovel,

Qoitre = Goltre Bterno-c fdo-ma stcdwen =Sterno-cleddo-mastold Al sous-
= Bubhyold musoles wecder sonshpoidions






VI
GASTRIC SURGERY
Gastnc and Duodenal Ulecer

SuanARY oF THE OPERATIONS

Posterior trans meso colic,
gm—oohc. short loop at the
ependent powmnt
Anterior
InY or nde-tomds

[ Combmed with posterior gas-
1 Ducdenal Ulcer ' Bumyire taE ULcEr tro-enterostomy or with

Balfour & operstion.
DUODENECTOMY FOLLOWED {Imlet'hnn (end mide)

GASTEO EXTEROSTOMY

Anastomoms. mde-to-mde
BY GASTRO-ENTEROSTONT ‘Anastemons, end to-end.

[Simp]o dnodenal ulcer with
GASTRECTOMY marked hyperchlothydns
1 duodenal and gastnc nlcer
Bq;muntxry gastrectomy and gustro gastrostomy end to-
Gutro—pylumctomy followed by gastro-jejunostom; il
2 Gastrio Uleer roth) or by gastro-duodenostomy (Péan ])] v ®
Thermo-cautermtation (Belfoar)
Jejunostomy

Gastro-)ejunectomy
3 Jounal Ulesr 8imple removal of the gastro-enterostomy

EvERy patient complaining of gastric symptoms may be suffering
from a gastne or duodensl uleer or from reflex dyspepsia, the latter
may be due to appendioitis, a Lane's Janh 1ileo-cmeal tuberculoss,
intestmal cancer, calcalous cholecystitis or to a change n some
dustant organ (lesion of the nervous system renalinsufficiency, etc )
A thorough exammation, not only of the stomach, but also of the
intestines should be made by the X rays in every patient complam
mng of dyspeptic symptoms The surgeon ought to make & complete
examwation of the passage of the food through the mtestme he
does not require one radiogram, which 1s often useless and of no
Interest, except 1t show a gap 1n the bowel produced by a cancer

or by a diverticulum (ulcus terebrans) It 1s a series of radioscopical
n7
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tests of the stomach and of the mtestine which are requred It
15 absolutely necessary for the surgeon to know 1f the patient suffer
from ntestinal stams and how long the opaque mixture remams 1
the 1leum, 1n the cescum, m the ascending colon, and 1n the whole of
the mtestine If the ileum contamn the barium more than ten to
twelve hours after a meal, and especially if the last loop of the
ileum be dilated, 1hac stams exists, 1f the large intestine be not
entirely empty after forty-eight hours, stams of the cacum and of
the colon 18 present.

It would also be useful in order to complete the radiographical
history to have a picture of the kudney and ureters, as this might
reveal a calculus It 13 still more useful, when possible, to have a
radiogram of the bihary passages, calenlus of which mimulates cancer,
but do not expect too much of the radiologist, the patient, or the
doctor, for the present, be content with a complete exammation
of the digestive procass.

CHEMI0AL EXAMINATION —This 13 1ndispensable. It 18 necessary
to kmow what 18 the degree of aaidity of the gastric contents, and the
different chemical detesls, and the curve of sadity A single tubage
18 sufficient, provided 1t 1s followed by a seres of nine examnations
1n an hour and a half with Emhorn’s tube.

Exarxunarion oF THE NERvous System —This should be
complete, and may discover the presence of tabes fruste

Exammation of the blood may reveal azotemia, search for
gyphilis 18 indispensable A great number of ulcers are ayphilitic,
and require mercurisl treatment.

ExasmRATION oF THE URINE.—Never forget to look for acidoss
which exists 1n subjects m & low state of health, and requires
antacid post-operative treatment

In addition, the surgeon must know that the patient, once
operated upon, 18 not yet a normal subject and cannot eat ashe will,
1n spite of hus appetite and the health he claims The ulcer was a
morbid change the fact that the olimeal symptoms are removed
does not necessanly mean removal of the cause which has produced
them. Besides, 1f secondary jejunal ulcer (5 per cent ) 1s to be
avoded, the patient must for sx months be careful of hus food and
abstain from albummoid substances. He can eat fatty foods,
starch, sugar, but no chlorides (Iéon Meunter) etc

Duodenal Ulcer —What operations can bo performed for duo-
denal ulcer ¥ That depends upon the operator and on tho patient.
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A surgeon who operates Iittle on the stomach will do well to have
recourse only to the most sunple gastro-enterostomy short-loop
posterior trans meso-calic gastro-jejunal anastomosis as near as
possible to the great curvature and to the pylorus, if at the same
time he can bury the ulcer under two or three stitches m the
serous surfaces, he should doso We have observed 1n the course
of our career two cases of perforation of the duodenum after opera
tion, which would not have occurred if we had buried the uleer
But 1f this present difficulties, 1t 15 better not to do 1t We do not
advise the olassie method of exolusion of the pylorus by pre-pyloric
drvimon, as formerly done 'We discountenance 1t for several reasons
because jejunal ulcers are more frequent after this operation, and
becausa 1 place of 1 per cent deaths, as by Balfour’s methed or by
gastro-enterostomy, 1t gives & mortality of b per cent., agam, 1t 18
unnecessary to mcrease the rsk of operation for a problematical
benefit Besides, pylomo exclusion 15 sufficiently obtamned by
smply burymg the duodensl ulcer, which puckers and partly
obliterates the intestine. Gastrectomy 1s the best way of excluding
the pylorus, followed by a gastro-enterostomy, which 18 not more
gerions than mmply dividmg the stomach Experience shows 1t 18
even less serious, 1t 18 ndicated 1 cases with marked hyperaoidity

1s sunple gastro-enterostorny the 1deal operation switable to all
cases? No a skilled surgeon will have recourse to one of the
following different operative procedures, each of which hss 1ts
indications

(@) DuopErEcTOMY —Given & belly with supple walls and a
movable and flexible duodenum, resect the ulcerated segment as
well as the pylorus. Close 1n a cul-de-sac the gastnic and Jejunal
extremuties and complete the operation by & gastro-enterostomy
It the surgeon find sufficient duodenal meterial to make an end to-end
suture, this direct physiological anestomoms 13 the better If 1t
appest to be difficult, laborious and semous, sbstain. Smple
gastro-enterostomy gives a mortality of 1 per cent and 75 per cent.
of complete cures. Be content—it 18 safe to operate agan ax
months later 1f the patient be not cured

(b) QastrECTOMY —If 0 ducdenal and a gastrie ulcer co-exist
1t 18 necessary to resect the duodenum, the pylorus, and a part oE
the stomach at the same time. If the stomach be healthy, and 1f
the ulcer be 1n the duodenum only, there are some cases where 1t 15
o, Wiy 1 Becaus 0 cstos wrth ok ety bealthy

yperacidity there
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are raks of a Jejunal ulcer formmg some months later, because, by
suppressing & part of the hyperpeptic stomach, hypopepsa often
results, and this prevents the formation of & jejunal wloer It 1s
unnecessary to trouble about the duodenal uleer 1tself, 1t 18 cut off
by the gastrio resection, the gastro-Jejunal anastomosis 18 made by
end to-end implantation, or sde-to-side, according to the custom of
the operator, or, better according to the anatomical conditions
already existing

(¢) THERMO-CAUTERTSATION —If the ulcer bleed, perform posterior
gastro-enterostomy, and if the duodenum be not sufficientlv mobilised
to be removed, cauterise the ulcer, suture 1ts edges, and bury 1t.
This 15 to be done by three stitches of catgut suture, which mclude
the marginal vessels of the duodenum Inclusion of these vessels
establishes a barrer between the cauterised ulcer and the peritoneal
cavity, and at the same tame renders the duodenal segment bloodless

(d) MARGINAL GASTRO ENTEROSTOMY IN Y —The 1deal gastro-
enterostomy 18 the one srtuated at the most dependent part of the
stomach, as near the pylorus ss possible, this point 18 1ts mnferior
border, this border 18 followed by the vessels, complete separation
of which permuits of the jejunal loop being anastomosed to the
mfenor border of the stomach. This procedure has not only the
advantege of placing the openming at the lowest poms, but also of
avoidmg all hemorrhage 1 the stomach after the operation, since
by stmpping the vessels they are suppressed.

The operator who Intervenes for a duodenal ulcer must not omit
to examine the gall bladder—often gall stones are also present,
cholecystectomy should be performed at the same time as the
operation on the stomach

RELAPSES —We have had to operate agaln on a certamn number
of gastro-enterostomies for duodenal ulcer, performed by our
confréres or by ourselves i which no improvement had taken place.
We have then noticed the following lesions

(a) Anast of the St h with too Long a Jeyunal Loop —
In one case the gastro-jejunal anastomosis had been made 60 centt
metres beyond the duodeno-jejunsl angle

(b) Caleulous Cholecystitis —The gall bladder had neither been
explored nor removed.

(0) Co-exastent Gastric Ulcer —We do not know 1f the operator hiad
noted the presence of a gastrio uleer as well, 1n every caso tho Iatter
had been left, and only secondary gastrectomy cured the patient.
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() Secondary Jeyunal Uleer —This 13 extremely frequent (5 per
cent.) and necessitates resection of the jejunal loop and of the
stomach (gastro-jejunectomy), or removal of the gastro-enteros-
tomy

() Subsequent Ascent of the Opening —An operator had per-
formed gastro-enterostomy at the dependent part of the stomach,
the correct thng to do, but the stomach, formerly very dilated, had
gradually retracted after the snastomosis, and the opening had
ascended very Iugh up, the gastric contents were badly evacnated
A gastro-pyloric resection between the ansstomosis and the duo-
denum should be performed  There 15 no danger

(f) Intestinal Stasts or Chronic Appendrcrtis —In certain patients
gastne or ducdenal ulcer followed Lane’s disease, and very fre-
quently the ulcer was operated upon and cured but reflex dyspeptio
symptoms persisted, owmg to the presencs of a kmk or from chrome
appendicitis  We have performed secondanly sometimes appen-
dicectomy, sometimes a short-circuif, and sometimes colectomy,
which have finally removed the symptoms

Gastne Ulcer —Gastrectomy 15 the operation of choice—not
smple resection of the ulcer, but erther removal of the pylorus
and of the whole extent of that part of the stomach the mte of the
uleer, or resection of the diseased gastmo border After gastro-
pylorectomy, if the duodenum be long and supple and if the gastric
stump can be easily brought down the best proceeding 1s end to-
end anastomosis (Péans operation) After annular gastrectomy
terminal gastro-gastrostomy 18 nearly always easy and efficacious.
If the extremities do not come wmto good apposition, gastro-enteros
tomy should be performed with implantation of the gastric stump
mto the convexty of the Jejunum. Should the gastro-enterostomy
be trans-meso-colic or precolic ¢ That will depend upon the ana-
tomical conditions. Generally, 1t will be the former, and 1f there
be any doubt as to the satisfactory discharge of the stomach con
tents the operation should be completed by & jejuno-jejuncstomy,
this can be made by a button or by a suture. Personally, we

perform Balfour s operation less and less, but we conmder 1t a good
operation 1n patients rendered weak from hmmorrhage, or n the
hands of surgeons not well versed m the performance of gastrectomy

At 2 munimum nsk 1t gives good results, especially 1f completed by
a gastro-enterostomy The mdications of each method are not
dentical and hardly allow of general statements Balfour’s
method—1 e. thermo-cantensation of the ulcer, followed by burying
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15—18 an excsllent operation 1n acute cases, 1 ¢ , those which bleed or
threaten perforation. If the wlcer be mituated m the duodenum, or
if 1t has perfornted or bleeds, destruction of the edges of the uleer
with the cautery, followed by burying 1t, may be indicated, and
can cure the pattent with hardly any msk A complementary
gastro-enterostomy will be necessary 1if the stomach does not empty
1tself perfectly

Certam gestric ulcers offer great operative difficulties These
are multiple ulcers, or those which are extenmvely adherent or
terebrant ulcers (penetrating deeply into the pancreas or mto the
liver) Some extend very far towards the cardiac end, the small
ourvature 18 entirely destroyed The operations necessitated by such
lesions eur greater risk than the ordinary ulcer in the middle line
or 1n the pre-pylorio region of the small curvature. Often, 1n these
cases, the surgeon prefers, from prudence or tmmdity, a jejunostomy
or a sunple gastro-enterostomy, but this latter ganarally produces
no result The patient continues to suffer Without doubt, the
immediste risk of a large gastrectomy 18 greafhr, but 18 1t not better
to rsk 20 per cent. mortality (instead of 5 per cent ) than to perform
& palliative and msufficient operation which condemns the patient
to a pamful existence? If we were mn the position of the patient
we should not hestate to prefer the serious operation with very
great chances of complete cure, to a mild operation, often useless
and 1nsufficient.

