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GENERAL INTRODUCTION

TeE roputation of Victor Pauchet as a bold and brillant surgeon
stands uigh m Pans

“Practical Surgery Illustrated,” translated mto Enghsh bv
Dr ¥ R B Atkinson, cannot fall to enhance that reputation,
and will cnable English surgeons to atudy Pauchet’s methods 1n
detail with both pleasure and profit.

“ Practical Surgery Nlustrated ” mahes no claim to be a text-
book of operative surgery It clams rather to 1llustrte operations
as practised by the author, and these claims are well substantinted
The illustrations are drawn from Ife, the text explams them.
The suthor presents s methods mn a sertes of hiving pictures m a
manner which should appeal to the practical surgeon

English surgeons will note with interest that local, spinal, and
splanchme aneesthesia have practically supplanted general ansesthesia
m Victor Paunchet s practice.

C GORDON WATBOM
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Recurnng Dislocation of the Shoulder —Tauchet makes an
meston along the rud axillary line, retracts the vessels and nerves
forwnrds and the subscapulars backwards, and then resects an
ellipse of redundant capsule and sutures the overlapped margins

Tumours of the Breast.—For carcinoma Pauchet advocates deep
radhotherapy eight days before operation and three weeks after

He performs o radical operation on orthedox lines, but divides
the clavicular portion of the pectoralis major and clears the axilla
before dividing the sternal portion

Duodenal Ulesr —Duodenal ulcer has been discussed m previous
volumes but the author returns to the subject here to describe
margnal gastro-enterostomy performed under splanchnic ansesthesta
The great omentum 18 separated from the greater curvature, so that
the posterior surface of the stomach can be mspected, the jejunal
loop 18 passed through the meso-colon and the anastomos:s 1s made
at the greater curvature When there 18 much fat m the meso-
colon he favours the precolic route The omentum 18 sutured to
the stomach 1n front of the anastomoms Pauchet favours & trans
verse mncislon. He claims 70 per cent. of cures, and beheves that
fallure must often result from neglect to treat cholecystitis, appen-
dicitis or chronic intestinal stass at the same tame, by cholecys-
tectomy, appendicectomy, or ileo-mgmoidostomy In 5 per cent. of
cases he attributes the faiture to jejunal uleer

Cholecystitis.—The responmbility for catarrhal cholecystitis 18
laid at the door of intestmal stasms  Pauchet argues that the portal
vein becomes overloaded with Bacillus colt whioh the liver ehminates
through the bihary channels Infection and stagnation n the
gall bladder follow and cause & depomt of bile salts He beheves
that all stones are formed in the gall bladder 1itself, and that an
important function of the gall bladder 15 to act as an elastic safety
valve to the pancress when the papills 18 obstructed. Quotmg
Courvoisier he states that 84 per cent of cases of gall-stones 1n the
common duct are associated with contracted and atrophied gall-
bladders

Pauchet favours early operation for gall-stones—i ¢, as soon as
o diagnoss 18 established—and does not believe 1n medical treatment
In fact he regards medical treatment as a source of danger and
considers that 1t may be responsble for displacing stones from

it
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;c;ipmuve safety in the gall bladder to o danger zone m the common

Cholecystectomy versus cholecystostom
former 18 favoured unless the gall bladder ngetmdm’ and the

whe jectmque of cholecystectomy and choledoclalthotomy s
diwscussed 1n detatl and v llustrated
18 3dvocated a8 o roumn:ry y Abdomunal dramage

Appendiceciomy —Pauchet favours operation at the commence-
ment of an attack when opportunity arses, when called m some days
after the commencement of the attack he prefers to await quiescencs,
unless, of course, the sgns suggest gangrene or perforation. When
the attach hes subsided he mmposes a vegetanan diet and operates
a fortmght later after a muld attack, and from two to sx months
later when nflammation has been extensive, the area has been
boggy, or an abscess has been mased or opened spontaneonsly—1 e,
he awarits the resolution of adhestons

Pauchet advocates cesco-plication when there 18 evidence of stass,
and wisely states that “a great number of chromec appendicitis
are improved, not bv removal of the append:x, bat by pheation.”

Cancer of the Cmeum has been previously discussed. Ths
chapter illustrates the operation of right hemi-colectamy with sde-
to-mde 1leo-migmoidostomy as performed on a fat subject.

The author favours end to-end anastomoss after resection, except
1n the obese, when he regards this method as dangerons, because the
subperitoneal {at 18 lizble to prevent sound union

Thac Anus —Pauchet sphts the obliques and uses a metal rod or
alternatively a bridge of skm He does not suture the gut to the
paretes. He educates the patient to secure & continent anus by
traning um to hold amall quantities of mjected flud.

Grave Forms of Colitis —Pauchet classfies severs coliis under
the headings (1) hemorrhagic with suppuration, (2) stenotio—t.e.,
those cases resnltmg 1 nflammatory stncture followmg drvertt
cuhtis, etc , (3) polypord—s ¢, multple polypos:s, (4) pentoneal—
i e, pericolitis.

For acute hemorrhagic coltis he advocates appendicostomy or
cmcostomy and favours the Ilatter or alternatively a transverse
colostomy regarding an artificial anus as essental Partial colec
tamues for polyposis and diverticalitis are depicted.

Crcatrieial Stricture of {he Rectum —Pauchet advocates permeal
extirpation for rectal stricture unless mnflammatory complicattons
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exist, when he favours temporary colostomy, followed some months
later by resection from below

The mothod as employed for a female patient 18 illustrated bub
not described

An mesion 18 made in the perintoum between the anus and vagma
The antertor wall of the rectum 18 separated from the vagma up to
the pouch of Douglas The anal canal 18 sutured up and then
dissected clear of the external sphincter by a second incision surround-
mg the anus  Resection 13 then completed via the antenor meision,
and the upper cut end 18 drawn down through the sphincter and
sutured to the skan.

Chapters X , X1, XII, and XITI deal with recto-vaginal fistuls,
reirovermon, pertneo-vaginal hystereciomy, and aseptic tumours of
the adnexa (in brief)

The author considers that “abdommsl hysteropexy ought to
be expunged from the operative treatment of posteror uterme
digplacementa.”

Under the title of *“ Ligamentopexy,” Pauchet describes the opera
tion he has devised to correct displacement. The method 18 extremely
mmple Forceps are thrust through the broad ligament from behuind
on erther mde, the round ligaments are drawn back through these
openmgs and sutured together behind the uterus. The method 18
very clearly illustrated. Bacral anwesthesma, & transverse wmcision,
and the author’s special retractors and forceps for holdmg the uterns
are worthy of notice

Though Pauchet prefers the Wertherm hysterectomy, he often
employs the permeal method for fesble subjects and especinily for
the obese He has followed Bchaute’s method mn the past, but
recently has adopted Cunéo’s operation.

The author has sacceeded 1n 1llustrating this somewhat compl
cated oparation so clearly that the text seems almost unnecessary

0 GORDON WATSON
Janugary 1928
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PRACTICAL SURGERY ILLUSTRATED

I
RECURRING DISLOCATION OF THE SHOULDER *

PosrrioN oF THE PaTIENT —Dorsal position, the arm on a table,
abducted at slightly more than a night angle

Cutaxeous Inciston —Mark out the axillary vessels and the
prominence of the head of the humerus The middle of the incision
18 to correspond with the head of the bone The same 1ncision as
mn bgature of the axillary artery in the axilla Divade the skin
more behind, 1n the axillery axis posterior to the axillary vessals
Make a cutaneous masion 10 to 13 centimetres in length, according
to the plumpness of the subject, the length 18 not of any importance,
1t 18 neceasary to see clearly The cutaneous cicatrix 1s tnvisible

DrvigioN oF THE CELLULAR TissUE OF THE AXILIA by the kufe
and grooved director

EXPOSURE OF THE TENDON OF THE LaTIss81arUs DoRsI, recognized
by 1ts sluny appearance

EXPOSURE OF THE SUBSCAPULARIS MUSCLE —Its lower border
18 contaguous to the upper border of the latismmus dorm  This 18
the fleshy part of the muscle Fxpose the muscular surface by
a compress on forceps The operator m this way exposes the
vessels and the subscapular nerve As these veasels might cause
trouble during the operstion cut them between two lgatures
The operative field 13 thus more bloodless and more exposed to
View

ExrroraTioN For THE CrecumrLEX NERVE —The crroumflex
artery and nerve, which wind round the head of the humerns, pass

between the latismmus dorst and the subscapulans They must
be carefully exposed 1n order to see them Pass a thread under the
nerve to act a8 a retractor Injury to the nerve 18 the only possible

* Theaccompanying drawings have been made from the operation performed on e

Yery muscular subject, thirty years of age, suffenng from recusrent mtra—coracod
dulocation, at the 8t. Michel Hosprtal, October 20 1921  On August 15, 1922 in
Spite of daily energetic movements, there had been no recurrence

w 1
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accident It can and ought easily to be avorded Have o good
look at the nerve before furning 1t emde

EXPOSURE OF THR ARTIOULAR CAPsULE —Froe the lower border
of the subscapularis, mobilise 1t, and pull 1t back from above by
a retractor  The capsule comes mto view

EXTRENAL EXAMWNATION oF THE Jomnt —Explore extenmvely
the external surface of the capsular sheath with the grooved
director, and lay bare the capsule slowly, with patience, and widely,
by a gaure compress on forceps  Mark out the edge of the glenod
cavity from the head of the humerns Note the enlarged patho
logical part of the capsule, and the extent of the fibrous tussus
which must be resected

INTRRNAL EXAMONATION OF THE JOINT —Incmss the capsula
along 1ts axis, at what appears its most lax part With ocurved
scissors, mtroduced nto the mteror of the jomt, make s note of
the most dwstended and enlarged part, and of the amoant of tisue
that must be removed If any osseous or cartilagmous fragments
exiat, excise them

ResgorioN oF THE CAPsULE —Exose a lozenge-shaped piece
of the capsule with curved scissors In order to facilitate sutiring
the two hips, 1t might be & good thing to separate the capsule for
1 centimetre, on esch side of the opeming so as to make over
lapping essy when the two edges of the capsule are brought wto
appoaifion

Surure oF THE Qarsur —Brng together the two lips of the
button hole openng 1n the capsule by strong mikworm gut (thres
statches 1 U) 1n such & way that the two capsular layers will over-
Iap each other, so that, after cicatrisation the capsule 1 thickened at
this pownt