Operations for gastrio ulcer produce secondary jejunsl ulcer
less often than those for duodenal ulear yet this complication can
occur  To avoid 1t the operator must employ & catgut and not a
linen suture and wornd the stomach and Jejanum as hittle as posaible,
afterwards a post-operative diet (Iéon Meunter) with very httle
nitrogenous food for six months should be nstituted
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F10 124 —AXzsvrEsia of THY RIoAT SPLAXCHNIO NERVE

At A the needle ks inserted 7 centimetres from the medlan line, under the twelth rib,
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Fro 125 —AXESTHRAIA OF THA LErT Srrancmno Nrxve.

The needle is inseried under the twelfth rib but more or less distant from the middle line.
At A.the need];i.igoafted 7 eentimetres distant, panetures the renal artery,under !hal

position
At ]3 tho need.lo, inserted 5 oentimetres distant, reaches the external border of the artery
is etill below the ganglion.
At C.MS centimetren, the aorta is Internal and the needls reachen tho semi lunar ganglion.
Good pasition.

(After BiLrer Jarorer, LABoRDE )

Tmoctu:lkqu-(}mlhnlxh Fo{e=Liver Esomac wStomach. Corosarrs uudy'll
=Coronary artery 4WH—AML Artérs llpdtfn—}iepu.le artery ol
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semslunairs ganche=Lelt sem luoar ganglion.

DeTeas,
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Gastro-duodenal Anastomoms (Pean’s Operation)

TeE first gastrectomies we performed for cancer, m 1898, were
carried out by Péan’s method  We have given up this method, from
fear of resecting mnsufficently, and from the difficnlty n apposing
the gastric and duodenal ends  Our exaisions often appeared to be
too sparing  We have, therefore, like most of our colleagues, been
m the habit of performmg Billroth’s operation—st e, olosure of the
gastric and duodensl ends followed by mde-to-mde anastomosis,
or end-wde implantation (Polya) For one year now we have
returned to Péan’s operation for pre-pyloric ulcer, reserving seg
mentary gestrectomy for ulcer near the cardiac end But when
the uleer 18 s1tuated high up m the stomach, and when there 1smarked
hyperchlothydria we however perform a large gastro-pylorec-
tomy, to lessen the chance of post-operative hyperchlorhydrna, and
decrease the possibilities of a jejunal ulcer Tt 18 our present
practice, therefore, often to mahe segmentary gastric resections
followed by gastro-gastric anastomoss or gastro-pylorio Teseotions,
with subsequent gastro-duodenzl end to-end anastomosis (Péan’s
operation) We were satisfied with gastro-jejunal snastomoms
after gastrectomy for uleer, the immediate and eventual results
were generally good often excellent, but we must allow the
immediate results of end to-end ansstomosis are still better The
bad effects, regurgitation, vomiting, sometimes observed for some
hours or days after Billroth s or Polya s method, are nearly always
absent after end to-end anastomoss. Is that because we re-
establish & nearly normal condition ? At any rate, facts show 1ts
advantages.

We perform few end to-end gastro-duodensl anastomoses, after
Tesection for cancer because the resections are very large ones, both
of the stomach and of the duodenum, we reserve 1t especially for
gastrectomy for uleer, but if after a gastrectomy for cancer the
gastrio tissue be still supple, and the duodenum elongated, we do not
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Fig 125 —Axzsrrrsis oF Tir Lxrr Brraxcexio Neeve
The needle is tuverted under the twelfth b but mare or less distant from the middle Line.
At A the necdle, insurtaihz:endmahu distant punotures tho renal artery,under thf;
At B, the needle, inserted 5 contimetres distant resches the external barder of the artery

and is atill below the ganglion
AtC 3 ﬁceutlmetru,themru is Internal and the needle resches the seml Innar gunglion

Good podition
(After Brirrr Jarrrrew, Liworpr )
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Gastro-ducdenal Anastomoss (Péan’s Operation)

THE first gastrectomues we performed for cancer n 1898, were
carried out by Péan’s method We have given up this method, from
fear of resecting insufficiently, and from the difficulty 1n apposing
the gastrio and duodenal ends  Qur excisions often appeared to be
too sparing  We have therefore, hke most of our colleagues, been
m the habit of performing Billroth’s operation—1 ¢ , closure of the
gestric and dunodenal ends followed by side-to-side anastomosts,
or end smide 1mplantation (Polya) TFor one vear now we have
returned to Péan’s operation for pre pylonc ulcer, reserving seg
mentary gastrectomy for ulcer near the cardiac end But when
the ulcer 1s srtuated high up m the stomach and when there 1s marked
hyperchlothydra, we, however, perform & large gastro-pylorec-
tomy, to lessen the chance of post-operative hyperchlorhydra, and
decreass the possibilities of a jJejunal ulcer It 13 our present
prectice, therefore, often to make segmentary gastric resections
followed by gastro-gastric anastomosis or gastro-pyloric resestions,
with subsequent gastro-duodensal end to-end anastomosis (Péan’s
operation) We were satisfied with gastro-Jejunal anastomosia
after gastrectomy for ulcer, the immedimte and eventual results
were generally good often excellent, but we must allow the
mmmediate results of end to-end ansstomosis are still better The
bad effects regurgitation, vomiting, sometimes observed for some
hours or days after Billroth’s or Polya’s method, are nearly always
absent after end to-end anastomosis Is that because we re-
establish a nearly normal condition 1 At any rate, facts show 1ts
advantages

We perform few end to-end gastro-duodensl anastomoses, after
resection for cancer, because the resections are very large ones, both
of the stomach and of the duodenum, we reserve 1t especially for
gastrectomy for ulcer, but if after a gastrectomy for cancer the
gostric tassue be atill supple and the duodenum elongated, we do not
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hesrtate to perform 1t, bus 1t 18 exceptional. Radiological examina
tions after operation show always perfect funotzon The appearance
of the patient on the evemng of the operation and on the
following days, his evident euphoria, confirm this favourable
Impression

The followmg 18 the techmique we have carred out (nearly
entirely with the éerasenr, which we have used for twenty thres
years) Anmstgesia —The choice lies botween genersl spinal
anmsthesia (Le Filatre), or regional anmsthesia, which we prefer
This meludes infiltration of the abdomimnal wall, and mjection 1mto
the splanchnic nerves.*

1 Openng the Abdomen —In the cass of an ulcer high up, or of &
narrow thorax, we do not hesitate to make & J mnosion which first
follows the costal margin and then resches the umbilicus by the
shortest route. The cartilaginous edge 18 divided by the bistoury
In cases where the duodenum 1s retracted and markedly to the
right, we at once divide the wall of the abdomen tranverselv at
might angles, so 83 to make the gastro-duodenal suture as easy 88
possible

2 Exploration —The surgeon must look for the ulcer, to dis-
tingssh 16, 1f possible, from a cancer, and to arrange h plan of
operation. In cancer we strip the omentum from the colon and
free the groups of glands which are removed with the stomach
The great omentum 18 left  If there be an ulcer exeress 1s hruted
to the stomach only

8 The ulcer being found, the great curvature 18 sinpped with &
compress (Témon), commeneing at the left sde, to caunse as lttle
bleeding as possible. (Descomps explans the spontaneous hemo
stasis of the torn vessels by the obligue direstion of the arteried

from left to nght.)

4 Strpping of the Small Curvature with the Compress —One or
two ligatures ore often necessary

b Ecrasement and Dwsion of the Stomach —According to the
Figs 142 146

6 D of the Duod. closs to a Pair of Strong Forctps

7 Partial Closure of the Stomach —First by o through-and through
euture buried under a suture of the serous surfaces Tho small
curvature shove the division where 1t has been stripped of the

*  Anesthéme régonale ” Pauchet Sourdat Labat 3rd edition. Pars, 1020
o nfiltrate the wall with anacaine, which procures analgesi for forty-eight honrs
and greater comfort afterwards.
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small omentum should be locked at carefully, for some branches
of the coronary artery may bleed. The operation should not be
continued until oll bleeding has been stopped at this pont

8 Paring the Lower Edge —After the upper two-thirds of the

gastric edge has been sutured, the open part of the organ 1s often
wregular and cuneiform, 1t must be made level 1 order that the
end to-end anastomosis may be perfect End to-end anastomosis
permits of no imperfection. A not over careful surgeon may cure his
patient by a Billroth’s operatton, provided he takes sufficient care a
more or less perfect resalt will be obtamed with & more ot less well
functiomng organ and with no rsk of kalling the patient. A Péan’s
operation requires more skill and attention to mnutie, no detal can
be neglected

9 Postertor Suture of the Serous Surfaces —The operator should
first make two terminal stitches as a foundation The assistant
should pull on them, so that the two serous surfaces are well coapted
Usually 1t 15 necessary to mohe nse of a very fine Doyen’s curved
needle, m a needle-holder, m order to make this suture well

This 18 the most delicate part of the operation, because & stomach,
often with thick walls, has to be sutured to a duodenum, whose walls
are generally thin. The stitches should not perforate or cut, thev
should be as close as possible. .

We advise surgeons not very skilled 1n the operation to make
sninterrupted suture with a small, new and fine Reverdin 8 needlen
good order e advise them also to make use of firm and fine
thread and not catgut, although the latter 18 on principle, snperior,
but the nshs of peptic uleer m emilar cases are quite slight the
oparator should use catgut over the through and through continuons
suture, which 1n the present case 18 not so necessary as 1n & gastro-
enterostomy for duodenal ulcer

10 Postertor Through-and Through Suture —Txwo cabgut fonnda-
tion statches should be made, the assistant should draw on them,
and a button hole suture which should include the thickness of the
gastric and duodenal walls should be applied

11 Anterwr Through-and Through Suture —This ghonld be a
buttonhole stitch This as for the posterior level, should nclude
all the walls of the stomach and duodenum.

12 Anteror Suture of the Serous Surfaces —Thus should be e
continuous suture with slowly absorbable catgut

13 Additional Stitch at the Upper Angle of the Wound, 1n case
the suture should become loose. If these directions be carried out
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The uleer i completely buried. \ote the duodenum {s as & result contracted, nnd .
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Through-and throogh posterior sature (button hole stitch). \ote the rile of Chaput s
forvops, which make the parts irm

Estomsr =8tomach, JéjunumemJefjunum. M iéro-cl om =M ewo-colon.



136 PRACTICAL SURGERY ILLUSTRATED

¢ ; K= 3
ey
4 ¢ v N
/ 1/\4 & }
DR TERE
Fro 135.—Dvuvopmar Urcer. Bumyoro vEr Urcxx a¥p GisTRO-ENTIRO¥TONY

Anterior through-and throagh sature Note the way this suture is made to act as &
hamostatly snd at the eame time to invert the muooks into the gastro-lntestinal
eavity
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Fio 135.—Dvopryirt Urgax. Busymne TER ULoER AWD GASTRO-ENTXROSTOMT

Anterlor throegh and through suture. Note the way this suture is made to act as &
humostatl and at the smme time to invert the mucosa into the gastro-Inteatinal
cayity

Estomac =Stomach Jéuasm=Jefunum.
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Fra 138 —GasrrecToXY FOX JUXTACimDAG ULcrn.

Line of outaneoos incidon in the form of 8 J It starts from the sternum ix eontinued
1 eentimetrs above the coatal border and curves back towards the umbflious. The
chondreetom: hindluted]:iwthnm The thotacls wall is thus rendered supple
lndlﬂaw'o{np-nﬂmof edges

Ourtldogs & ririquer=Cartilage to be resected. Ertomac wStomach. Cincinon =
h Line of inatsion. Lot
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Fic 140 —GasTRECTOMT POR JUXTiCARDILO ULcee.

141

Appun.nceoubeopern.bmwhmﬁnhhed. The operator has sutured the concave part of
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Fia 143—Gasrro-rYioRECTONY yor ULcex
How the first limb of the crushing farceps is_applied

Fro 144 —GasTro-rTIORECTOMY YOR ULcen
How to apply both limba of the craahing forceps and bow to Jock them
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F1o 145.—GisTRO-rYLORECTOMY FOR ULCEB.
‘The crmabing forosps s closed for éorasement.

Fra. 140 —Qasrao-rYionecroxy yor ULcrr
Divislon of the stomach clore to the foreeps.
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Fio 147 —Gastro-rrioxecroxy rox Urcrs.

Diriding the stomach, which has been emptied fnto the duodenum. If the pylorle
were full it would be necessary to apply a pafr of enterotomy forceps part

F10 148.—GASTRO-FYLORECTOMY TOR ULCER.
A pair of strong forceps on the duodenum, elose to the pylors.
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Fia 149 —GasTRo-rYLorEcTONY ror Utcen
Divialon of the duodenam closs to the forceps

Fra 130 —Gastro-rYipRxcroNy ror ULcrx

4 of the gastrio edge; the needlo pases Into the slit of the
éc:::\:rm;]ﬂ:lng the tsaues Hattened by the foreeps

sturs of the UpPET
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Fra 151 —GasTro-rYLORECTOMY FOR ULOER.
Partial sature of the gastric edge with slowly abearbable catgnt.

Fio 152 —QasTteo-rYioxEcToXY ToR ULCER.

The écrasenr Is withdrawn Tha enterotomy fa-n:up- are applied to the stomach same

euntlmetrulmmthemtmiorl]nrtd organ remains open. The tissnes of

he edge pressed together by ths forceps generally remain apposed for some minuntes
Ithhmmwbertol y & clamp, lu case the two lips should come apart.
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Fra. 168 —Ganrso-rYronxorony yox Urcmn.
The operator completes the gustrio suture.