DRAINAGE AND Bururg —Place two smsll dramaege-tubes m
comtact with the capsule which nearly corresponds to the apex of
the axilla, strtch the alan with mlkworm gat bod 1o

Dressxg ~— DB the arm to the ede of the body as alter
amputation of thnen%reast, remove the drammage-tubes ot theboesd
of forty-eight hours Place the arm again at the sde of the body

and heep 1t immoknle for three weeks
Thmipecr&han only requires anatomical kmowledge of tho regton

The patient can
Th ton lasts half an honr at the outade
gateu(;)Pil:e day after the operation, and can leave the hospital at

the end of eight days



RECURRING DISLOCATION OF THE S8HOULDER 8

The good results of the operation depend on the perfestion
with which the cause of the recurrence has been removed 1 default
of this, the mtervention 18 useless

The orngnel dislocation was accompanted by tearing of the

capsule, exther slong the edge of the glenoid cavity, at 1ts mnsertion
on the anatomical neck of the humerus, or at a point of the capsule
beteen 1ts msertions The rupture of the capsule was & result of
hyperabduction after cicatrisation of the capsule, enlargement of
1ts antemor surface ocourred, so that the head being no longer
fixed and held m front, dislocated again, the operation conssts,
then, 1n reseoting this exuberant part of the capsule so that the
head has not a large space m front of 1t The axllary route
18 an anatomical one, and does not wound the parts or cause
mutilation, but the space for exploration and for operation 1s not
very large 1t 18 necessary to make up the defimency by patient
examimation and by deductions gamed from experience The
operator must be careful not to leave a part of the capsule thin or
open, or with the lips not sutured together, as they predispose
to recurrence  The lemons of the bones are not always 1dentical
The traumatism resulting from hyperabduction, instead of separat-
g the capsule from the glenoid edge, may detach the antertor
half of the osseous border of the glencid, and the head of the
humerus may protrude between the two fragments of the glenoid
cavity In this event, any capsulorrhaphy or capsulectomy wounld
be msufficient The two bony fragments must be sutured.

In 2 case reported by Thomas* the anteror half of the glenoid
cavity had been worn away so that the antemor edge of the
glenoid was altered into an inclined plane, & condition favourable
for the production of anterior displacementa of the head The first
operation (capsulotomy) fafled. The operator performed & second
operation m which he hollowed out a new glenowd cavity to recerve
the head  There had been no recurrence after eleven years

Funally, 1t may happen that the operator, finding msufficient
space for exploration and excision of the capsule, 18 obliged to cut
the subscapulans this sacnfice 18 preferable to an 1nsufficient and
nseless operation

Luxation 18 generally the result of an articular fracture with
mutual displacement of the two fragments s recurrent dialocetion
18 nothing else but an un umted fracture a pseudo-arthroms, with

Habitual or Recurrent Dislocation of the Shoulder

T T omas,
burgery Gynacology and Obstetries 1921 xxxur, 291. 7 noner T
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separation of the two fragments  When the dislocation 15 cured the
capsular cavity retumns to 1t normal dimensmons, because the two
edges of the torn capsule are renmted or because the detached
bony fragment has become ossfied to the surface from which 1t
was separated  But 1f the patient move his arm too soon, so that
the head of the humerus 1s placed 1 the posmtion which caused
the luxation, the head stands in the way of capsulsr or bony umon
the capsule 18 thereby enlarged, and recurrences are produced when
an exaggerated movement places the limb agamn 1n hyperabduction
accompanlted or not by external rotation

If the luxation be associated with extenmve laceration of the
bone, and there be delay 1n reducing the head of the humerus, luxa-
tion 18 1nevitably reproduced, the only treatment 18 bony suture
of the two humeral or glenoidal fragments It 18 the exception

To sum up, recurrent dislocation of the shoulder injures the
bone, and if the lesion be considerable 1t 18 necessary to prevent
recurrence by an osteo-synthems But usually 1t 18 sufficient to
repair the lesion 1n the capsule without troubling about the osseous
affection

e
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RECURRING DISLOCATION OF THE SHOULDER
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Fio 2.—Rrecurrrsa DISLOGATION OF THN SHOULDER

Capsulorrhaphy by the uﬂhr{muto. Bundle of veasels and nerves. The appearance of
the structures at the potnf where the inchaion is made in order to reach the capsule.

5 yor Aledl
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F16 3 —RrcUxeiNG DIMLOCATION OF TEN BHOULDER.

(hpuulotﬂnphybythald]]ny Back view Courseof the vessels and af the elr
cumflex narve when they have passed from the axillary into the posterior part of
the soaprlo-humeral n:g‘gn.

DeltoldsmDeltold. Pty romde=Teres minor upfddh Buperficial
) Quadrilatire huméro-tracipital = N carcoaferemClr
oumfax perve Grand romd=Tores mafor. A4 ::ircaqlm-arrm&u ery  Lows
trcepsmLong head of triceps
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Fio 4. —Rrooarmme DISLOCATION OF THE BROTLDYR.

Oapsulorrhaphy by the axillary route. Division of the ekin and of the
subontanecus cellular tissue of the axilla

Fio. 5§ —Rrovanino DISLOCATION OF THY. BEOULDER.

Capealorrhaphy by the axillary route. Drvision of the part of the brachial Eo.nmrodx.
The reader es the axillary vein which bro orward T grooT:
dkmurlmumdono( o latissimus dorsd. o 1 ¢ i

7
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Fra 6 —Rxovaamc Dowocarion
- or TRE 820ULDER,
ngntho;xﬂ]nﬁ?m E'T:e‘poncmod:hdivﬁsd;thanﬂlhryulnhn
tissne af the axills townrds the thorscio wall the rieat thocdh

¥Fra 7 —Reovsamo DISLOCATION OF THE SEOULDER.
()paulaﬂhlphyhythﬂ.ﬂﬂuymto La barethesabsospulat fosess above the axiilar
veln into which the Intrasospalst opens mtho[dmlaﬂunuf the latiasfma
dordd, only Al!gh‘tly u—po.edfA o At the bottom, the gabacapularis musch conceals th






Fio 10 —~Reoumamxe Distocatiox or Tax SEoutore.

Cupralorthaphy by the exillary routs, Th
vemnels PI'c' the left, clroumfex vaudb. .;:dmnm'd divestor frees tho fuforior soapalsr

Fre 11 —Rrecuamrno DIsLocatios or Tk SmOULDER.

Capsulorrhaphy by the sxllaty ronte  Lizature snd division of the Inferior scapalar vessels
to make the feld of aperation clesr  These two vesscls, moteover cover the mb.
xcn muscle The vein runs the risk of being torn during the manipualations:
ita tion woadd flood the feld of operstion.

10



Fro 12 —Recorxrxe DisLocaTiOX Or THE BHOULDIR.

Capsnlarthe the axillary route. Liberation of the subsapular nerve from above
d.umnpr]:!ibt.yi:a xubscapular veasels are seen on the left, and the subscapular nerve,

nearly horizontal, o the right.
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F1o 13 —Rrovarixe DisLocaTIoX OF THN SmoULDER,
Capezlorrhaphy by the axillary route. The curved needls Lifts up the
iroumflex netve
in arder to brng it catatde the field N
I o the uiopmtbn,-othtu-b:]fmtboinlmmddunng
11



Othlﬂﬂh-phy by {heaxillary route.
‘border of tho subscapalari® in order to expos®
beak of tho grooved directoT
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Fio 16 —RECURRING DISLOCATION OF THE SUOTULDER.

peulorrha; the axillary The is well the subscapularis s
e Mb@hzﬁgh;lmmt:m;hecm:%‘;hmnh;mh:d;lm the

finger recognises the space between the scapuls and the homerns.

Fio 17 —Reouxmrxe DikLocATION oF THE SrovLoXR.

(hp-zluu:h.phyhytbetxmuyrvmu. The knife
s Tt Inmu'.havtmloo{thampmblmiu
muﬁém' &:ppuntofurmtbauvhymdobythnln!urymtcthom

13
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Fras. 21 axp 22 —Recurrixo DI¥LOCATION OF TIIE SOOULDIR.

Capeulorrhaphy by the axillary route  Liberation of the cepeular flaps st the articuler
surface of the capsule by means of schssors.
10



Fm 23.—Rrovrersc DisLocatiox or THR BHOULDEER.

Capmulorrhaphy by the axillary route. Liberation of the capsular flaps at the articular
surface of the capsule by means of scissors.

Fro. 24 —Rrcoratio DDLocuTION Or THE SEoULDER,

Capealorrhaphy by the axillary route. Exdﬂmo{thaunbatntprtolthonmh
17
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Fios. 27 sxp 28.—RECURRING DISLOCATION OF THE SHOCLDER.
Capealorrhaphy by the axillary ronte.  Suture of the resected capsale.

19



F1a 28 —Rrovrring DISLOGATION OF rEw BHOULDEE.

Capsulorthaphy by the axillary roate. Sutare of the pete,
resected
hplulhmkuthnmp!uloﬂmm Tho two lipa over

Fra 30 —RxcurrDre DISLOCATIOX OF TR SROULDXR
Caprulorrhaphy by the axillary reate. Drainage for twenty four bourt. Sutare of the
20



Fiz 31 —Rrouremng DISLOCATION OF THE S8mOULDER.
Capenlorrhaphy by the axillary route. Cutaneons muture.
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I
TUMOURS OF THE BREAST

A TUMOUR composed of formed, typical, normal tissue 18 an 1nnocent
tumour A tumour comprsing a typieal embryonic element 13 &
malignant tumour  If the new growth be formed of conjunctival
tassue, 1t 18 & sarcoma 1f of epithelil tissue, 1t 158 an epithelioma
a cancer

Every tumour found on chnical examination ought to be removed
If the dingnoss be 1 the slightest degree doubtful, as large &
biopsy as possible even before radicel removal, ought to be per-
formed, this not only serves to make a diagnosis but often, and
especinlly, & prognous The nicher the cancer 1 1 conjunctival
tussue, the better the prognoms, because 1t indicates a tendency of
the body towards defensive reaction.

Independently of the histological examination, the clmician ought
to note the patient s general condition. Formerly, Morestin had
well understood the differences which separate cancer of the tongue,
white 1 colour from that with a red tint The white colour mdi-
cates to the surgeon patients with very slight powers of remstance,
doomed to every comphication. Patients with cancers with a red
tint, on the contrary show greater vitality and give numerous
successiul results It 15 the same with all cancers The patient
who reacts well, and appears to be the possessor of a strong
vitahty, certainly oflers favourable conditions for treatment, be 1t
by the kmfe, by radium, or by the X rays

Consequently every time the patient s blood-count 1s & good one,
with the kidneys acting well, and the general appearance denot-
ing great vitahty, and the microscopic examination shows an
abundance of connective tisue, the surgeon, the radmm- or
rado-therapeutist can give a favourable prognoas,

The surgeon may meet with the followmg tumours of the breast

(4) Adenc-Fibroma.—This 1s the type of an mnocent neoplasm
1ts structure conssts of a conjunctival stroma, and of typical epr-
thehal cells recalling the structure of the normal mammary gland

In certam cases the adenoma 13 saxd to be cystic becauss 1t shows,
23



24 PRACTIOAL SURGERY ILLUSTRATED

m 1ta substance, some cavities filled with hqmd, and hned by ept
thelium, sometmmes vegetations are present, formed of large cells,
which cover a thin connective tissue trabeculum. The tissues of
these tumonrs preserve their normal mutual relattonships  There
18 never any excavation of the basal membrane which separates the
epithelrum from the subjacent connestive tisue The connective
tissue 1tself shows no embryomic character as i sarcoma The
following anatomo-climesl types can be noted

Hypertrophic Form —IDnffuse adeno-fibroma of the breast, the
whole mammary gland 1s wnfiltrated, the lesion 18 bilateral, on
section, the tumour presents a white appearance, gremular at the
periphery

Circumsoribed  Adeno-Fibroma —It 18 the most frequent type,
the tumour 18 encapsulated and limited to one part of the breast,
ita size varies from that of a nut to that of an egg, 1t 18 lobulated,
and surrounded by a capsule of 1t own, formed of Ioose con
nective tissue which allows the mass to be enucleated by a blunt
mstrument  On section, 1t 1a of a rosy white colour, and moust,
of firm conmstency Sometimes oystic cavtties are scattered 1n the
substance of the tumour

The capsule may be incomplete, 1t may be adherent to the
neighbouring conjunctival tissue Sometimes many adeno-fibrous
nodules may be found, partially encapsulated, i groups and adherent
to each other by tracts of glandular tissue

Oysitc  Adenomata —On section, cavihies contammng yellow,
viscous, brown or milky hiqmd, varying in sze from a pea to &
mandarme orange, are to be found. Some contam crystals of
cholesterin or & viseid chocolate-coloured hgmd. Therr mternal
wall 18 smooth or presents some fibrous vegetations

VWhat 18 the origin of these adeno-fibromata of the broast?
Probably mnflammation which may be related to & local canse, as
an old puerpersl mammitis, but more often to general causes, and
following chronic intestinal stasis *

SyapTons oF ADENO-FIBROMATA — Adeno-fibroma 18 seen
espeaaally m women from twenty to thirty years ofage The diffuse
form generally affects both glands It often co-exists with chronie
intestinal stams It often progresses by successive exacerbations
The two breasts at first grow regularly the sk 1s white then
reddish and then pamful inflammatory attacks occur

* “[ymmites stercorémiques,” by Victor Pauchet Société de Médecino do Pans,
December 22 1921



TUAIOURS OF THE BREAST 2

Tn certamn cases the breasts can become huge and monstrous
1n s1ze, the cutaneous venous networh 18 dilated, on palpation, more
or less hypertrophied mammery lobes are perceptible The progress.
of the disense 18 gradusl, pregnancy accelerates 1t

Circumscribed adeno-fibroma represents the clmical type of
encapsulated tumours

The patient, by chance, feels a painless, roundish tumonr, which
occuptes, ordinarily, the supenor and external part of the gland,
1t 18 smooth, shghtly nodular, firm, elastic, and movable under the-
gkin and the deep parts generelly separate from the rest of the
gland and panless on pressure  The axillary glands are unaflected,
the disease may be bilateral, 1t develops slowly, and may be

stattonary for a very long tuime An exacerbation may occur as
8 result of pregnancy or after menstruation It may become cystic
OF cancerous

(B) Adeno-Sarcomata —These are mahgnant connective fissue

neoplasme

Under the naked eye the tumour 18 characterised by cavities

filled with voluminous irregular vegetations which, on section, give
the appearance of a puzzle The cavities contamn a mucoid, ropy,
yellow or greemsh hiqmid, the vegetations are flabby, sometimes
vibratory, and gelatinous The tumour may be very large, but
remains encapsulated The mpple 18 not retracted, when the akin
18 ulcerated 1t 18 not from infiliration of the neoplasm into the
derms, but from progreamve distension and mechanical erosion

Hstological examination shows sometimes the appearance of
s spindle-celled much more rarely than a round-celled sarcoma
Large cavities full of blood are then found, due to interstitial
hrmmorrhages (hemorrhagic psendo-cysts)

These sarcomata progress rapidly and show great malignancy
Barcoma a8 epithelloma may be due to transformation of an adeno-
fibroma

CLINICAL APPEARANGE OF SancoMa —The tumour 18 generally
large Theelin1isthin furrowed with large veins and 1s not edherent
to the subjacent new growth, 1t does not wfiltrate. The nipple
18 not retracted The nodular lobulated tumour 18 regular and
firm It 18 always an encapsalated tumour perfectly free from
the skin and the deep layers, and from the axillary glands The
distended slon ulcerates, an excavated wound results through

which vegetations protrude externally  Metastases can be observed
1n the lungs and 1n the bopes
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Adenoma of the breast 18 sometimes removed by direct 1ncision
followed by enucleation, or by an mathetic submammary incision *
Local anmsthesia 18 sufficient }

Barcoma 18 to be treated by complete amputation of the breast,
‘without removal of the axillary glands

(C) Dendntic or Intracanelicular Epitheliomata ~—Histologically,
they are epithehal tumours, but prmanly mnocent They form
& oystio mass, conssting of numerous oysts varying from the mze
of a cherry to that of a nut, and callected 1n an encapsulated tumour
surrounded by a zonme of dense conjunotaval tissue separating 1t
‘from the rest of the gland The cysts are mtuated in the centre of
the gland, under the mpple They contan a blood stamed flmd
On the mternal surface of the oyst, red vegetations, resembling
tumours of the bladder, are seen, they are formed of a thin, vascular,
conjunctrval trabeculum, covered with cylindrical epithelal cells
These tumours anse from the galactiferons ducts, they develop
from & polypoma They may become mabgnant, the epithehal
Process passing beyond the surronnding capsule

(D) Atypical Infiltrating Epitheliomata (Cancer of the Breast) —
They often develop m the adenomsatous or inflammatory nodule of
one breast most often at the peniphery of the left

We mav mention that chronto mammitie edenoma, and chronio
constipation are closely connected

AraTomy oF Tur Coxnron Forat —Section of the gland shows
a hard nodule, umted with the neighbouring parts, the glandular
and fatty tissues There 18 no trace of a capsule but, on the con
trary, wregular prolongations, m the form of white tracts, joining
the cancerous nodales to the surrounding parts the nodule grates
under the kmfe It 18 hard 1ta cut surface 18 white, fibrod and
dotted over with yellow spats as a slce of an unnpe pear’
(Wilhams) These yellow pomnts are produced either by fatty
granular degeneration of the eprthelal cells, or from the 1slands of
fatty tissue When the surface of the tumour 1s scraped by
a kmfe cancerous Jmece (albumin and epithelinl colls) 1s
obtawned

Histologically the tumonr 18 composed of & formed connective
tixspe stroma and of masses of atypical cubical epithelal cells,

* Bep  Practical Surpery Miustrated, Vol I (Benn, Londen, 1921)
+ “ Anesthémo régonale ” by Pauchet Sourdst and Labat (Do Paris,

3rd edition )
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recaling those of tho nomi of the breasts These eptthehial cells
are disseminated 1n the comneotive tissue stroma or arranged as
complete branches hollowed out 1 the connective tissue Ina
more advanced stage the characteristic appesrance of an alveolar
cancer 18 found, a thin connective tissue mass circumseribing the
alvech, which are full of atypical epithelial cells

ANATOMICAL VARIETIES — Alicroscopic examination of a cancer
furmshes at once a factor 1n the prognosis, the more abundant the
fibrons hissue, the fewer the epitheliomatous elements, the better
18 the prognosis

(a) Inthe sorrrhus cancer, a favourable case, the conjunctival
gtroma 18 abundant, recalling full grown cicatricial tissue, the epr-
thelial branches are few and scattered. This abundance of reac
tionary tissue 18 seen at 1t maximum tn the cases of atrophic scrrrhus
cancer of old women, where the breast 18 shrunken and flattened
sgamnst the thorax, as if by a contracting cicatrrx and m which
the epithelial tassue 18 reduced to a minmum

(%) In encephalowd cancer on the contrary, the epithelal cells
are abundant, and the connective tissue stroma slightly developed
This form shows iteelf as & soft, voluminous tumour punctated
with interstitial hemorrhages, and 13 especially seen 1 young
women and 1n cancers which grow rapidly

{c) In the so-called collord cancer, section shows a gelatinous or
waxy appearance The microscops revealslarge cavrties, surrounded
by a thin connective tissue strome and full of muocus, derrved from
mucold transformation of the epithelial cells

Whatever the anatomcal or clumcal form, 1t 18 always an
epithelioma

Locar ExTENsION OF THE NEOPLASM —The process
mvades the surrounding tissues, which 1t deatroys and rer;llt:lcfay
The neoplastic cells exist bayond the perceptible cancerons nodale
The adjoming mammary gland, apparently normal, already con
tans some mucroscopic nodules of cancer The smallest cancerous
nodule at the beginming 18 often accompanied by small foar of new
growth at the periphery of the glandular tissue ~ This explains th
early retraction of the mpple due to neoplastic mfiltration of the
galactiferous ducts and to the fibrous tracts whioh accom ;
them When the new growth has overstepped the himits 0?8 tl;\ye

gland 1t affects the cellular and fatty tissue surro
by means of the Iymphatics or dnectttly;r ° nnding it otther
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Buperficially, the newly formed tssue 1nfltrates tho desp surface
of the glan (infiltration), and 1nvades the conjunctaval tracts whioh
umte the gland to the desp anrface of the dermis.