Fio 154 —Gastro-rYrorecrony yor ULorn

Contingous suture, both hmmostatle and occladdve with slowly sbeorbable catgnt The
two ends of the first thread are knotted to the two onds of tho thread which serves for
the suture of the serous surfaces
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Fio 185 —GasTRo-rYLORECTONY YoR ULCER.
Two through and through interrmpted sutures make the reunited edge impermeable

Fro 130 —GASTRO-PYOLORECTOMT Fox ULcrx.

After the suture b finished by a sero-seTous euture thers often remains & cunciform strip
of tissze hardly suitable Io'rthuguf_m—du.udenxlmtm. o



150 PRACTICAL SURGERY ILLUSTRATED

F¥ia 157 —Gastao-rYoLorRorOMY ror ULcex.
Divlsion of the cunerform strip olose to & pair of strong forceps.

Fia 138 — GusTRO-PYLORKECTOXT FOB Fia 150 — GiSTRO-FYLORECTOMY IFOE
Urcen-

Urcra.

Appearance of the and duodensl Posterior suture of the rerous soriaces.
P cmi:lﬂﬂrnlf:g:d suture The operator apples two fization
stitches to the two ends of the perous

edgen
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Fic 160 —GASTRO-PYLORECTOMY TFOR
Urozs.

Rale of the two fixation stitches which

stretoh the gastrio and d wall
permit the easy application of &
continuous suturs to the serous

the tissues, s straight noedls as above
should be substituted for a ourved
needle on & noedle-holder

Fru  162.—CGASTRO-FYLORECTOMY IOR
Urcxz.

The through-and through eror sutare
ought to be made with Pﬁ?.:l:mﬂnn-huls
stitch in order to contract as little ax
possible the odenal anasto-
mouds  Note the two fixation stitches
which allow the amistant to stretch the
gastricor daodenal edres and toasslst in
ths farmation of the button-bolastiteh

Fic 161 —GASTRO-PYLORECTOMY FOR
Urcze.

error  sutare

hrough and t.hmug‘: post:
with slowly absorbable catgut.

F16. 163.—QASTRO-PTLORECTOMY FOB
ULcex,

The erfor  batton-hole stiteh In
the

The o] tor begins
anterior sature & median fixation
stitch which includes the whale thick
new of the tunica
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Fra 164 —GASTEO-PYLOREOTONY ToR Fia 185 —GastRO-FYLORRCTONY JFOE
Urone.

ULz
Anterlor through and through gastro- Ths anterfor through and throagh batton-
duodenal batton holestitch, Nots the bole rﬁtchuifhnn.rly finiahed.
usefulness of the middlsand end fixstion
stitohes which amist in the apposition
of the lipa.

Fio 107 —Gasreo-PYLORECTONY FOR
Urore-

tare of the
eror soture of the serous surfaces, The antedor eontinuous eu! the
An:hlch.hnuldbeglnnna-rupo-uhh mruﬂwuwgmtnhdﬁuh‘
the upper fixation stitch. until the lower serous fixs

* bero et is reached.

Fra 160.—~QGAYTEO-FYLOREOTOXY FOR
Urczn
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Fro 168.—GasTE0-FYLORECTOXY FOE ULCER

The gaatro-duodenal suture is finished. It is probable no inflltration will cocur  Bat
or tho sake of eaution it is a good thing to make a U stitch, incleding both the
duodensl wall (upper border) and the two gastric sero-strous surfaces.

Fro 100-—Gisteo-rYLorroroxy ros ULcre.

‘End to-end gustro-duodenal anastomoms (Péan s operation) Appesrance of the enture
of the ketoua surfaces when the operation iy fmished. \otethat the gastrio portion has
been sutured by some interrupted stitches, and that the operator at the finish has
made a superior commissural stitch uniting both the upper border of the duodennm
and ths two edges of the gastris incision 80 as to render the most fragile purt of the
line of the Y suture impermeable.






p13
TUMOURS OF THE LARGE INTESTINE

THESE tumours may be caused by three conditions cancer, tuber-
culoms, and 1nflammation (pericohitrs, with diverticnlhitis)—lesions
justafying resectron.

Colectomy for inflammatory tumours ought to be extended
beyond the thichened walls. Only supple intestine can be sutured.

Tuberculosis 18 often mituated on the ileo-ceecal segment  Right
hemcolectomy 18 the operation of choiee 1if the mass of mtestine be
too adherent or fistulous, 1f the subject be cachectic or toxac from
chromie obstruction, lec-ceecal exclusion should first be performed,
with the 1leum implanted mnto the sigmoid or the transverse colon,
and the abdomen treated by heliotherapy or deep radiotherapy
Resection should be performed secondanly The surgery of cancer
of the colon 18 encouraging  Epithelioma of the colon grows slowly
The mesocohc glands are elowly and later affected, generally the
first, group only 18 cancerous, The majority of the hypertrophied
glands are mflammatory The immediate and eventual results are
good.

CAUSE oF CANCER OF THE COLON —It 18 the commonest cancer of
the digestive tract, after that of the stomach and rectum. Every
cancer 18 caused by the action of three factors (a) chromo wrntation,
(b) lowered vitality of the orgamism, which becomes & precancerous
80il 88 a result of chromc toxmma, alcohohsm, ayphilis, intestinal
atams, bad hygiene, or bad habits, (c) the speafic germ, which 1s
unlmown. This ““ agent z " (Arbuthnot Lane) must find a soil for
its cultavation, & local umtation and a lowered vitahty, the one
localises the disease, and the other prepares the milieu.

If we cannot actually suppress the germ z we can at least
remove the local wrrtation of the mucous membrans of the colon,
and prevent the lowered vitality of the orgamsm, by prophylaxis
against syphilis and mtestinal stasis.

RALE oF CaroNIO IRRITATION —Everyone knows the part played

in the development of lingual cancer by the stump of a tooth or by
183
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lencoplakia, that of gastme uleer on gestric cancer, of metritis an
ﬂtﬁré:; Cancferilandlof mammitis on cancer of the breast.

cer of the colon develops on the osed to 1rmtatio
the hard feeces resulting from consi:lp»a\tlzf)‘ll;.tB = nby

If we remove the irmtation of the tongue by extraction of a
carious stump or by excision of a leucoplaka, or if we resest an
ulcerated stomach, we prevent the development of lLingual or gastrig
cancer If we remove gall stones, we prevent cancer of the bile-
ducts  If we add mneral otl to the food of constipated mdrviduals
(known to be so or unconsciously), we prevent colitis and cancer
of the colon.

Hoffman* has shown that cancer increases m proportion to avilisa
tion. 'Whilst 1t does not exist in savages, 1t ocours n civilised races.
The same applies to anmals transferred from their fres state to that
of captivaity  If the savage do not suffer from cancer, 1t 15, perhaps,
from his open arr hfe from constent exercise, from foreed living
under the sun but above all from the absence of constipation
The savage stretches hunself out when he hes down, and squats
when gowmg to stool, which 18 never postponed. According to Sir
Arbuthnot Lane, the position of civilised man, constantly mttng or
standing, the smtting position for defrecation, the compulsory use of
w c.’s for evacuation of the fmces are the causes of chronic constipa
tion, which commences 1 infancy and 13 increased n the adult,
especially 1n women.

The 1ngestion of minersl ol 18, then, of great service to facilitate
the passage of the mtestinal contents through the pylorus, the
duodenal jejunal angle, the end of the lleum and the flexures of the
large intestine It renders the contents of the colon flud, and
dubricates the mucous membrane, 1ts presence sllows the excre-
ments to overcome the obstacles due to adhesions and to spasms.

If you desire to avoid cancer of the large intestine, nse paraffin
frequently It s the kang of remedies, 13 never injurious, and assures
more than sny other drug prolongation of life and freedom from
disease (Arbuthnot Lane)

The vital resistance of each mdividual depends npon hus horedity
and on his hygiemc conditions 1n early life, bad food and bad arr,
exposure to cold, sedentary habits, want of exercise bad surround
tngs, overworh, etc  are many of the conditions producmg a lowered

vitabity
* The Mortalty from Cancer thronghout the World, byF L. Hofimsn,
Prudential Press, 1915

’
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IXFLUENCE OF LaNE’8 DISEASE o\ THE PRODUCTIOY OF CANCER
—According to the factors which decrease or increase the vitality
and the resistance of the mdrvidual, the disease of Lane (chronic
Intestrun] atams) will be dufferent anstomically and chimeally

We may mention the syndrome of Lane consists of three factora
chrontc constipation, delay in the passage of the mtestmal contents
as venified by the X rays, symptoms of stercorsemis, due on the one
hand to intestinal auto-intoxication and, on the other, to the com-
bination of symptoms caused by glandular msufficiency, ovarnan,
thyroid, and hepatic. The glandular alteration 18, moreover, often
due to chromo intestinal auto-intomcation

Anatomically, the disease of Lane 18 not always 1dentical some-
times we find (type A, feeble individuals) the mtestines free of adhe-
stons and kunks, but elongated, narrowed, atonic, chromcallynflamed
sometimes (B type strong mdividunals) they, or parts of them,
are glued and held together by new suspensory higaments The
persons with feeble stesis are predisposed to cancers of different
organs, as breast, ovary, to the exclusion of intestinal cancers, on
the contrary, mn type B thére 1s a strong predisposition to cancer of

the colon, becanse the lonks and bands are causes of local irmtation,
of spasm, and of mflammation

In type A the anatomical condition does not provoke pertstalsis
but auto-mtoxication, megnm depression, emsciation, and early
old age Obstmate constipation and flatulence are explained by
elongation twistmg and bendmng of the mtestme, spasm of the
colon, and congestion and mflammation of the mucous membrane

In type B the symptoms of chromic intestmal stasis are of
mechanical origm, auto-mtoxication 18 less marked.

Between the two extreme types there are numerous inter
mediate knnds and combmations, which form many anatomo-chnical
vanations

Under the influence of the stams due to hypertrophy of the
rectal muscular tissue or to a colo-sigmoid kinl, the colon above
distends 1ts walls yield, and the mucons membrane protrudes between
the coats of the muscular fibres  These mucous cnl-de-sacs protrude
under the serous coat they are diverticula  If these Iatter olose on
the mtestinal side or become filled with hard fmcal matter mnfection
otcurs, and diverticulitis 13 produced. Chronic diverticuliis may
be the potnt of ongin of eancer of the colon.

Crmicar 81088 oF CancER OF THE CoLo —(Cancer reveals itself
functionally by attacks of mmor cbstruction, or objectively by the
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presence of a small palpable mass  The other clinical signs are leas
1mportant

Abdominal Tumour —Abdominal palpation 18 most often negative,
When the surgeon detects a tumour of the colon, 1t may be dus toan
1leo-caacal tubercular mass, to a peri-colitis, or to an accumulston
of frecal matter above a cancerous stenosis  More rarely the growth
1tself 18 palpable

Drarrheea and Constspatson —Cancers of the nght colon prodnce
diarthees, those of the left, constipation

In the embryo, 1t may be recalled, the small mtestine forms the
segment destined to receive the food (cesophagus and stomach), the
muddle ntestine the digestive, and absorbent organ (small intestme
and nght colon) and the posterior intestine gives rse to the coltc
portion which collects the discharges and expels them (laft colon and
rectum) While the function of the small intestme 15 to absorb
solid food, that of the ceecnm and of the ascending colon 18 to absorb
90 per cent of the hquids, hunger 18 thus appeased by the small
mtestme, thirst by the large (Moynihan) * The retention of water
m the small intestine 18 necessary for the conveyance of the solid
substances which it carries into theileum. The valvul® conmiventes,
constantly moving to and fro, tumn alternate surfaces to the chyme
to assist absorption. If the hquds were absorbed on their arrval
m the stomach or m the duodenum, the passage of food through the
1leum would be delaved. N

Every neoplasm 1n the csscum and n the ascending colon tends
to contract them. In consequence of the obstacle, the intestine
contracts behind the tumour and expels the ligmds too rapuly,
henoe the diarrheea. If, on the contrarv, the neoplasm grows n the
left colon, there 18 constipation.

Pan —The muscular tunic of the colon fights against the obstacle,
this spasm produces colic, followed by borborygmi, end then by
relief  Real patn 13 rare. The patient rather has a sense of uneast
ness and discomfort which can often be localised to a spot corre:
sponding to the stte of the lesion 1t often points to the place where
the colic begms and ends and where the liqmids and gus escape
through the obstacle

Hemorrhage and Mucous Secretions —The appearance of the
fmoal matter 1s often altered 1ts consistence vares according to
the aituation of the tumour, there may be discharge of mucus at

« * Remarks on the Sargery of the Large Intestine,” by Sir Berkeley Moynihas,
Test London Medicochirurgieal SBociety June 27 1913
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the tume of, or after, evacustion. Hmmorrhagic discharge may show
1tself by clots, or as streaks adherent to the fmeal matter or floating
n the muous Chemical examination may reveal occult hemmor-
thages Theso nearly always indicate cancer, mn diverticuliia
hemorrhage 18 almost ml.  Each time there 18 & hremorthagio dis

charge, cancer of the large intestine can ba diagnosed just as certainly
as after s hematemesis there 18 Justification for fearing gastnic cancer

In certain cases of cancer, above all m the right colon, ocoult,
repeated, long-continued and undiscovered hemorrhage may be
accompanied by pronounced ansmia, without any apparent intes

tmel symptoms

Radrographical Signs —Examination should be made after a meal
and opaque 1njections, if obstruction exist, the accumulation of
barium behind 1t forms & shadow generally olear and clubbed, smnce
fragments of opaque pulp escape through the contracted portion and
form small black pownts on the intestne If tha neoplasm be
aituated 1n the cecum or n the ascending colon there 18 but httle
delay in the passage of the barum even with marked constriction,
because of the dilatation and hypertrophy of the emcum and of the
small mtestine sbove the neoplasm. In the left half of the colon
opaque Imjections give more clear informstion regardmg the mite of
the tumour and of the state of the walls of the colon. The injection
should be made slowly, according to Bansaude s method A nega
frve exammation 18 not conclusive evidence. We have on two
occasions found tight strictures due to s growth which gave no
alteration 1n the radioscopical 1mage.

Intestingl Contractions —Alalignant tumours of the largs intestine
are generally small and not palpable except there be an accumula
ion of freces above the atenoms or pericolic thickening from inflam-
mation. To percerve the contrastions of the colon fighting against
the obstacle the mtestme should be gently shampooed for five
Tomutes then the hand lightly passed over the abdomen, 1t will
detect the contracting and rumbling mtestinal loops  The cmeum
may be dilated and distended even 1if the growth be sitnated 1n the
figmoid  Penstaltic movements of the ilewm 1 the form of waves
can be recognised through the abdominal wall, the large intestine
contracts more slowly like a parturient uterus, and may be recog-
nised by 1ts greater sze.

Radiwscopy of the Rectum and of the Colon —Cancer can be
Situated 1 any part of the large wmtestme—in the sigmoid, at the
hepatic or splenic flexures or even n httle above them, more than
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presence of & small palpable mass  The other clinical mgns are less
important

Abdomnal Tumour —Abdominal palpation 15 most often negative.
When the surgeon detects & tumour of the colon, 1t may be due to an
eo-cecal tuberoular mass, to & pen-colitis, or to an accnmulation
of fmcal matter above a cancerous stenosia  Mors tarely the growth
itself 18 palpable

Dharrhaes and Constipation —Cancers of the nght colon produce
diarrhees, those of the left, constipation

In the embryo, 1t may be recalled, the small intestine forms the
segment destined to recerve the food (esophagus and stomach), the
muddle mntestine the digestive, and absorbent organ (small intestme
and nght colon) and the postertor intestme gives mss to the colic
portion which collects the discharges and expels them (left colon and
rectum) While the function of the small intestine 18 to absorb
solid food that of the cecum and of the ascending colon 15 to absorb
90 per cent. of the hquds, hunger 1s thus appeased by the amall
mntestme, thirst by the large (Moymihan)* The retention of water
m the small mtestine 18 necessary for the conveysnce of the sold
substances which 1t carres into thelleum. The valvule conniventes,
constantly moving to and fro, turn alternate surfaces to the chyme
to assist absorption. If the hquds were absorbed on therr arnval
1n the stomich or 1n the duodenum, the passage of food through the
leum would be delayed !

Every neoplasm m the cscum and m the ascending colod tends
to contract them. In consequence of the obstacle the intestine
contracts behind the tumour and expels the ligmds too rapidly,
bence the diarrheea. If, on the contrary the neoplasm growain the
left colon, there 18 constapation.

Pain —The muscular tunic of the colon fights against the obstacle,
this spasm produces colic, followed by borborygmi, and then by
relief. Real pain 18 rare. The patient rather has a sense of uneast
ness and discomfort which can often be localised to a spot corre:
sponding to the site of the lesion 1t often pownts to the place whero
the colic begins and ends and where the hquids and gas escape
through the obstacle

Hemorrhage and Mucous Secretions —The appesrance of the
frecal matter 18 often altered 1ts consistence vemes according to
the mtuation of the tumour, there may be discharge of mucus at

*  Remarks on the Burgery of the Large Intestine,” by Bir Berkeley Moynihar,
West London Medico-chirurgieal Bociety June 27 1813
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the timo of, or after, evacuation. Hmmorrhagic discharge may show
iself by clots, or a9 strenks adherent to the fmcal matter or floating
i the mucus Chemical examination may reveal occult hmmor
rhages These nearly always indicate cancer, m diverticuhitis
hemorrhage 18 almost mL  Each tune there 18 & hmmorrhagic dis
charge, cancer of the large intestine can be diagnosed just as certainly
as after o hoomatemess there 18 justification for fearing gastme cancer
In certan cases of cancer, above all m the right colon, occalt,
repeated, long-continued and undiscovered hmmorrhage may be
accompanted by pronounced anmmia, without any apparent intes
tmal symptoms

Radiographical Signs —Examination should be made after a meal
and opaque 1njections, 1f obstruction exist, the accumulation of
banum behind 1t forms & shadow generally clear and clubbed, since
fragments of opaque pulp escape through the contmacted portion and
form smell blackh pomts on the imtestine. If tha neoplasm be
mituated 1 the csscum or in the ascending colon, there 18 but little
delsy 1n the passage of the banum, even with marhed constriction,
because of the dilatation and hypertrophy of the cmoum and of the
smell mtestine above the neoplasm. In the left half of the colon
opaque 1mnjections give more clear information regarding the site of
the tumour and of the state of the walls of the colon. The injection
should be made slowly, according to Bensaude's method A nega
tave exammnation 18 not conclusive evidence. We have on two
occasions found tight strictures due to a growth which gave no
alteration 1n the radioscopical 1mage

Intestingl Oontractions —Malgnant tumours of the large mtestine
are generally small and not palpable, except there be an accumula
tion of frces above the stenosis or percolic thickening from nflam-
mation. To parcerve the contractions of the colon fighting aganst
the obstacle the mntestme should be gently shampooed for five
mmutes, then the hand hightly passed over the abdomen, 1t will
detect the contracting and rumbling intestmal loops. The crecom
may be dilated and distended, even 1f the growth be situated 1n the
mgmoid. Penstaltic movements of the fleum i the form of waves
can be recognised through the abdommal wall, the large mtestine
contracts more slowly like a parturient uterus and may be recog
ised by 1ts greater size.

Radioscopy of the Rectum and of the Colon —Cancer can be
Situated 1n any part of the large mtestmne—in the sigmoid, at the
hepatic or splemo flexures, or even a little above them, more than
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10 them. Sigmoid cancer can be recogmsed by endoscopy, which
allows of an exploration of 26 to 30 centimetres from the anus

FEzploratory Laparotomy —The above symptoms may be present
singly, or mors rarely as a whole

To obten lasting operative results after reseotion, 16 13 necessary
to make an early diagnosis, but our means are often insufficwent
The suspicion of a cancerous bumour 13 adequate reason for opening
the abdomen  Every time & patient has shown one of the preceding
s1gns, [sparotomy 1s compulsory  Every tune s patient has shown
mgns of obstruction, or mmor obstruction, even temporary even if
the symptoms have disappeared, lapsrotomv 18 obhgatory Om
every ooccasion & patient has been operated upon as a matter of
urgenoy, and & cmoal anns has been made, mithout exploration, 1t
18 necedsary after the operation, even if the general health has
mproved, to make an exploratory laparotomy It 18 absolutely
necessaTy to explawn to the patient the reasons for this treatment
Often, from fear of fmghtenng him, we refram from giving this
advice, and the patient dies, & vioton of our trmidity

Vaneties of Cancer of the Colon. AwaToMIoan Varierres —Cancer
shows 1teelf under two forms (a) fungoid, (b) serrrhous

(8) This 18 a true tumour not generally giving rise to stenosis, 1t
occuples g hmited area of the intestinal lumen, and 18 composed m
part of soperadded mflammatory elements, hence febrile and
glandular reaction, with rapid progress

(b) Beurhous cancer gives mse to annular strickure, which re-
sembles a collar of scar tissue surrounding the intestine hihe stong,
above the stenosia the Joop 15 dilated, the mucous membrane 18 some-
tames ulcarated ot ruptured, polyp: form n the intestinal mucosa

CLNIcAL Varmermes-—{a) Cancer of the Right Colon —This 18
geverslly a fungoid cancer There are few signs of obstruction,
which 18 not astonishmg, seeing the contents of the cmonm and cofon
amhgud diarrhces 18 frequent, hemorrhages rare  Intestinal stass
18 rarely observed at the beginning

The mass 18 palpsble, the meso-cohe glands hypertrophy, the
pattent complains of some pam and vague discomfort, the tempers
ture 1 subfebrle (37 8° to 38°)  Hmmorrhages, when they exist, are
slight often recogmized only on exammation of the fmces There
18 Joss of strength  Rodioscopy generally shows no stass or lacuna

{b) Cancer of the Left Colon —This form produces stenosis,
T 1 tama . staals mov. moreover, exist with 8
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deily evacustion. On enquiry, the patient complams of past
attacks of internittent colic, exnmmation of the abdomen revesls
some penistaltic movements, with intestinal contractions, spasms,
and splashing sounds The spasm above the stenosis may cause o
wrong dingnosis of tumour, this pseudo-tumour resulting from
spasm 18 Intermuibtent, and yields to atropine, a3 13 the case 1n the
stomach opposite an ulcer of the small curvature.

IxrLapaToRY Turtouns — Diverfrcultits —In  certain colons
hernias of the mucons membrane protrude through the muscular
tissue of the intestine Prominences the size of a pea or of a nut
are then visible under the serous membrane, these are diverticula,
m which fmcal matter eccumulates  Inoffensive calculi form 1n the
absence of infection, if infection occur diverticulitts follows, which
may end 1n perforation, peritomitis, abscess, or an wflammatory
tumour which mmulates cancer The intestine becomes hard,
board like, and hypertrophied. Diverticuls are ususlly met with
m the mgmoid and 1n the descendmg colon, when infected, the
following complications may ensue

Perv-colic  Abscess —This sumulates * left sided appendieitis,”
with abscess formation.

Inflammatory Tumours (Pseudo-neoplasms) —We have all of us
removed tumours of the colon which, lustologically examined,
showed no neoplastic characters the diagnosis 18 not always easy,
even durtng operation.

Internal or External Fistule —These follow abscess External
fistule may be 1hac or lumbar, internal frequenly open mto the
bledder or, mn rtare instances, wmto the small ntestine. TWhen
situated 1 the recto-sigmoidal segment, diverticulrtis produces an
abscess 1n the upper part of the pelvis or 1n the 1schio-rectal fossa,
the fistule 1n this region may have a long trach.

Cancerous Degeneration —Diverticulitis like every chronic 1
flammatory condition favours the formation of cancer The
majonty of cancers of the stomach are engrafted on old ulcers,
drverticulitis conduces to cancer of the colon.

Proanoss o Cancer oF THE Coron —Colon cancer 1s
*“bemgn’ 1ts progress 1s slow glandular enlargement 1s late, the
form which gives rise to stenosis—t e., the fibro-cicatricial form—
18 less gerious and more frequent than the fungoid form, which
134 true tumour If operation be performed early, the prognoss

13 very often good. Prognos:s improves, moreover, because of the
it 1
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greater slull of surgeons and of the earlier performance of opera
tion. But the mmmedite recovery has not a tendency to got
better at the hands of the same surgeon Formerly he aimed,
above all, at recovery from the operation, and for preference carred
out pallistive 1nterventions {(anastomosis and artificial anus) Now
he loaks more and more for radical oures and final results The
mortality 13 not lowered for three reasons (a) because the opersto”
18 bolder and endeavours to obtain & radical cure when formerly he
would have beon content with the formation of an artificial anus or
of & short-circrit, (b) because a great number of cases, formerly
considered 1noperable, are now operated upon, end the advanced
ones &re necessarily more serious, and (¢} because, lnstly, surgeons
are more'versed m the complenity of abdommal surgery, and treat
not only the principal lesions, but look for and treat the accessory
and concomitant morbid conditions, formerly they Lmuted their
explorations and curative remedies to the suspected region only

They missed, in this wav, the existence of another organ, because 1t
was not explored Every surgeon who opens the abdomen ought
not only to make an exact diagnosis, but a complete one, 1t 18 not
sufficient to discover a duddenal ulcer, he must ascertain 1f there be
not at the same time an intestnal kink, a cholecystitis or an append

citis  The sim of every modern operstor shonld be to make a
complete surgical diagnoms and an immediate permanent cure.