The cuteneous epithelum finally becomes afiected, and uloars
tion 18 thus produeed

In the deep parts the tumour affects the aponeurosis of the
pectoralis major, and then the musele, esther directly or by the
Iymphetic vessels In advanced cases the thoramo wall, the pleura
and the ribs may be attacked.

INPECTION OF THE LYMPHATICS AND OF THE GLANDS —This 18
early The first glands affeoted are thoss on the mternal thoracic
surface of the sxillary trangle they are to be found behind the
pectorals, on the digitations of the serratus magnus, and along the
external mammary veasals The other glands may be mvaded
secondarily aa far as the apax of the axilla and the supraclavioular
space

Such 18 the ordinary method of propagation by the lymphatics,
but independently of 1t, the lymphatac infection 15 propagated to the
glands of the mediastinum, following the internal mammary per
forating branches, and even to the axillary glands of the oppoate
ade hence the necessity of examimng the contents of both axille
Certain lymphatics, ansng from the postero superior part of the
breast, enter directly the glands at the apex of the axilla, crossing
the pectoralis major without passing through the ususl trunks
(Goldmann), hence the necessity—

(8) Of always removing the higheat axillary glands even 1f the
cancer be 1n 1t8 eathest stage and quite small

(b) Of removing the pectoral muscles

(6) Of, \n numerous cases clearing vut the supraclavicular space

Some subcutaneous cancerous lymphatics can be obsarved in
the very malignant forms of cancer (suppurative eoirrhus) The
skan of the mammary region and the thoracio wall may be rased
by small white or reddish prominences, with tracts passing mto
the slan constituting pustulsr scirrhus when the process 18 very
extensive and rapid the sairrhus en cusrasse results

GENERALISATION — Motastases can occur efter and befor the
glandular stages (axillary and pupraclavicular holiow) have ex

)
tended. Invasion may be hmmatogenous and esrly )
Therr mte vares pleura and lung (50 per cent) hiver (25 per

cent ), vertebral column (25 per cent) Exeeptionally, metastascs
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are noticed ‘in 'other bones, m the kdney, in the stomach, m the
pencardrum, and 1o the suprarenal capsule, eto

Cancer of the breast amounts to half the malignant tumours
1 women It affecta them especially between thirty and forty five
yeurs of age It grows quichly when the woman 18 young and
when ehe 18 nursmg ~ Caneer often develops m the glands affected
with chronic mammutis, &8 o Tesult of chronic intestinal stasis

SYAProMs OF INTBACANALICULAR CANCER —It 18 especially seen
between thirty five and fifty yenrs of age, the patient complains of
a hmmorrhagic discharge from the mipple  This discharge soils
the hnen  Palpation reveals o tumour, sttuated m the heart of the
mammary gland, under the mpple, the size of & nut or of an egg,
firm rather then fluctuating It 1s differentiated from the neigh
bouring tissues, and adheres to the mammary gland, without
presenting any branching prolongations Traction on the mipple,
which 18 not retracted displaces the subjacent tumour Pressure
on the tumour causes an exudation of a smeall amount of hemor
rhagio serous flud  The glands are normal, the progress slow (ten
years, fifteen years), until the tune that neoplastic transformation
oceurs, 1t then takes on the clinical aspect of a cancer

8varpToMS OF CAKCER OF THE BREAST (ATYPICAL INFILTRATING
ErrrEELIOMA) ~—A painless tumour, closely adherent to the mam-
meary gland, from which 1t cannot be separated, never encapsulated
1t gives off prolongations into the glandular fissne In order to
recognise adhemon to the skin, 1t 15 sufficient to pinch the skin of
the breast above 1t 1t then has a wnnkled appearance later like
the slan of an orange 1if there be extenmve adhesion

Invason of the axillary glands 1s relatively Iate, 1t must not be
depended upon for & diagnosis which should be made 1mmediately

At & more advanced stage the tumonr alters the muscular levels
and the glands  Look then for retraction of the nipple, ths
Tetraction 18 fixed traction on 1t and pressure on the areola cannot
Teduce 1t Compare the diseased with the healthy mde malang
the same examination on both sides Pressure on the tumour
produces, sometimes a yellow or mulky (rare) discharge from the
nipple to find out if the tumour has spread deeply produce con-
traction of the pectoralis major by fixing the elbow against the
chest and then cause the tumour to play on the deep surfaces

before and duning contraction By this means percerv:
t
of dumiushed mobihty 4 © the degrees
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Examine the axiflary and supradlavicular glands, put the hand
in the axilla, palmar surface mwards, behind the pectorals major
on the costal wall Here there are hard, mdolent glands, dificuls
to note m fat women Afterwards, examine the supraclavicular
glands (second stags of Iymphatio infectton), their mvasion menns
a bad prognosis

If the tumounr be not operated upon, the skin 18 invaded and
ulcerates The edges of the ulceration are then ramsed and hard,
and the slan which surrounds 1t has a hivad, thickened embossed
appearance The base of the ulceration 18 sanious, and covered
with cutaneous vegetations, which bleed eamly At this late
period cancer of the breast becomes pamnful (arm shoulder etc)
Bleep disappears, then mgns of pleural effusion (dyspnma cough)
ghow themselves, spontaneous fracture of the femur, or of the
humerus, and sgns of spinal pressure (acute pam, paraplega,
etc ) may ocour

Fever supervenes, and may he due to chromo septicermsa
from the ulceration, then anorexia, cachexia, and death. Some
patients die rapidly, m s year of generalised milary carcinoma,
others drag on & long time The following chmical varieties may
be observed

(a) Aoute Oancer (Carcsnomatous Mastiss) —Acute rapd form
ocourring 1n young women, especially durning nursing  The breast
ncreages In mze en masse, as an acute mammitis It 18 red, hke
wine, hot tense and pamnful The glands are mvaded and jomed
to the tumour by tracts of cancerous lymphangitis The disease
18 sometimes bilateral 1ts duration some months

(b) Encephalond Cancer —Quite rare The primary tumour
grows rapidly, and becomes soft 1t mvades the skin which becomes
violet m colour with fine varicose veins spreading over 1t Palpa
tion perceives false fluctustion, when the neoplasm 18 soft The
tamour ulcerates and discharges greyish fragments recalling cerebral
substance (encephaloid)

Progress 18 rapid and death results from heomorrhage septt
carmg et

(¢) Pustular Scirrhus —It 18 charncterised by infiltration of the
sln where small subeutaneous or cutaneons nodules appear reddish
or whitsh 1n colour due to infection of the lymphatics  Scterhus
en currasse results from consderable extenson of this diffuse
cutaneous cancerous lymphangitis The skin of tho mammem and
of the thorax 18 changed nto an apron of hard tissue The
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thickened skin, covered with red patches, forms a true breast-
plate which binde the thorax and 1mpedes the respiration

(d) Atrophie Serrrius —This 13 & more nnocent form, a kind
of eicatnicial epithelioms The abundant conneclive tissue masks
the epithehal tissue, shrnvels and deforms the gland, the nipple
18 retracted, the skin and the gland are adherent to the thorax
Palpation reveals a small, hard nodule 1n the centre of the atrophted
and retracted breast Its evolution 15 slow, 1t may last ten to
fifteen years, without change 1n the general health

Cancer of the Breast in the Male —Rare (1 per cent) It
presents the same characters as mn woman. The ntracanahcular
epithelioma 18 relatively quite frequent

Diagnosts of a Tumour of the Breast — Explore the gland
properly, do not-seize the breast m the whole of the hand, other-
wiss there 18 & chance of mustaking the normal lobes of the gland
for the tumour Palpate with a flat hand pushmg the breast
ageinst the thorax In thieway the normal, elastic and supple
glandular lobes are felt If & tumour exist, a more or less hard
circumscribed nodule will be distmgmshed

(4) Encapsulated Tumours —Think of an adenoma, especially
if the woman be between twenty and thirty five years of age
Adenoms generally the mze of a nut 18 distinctly circumscribed,
the nipple 18 sometimes drawn out, never retracted. The axillary
glands are normal When there 18 only one adenoms, the diagnoms
18 easy, when 1t 18 multiple, um or b1 lateral, 1t 18 rather difficult
to disngmsh the nodules of chromc mastits, these are never en-
capsulated, with a badly circumscribed area round them separating
them from the normal gland They are pamful on pressure, and
are accompamed by enlsrged axillary glands Adeno-sarcome 15
more cosraely lobular, 1ts conmstence less regular, the vemns are
subcutaneous and dilated, and there are no enlarged glands

When the encapsulated tumonr fluctuates, think of an ntea-
canalicular epithelioma or of a galactocele

Galactocele appears with lactatton or on weamng Pressure
or puncture wmithdrawa & mitky fimd.