To return to the question of the seriousness of the operation, we
repest that for cancers of the colon the 1dea of operability and future
curability ought to predommate over that of mild immediste
measares  The two aims of the surgeon ought to be to rescue even the
obstinate and difficult cases and to cure permanently or for a long
time the easy ones—+ ¢, extend the lumts of cases operable and the
duration of the cure. Operation on the advanced cases gives 8n
immediate larger mortality, but in the end the surgeon cures more
patients sand gives them more chances of complete cure. For
example if we only operate on easy cases and non adherent cancers
of the colon, we shall have perhaps 6 per cent of deaths, and
50 per cent of cures of more then five years but to obtamn this
brilliant result we refuse mntervention in a great number of cancers,
amongst them those which, with greater nshs and without guarante]e
of a long survival, would have, however, by our incressed zesl,

appreciable benefit.
Obtil‘-z:ovlg of the bold operator could compare his mild cases :h'lth
the same mild cases treated by a timid surgeon, 1f the latter mortality
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was b per cent., the former 1n sunilar cases would have a less mortality
because his skill would be grenter To sum up, the lumits of the
operation are very elastic, they depend on the pluch and energy of
the surgeon, the 1ndications vary with the operator as much as with
the patient

SuRa10aL, TREATMENT OF CANCER oF THE CoLoN —The efficiency
of surgery on cancer of the large mtestine depends on four factors

(a) Relative innocency of the cancer suggesting an eventual cure,
espectslly if the treatment be early

(b) Possible separation of the intestine by dissection of the
colon from the parietal peritoneum and from the omentum, extensive
mobilisation, permutting removal of a considerable length of the
mtestine, without any difficulty 1n restoration.

(c) Vascular supply of the ntestine, preserving 1ts nutmtion
on a large scale, 1f & band of meso-colon contaming the marginal
artery be preserved (Hartmann)

(d) Lymphsatic supply, the region of which 18 well known for
every segment of the colon, allowing of the removal en bloo of a long
mtestmal segment, with the whole of the corresponding vessels and
glands (Bernard Cunéo)

It 18 rare for cancer of the colon to be very extensive, the tumour
18 generally small and lumited. The wall 18 rarely cancerous for more
than 3 centimetres above and below the lesion, but a very long
intestmal segment must be removed The adhesions of the tumour
to the neighbouring timsue (abdominal wall 1ilenm) may cause
difficulty 1n extirpation and necessitate removal of a segment of
the amall mtestine, of the ureter of the ovaries, of the abdominal
wall ete

Vasourar DetrmuTiok —Well studied by Hartmann. The vas
culer supply of the large intestie 18 feebler than that of the small,
supphed by the freely anastomosing arches These anastomoses,
however exist in the colon at the right and left flexures and 1n the
pelvic portion. On resecting, the operator ought to cut a part of
the intestine opposite a chief coho branch ~ The bleod supply will be
direct  The end of the ileum for 20 to 25 centimetres 15 as poorly
supplied as the colon. There 13 only one marginal anastomosis
the termmal part of the ilenm, and this joms the 1hac recurrent
brunch along the mesentenc border of the ileum. The surgeon
should note the poor vascalar supply and if there be fear of 1schmmia
of the end of the small intestme, he should make the division 25
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centimetres from the ccum, where the vascular loop 18 double
The vascular supply of the 1leum 1 found again m the pelvie colon.
This part of the colon, then, 18 better supplied with blood

Wialst i the lowns the sscendmg and descending colon are fixed
by two fasci to the lumbo-iliac fossm, the tranverse colon and
the sigmoid are freo and movable The fixity of the colon 1
especially marked 1n the aplemec and hepatic flexnres  The adherent
fascia of embryonal omgin can be freed by mmply divading 1t,
followed by gentle backward pressure with a compress, a mancuvre
which mobilises the large intestine as far as the lleum, and mves
to the meso-colon its prumitive size, no vessel bleeds during this
separation 1f 1t be done gently with the compress

The lympbatics and glands are collected along the artenes
The large intestine 18 supphied by branches of the superior and nferior
mesenteric  The 1eo-colic artery, which 18 the termunation of
the mesenteric trunk, supplies the last 20 centimetres of the ileum,
the emcum, and o part of the ascendmg colon It gives rse to the
night coho artery, which supplies the appendix, the loum and the
colon, and the middle colic artery to the tranverss colon, anastomos-
ing with the ascending branch of the left cohc artery  The infenor
mesenterio artery arses from the aorta at the level of the second
lumbar vertebra, below the inferior border of the ducdenum, and
gives off the left colic artery, which divides immediately wmto two
branches, one for the left extremity of the transverse colon, Where 1t
anastomoses with the muddle colic, and the other forms an arch
by 1ts anastomoss with the first migmoid artery  The sgmod
artenes one to four in number, anse from the mferior mesenterio
and expand over the mess sigmaid, esch diviston divides mnto two
branches, ascending and descending these anastomoses formmng o
seres of arches, on the convexity of which some secondary branches
anse. The anastomoses of the branches of the left colic and the left
sigmoid arteries form a marginal artery without branches, extend
1ng from the left angle of the colon to the end of the sygmoid
The inferior mesenteric ends by formimng the superior hemorrhoidal
grteries which enter the wall of the rectum As a result of the
supply to the colon and to the rectum the following surgical sequol®
occur 1f the inferior sigmotd and the superior hwmorrhoidal arteries
be tied separately, the circulation in the morgnal artery lsbd;-
stroyed and gangrene will result 1n the part of the intestine supp:

by these two vessels
Y 1f the higature be applied to the trunk of the infernor mesenteric,
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above the last sigmord artery, this latter will supply, with the blood
from the margmnal artery, the trunk of the superior hmmorrhoidal.
The pomt of junction between the superior hemorrhoidal and the
wferior sigmoid arterv 18 then, the ** cnitical pomt ” below which
ligature of the superior hmmorrhowdal or of the lower sigmoid artery
can produce gangrene of the rectum

The reader should tahe note of this practical hint tie the vessels
as one Likes, but Leep the margnal artery 1n the whole of the m
testine mtact, 1t 18 rare, in that case, for dangerous 1schemia to be
produced

The margmal artery, by 1ts anastomosis with the left colw,
15 sufficient to supply the descending colon and the sigmoid, even 1f
the infetior mesenteric has been tied at 1ts ongin.

Personally, when we have to resect, happen what may, and when
the time haa come to re-establish the continmity of the intestine, we
study the appearance and colour of the extrermties of the colon If
the intestine be ansmic or violet in colour we make a further
resection, 1f 1t be rose-coloured and perfectly well supplied we do
not excise any more

Lvareratic DmrRiBuTIioN —Well studied by Bernard Cunéo
On principle, every cancerous organ ought to be removed en bloc
with 1ts lymphetics with the vessels, glands and tissue contamming
them.

In practice 1t 18 unnecessary to perform excision of the intestine
and mesentery, based on a too strict interpretation of the data
afforded by anatomy It stands to reason that in cancers of the
mntestine the whole lymphatic region of the diseased segment 13 m
fected, nearlv always the first glandular mass 15 cancerous, the
other glands are more often mmflammatory If 1t be desired to
remove the glands as completely as we endeavour to do 1n cancer
of the breast or of the uterns, the so-called radical cure would
male the operation on the colon more sertous 1t 18 preferable to
trust to the feeble tendency for the lymphatics to be affected.
Provided we remove the first bunch of glands, and male o large
Tesection of the intestine itself 10 centimetres at least above and
below, the rest matters hittle at the price of a small immediate
mortahty satisfactory present and future results will be obtaned

TEcENICAL GENERALITIES —Suture of the large intestine 18 more
delicate than that of the small mntestine and of the stomach The
tunies of the colon are thm and wregular whilst the muscular layer
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centimetres from the ctcum, where the vascular loop 13 double
The vasoular supply of the 1leum 18 found again m the pelvic colon.
This part of the colon, then, 18 better supplied with blood

Whilst 1n the loms the ascending and descending colon are fixed
by two fascie to the lumbo-lisc fossm, the tranverse colon and
the sigmoid are free and movable The fixity of the colan 1
especially marked 1n the splenic and hepatic flexures The adherent
fascin of embryonsl omgin can be freed by mmply dividing 1t,
followed by gentle backward pressure with a compress, a maneuvre
which mobilises the large intestine as far as the ileum, and gives
to the meso-colon its primitive size, no vessel bleeds during this
separation if 1t be done gently with the compress

The lymphatics and glands are collected along the arteres
The large intestine 18 supplied by branches of the superior and infertor
mesenteric  The uso-cohie artery, which 18 the termmation of
the mesenteric trunk supplies the last 20 centimetres of the leum,
the cescum, and a part of the ascending colon It gives rise to the
right colic artery, which supples the appendix, the tleum and the
colon, and the middle colic artery to the tranverse colon, anastomos-
g with the ascending branch of the left cobic artery ~ The infertor
mesenteric artery anses from the sorta &t the level of the second
lumbar vertebra, below the inferior border of the duodenum, and
gives off the left cohc artery, which divides immediately mto two
branches, one for the left extremity of the transverse colon, where 1t
anastomoses with the middle colic, and the other forms an arch
by 1ts ansstomosis with the first sigmoid artery  The sigmoid
arteries, one to four in nmmber, anse from the mferior mesenterio
and expand over the maso-sigmotd, each division divides into two
branches, ascending and descending, these ansstomoses forming o
series of arches, on the convexity of which some secondary branches
arse The anastomoses of the branches of the left coltc and the left
sigmoid arteries form a marginal artery without branches extend
ing from the left angle of the colon to the end of the sigmoid.
The 1nferior mesenteric ends by forming the superior heemorrhoidal
arteries which enter the wall of the rectum As o result of the
supply to the colon and to the rectum the followmng surgical sequelo
occur 1f the mferior sigmoid and the supenor hmmorrhoidal arteres
be tied separately, the circulation in the margnal artery 18 l?e:
gtroyed and gangrene will result 1n the part of the Intestine supp

by these two vessels -
1f the ligature be applied to the trunk of the 1nferior mesenteric,
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above the last mgmod artery, this latter will supply, with the blood
from the marginal artery, the trunk of the superior hmmorrhoidal
The pomt of junction between the superior hmmorrhoidal and the
wfertor sigmoid artery 18 then, the “* enitical pomnt,” below which
ligature of the superior hmmorrhoidal or of the lower sigmoid artery
can produce gangrene of the rectum

The reader should take note of this practical hint tie the vessels
as one likes, but Lheep the marginal artery 1n the whole of the 1n-
testine mtact, 1t 13 rare, 1n that case, for dangerons 1schemia to be
produced

The mergmnel artery, by 1ts anastomosis with the left coho,
18 sufficient to supply the descending colon and the sigmotd, even 1f
the mferior mesenteric has been tied at its ongin.

Personally, when we have to resect lwppen what may, and when
the time has come to re-eatablish the continmty of the intestine, we
study the appearance and colour of the extremities of the colon If
the mntestme be anmme, or violet mn colour, we make a further
resection 1f 1t be rosecoloured and perfectly well suppled, we do
not excise any more.

LyxpraTio DBTRIBUTION.—Well studied by Bernard Cunéo
On principle, every cancerous organ ought to be removed en bloc
with 1ts lymphatics with the vessels glands and tissue containing
them

In practice 1t 13 unnecessary to perform excision of the mtestine
and mesentery based on a too strict interpretation of the data
afforded by anatomy It stands to reason that n cancers of the
Intestine the whole lymphatic region of the diseased segment s 1n-
fected nearly always, the first glandular mass 13 cancercus, the
other glands are more often mmflammatory If 1t be desired to
Temove the glands as completely as we endeavour to do 1n cancer
of the breast or of the uterus, the so-called radical cure would
make the operation on the colon more serious, 1t 18 preferable to
trust to the feeble tendency for the lymphatics to be affected.
Provided we remove the first bunch of glands and make a large
resection of the intestine itself 10 centimetres at least above and
below, the rest matters little at the price of a small immediate
mortality satisfactorv present and future results will be obtained

Tecaxican GexeraraTTEs —Suture of the large intestine 13 mors
delicate than that of the emall intestine and of the stomach 'The
tunies of the colon are thin and wrregular, whilst the muscular layer
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18 strengthened at the level of the longitudinal bands, 1618 thinned at
the saccul. This thinness 18 exaggerated 1n certam forms of mtes
tial stasis  The sutures are fragile on these thin, atrophied walls.
The operator should use fine needles and fine thread, handled wth
great gentleness He should avoid perforating stitches, for the
contents of the large intestine are septic  Infection would result,
etther immedistely 1 pentomitis, or five or mx days later from
gving way of the suture. End to-end ansstomosis on principle 13
preferable to sde-to-sde anastomosis, but the latter can be per
formed 1n cases of a fat unequal, irregular intestine, 1t should, then,
be carried out at the longitudmal bands The best made end to-
end suture will, however, be protected by fixing 1t to the abdominal
wound or by wrapping some mesentery around 1t.

A further difficulty in suturing the colon 1s the presence of
epiploic appendices, doubtless, they can assist 1n making firm an
end to-end anastomosis if they can be used, but 1t must be remem
bered that at these appendices there are often some diverticulm
penetrating into the fatty mass, they must not be tied close to the
mtestine without dividing them with the cautery, or they can first
be freed by the kmife, and the small vessels be tied separately

The large ntestine often presents anomalies i shape, size and
length, sometimes 1t 18 more mobie and longer, the mobihty and
elongation are due to wasting, malnutmtion and to habitual con
stipation. As & result, ptoss, volvulus loops, kinks, dolicho-
colons, mega-colons large and mobile cmcums, are produced,
many mechamcal obstacles, which give rise to chronic intestinal
stasis
Becondary adhesions, side by mde, between the transverse and
ascending and descending colon, are favourable to stass

The contents of the large intestine are septio, the shghtest
mampulations which might soil the fingers and produce rupture
1mnto the peritoneum of the frecal matters, must be avoided, perforat
1ng stitches should not be made, the gloves should be changed often,
the contammated surfaces should constantly be washed with
ether or 1odine, and the intestne be cut with the cautery ~When
coprostasis 18 necessary the feecal matters should be pushed far back,
and the enterotomy forceps should be placed 10 centimetres from the
pomts to be anastomosed. The sutures should be made at two of
three Jevels 1f the oparator possess very fine and firm catgut he can
use 1t, 1f not he should use Linen thread which can form, no doubt,
a foreign body and produce an abscess but sllows of easter suturing
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Never uso o Murphy’s button for anastomoms of the colon to the
colon, 1t can be conventently used for ileo-colostomies

OPERATIVF InNDI0ATIONS ™ Canoer oF THE Cono¥ —The
following cases have to be considered

(a) Patient wuth Qbstruction, Abdomen Distended —Do not perform
laparotomy, for 1t 18 possible the eviscerated intestine may be
difficult to replace, be content with a cwcal anus under local anms
thesia then perform a month later after radioscopy, be the result
negntive or positive, an exploratory laparotomy and radical cure

(8) Very Recent Subacute or Acute Obstruction with Supple
Abdomen, not Distended —Exploratory laparotomy and

1 If there be a cancer of the left colon free 1t, and dissect 1t for
a long distance (30 or 40 centimetres), divide the meso-colon very
far away with the tumour 1n the centre, and with as many glands as
possible suture the two healthv mtestines side by side and fix them
to the abdominal wall resect the diseased segment Two months
later close the artificial anus

2 If there be a cancer of the nght colon perform right hemi-
colectomy with 1leo-colostomy If the patient be weak, only per-
form 1leo-sigmordostomy and colectomy secondarily

3 If there be a cancer of the smgmotd alone on & short loop do not
resect 1mmediately, reduce the intestine close the abdomen and
make & cwecal anus A month later resect. If the cancer be
on a long loop resect m two stages a3 for cancer of the left
colon.

(c) If there be no Obstruciion —Everv cancer of the colon where-
ever 1t 1s, save cancer of the pelvic part should have the benefit of
bemng treated by total colectomy straight away, for the following
Teasons more extensive removal of the mesocolon and glands,
excision of a segment of the colon, on which & recurrence may occur
suppression of the intestmal stasis which often exists m cancer of
the colon and which 13 got nd of by colectomy removal of the
mtestme which above the tumour at the tume of intervention 1s
filled with septic matters mumcal to the suture, possbilitv of o
radical cure 1n one stage with mimmal length of convalescence
But 1n current practice total colectomy 1s not generally performed
In one stage. What procedure shall we adopt 1

1 Cancer of the Right Colon —Right hemicolectomy with 1leo-
colostomy

2 Cancer of the Left Colon (Splente Flexure, Descending Colon) —
1f the subject be thin and the belly supple total colectomy  If
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these conditions be not present, perform the operation 1n two stages,
a8 mdicated above, resection of a large ntestmal and meso-colie
segment with fixation of the two ends to the abdominal wall, closure
of the artsficial anus two months later

3 Cancer of the Pelvrc Colon —It 18 neceasary to distingmsh cancer
of the npper extremity and of the termination. In the fornter,
resect 5 or 6 centimetres of healthy colon above and below the
tumour, remove as much as possible of the meso-colon and make
an end to-end anastomosis

If the tumour be at the end of the large wmtestine, make an
abdomno-penineal resection Abdominal Stage —Froe the meso-
colon, t1e the inferior mesenteric 8o as to bring down the descending
colon as far as possible, close the abdomen and continue the opera
tion by the permmeo-sacral route Perineal Stage —Permeo-sacral
meision Beparate the rectum at the level of the cutaneo-mucous
fold of the anus, bring down the distal end, divide 1t 1 & healthy
part above the tumour open this end at the margin of the anus,
the sphincter 18 to be preserved.

SoME TECHNIOAL DETATLS REGARDING RIGHT COLECTOMY FOR A
Tosour.—In cases of mght colectomy with peri-colic adhesions
we have found the ureter invaded, we had to resect 1t immediately,
and perform nephrectomy at the same time. Once the duodenum
was 80 extensively surrounded by the tumour that 1t hed to
be resected, a band only of the mtestinal costs bemng preserved
safficient to ensure evacuation of the ampulla of Vater Immediate
gastro-enterostomy gave a successful result

In a cancer of the hepatic flexure we had to excise an enormous
mass of the pancreas, we covered 1t with mesentery but tha pan
creatic Juice dramed Into the wound and the patient died on the
twelfth day Sir Arbuthnot Lane rejects rght hemi-colectomy,
preforring 1w all cases complete colectomy This operation 13
certainly more radical especially 1 cases of cancer of the right colon,
but 1f the patient be 1n a weah state of health 1f he be fat and the
abdomen distended, rght hemi-colectomy 13 less mutilating and
consequently milder we prefer 1t m the majonty of cases I;lﬂe
objects to 1t for the follosving reason 1n every cancer of the ascen I::n.g
colon 1ntestinal stasis 18 present, which may be wm"]:te‘lil m\ tz
splente and a lambo-tne Jank. Below the suture ofbte]:‘ deu\:hlch
the transverse colon there are, tharefore, two knks, e il
the fmcal matters collect and this will merease the mtl;u lneﬂns h
tension and can cause the suture to give way A simple m
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avoiding this dire disaster after the anastomosis 18 fimished 18 to
dvide the ligament at the splemic and at the colo-sigmoid flexure,
the diviston of these two sero-fibrmous bands only requires a few
moments and ensures a free evacuation of the bowel

SoxE TecENIOAL DETATLS I¥ COLECTOMY FOR CANCER OF THE

TrANSVERSE CoLON —This cancer can be operated upon as any cancer
of the colon by complete colectomy, but 1f, as I have said above, the
patient be fat wath shight resistance, and with s distended abdomen,
1t 18 preferable to make a segmentary resection, then, according to
the presence or absenca of obstruction an end to-end suture should
be made immediately, or an anastomosis of the two intestinal
ends to the abdominal wall. Whichever 1t be, mn order to perform
colectomy of the transverse colon, there are two details which must
be observed

1 Dissect the colon from the omentum m the neighbourhoed of

the splemic and hepatac flexures divide with & kmfe the attachments
of the nght and left colic flaxures 1 such & way as to brmg up
easily the ascending and descending colons, so that there 13 no
traction on the suture of the colon

2 Having separated the colon and epiploon, the two extremities
of the tranaverse colon are easily brought together, the stomach 13
separated from the colon, not by section of the gaatro-colic omentum,
or by freeing the colon from the omentum but by stnpping as
performed n gastrectomy for ulecer The suppression of the mght
and left gastro-epiploic arteries does not affect the nutrition of the
stomach, which 13 suffictentlv supphed by the coronarv artery

Boxue DETa1s RELATING TO LEFT CoLECTOMY —1 The mcision of
the abdommal wall should be long and 1n the mddle line 1n ordinary
cases but transverse when the tumour 18 adherent to the abdominal
wall It 18 bemdes, necessary to reach the cancerous segment m a
direct manmer, 1n order to liberate 1t and dissect 1t. Sometimes the
operator commences by a vertical meision and afterwards makes a
transverse one perpendicular to the first (meision 1n L)

2 Laberation of the Tumour —Never attack the tumour directly,
especially 1f 1t occupy the splenic flexure or if 1t be fixed to the
sbdominal wall but first free the left colon from the abdominal wall
and from the omentum, this should be done as far as possible from
the tumour in order to deal with this latter slone afterwards
Finally by degrees, and lastly, free the tumour The hemorrhagic
oonng which results from the separation of the colon 1s practically
nil. In order to free the splenic flexure without hemorrhage, 1t 15 &
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good thing to pressit back with the tumour by means of a compress,
without nsing kmufe or scissors, which ought to be used only for
cutting the attachments, divide the left phrenico-colic Ligament,
Be careful not to use the compress or the finger at the part where
the spleen 13 adherent

If the tumour adhere to the spleen, separate 1t with the knife
only, without cuttmg the tissue of the spleen, so a8 not to make the
organ bleed. WWhen the spleen has been carefully freod, then only
use the compress, to liberate the colon. If the spleen be mnjured,
Temove 1t withont Wasting tune to stop the bleedng the necessary
mampulations being ofter dangerous and unfruitful.

If the tumour be adherent to the uterine vessels, they must be
tied and cut

The left ureter must be examined, and freed In the majority of
cases 1t 18 easy to separate 1t from the tumour, bat if 1t be mvaded
by the neoplasm 1t must be resested between two ligatures. After
simple division 18 contmurty can be established, or it can be
mnplanted mto the bladder But after an extensive Tesection 1its
two ends must be well tied The kdney atrophies If the left
kudney be adherent to the cancer perform nephrectomy The
tumour often adheres to the abdomimal wall. Resect the panetal
penttoneum with the adherent tumour Neoplastic and panetal
tassues are to be drawn mto the operation wound en bloc  The
mass 13 exteriornsed on to & bed of compresses the vessels froed
and the meso-colon divided on the distal side of the glands but
remember the Iymphatic supply of thus part 1s poor The patient
dies of glandular metastasis 1 only about 40 per cent of cases,
death 18 generally caused by Intestinal obstruction before the
glands are mvaded The majority of the glands are inflammatory

Adhesions to the Ileum —If & loop of the 1leum be wclnded m
the tumour resection 1s necessary, perform end to-end anastomosis
with linen thread at two levels

Adhestons 1o the Bladder —Resect the visceral wall and close 1t
at two levels, peritoneal and muscular do not penetrate the vesical
mucoss fix 1 a catheter

TNTESTINAL ANASTOMOSES AFTER RESECTION OF THE Coroy —On
prneiple, the best operation for cancer of the colon, Wh&fewl;
its site save i the ieo-pelvio °°1°nvflﬁ completewczlaectom}'v

al colectomy for the following rea

Pm?m];lec:aflzepierlzovﬂ at oncgv of the whole large intestine lmallr:;;
the immediate prognosis and assures firmness of the iafest
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suture The removal of the large intestine, moreover, prevents mfec
tion of or injury to the anastomoses from the fmcal matters above 1t

2 Complete colectomy allows of a more extensive removal of
the glands than any segmentary resection

3 It sometimes happens, recurrence takes place 1n another part
of the large intestine, 1f this latter be removed tn tofo, this recurrence
cannot take place

4 The great majority of patients affected with cancer of the
colon have long suffered from constipation and intestmal stasis, and
unknowingly from chronie stercoremis By temoval of the large
intestine, not only 1s the cancer cured, but also the stasis

Segmentary colectomy often necessitates two or three opetations
with pamnful mtervals from the artificial anus, or from stercoral
fistulle Complete colectomy 1if it be possible, frees the patient at
once from all ennut with a mintmal period of convalescence.

5 This large operation allows au end to-end iec-sigmoid anas
tomosis, which 1s firmer, easier, and more certamn than any reseo-
tion of colon followed by an end to-end colocohc or by a mde to-
mde anastomoesis

In practace, however, we more often perform a partial colectomy,
nght hemicolectomy, 1f we have to deal with cancer of the right
colon, segmentary resection In two stages—i e, resection of the
cancerous segment followed by anastomosts of the two ends to the
sk, and secondarly closure of the anusin cancers of the left colon
Complete colectomy 18 onlv indicated 1n thin patients whose powers of
resistance are still good, and with a supple abdomen (one 1n four)

To sum up complete colectomy or rght hemucolectomy should
be performed for every cancer of the nght colon, segmentars resec-
tion 1n two stages or complete colectomy for every cancer of the left
colon. Cancer of the 1leum should be treated by segmentary resec
tion with end to-end apastomosis, by suture (long loop), or by
nvagimation of the upper 1nto the lower end, the first bemng placed
over a rubber tube (short loop)

The future results are good, for there are three good cancers—
those of the uterus of the labia and of the large intestine. These
tumours are often cured by a well planned and executed operation
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Fio 180.—Cawcxn o THE Transversn Corow

Tha oolon has been divided by the thsrmo-cantery; {ta two extremities are closed in s
eul-doaas  The curvature of the stomach strpped of the great omentmm
mhtmmnbntg::m-hhed wo have never obsecved any ischemis of the stomach

I:‘xu 181 —Caxoxe or THE Traysvense Coroy
Beg umyintwotuﬁ Tho two euls-de-sao of the colon have been attached
tely mmthnmberhnpﬁbmbenoob‘hvcﬁm.thaopu‘?ﬁhmfmty
ﬁmﬁg.wm.me toT;:am]—dt:-ncolU;etguﬂm;lmd. The distal
o by side, -htmdg:ﬁfn :.:‘imm clumretu‘!"t)ho Famvene mfﬂ‘&“&i“ hut]:-ud

m 12
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The operator

F1a 185 —Caixnowr or T Srrwnio FLaxumm

Begmontary roseotlon with temporary anus

has removoed the splenlo flexuro and olosed in a cul de-

#10 tho two extremltios of the hoalthy colon

Fia 184 —Oaxoun or Tmm Srrmwto Fraxonw
Begmentary rescotion with temporary anus.  Lino of sootion
~ for romoval of the splonk flexuro.
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i 188.—Quxarw or TR Biaxom Fre 189 —Cawcrkn or TtEx Braxom.
Rrxzomox 1 Ox» Sriom Brarcrox 1x OxE Srace
Tho dotted ling Indicates the paztion of the Resection of the sigmold has been
hﬂuthnvhhhmua:tbermvud. formed. The tarhudh'idedp'liu

phreno-splenio ent and separated
theleft eolon fromthe parietal perftoneum
s0us to bring down the descending enlan
and meke end to-end ansstomosis casy
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Fo 200 —Caxwoxz or r% S10x0m Low DoWX  ConrLere CoLroToxy 13 THATE STA0E8.
Third stage (the cesient): Resection of the segment of the eolon.