Dendnitic epithelioma 18 a fluid, encapsulated tumonr, composed
of many small oysts under the nrpple and mn the centre of the gland
Pressure causes exudation of a emorrhagle hqmd When 1t has

brolen through the capsule and become an infiltrating epithelioms
1t grows like every epithelioma of the breast
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(B) No~ ENCAPSULATED TuUMOURS — Thero may be a doubt
between cancer or chronic mammrts Pam on pressure, absence
of fixed retraction of the nipple posmble adhesion to the surface
of the skin, but without infiltration mto the deep parts, the alow
progress and the inflammatory character of the glands, are mn favour
of mastitis  If in doubt, make a biopsy, but never wait for a
decimon  On prineiple, 1n & woman forty years of age or more,
an 1solated nodule of mastitis 18 nearly always a cancer, 1n this
case, never mstitute expestant treatment withont a b
for treatment ought to be early making & blopay,

(C) UroeraTING TUntour —Think of an ulcernting sarcoma, of
an ulcerating epithelioms, of tuberculoss of the mamma (fistuls),
or of an open syphilitic gmmma

Sarcomatous ulceration 18 produced by mechanical eroston, and
not by invamon of the skin  The slan 18 separated from the sub-
jacent tumour The neoplastic vegetations protrude externally
without being adherent to the skin  The remainder of the tumour
has a sarcomatous appearance

Cancerous uleeration presents regular indurated, everted, m
filtrated, non retracted edges the ulcerstion bleeds, 1ts base 1s
covered by samous, cancerous vegetations

Tuberculous ulceration does not rest on a distinct turnour, but 1t
18 the termination of a fistula which leads from the deep mammary
lesions The ulceration presents the characters of tuberculous
ulcers

Ulcaration due to the opemng of & syphiitic gumma shows
thick, agglutinated edges, violet in tint or of the colour of ham,
the bass 18 sloughing

The chmecal dingnosa of each varety of cancer 15 easly
made ordunary scrrhus, atrophic sarrhus sexrthus en anrasse,
encephalond scirrhus caTcinomatous mastitis may be taken for a
phlegmon of the mamma

Biopsy 18 the surest element in the diagnoms and the prognoss,
1t shonld be made 1n every case

TrEATMERT —Circumscribed adenoma should be treated by
ample enucleation multaple adenomata by mammectomy—t. , by
complete removal of the gland adeno-sarcoma by amputation of
the breast without removal of the glands, and by radwotherapy

In all cases of chromic mammitis and of adenoma look for chronio
ntestmal stasis, whioh 1s often the cause of the mammitis Medical
.or surgeal treatment of the stass can remove the mammitis
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Every cancer ought to be treated at once If tho diagnosis be
doubtful, make a biopsy never rely on the course or on the climcal
exomnation for a dugnosis or for making a decision Every
commencing cancer should be extenmvely removed * An applica-
tion of deep radiotherapy for two hours exght days before, and one
of two hours three weeks later, 15 very useful, the appearance of
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Fio 3.—Caxcrz or rEx Brrast AaroraTION
Position of the patient. Rubber cap on the hair. Arm In abdoction, forearm flexed.

erythema 13 the sign of sufficient treatment by X rays In cases of
supraclavicular adenopathy, only use deep radiotherapy

Amputation 18 useless i the following conditions

(a) Pattents with mgns of generalisation 1n the bones and 1n the
viscern

(6) Carcinomatous mastitis

(c) Sarrhus en cuirasse

* Radiothempy ought to be combined wath surgical trestment The applica

tion of the X rays 15 & question which progresses so rapdly that I dare not formu
Iate any rules at the present time.—V P
w

3
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Common ordinary seirrhus should be treated at the eame fame
by deep radiotherapy and extensve removal, according to this
prinaiple  Remove (a) the entire breast (gland and skin), (B) the
pectorals, {¢) the callulo-glandular tamsue of the axilla, and often
the supraclavicular with the conjunctaval Iayers surrounding 1t

Perform the operation so that the breast, the skn, the pectorals,
glands, and cellular tissue of the axilla are removed en bloc

Cancer of the breast 18 serous recurrence may be observed

Fia 35 —Caworn or THE BRuAST AMPUTATION

The breast is schied by two tisue foroeps this permits the skin to be made tense, and
facilitates the jnolsion.

after five or ten years The opmion of surgeons varies as far as
final results are concerned Some speak of 40 per cent permanent
cures others do not reach half these figures

The early diagnoss, aasmisted by biopsy extensive operations, and
the combined action of operation and deep radiotherapy, should
still more 1mprove the prognoms

Anmsthesis should be regional, spial or general *

& “ Anesthéme régiopale,” loo. el
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Fia 36.—CaxcCrz or TEB Burast AwroTaTION
The operator makes an incision as far from

The skin is made tense by the timue
ers bresdth below the clavicle and follows

the tnmour as le one or two
the groove between the deltold and the pectoral muscies.
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Fro 37 —Caxcra or tax Brrasr Awrcratrox

Thesklnbdngt:ghdydnmcﬂngtothsﬂ-unlmep&th opera erlar
aniﬂon,whkh}otmtbaﬁntu!hemtdtb:mmrmu.w

33
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Fio 38.—Cawcxn oF THX BREANT AMPUTATION

The operstor begins to mobilive the ertor Up of the Inaision, then separstes the skin
mdthehtﬁomtbedmphynwﬂelu?;l felent gquantity of sab
1at {or the skin to ba well nourished, but Is sarefal nos to remove the tisoos whick ars
part of the mammary gland.

Fro 30.—CAMCZE Or THE BAEAFT ANITYAYION
H
reeing posterior entaneoas flap uncovers the antecior border of the lstisimoa dorsl
F shetlll,l:;ntbn of {he cutaneous and adiposs fiap onght generally to stop there.
L
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Fro 40 —Cancrr OF THR BarisT AMFUTATION
ﬁaapa‘wdmmtlpplylm?whmndm;mhbmmlbdomm]mm
pres. °

small vessels stop bleeding

Fm. 41 —Cayaxn oF tex Berast AwrrraTior

Free‘l;githamtu'lurﬂ;po(cuunmnndldlpo.et.hne the liberatlon extends up to the
cla ou:sdtothenemnmloutoexpooeduﬂytbolnxrtbmoﬂhapwtmﬁsm]on

n
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Fic 44 —CARCER OF THE BREAST AuPUTATION
The tendon of the pectoralis major is divided close to the humerus over & curved elamp.
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Fro 45.-Caxcxe or e Brrust. ANFTTATION

the pectoralis major from its fnsertion Is continued close to the clavicle.

The aeperation of

3
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Fro 48.—Cawars or TEE Barist AwruriTION
oralis
ocreco-clavicular and axillary aponsurosls hay been divided &s well as the
“mmh:rx The dotted line indioates the nternal part of this sponeurosis, in its
turn, ought to be divided.

Fro 10 —Ca¥cxm or tem BrEiNT Awrrramiox
‘The coraco-clavicular and is and 1 d and

axillary ap the p is minor sep
mobilised, are held in the operator’s left hand; the right hand has cut the attachment
with a knifs, then the liberation of the structures continued with & compress on
furcep-;hznt.haghnluhrmnad]:u—utoﬂ:alxﬂhrywin.vhhhvﬂ]hvawbe
removed.

41
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Fio 52 —Ci¥cER oF THE BrREAST AwPUTATION

The glandular mass separated from the bundle of nerves and vessels the operator detaches
the sterpal Insertions of the pectoralis major

Fia 53.—CaxcEn or THE BreasT AsroTaTION
The knifo separates the costal Insertions of the pectoralls major
43






Fra 58,—Caiwoxs OF THR BREisT AwruTaTION

ted fram the eubscapular fomsm by the comprese This
The glanduler mass hprooedupum. prevents any nerve belng h:jurz

Emptying the subscapular foma; the nerves to the serral

ta the latimimus dors, and the sbeca. T nerves are spared.  Only the intercostal
fillets and some veins are removed. pels

fus magmus to the teres major

43



F1o 58.—CixcER OF ram BEmasT AMPUTATION

Thai-;g:nhcnl{vtl}!eld mﬁmh?m:muhmwbcﬂghﬂadbym Note the
® veiwns wi ve 0 he partly resected and the parts of which ar
removed with the glandular mess. ° °

Fio 30.—Caxcrn OF tmm Barisr AsrrtTarrov

Appearsneeof the axilla aftertreatment of the cellular timge and xd.nnd;. Theso drawings
a1 a1l the others, were made daring the operation.
10
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Fiu 60 —CAXCER OF THE BREAsT AMPUTATION
Clostire of the wound some sllkworm gut sutures brng the cutaneons flaps into apposition.

Fro. 61 —Cixaxr or THE Barasr Awrprariow

\ote the position of the timae whith, drawing on their respectire sides, bring the
edgelo] the akin {nto apposition. e

47



Fio 62 —Ciwcsr or TEm BRuusr AwrvraTiox

Coumnter-opening at the dependent patnt of the axiliary wound.

Fro 63 —Caxoxe OF THE BREAST AMFUTATION

Introdootion of & drainage-tube.

48



Fio 8i—Caore or THR Barisr. AwryuraTiONn

Fhxation of the drainage-tube by silkworm gut.

40
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I
DUODENAL ULCER

Marginal Gastro-Enterostomy

CURGICAL treatipent of chrome ducdenal ulcer 18 often justifiable
The best treatment 18 exeresis but the usual treatment 18 posterior
trans mesocolic gastro-enterostomy, with a short loop, iso-pen-
staltic  Of 100 duodenal ulcers treated m this way, 70 were com-
plotely cured 30 per cent still complained of symptoms

On what do the therapeutic fatlures depend ? The causes are
a8 follows

(4) The patient on whom a gastro-enterostomy 18 bamng performed
for ulcer suffers at the same time from another abdominal affection—
calculous cholecystitis appendicitis or chronic intestinal stass

The ulcer has been treated and not the other lesions, which have
not been looked for erther before or during the course of the laparo-
tomy The gall bladder should regularly be examined dunng
operatzons on the stomach and on the duodenam, if there be caleul,
remove the gall bladder In order to perform this complementary
operation on the gall bladder lateral separation of the abdomimal
wall* 18 required with an inmson branching from the median one
The removsl of a gall bladder by the median meimon may result
1n an ncomplete or mmperfect operation. This mncmon m L clea-
trises very well. An examination must be made for an appendi-
atis or for choleoystitis before every operation for gastric or
duodenal ulcer or for chromic intestinal stams If the examina-
tion be 1n the affirmative remove the appendix durmng the opers-
tion Do pot use the same median mcmon 1f the patient be fat
or very muscular becanse the openmg 13 too long and there 18 a
chance of secondary eventration operation for such a condition
Tequires too large an incimon. If the patient be fat and very
muscnlar 1t 18 better to make two separate incimons—a median and

* Ou principle the best abdominal inesston for duodenal ulcer 15 the transyerse

ntinon, beginning on the nght at the extremuty of the tenth nb and the
median hine to be prolonged to the left, more or less, according to the cl::ma
51



F16 85 —Munonear, Gaareo-Exrxrosront ror Duonkar Urexm.

With one blow of the compres ths operator has the greater ourvature from its
vossols and from the omentum: the uu;.:mm At the two
und-fm?c obliterates the trunke to svold from the ga
margin. A tampon liberates the wuperior layer of the transverse meso-colon. At

the ter cutvature the d
thao?: a Dm)g otted lme indicates the vessels torn by stripping with

Fio 66.—3aroixaL (asTao-Exrxxosroxy ror Duoprwas Urere.

Opening the transverse meso-colon. The operator chooves an ataseulas space sitoated
a3 near as pomibls to the atrf portE;‘ﬁ( the stomach. Geuerally this openind
corresponds to the lergest part of the svascularcisels; howerer mhn'a:mhaudlk
lvmnllrlp;ceb.notmg-bnﬂyhrge o Ahould not hesitate to divide a meso-colic
voasel botween two ligatures, s that the anastomotlo opening fs not strangulated
by the meso-colla orifice.
a8
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Fic 67 —AasarssL GasTRo-Exrrrostoxy rox Duobnexat Unore.

hasbeen brought through s safficiently
T ST Y
Thive fxation throads bavo been applied fo 1 the Fapetive

Posterlor sern-muscular continuous satures the three firation threads are thes only sero-
scrous stitches the stomach and the Jefurmm have been incsed to about $ miili-
metres of the preceding threads, mmmumhrm-oehmtwedﬁm-lmdy
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Fia 69 —Alirorfan Gastmo-ExrarosTony Fra 70 —Maxhinar Gasreo-Extrnos-
ror Duopeyar, Urcen, oMY For Duoprwar Uroee
Stitchoe to the mucoss. After the sero- Anterfor suturs of the mucoas erfaces,
muwoular continnouas suture, the stomach The mucosa anly is brooght fnto
and the {ejunum are opened and the sppowtion by a button bale sutere.
operator stitches the mucoss three in It neod not be Connels sitch
terrupted  fixation atftches have been (Vol. V')
applied; in ﬂ:.goe between, a button
hole stitch 18 by a straight needle.

Fis 71 -—Mamarxar Gastzo-EvTeros- Fm, 78—MairomaL GAsTRO-EXTIROS-

Tauy ror Doopxysr Uasm TouY ¥oR Dpoprmar ULcre,
Anterlor sero-muscular continuous mture. Antenor stitches of the seroca surfeces.
Herono flration stftch has been appifed ‘s stiteh. Tbe neuﬂ‘empm;'
in the middle of the suturs, but it is trates into the stomach, then into
ble to employ it. It need not ejunom, paralie to the line of sature.

Comnel's stitch (see Vol V ). wly absorbable catgut is used
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Fi¢ 73 —)areorar, Gastro ExTEn
ostod)Y ror Drvopexar Urorn.

Suture of the meso-colkc opening  The
meso-colon Is sutured to the stomach
bg- four Interrupted sutures. Note
the mewo-colic opening fs large and
does not in any way strangulate the

jejunalanastomosds thisdetail

indfspensable even at the ruk of

dividing & mesocolio vemel to en
large tho opening

T sutury pointde
\ reaton muguoux
anterieur

\

£auture suryet
minaculens .
cnterionr Fio "L.—)rarsaL Gasteo ExTre

osToMY FoR DUOpEXAL ULCER.
Duagram showing the teohnique follow ed
to perform marginal gastro-enteros-

oint de

tomy

I sutwre  point de feston muquens anité
riewre= 3rd suture anterior buttonhale
stitch to the mucos. 4 sutere swrpa
muscelens anfénevrm fth suture an
terior muscolar contimons  sature.

- Jejamum, 1 awture suryet mws-
exderct postérienrm= It ruture postarior

moscular eontinnous suture 2 ou
ture at de foton muguens posérsenr
=nd eature  post battonhale

atitch to the mocose
] B sutnre, pornt do

1 eston mu{:luc

1 podterieur

Tsuture suget musculens
Follt‘?‘lekr
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SURGERY OF THE BILIARY PASSAGES

Cholecystitis

CrOLEGYETITIS may be calculous or catarrhal, the former 15 the more
common

(4) Non-calculous or catarrhal cholecystatis assumes two forms

(a) A gall-bladder wnth normal walls—1. , blmsh, thin, supple, but
distended and contamning a large quantity (100 grammes for ex-
ample) of bile rich 1n Baoills cols exhaling a stale or foetzd odour

(®) A thickened gall-bladder, adherent, contaiming blackish bile
of the conmstence of tar In the two forms the lymphatic glands
which follow the common bile-duct are increased 1n size

Cholecystitis without a stone 18 accompanied by continual
senmtiveness 1n the region of the gall bladder Usually there are
no pamful attacks (hepatic colic or gastralgia ’), but the patient
complains of shght general symptoms ahight fever {37 6°, 378°),
contimious malaise, and general exhaustion, phenomensa explamn
able by shight chromc toxmmua respiration 18 feebler at the
bese of the right lung One of the commonest vaneties 18 what
Maccarty calls ‘strawberry gall bladder, 1n which the congested
mucosa has the appearance of a mpe strawberry and may conceal
minute concretions

A surgeon exposes a gall bladder, which appears to correspond
to this description, he does not find a calculus, he ought to explore
with care the common bile-duct to see 1f a stone has not been
impacted m 1t Afterwards he should examme the duodenum,
which may be the seat of an uleer Radioscopy, prior to the opera-
tion will reveal to lum the presence or not of chronic intestinal
stams, and of dilatation of the duodenum This 1s the usual cause
of catarrhal cholecystatis  But the functional results are not as good
as after removal of a calculous gall bladder  If the intestine and the
stomach be normal the gall bladder should be removed If intes-
tinal stams exist, operation should be performed on the 1ntestine

short-circmit  pexy pheation  or resection
11
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(B) Caleulous Cholecyshiis —Gall stones are more frequent 1
women than 1 men (three to one), this predommance 18 stall more
marked if the women have had children 98 per cent of the women
aflected with gall-stones have been pregmant The cause of gall
stones 18 mfection, 1t 18 most often of intestinal ongn, and 18
frequently accompanied by cholesterinemia

Normally, the liver exercises a baotericidal action on the baclh
m the blood If the patient be affected with chrome intestinsl
stams, the col bacillus 18 absorbed 1n great numbers by the portal
ven, and then elnminated by the bilary dacts The bile then
swarms with Bacills cols and descends to the duodennm by the
ducts, whilst passing through the gall bladder 1t stegnates, and
produces alight mflammation, the stone 18 formed by precipitation
of the biliary salts hen the calcult are found m the common
bile-duct they have always ongmated from the gall bladder The
favourite aite 18 the pelvis *

Why does not an mfected gall bladder with puralent contents
more often produce acute general symptoms? Why, on the con
trary does toxic hthiams of the common bile-duct give rise to septio
complications §  Because the gall bladder posseases a poor lymphatic
system and the duot 18 rich 1n lymphatacs

The well of the gall bladder 18 poor 1 lymphatic vessels and
absorbs few toxins and microbes nay, more formed especially of
elastic tissue 1ts walls eamlv yield to distensmon from hypersecre-
tion of septic matters and this distension blocks the lyraphatics
and hinders absorption

On the contrary when the stones obstrnct the common bile-
duct, they prevent the pasasge of the bile which becomes nfected
and then sbsorhed by the numerous Iymphatics, and acute
symptoms supervene The temparaturs 1s rawed (39°, 40%), and
shivering, obiguria pam and often jaundice are observed

Calculus of the common bile-duct 18 not necessanly accom
panied by jaundice 1519 absent 1n 30 per cent of cases

Syweroms ofF CHOLPCYSTITIS —Con a person hive and be 1n
good health with gall stones and can they exist without the person’s

knowledge ?
Tolerance of some gall bladders for stone waa formerly a patho-

* French Damsinet the name gven by Broca to the swelling on the nght side
of the neck, separated by s ndge from the body of the gall bladder abore, &
from the oystic dact below  The word  palvis ™ will bo retarmed throughout the

text — Translator
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logical dogma Often, moreover, stones are only recognised at
autopsy, or during a laparotomy for operation unconnected with the
bilnry passages But because gall stones have not been climeally
dingnosed the conclusion must not be drawn that they cause no
symptoms and are not a permanent danger to the wmdividual
From thie belief 1 the harmlessness of gall stones, and from the
false secunity so engendered, 1t would be easy to conclude that
no treatment was necessary  Older clinteians only dingnosed gall
stones if complications occurred mfection, Jaundice, pain swelling
1n the nght hypochondrium, ete At the present time the shadows
which surrounded the clinical mamifestations of bilisry hthiams
have been partly dissipated by the hght of frequent laparotomies
and of exploratory operntions

The experiments of Crile often permit of the diagnoss of lesions
of the gall bladder by tubage of the duodenum

In the near futare I hope the X rays with the asmstance or not
of msufflation of the peritoneum, will be as trustworthy as in renal
calculus

On the day when doctors and patients see the gall stones, opera
tion will be regularly performed The observations of Henr1 Béclere
and of the American radiologists give us this hope

Formerly, anatomo-pathologists stated gall-stones existed m
10 per cent of human beings, this proportion 18 much exaggerated
Men above fifty years of age are afiected m the proportion of 2 per
cent , and women b per cent

The use of the words latent cholecystiis —ie absence of
symptoms—:s erroneous, 1t mignifies unrecogmsed bihary calonlus
again a diagnoss not made means & olnical error, and not absence
of symptoms The surgeon who finds stones m the gall bladder 1n
a patient operated upon for fibroma, ulcer of the stomach or for
appendicitis ought to question the patient with care during con
valescence and from hus past history will obtam the pathologreal
picture corresponding to calculus

The classical mamfestation of gall stones 18 hepatic colic The
attack shows 1tself by acute pan 1 the epigastrum, radibing to
the right shoulder to the back and to the right—rarely to the left—
hypochondnum or to the umbihcus The attack ends abruptly
and 15 usually accompanied by eructations or vomiting of bile or
of food If after the attack, the pamn or senmtiveness permist on
abdominal palpation this 18 an dication that the walls of the gall
bladder are inflamed 1t 18 not the case that all casea of gall stones
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are accompanied by marked and olassecal hepatic colic  Most often
the patient complains of gastric symptoms and of * ndigestrion
They eppear two ar three hours after meals, are not alle
viated by pressure or by food, and occur nregularly Reflax
dyspepsias with caloulous cholecystitis—t.e , cases of caleulus with
out hepatic colio—are most often accompanied with senmtiveness
either on palpating the gall bladder or during deep mspiration.