Tra 201 —CaxcEROr THE S1aMorp Low pOWX  Coxrrrre CoLroroxr rx Trarz Sraors.

“Third Appearance of the viscers after operation. ture of the meso-coll
“:3: Fimation of the fleum to the anus mamoflfg:ldznbd.umlmlvwnd

(lips)-
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Colon

sigmairde
g ' Rectur

Colon
dascen
dant, Art mesenterigue

(nferieure

Y

At colique
auche
suger”’®

Lolon

transverse

Heoplasme
i
Ganglions ~ puereh

F1o0 202 —Cuiwcer or TRE LErr TRaxsvrese CoroX CourLrre CokrcTony

The frat stage of the o
peration has been ormed as for everv complete coleat:
ntion of the oolon, dmsection the omentum from the eolon, thu:yb(ﬁ..:z:?dl‘
mmndmgmmwwom). The colon, as an fleam, s
entirely free The om the division of the meso.colon at the point
uwnu:uhgmthath of the bowel as far away from it a8 ho can, and
iy possible to the vertel column, 30 a3 to remove as many of the glands as

Clom eipmotde=Blgmaid ealon. _ Rectrm Descending eolon

- == Rectum. Célom descondant=

Art Jéeatiritus afirscursInferlos meventerlc axtery Timm T et e
Fruch, P[-n-( - collo 3 #’n -R}‘h m

colls artery | foplarne = Growth, | Cllos e e Mo E rupe

-
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&K\S&:\ Lignes de section %’J/ﬂ//

au thermo

Colon
s1gmorde

Neoplasme

Canglions Lclon trensverse

Fo 204 —Caxcxz or mix Lrrr Traywwxasx Coroy  Coxrirrz CoLrcToxy

Md&ﬂmmllnmﬁm:&ﬂmtbemvbncntwvﬂluw
larised. Division of the sigmold st & point moet convenient for end to-end anesto-

Lignus da section ex thermo = Lines of sertion by the thermocantery  Clom elymoids m Sigm 4d
eolon Iiom =Tlerm. \bpla.vﬂb-y(}rwﬂh_ Ganolioms = CGlands, Cm trans
ToM=Traorvers oolon.
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Colon
srgmosde  _ A
s
;// N
Meso Masentere
colon. 3

s

Fio 208 —Cawoxe or Tz Larr Travsvense Coron CoxrLers COLEOTOMY
The illac and sigmoldal ends are turped In #uch & way that the two mesenterio and

oolio edges carreepond exactly In this wa und nnutomcd.lvﬂ.lnotlxodm

tomnnu“hnﬂeum,mwui!emwhjuh

Clon ngmdde=Sigmold ocolon Iléon = Tloum. iso-cdon=dewo-colon. plrry
esentory
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Colon _
a/_qrno;a’e

Colon
Srgmorde

Fre 200.—Caxcer or Tn® Lxrr Traxs- Fro 207 —Caycrr or THE Leyr Traxs-
vExsE Corow  Cowrrrra CoLECIOMY vERSE CotoY Coxrrrra CoLEcTOMY

How to prepare by twa fixatuon threadsthe  The two pales of forceps stretch the two
end to-end wuture even If the colon and threads; the crushing foreeps have been
the flenm be unequal in diameter removed if the intestine be empty em-

terotomy foroeps are unnecesaary
Cllon exgmoldemSigmodd colon.
Iléom=Tleam Clon sxymacide=Blgmold colon.
Léom=Tlsam.

Fro 208 —Cuxcrm or mrs Lxzr Taaxs  Fro 200 —CaXare or mx Loyt Tauxs.

YERsE CoroY CowrLere COLECTOMT vERSE Coroxy Coxrrere CoLEcTONY
Chpat & forceps are & to the middle Threo fixation sutures applied to the
of each external intestinal edge posterior edge

Clom sgmobde=Slgmodd colon. Clow stymdida=Slgmold colon,
= Ilh—l%g-:;. « Tldomm Tewrn.
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Lolon
sigmosde  _
/
! ~N
£ N
Meso Maxentere
N
N

colon

217 100 -

Fro 205 —Cawome or Tum Larr Traxwsvxass ColoY Comrrrra CoLxoroxT

The iliac and algmetdal ends are turned in such a way that the two mesentetic and meso-
exaot] In this wa, to-end anastomosls will not prodoce

oollo edges ocorrespond
torsion of the eum, an et whioh oooury.

Odlan sigmolda=Bigmold colon. Tléon=Tleom. Al éso-cdon = Mawo-volan, Adseniire=
Mesontery
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Colan
srgmorde

Colon
sigmoirde

Fra 200—Caxorr oF THE Lrxrr Traxs  Fro 207 —Caxore or THE Lrrr Taaxs-
veRsn Corox  Coxrrrre CoLECIONTY vrraw Coroxy Courrrre CoLECTOMY

How to propare by two firation threads the  The two pairs of forceps stretch the two
end to-end suture even if the colon and threads; the crushing forceps have been

the ilsum bo unequal in dlameter removed If the Intestine be empty en-
terotomy forceps are unneceseary
Clom ruymolde=Bigmodd colan.
Nion=Theum Cllon nxpmcide=~Blgmold colon,
Ldom = Tlotm.

Fro 208 —Caxcea or e Lerr Traxs Fro 2098 —Caxcem or Tee Lrrr Tauxs-
vexsx Coroy CowrLers COLECTOMT versm Corox  Coxrrrrz CorLrcroxy

Chiput s forcepa are applied to the middle ~ Three fixation sutures applied to the
of tach sxternal Intestinal edgo Posterior edgo.

C&, - old eolon. Clon exymotdem:
e T .
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F1¢ 210 —Oawcem or tim Lurr Triwy Fra 911 —Caworn or THR LErT Traws
varax Corox  Courrara COLBCTOMY varsaCoron  CoxriuTa CoLreToxY
Batton hole stitches of linen threed on the Finish of the posterior eontnnom
terior edge. Nots the rdle of the through.and through sature

tion threads which streteh the edge
and bring i Into securate apposition. Cllom sigmolds=Rigmaid colon,
Jiéom = Dheum.
OBlon =figmold cobon.
'ml—‘nmm.

Haon

Fro 212 —Oiwoxn OF yre Lrrr Triws- Fi1o 213—Caxozz or TR Lrre Traxs-

verse Coroy  CoxrrLerr CoLxoToxY vERsnCorLox CoxrrxTE CoLECTONY
tior through-and through button hale Anterlor continaous satore of the serons
sature. ® surfaces, which will be contlnued on

to the two surfaces of the Intestine

Oon sigmolde=Blgmold coloo
Iuon.—ll-um. Célom rigmotdew Blgmold ealow.
11éom =Tlenm.

N e
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leassre
~

Relief du
tube

Fio 214 —Canorr of TEE LEFT TRAXSTIRSR Corox Courrerz CorLrorony
Tntrodnotion of Fancher’s tube lnto the {leo-sigmoid anastomoats, as after overy complete
ocolectomy

Temem Bladder =Uteroe. Clon E‘d‘l-ﬂgmdd colon. Mhso-clon=
tes: PRt osl ief du tubemOutline of the tube,  Iéom
= Deum 1 doentire =Xlenentery




194 PRACTICAT, SURGERY ILLUSTRATED

Veaa/a\

'
lleom

Abou
chement:

Meso colom
Reliaf du tube ,

'
Mesentere:

Frag 215 —Caxars or tam Lexr Triwsvensy CoLoy  Coxrrrrn CorEOroNT
Apposition of the meso-aigmold and of the mesentery with linen thread
Vesra= Bladder Utérus= Uterun. Oflon ergmold¢=Bigmaold

Abouch omentw= Anawtomonly, Albso-clon= l(c-o—colm. Rdﬁfl- tlba-OnLlln- nltbe
tabe,  Mérentire=2lomoatery
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Vessie

Colon alc

5 " morde‘?

vt + Abowche
erus

mentl

Meso colon

Mesentere

\Relief du
tube

Fra 218.—Cavoms or Tae Lrrr Traxsvrees Coroy CowrreTE COLECTOMY

Heon

Appearancs of the tion when finished. Note the rubber tube, which onght to remain
oper v in place for slx days.

Faseram Bladder Cllon de=Sigmodd  eolon.
Anastomonls, bo-:g:dn“ col

Utérvs="Uterna.
pig
Relwf du tube=Qutline of the tubs.

Abowckementm
Y Iléom = Tlewm.
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bezare

l/eom’

Abou
chement:

Meso colom
ReireFau tubel ,

¢
Mesentere:
Fio 215 —Caxcxr or e Lerr Traxsvieee Colox CoNrrerm CoLxoroXY
Appoaition of the meso-sigmaid end of the mesentery with linen thread
Vasies Bladder Utérus= Uterus
Aboxchement A o v,
tuba, Albsentire=Mesentery

ORon axymdde=Blgmold eolon. Iléom mTleum
o pit ) Relief du tabewQuitling of the

&
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Frg 217 —CsxCrEE OF THR Lrrr Traxsvenan CoroX CourrLrTs COLECTOXT

The lucervmovedinﬂmopaidanjmtdcom‘ibedvmdwhichmﬂeduamodd(uftbﬂ
Thegh.ndb-cenvmpunlymﬂ.mmltm-y Thepnﬂu:tgotupthlﬂtﬂl

dnym the operation.
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Fro 245.~Caxcex or TRE SitNow  Rrdovay or thE 810401 axp or e REctox

Patient under spinal anwwethesla  Inclined

gme The retractor placed at the left
revealed a Lane s band which will bo divided along the dotted line

Bande et coxdure dio-pdevenne=Ileo-pelvic band and kink, Vesere = Bladder Rectumme
Rectum. \ éoplarmem Growth, Lague de section an bistowri=Line of inchrion by the
imife Clom sygmolde = Eigmold colon.
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1/10~
pelvienne,

seolrorn
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P10 245 —Qaxcrz or tan S1gwop  RIMOVAL or THE S10MOID AXD oF THE Rrcrex

Patient under spinal ansstbesis  Inolined plane  The retractar placed at the left
mmlednlgnelb;nd.'hkhrﬂlbodlrldtdnlangthodotfedﬂne

Bards ot condurs Jto-;dnuu—]]eo-pelv‘ln band end kink.  TemiemBladder  Rectume
Rectum. Véoplarme=Growth, Lagne de section au SrtourimLine of incldon by the
knife,  C&lom symolds=Sigmoid eolon,
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; sernterr-

\C38lon 3/5/770/::/('

Fi1o 246 —Caxcrs or THN S10M0I0  REMOVAL oFf THE S10xowm AXp or T# REOTUN

The band of Lane has been divided The operutor holds the tumour in the Ieft hand
Some glands vidble In the meso-colon IEIr:frbu of the external layer of the meno-
sigmotd This section Is made s far as possible to the left

Rectum=a Rectum, Teane = Bladder Canpions = Glande Fewdlat pawche du mbswow
Left layer of the lon Art mb que 1afe. = Inferior erlcartery  Cdox
gmolde=Bigmola colon.




TUMOURS OF THE LARGE INTESTINE 213

[ Reelum,
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terigue 1nf € i L} .
Ganglrons \

Fewillet drart du maso

o ©47 —Caworn or T=r Siaxorp REWOVAL OrF THE Brawormn 4xp or THE RroTTyd
Divitlon of the right meso colon It is carried out jwt ontside the glands al the
8 whals length of the sigmold. o8

ButummBectum.  Teseie= Bladder Art d;mb-g;;hilﬂt.—ln!ah meeenteric artery
Ganglioas= Glands, Feudlet drovi du miso= t [ayer of the meso-colon.
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Fra 240.—Caxcre or e Fraxorp Rzxovar or tTox 5104010 AXD or e REoTUN

The band of Lane has been divided The operator holds the tomour in the left hand
Some glands virible in the meso-colon  Dirision of tho external layer of the meso-
sigmoid  This section i made ax far as powmible to the left

Iect m— Rectum, Ve ¢ie = Bladder Ganplions = Glands, Fenlld gawcke dn méso=
Left layer of the memcolon. At mésentérique nfe = [nferior mesenterlo artery  Cidon
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0 247 —Camors of THE Siouoid  REWovAL or TaE Siaxom 4sp oF tEE Rrcroy

Division of the right meso-colon It is carried out fust cutstde the glands along the
whale length of the sigmoid.