On auscultation, respiration at the base of the nght lung
feeble  Because of these gastnic symptoms the majomty of cases
of gall stones are labelled dyspepme, neurasthema, gastralga,
hyperacidity, eto , there 18 generally no reference to calcnlus of the
gall bladder

CoxrerioaTIoNs oF CHOLEOYSTITIS —(a) Pancreatitts —This 15 &
frequent compheation of ithiams of the bilisry pansages, and compels
us to speek of the phvmological rble of the gall bladder Isata
bihary reservorr, like the bladder for the urime 3 No  Man secretes
ag much bile as urmne (sbout 1,300 grammes & day), but compare
the size of the bladder to that of the gall bladder, and it will be
seen there 18 no resemblance 1n the parts they play  Does the gall
bladder play the r6le of a contracting orgen, 1s 1t an asprating and
contractile pump regulating the course of thebilet No  Histology
shows 1ta poorness m muscular fibres, 1t 18 then 1mpossible to attn
bute to0 1t a contractile role The gall bladder 18 made especually
of elastic tiasue, like the lung, the elasticrty plays a functional part,
and acts a8 & safeguard to the pancreasin cases of biliary obstruction
srtuated 1n the duodenum

1f pure bile be mjected, 1n ammals, mto the pancreatic duct,
an scute and fatal pancreatins supervenes But suppose the
ampulla of Vater 18 obstructed by a calculus owing to the obstacls
1n the duodenum the bile tends to flow wto the pancrestio duct
Acute mnecrosis of the gland ought to occur but, thanks to the
presence of the gall bladder and to ita elasticity, the tenmon m the
biliary passages finds m the reservor a safety valve The bile,
under pressure, flows bach into the gall bladder mstead of invading
the pancreatic duot

Independently of this mechanical role, the gall bladder play?,
by secreting mucus a chemical part which asmsta also 1n the defence
of the pancreas In cases of obstruction at the termination of the
biliary passages the defensive role of the mucus 18 proved by ths
experment 1if pure bile be mjected 1n snimals into the pancrestic
duct, on acute pancreatitis is Produced but if a mixturo of bile
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and mueus from the gall bladder be mjected, acute mflammation 13
averted, and & chronioc and mild 1rritation ocours 1nstead Willlam
Mayo compares the ampulla of Vater to the carburettor of a motor
when exploded 1if the warm gas flow bach to the carburettor, look
out for the motor being burnt!  Tf the bile be not discharged freely
mto the duodenum, 1f 1t regurmtate to the bilary and pancreatic
duots, there 18 a8 sk of burmng’ the pancreas or the iver  The
defensive r6le exercised by the elastic walls of the bladder 18 proved
by this fact when o surgeon operates agamn on a pattent for gastric
symptoms followmng incomplete removal of the gall bladder per-
formed some years before, he finds the gall bladder 18 partly
regenerated from the stump of the cystic duct Jagature has been
by mustake spphed to the pelvis and not on the cystic duct
Under the influence of intracanahculer pressure the microscopic
gall bladder represented by the stump has distended, and has
reproduced a true gall bladder which safeguards the pancreas
Courvoumer had formerly observed that 84 per cent of cases of
gall-stones of the common duct were accompanied by a contracted,
atrophied gall bladder
Pancreatitas 18 & common affechion during bihiary htlwams (7 per
cent of patients affected with calculi of the gall bledder, and 27 per
cent 1n cases of stone 1 the ductus choledochus—\ayo) The
pancreatic compheations are, then, four times more frequent in
cases of stone of the choledochus than 1n cases of stones in the gall
bladder
Admitting the functional role of the gall bladder on the pancreas,
possibly then the surgeon ought to respect 1t in the few cases
:ﬁm 1t 15 apparently healthy, notwithstanding the presence of
() Cardio-Vascular Symploms —Bihary ma often cause
refiex crreulatory disorders, extra systoles ?-;mpﬂz)f angina, etc,
each attack 18 accompanied by increase of cardiae symptoms
Endocarditis 18 observed m cases of mfection 1t may end 1 an
organic valvuler lesion.  The myocardrum 18 often feeble, and bears
narcoss badly  Regional or apinal anmsthesma 18 necessary * Most
often the symptoms disappear after removal of the gall bladder or
after drminage of the hepatie duct
(¢) Cancer of the biluary passages complcates caleulus 1n 2
cent of cases the gall bladder 18 nearly normal in appearance lr)’slt:

*  Anesthéne onale,” Pa
3rd edition, réguonale, uchet, Sourdat and Labat. Edited by Do,

v
5
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concesls some warty vegetations, or 1t appears thichened, whtish,
and cartilagmons 1n places, the tssue of the hiver 1 often mvaded
After resection of cancerous cholecystitis the patient lives scarcely
more than a year, however, i cases of cancer of the gall bladder
removed m the early stage, not perceptible macroscopically, and
dingnosed by means of the microscope prolonged survival may be
observed

(d) Perforatton —The gall bladder may open mto the pen
toneum and produce pertonitis It may and frequently does
dscharge the stones mnto the digestive tract stomach, duodenum,
or colon The removal of large or numerous calouh n the
motions 18 the result of perforation Cure can thus be brought
about, but often also the gall bladder 18 incompletely emptied, a
hstula befween the gall bladder and the intestine, with chronic 1
fection, persists  Perforation, followed also by spontaneous evacua
tion of stones, causes msk to the patient, not, however, more than
by eltmmnation by the common bile-duct, which threatens to bring
m 1t train retention of bile from jamming of the stone 1n the
ductua choledochus

Draaxosis —It 18 not always possmble to make a diagnoss of
cisease of the gall bladder we have opened the abdomen, for
disease of the stomach, and have found cholecystitis 1nversely
we have looked for & gall stone and found a normal, bluwsh, thin
gell bladder but at the mde of 1t an unknown duodenal uleer Radio-
graphy at the present time seldom reveals a caleulus, but duodenal
tubage may furmsh useful information A8 & result of expenmenting
with sulphate of magnesium Crile has noted the following

(@) In certain cases of cholelithiams the gastric contents contall
bile, if the hqmd be clear, do not necessanly conclude the goll
bladder 18 normal, in half the cases of cholecystitas the gestric
aeudiby 18 normal  The gastric contents are normally clear or feebly
tinged wath bile  Thick hquid coming from the duodenum signifies
nothing 1f the turbidity be wntermuttent, or 1if, on microscopld
examination 1t contamn gastric cells  When the dnodenal secretion
18 constantly thich and alkaline but does not contain pus cells,
\nflammation of the duodenum or of the biliary passages ought to
be suspected.

(b;p';‘]:le first bile collected after the admmstration of sulphate
of magnesum comes, principally, from the common bile-duct (stag®
of the choledochus) and 1s clear yellow 1n colour

(c) After the first discharge the bile becomes darher and more
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visaid, end comes from the gall bladder, 1f there be no discharge,
we can conclude the cystic duct 18 obstructed by adhewous, or
by & calcnlus, mn cholehthams when the cystic duct 18 obliterated,
the bile of the gall bladder 1s more viscous, thicker, and contains
pus cells

If the gall bladder be full of stones, there 18 no discharge of
bile from the gall bladder, but 1f there be an infection of the gall-
bladder the bile contains pus cells

Of minety three cases where Crile has made this test he has
operated on thirty cases, and these thirty gave results in conformuty
with hus prognostications

TREATMENT OF CroLECYsTITIS —Should all infected gall bladders
be removed as a chronic appendix, when the diagnosis 15 clear ¢

Should all cases of gall stones be operated upon when recogmsed
or suspected, as urmary calculi ?

To these two questions I answer Yes Why not regularly
remove stones in the gall bladder seeing that physicians and surgeons
acqmesce 1n the removal of calcul from the pelvis, from the kidney,
and from the bladder i Removal of a gall stone without complica-
tions gives & very slight mortality (05 per cent) the danger can be
said to be next to ml  Early operstion 18 less sertons than if the
disease be left to take spontaneous action the discharge by the
natural passages 18 one of the complications to be feared and not
a method to be desired, because the stone may stop 1n the common
bile-duct nr:rid prociuce retention of bile, the operation becomes more
serious merely of consequence if the
U nseq) patzent be pale but serious

The old form of treatment attempted to obtain disc
stones 1nto the common bﬂe—duct,pbut this 18 the wfnmml;gea::ni?
abty which can occur Medical treatment a Vichy cure and
uraseptin are certamnly very useful but smmply for the purpose of
dmnfecting the bilery passages and of preventing attacks of
angio-cholecystatis

Retention of bile 18a fatal complication if 1t persist
as there are calculi 1n the gall blﬂgder obsn'uctf:u of zclf:l Z:;’mlzﬂg
bule-duct 18 a posuble termmation .

MEepicaL TREATMEXNT OF CHOLECYSTITIS —N|
solve the stones or can hardly asmst clithm ex;\u(;mg:ugﬁmmn dhs-
os 1 have just saxd, this attempt at forced elmnation 15 tlfx:;:';

eventuahity be it by th
b blad:li: © 1t by the common bile-duct or by perforation of the
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The only amm of the doctor should be to prevent infection angio
cholrtis, and wnflammation of the gall bladder He should en
deavour to do this by preventing constipation and dyspepma by
exatmg the secretion of bile and washing out the intracanalicular
germs, by combining the action of mineral or vegetable oil, by
uraseptine, by bile preparations, and by a Vichy cure eto The
regular evacustion of the colon and disinfection of the biliary
passages which act like Contrexéville, Evian and Vittel waters m
urinary affections, can reduce the stones m the gall bladder to a
state of quiescence I am a strong behever in recommending their
removal before any complication occurs, after the second attack
of cholecystatis, because the operation 18 almost harmless, 1n addt
taon, the patient operated upon ought to continue to heep a watch
over his hver and over s intestine, mnce the colt bacilh are stll
perhaps being drawn 1into the portal vein, mnce angiocholecy stitis
and cholesterinmmia which were the origin of the formation of the
calculy, stall exast, and since the liver, and perhaps the pancreas and
the kidney, remsin for some time sluggish

But some doctors like Micawber, say, mnce the patients
have to be treated medically, even after operatzon, why operate !
Because the surgeon attends only to one of the symptoms of the
disease—namely the calculus—which threatens life or health
Every disesse 18 & morbid condition, and not an accident  Calonlus
18 the result of anglo-cholitis of cholesternemia or of & chromo
perceplable or Iatent digestive disorder

The amallest danger in & case of bihary caleulus 18 early opera
tion which, m spite of 1ts extrarne mildness, requires, I conmder,
that the patient operated upon be treated medically afterwards
and watched like every case of gastro-enteropathy

This preventive treatment will ward off other possble digestive
hepatic, or general complications