Ractum o Feetam. Veassier Bladder An Wﬂu—h}eﬂm mesenterlo artery
Ganglionsw Glands, Fowidlet droit du miso = yer of the meso-colon,
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Fia 246.—Caxcrr or taE f1o%0ip RevovaL or tne Fiexoip axp or TE RxcruM

The band of Lano has been divided  The operator holds the tumounr in the left hand.
Rome glands visiblo In the meso-colon  Dhrfuon of the external layer of the meso-
rizmoid  This section is madeo a far as posible to th left

Pect m Reetom.  Fene=Biadler  Ganghoas (land F it ganche du mirow
Leftlaverof the meocaton. 1t sl enté 17 ¢ [ Inferior meeenteric artery  Cllow
argmcide « Flzmold colon.
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6 247 —Cuxars or Ty Sroxom  RENOVAL oF THE S1aMom i¥n ar THE RECTUN
Yrislon of the right meso-salon. It ta carned out just outalde the glands along the
whols length of the sigmaord.

4ctu M = Ract P = Bladder Art mdsentérngus 1nfe. wInferior mesenterio art
= Gd‘t:il?-ou-ﬁl:n:l‘:. Fexllet érov dw mésomRight layer of the meso-colon. hicd
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Fro 240.—CaxcEr or TnB S1amomn  REUOTAL OF THE SIaMOID AXD of THE Rrorox

The band of Lane has been divided The tor holds the tnmour in the left Band.
Some glanda vixbls in the meso-colan trizion of the external layer of the meso-
slgmotd  This scotion {s made as far ax possible to the left

Rectwm = Rectum. Tearre= Bladder Ganglrons = Glands Fexer gavehe du mbvo~
Left layer of tho mesocolon.  Arl mimniérigne sxfe. = Inferior mesntericartery  Clon
rig-nol}f:slgmddcolun.
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Fio 240 —Cuworr or Tam Brmrorp  REXOVAL oF THE SIGX0ID 4D or THE RECTUM.

Fresing the pelvie oolon oloso to the pelvio walle The fold of the peritonewm Is palled
blektopt?:luhft all the oantents of the pelvis are paahed towards the ntestine with
& compress mounted on forcepe

Oxid d - At mirentirique anfe. liéem Inferior tere
225 de Dowples Dou;l-wdmwm o infe. mesen
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Art mesen
terrque 1nf%
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«Colon slgma/de i
Frg 248.—Cayoxs or ™28 fiovorp  Rewovay o o Siaworm axp or 0E Rrctox

Ligature af the inferfor mesenterio Hemtbaﬂgntmhlpplkddontntbeghndl In
reslity it is a little higher 30 as to remove the suspected glands.

1= —_— . .

GangsomsmQlands.  Wbocfom=Mesocolon,  Art wisentérqus iafe =Inferlor mesen
terlc artery Clom syymolde==Slgmodd colon.
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Fro 240 —Caxorm or Tae Sroworp REMOVAL OF THE S1aMOID 4XD OF THE RrcTuy
Freelng the pelvic colon closs to the pelvio walls  The fold of the peritonenm is palled

back to the left all the contents of the pelvis are pushed towards the Intestine with
s compress mounted on forceps.

Oxldesac d - 4 -
esac do Dowgles Dmgmﬁﬂfmw_nm:mu/e Ivés=TInferior mesenterio
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Gangtiongs

Art mesen 4 . N
terique 1nF% . WColon sigmoide
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Fro 248.—Cixorn or R Sigworp  RENOVAL or THE SIQuUOID 4ND OFY THE RECTUM
Ligature of the inferior mesentede  Hero the ligature is applied closs to the glapds. In
reality it fa a littls higher 0 s to remove the enspected glands.

Ganglions = Glands, Miso-r@on = Aewo-tolon. Art misenténgue infe,=Inferior mcken-
terdo artery Clon ngmolds=Blgmaid colon.
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Fro 251 —Cuxore or Tam Braxorn  RXNovaL oF THE SlaxoIp AXD or THE RECTiN

Separation of the rectum from the bladder by a eompress mounted on forceps

FugiemBladder Rectum=RBectam.

Cul-deaat de DouglasmDouglas ponch,
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Fra. 250 —~Caxarn or ur Siaworp  Brwovirn or ez Smwom axp or TEB REoTTY

Ths peritonsnm is intised at Douglas This seotion prodongs rigit and lefé that of
m powch.

=Ructum,
Onl-de-so0 &8 Doxgdes=Dongles pooch,  PemumBladder  Ructum
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Fua 283 —Caxcrn or vux BigMorD RINOVAL or THY SIeMOID AXD of THE Rrcrry
Coruro of the abdomen at twp lovels, The first with eatgut inclodes the peritoncum;

the second with bronee wire, includes the aponeuroals and the akin. Each stitch
Pmes between two peritoneal stitches to make the threo Jovels firm.
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F1o 252 —(AWOAR OF THE SM0b  RIMOVAL OF THE AIGNOTD 4AND OT THE BErroa

The inferor mesenterio has boonndtiedand divided so ax to muril':]:u the mh{:ndt‘t:mlnimim
iy held only by its upper snd by its perincal part. oellulo-g theues
remain adherent to tﬁn testine which 1t 1s intended 10 exciee The peritonoum ba
beenmp-hrdhylmintmnyted-ﬂtubulttbopmmunthdm-cm

=(rowth.  Fese=Badder,  HetoamBectum  Péltoine =~ Paricts]

Fhoplarms Nioo cllom e gengliomsmMesocolan and glands. ow ripmlds =
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F16 2,5 Ouvorr oF thE S10M0m  REXOTAL OF THE SIGNOID AXD or THE RECTrTM.
PrrIxraL STAGE

The incixdon has exposed the sacrum and the cocevx.
Ce

= Quartitme ¢t cimgurdme catilres secriesmFourth and fAifth sacral verteber
T0%s acrégmSacral foramine.  Lagre de section oasense=Line of omeous inclvion,
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Fia 257 —Oiweme or Ten Siauom Rrxovar ar T Sremp 4xp or rEm Rrcrow,
PraovraL Sracn

Arus eiterim Arg gntored cutané=Cutancons Incllon.  Muaquense périndale clivds
4 -W-Mﬁ‘:ﬁn separated from the muscular timme,  Rectum=
Oflom rgmotds=LBigmold colon.  Ganglsoma=Glandy,  Véoplasme e Growth.
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Pia 268—Cawaxs oF THE Si@wom REXOVAL OF THR SIOMOID 4¥D OF e Recrex
Pruryeat Bracs.
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The oocayx snd the morum have been divided. The vbokecﬂub—ghnduhajm ! the
has been retracted to the restum  The levatores and h'"b::grll‘n o the

E:ltvhﬁrwtum Thovhu!nn!thcdgmoldmddtbnmnnmhu
wound.

Rectxm =~ Reoctum. Cllon M‘-Sﬁ. Colon. \upum-(}m'th- Sacrime=



TUMOURS OF THE LARGE INTESTINE 227

'Sluﬁ/nclenl I’

$
Couche musculewse._
SOV -

Fra. 261 —Quxom or mn Sianorp Rrwovar Or TR 810M0D AYD or THn Rrcrow
8racn

Ban!l-dla, drawing nhcwingthop&rtluithnhrgaintmtiuo Temoved durmg the

operation, Thomtum,mglmnﬂ(minmthnlphimtcr) -.ndtlmgmler;xrt

of the id are removed. Note sbove the Mgzture and division of the fnferfor

The u; emidth.ﬂgnoldmnbemnbﬂhedhyl g the calan

bﬂmﬂmp:rhtﬂpemnmmmﬂm alie, and ix casily brooght to amus. The
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O £33 ¢ exlerdm T purt romorad Odon nigmstde=Sigmold eolon. Poctm=Rectum
uw-n’miulnm An l‘xlf‘ri[lc snfériexremInferior mesenterly artery
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between the intestine and the akin

Cllom rgmokds axtwré=Bigmold colon sutored,
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Fro 203 —Cisors or Tar BiouoID. REXOVAL OF THE SIGMOID AXD OF THE RECTUM

1 plece din, tothec:sention deecribed. The cancer by situated
fairly newr the middle of the sigmoud (short }  The Jower part of the drawing
Wthgthenvtum.doamtnppﬂrtuthhggm

Cllou sipmotd e = Sigmald colon. X dsocom =M eso-colon. \éoplasme=Growth. Gan,
homs=(lands.  Retwm=Rectum. ?
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Fia 262 —Cuncee or THE Siouom  RedovaL or THE SieuOIb 4xD OF THB BPOTUM.
Praroul Sraon

Semi-dlagrammatio dra showing the end of the operation. Note the removal of the
©00oyx and of a part o Mummthaw?gﬂemmdthpdﬁ'ﬂcﬁ
only containa the meso-colon, the Intestine and urinary orgus.

Ofox ngmolde=Bigmald colon.  3flso-cfom o= Meso-oolon. Sphrmcter et cowthe muscalensem
Spbincter and muscolar layer  Cow sigmolde dexcendn ef sxturiSigmosd ealon brovght
down and satured.
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F1o 203.~Oixcen of e Sraworp  REMOYAL oF THE S10MOID 4¥D OF THE Rrcre
Anstomics] pleos t0 the operstion just described  The cancer is situated
o e igmol (&

fafrly near the e of the s (short ) The lower part of the drawing
representing the rectum does not appear in this

Cllon ngmobdemBigmotd colon.  Miso-cfoamdlewocolon.  VloplarmemGrowth, G
liomsm=Glands.  Rectwm=Rectum. ort i






IX
ADENOMA OF THE PROSTATE

Freyer’s Operation

ProstaTecrody can be performed by the suprapubic or by the
permenl route. The former can be carned out by Frever’s method,
or by the open trans pentoneal route, as 1 removal of a tumour
of the bladder Perimeal prostatectomy may be performed by the
anterior perinesal (transverss pre-anal) or by the Iateral 1schio-rectsl
incision (Woelcker)

Adenomectomy by enucleation (Freyer's method) has been
adopted for fifteen years by nearly all surgeons and urologists It 1s
an ingenlous operation, one of the best conquests of modern surgery,
but, notwithstanding the great services rendered by Freyers
ongnal operation, ought 1t to remain, without modification, 1n the
form handed down to us by 1ts ongiator §  Do1ts indications extend
to all the cases of prostatic hypertrophy? What are its disad-
vantages and advantages ¥ Which are the prostates that require
operation 1n two stages 1 Has not this last method been abused ¥
Are there still some indications for perineal prostatectomy ¥ In this
last case, should the anterior permeal (Young, Wildboltz) or the
1schio-rectal (Woelcher) method be chosen 1 How, lastly, shonld
the small, hard, atrophied prostates and the adenomata with pen
prostatitis be treated ®

Such are some of the problems occupymng the attention of many
gurgeons.

The ongmal operation of Freyer 15, 1n our experience, still
indicated 1 three-quarters of the cases of adenoma A large
mobile, well eircumscribed, easily enncleable, adenoma can be
removed by the finger, with the eyes shut, without risk of recurrence,
and generally without subsequent complications

We have performed this operation more than 500 times The
mortality has always been less and less

In 1920 we had a series of fifty prostatectomies without a death.
The incidents we have noticed after Freyer’s operation have been
the following

1
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¢

Fias. 264, 263, 366 —Sorrarvsro Prostarroroxr Drvimox of fur Vass
Drrzzesria.



ADENOMA OF THE PROSTATE

Fos. 267 268, 260 —Surrarvsic ProSTATECTONY
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70 271 —SCTRAPURIO PROSTATECTONT

Fias. 2



ADENOMA OF THE PROSTATE

Fros 272 273 —Surrarupio ProsTATECTONT
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Fras. 874 278 270 —SUrRATORIO PROSTATEOTONY
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Figs. 277 278 —~SUPRAPURIC ProsSTATECTONY
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Fros. 970 280 281 —S8urrirusio Prosrarrcrony



nL

ADENOMA OF THE PROSTATE

WY

Fros. 282 283, 28{ —Scrxarusic ProsraTrcroxy
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Fras. 288, 259 290 201 2p2 283 —Scraarvare ProsrirecToay
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Frow 904, 265, 206, 247 —SorEATURIC PROSTATECTONT
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Frus. 203, 209 300~Suvraarvarc Prosrarroroxy
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303, 304 —SOTRLPUBIO PROFTATECTOXY

Frae. 301 302
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Fros 303 309 —Smrwmarcmro Prostarrcrony
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