SURGICAL TREATMENT —1 have no statistics to answer the ques-
tion, what 18 the seriousness of the operation for the different
poattions of gall stones, but 1f I made a digest of the faots collected
from my colleagues and fram reading pubhshed works, and from I:_i
own experience, I should say the following 18 the percentago whi
seems to me to be nearest the truth

Type A —Cholecystestomy or cholecystotomy for calculns of the
gall bladder only, without jaundice mortality 0-D per cent

Type B —Choledocotomy for caleulus of the common bile-duct,
without jaundice mortality, b per cent
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Type C —Choledocotomy for calcnlus of the ductus choledochus
with recent jaundice, Liver not protruding, and pulse 55 60 mortality,
20 per cent

Type D —Choledocotomy for calculus of the ductus choledochus,
with deep jaundice browmsh or oltve-coloured, Tapid pulss mor
talty, 80 per cent

Until such time as the harmfulness of so-called latent lithiasis
18 tecogmsed, the harmlessness of early operatron, performed for
caleult which give little or no trouble, 1s generally accepted and
untal the X rays show the presence of gall stones as distinctly and
as constantly as renal calculi, our colleagues will be divided into
two camps

The firm abstentiomsts who say

Only operate on gall stones 1f they produce one or some of the
followmng complications fever, pam, tumour, gastric disorders,
acute attacks etc

The systematic nterventromsts, who say

Operate at the beginning as soon as the dizgnosms 15 made,
or at least after the second attach of cholecystitis, before there are
any compheations jaundice or infection of the bilary ducts, or of
the gall bladder

The first propose an extensive interventaon, and let the patient
run the nsk, before an operation of a comphication The second

propose a small operation to ward off any complication

CroLECcYsTECTONY OR CHOLEC&TOTOMY ?—The former should
be performed —

(a) If there has been an acute attack of cholecystitis

(b) If there be a stone 1n the cystzc duct or 1n the pelvis at the
time of operation

(¢} If the cystic duct be hard and thick

(d) 1f the wall of the gall bladder be white and thick

Cholecystotomy should be performed if the patient has never
had an acute attach of oholecystitis, and 1f the gall bladder be
normal 1n appearance the 1deal cystotomy can then be performed
open the gall bladder empty and suture 1t to the abdominal wall
and close without dramnage '

But why not remove the gall bladder although pormal n
appearance, gince 1ts ablation 18 not incompatible with a normal
hfe? A disensed or suspected gall bladder should be removed
but o henlthy one preserved  Expenence has moregver, ghom;
that after the removal of the gall bladder or when 1t 13 fun(;homﬂly
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suppressed by cholelithiass, the ductus choledochus 18 often dilated,
and this compensatory dilatation hea the purpose of storing up the
bile The common bile-duct acts as a reservorr mstead of and m
place of the gall bladder Drrectly the latter 13 removed the ductus
choledochus dilates a second time, and this dilatation favours the
production of new stones Again, 1t 18 more difficult to operate on
a patient affected with stone m the common duct when the gall
bladder has already been removed especially when there are adhe-
sons  Hence, 1f the gall bladder be healthy 1t 15 wise to preserve 1t
TecuN1QUE oF SmrLE CHOLEOYBTECrOMY—The Assiustants —
Two assistants should be stationed on the left, opposite the operator
on the mght mde  One assistant directly helps the operator, and the
other, near the head, should hold the hiver when 1t has been brought
outsde Burgeon and assistants should wear rubber gloves, with
& parr of cotton gloves (Villard) over them, to avord tearing the hver
If the asmstant wear Chaput 8 gloves he should seize the liver
with two compresses, so a8 not to tear 1t
Anwsthesra *—8pmal, paravertebral, or local, with anssthes
of the splanchme nerves
Drssnfectron of the Sk —Villard (of Liyons) rubs with benzene,
then ether, then tancture of 10dine the effect of which 18 more active
on a clean akin
Position —Pillet 8 movable cushion, which can be regulated
at will
Mark off the operative field by four towels fixed by forceps to
the sk and forming & quadrilateral, bounded above by the mght
costal margin, below by the anterior superior 1hac spine, and -
ternally by the middle line
Inowston —1 employ a nght oblique paracostal incuson, oné
thumb s breadth below the costal border and very long  Villard
makes an angular mncison as for choledocotomy, 1te upper part 13
obhgue, parallel to the right costal border the second part ver-
tacal, along the extarnal border of the rectus If the calenlus bo
entirely 1n the gall bladder, the mternal part of the obhque portion
can bo dispensed with 8o a8 nob to cut the internal mammary vesstls,
but, 1f there be not sufficient space 1t 18 necessary to cut up to the
a1d cartilage
le’}Il‘h,ua mason, which begins at the xiphoid and ends at the
umbilious, sppears mutilating but later exammation of patients
operated upon showa no signs of eventration
*  Anesthéme régionale, loc. ot
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Dunision of the Aponeurosts and of the Aluscles —In cases where
the meiston 18 angular, begin at the oblique part, cutting the rectus,
and continue by the vertical portion, at the external border of the
muscle

Hamostas:s —Btop all bleeding 1mmeduately, completely and
permanently, with catgut 0

Opemng the Peritoneum —Open the penitoneum m the vertical
part of the meision  Place two tisane forceps on the borders of the
pentoneal mason, and follow by 1ts transparency the direction of
the scissors, 80 a8 to cut the peritoneum exactly st equal distance
from the borders of the musculo-aponeurotic section By this
means the incision 18 quite

Dimsion of the Falciform Ligament (Villard) between tio forceps
The portion holding the liver acts as a tractor, and 18 to be en-
trusted to the assistant

Eaxtertonsation of the Liver (Villard) —Seize the right lobe of the
lLiver, behind and at the nght, and then gently deliver 1t outmde
The asmstent, near the head, passing his hands up the thorax, seizes
the liver with two compresses or cotton gloves, and holds 1t turned
over on the nght costal margin. The directaon of the liver 18 thus
oblique as the mesion, 1ts lower surface looks towards the patient s
left thigh When there 18 no ptoss, evisceration of the liver 1s
mposaible, the operation 18 then more dufficult

Protectton of the Abdomen —Introduce some abdommal com-
presses mio the lower part of the abdomen to keep the mtestimes 1n
pomtion Place two compresses 1n the lumbar fossa below the
postenior border of the liver so as to support the gland below and
belund and lessen the work of the asmstant who draws on the organ

Open the Wound unth Gosset s or Dartigues Retractor —The space

18 conmderable the whole subhepatre cavity, the ductus choledochus,
the duodenum and the renal cavity are visible, as 1n the cadaver
The most favourable case 15 that of a thin woman, with ptoms and
supple abdomen

Freewng the Bile Ducts —If adhesions bind down the liver and the

bile-ducts to the stomach, to the duodenum, and to the colon, free
them 1n order to recogmise the gall bladder and the neighbouring
organs II the bladder be not adherent, the gall bladder does not
require liberntion for 1t has contracted no adhesion with the intestine

The most favournble case 18 an enormous gall bladder, thickened,
and crammed with ealeuly, for which a mmple cholecystestomy 18 to
be performed
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Eztsrpaton from Below Upwards or Diret —Should cholecyatec-
tomy be performed from below upwards (Mayo-Gosset)—which
congmsts 1n cutting the cystic duct first &nd separating the gall
bladder from the liver, from the deeper parts to the extemor—
or should cholecystectomy be direct, by dissecting the gall
bladder from the fundus to the neck ?

If extirpation from below upwards be posmble, give 1t the
preference, for there 18 no rish of drawing on or kinking the ductus
choledochus angular displacement of the duct from traction runs
the risk of the operator placmg the higature on the wall of the duct
iteelf, and hence obliteration of the common bile-duct or bilary
fistula from suppression of a part of 1ts wall

1} there be tight adhesions therefore 1t 18 better to excise the
goll bladder by the direct route but 1f the adhesions be lax or
absent, perform cholecystectomy from below upwards

Exposure of the Junction of the Biliary Ducts —Alake s button
hole mnesion with scissors 1n the peritoneum covering the junction
of the ducts Expose the cystic and common bile-ducts with
ge1ssors, sometames closed sometimes open and with s tampon,
examine the common bile-duct and ses if 1t be dilated or not if
not 1t can be concluded there are no stones in the common bile-
duct Catch the cystic duct between two J L Faures forceps,
traction of the pelvis stretches the cystic artery, which 18 to bo
cut tie the artery and duct with catgut O (cholecystectomy from
below npwards) Tie the pedicle of the gall bladder not close to the
ductas choledochus or close to the gall bladder, but m the middle of
the cystic duct  If the higature be too near the ductus choledochus,
1t runs the chance of strangulating 1t or of partly pinching 1it,
and hence fistala or contraction 1f too near the gall bladder there
18 danger of leaving a patt of the gall bladder which, dilated be-
comes 1nfeoted and can cause attacks of mnflammation

Liberatton of the Gall Bladder from Below Upwards —The smsll
serous flap round the gall bladder remains adherent to the hepatio
tissue  Some arterioles give way in the bed of the gall bladder
catch and tie them. The blood may still come from the bed of the
gall bladder mn the neighbourhood of the anterior border of the liver
Make some stitches 1n A with catgut 0 with Lane s curved needle
Suture the peritoneal flaps which surround the stumps of the cystio
artery and of the cystic duct If a part of the hiver somo cent1
metres square reman bleeding shphtly tempon with warm saline
compresses
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St hepatic Drainage —Before closing the abdomen, 1usert two
long drams under the lLiver with two pieces of rubber If gauze
drains be used, place between two of them a perforated rubber tube

Tt might be thought the abdomen ought to be closed completely,
but loosenng of the lizature on the cystic duct has been observed
It 18 wise to dramn and that for eight days However, when the
gell bladder 15 shghtly diseased and normal 1 sze, thus leaving a
large amount of peritoneum, allowing of complete pentomsation,
dramnage 18 unnecessary In every case, a small rubber tube or a
bundle of threads 18 sufficient

Lovwer Pillet s cushion

Closure of the Abdomen —In cases where the angular incision 18
employed the drain should pass into the angle wmiting the oblique
and the descending patt of the incision (Villard)  The closure should
be made at three levels

(a) Deep button hole continuocus suture, on the vertical part
of the meamon, from above below the stitches should be close to-
gether a smular continuous suture of button hole stitches, on the
obligue part of the ncimon.

This continuous suture includes the peritoneum and the deep
Inyer of the muscular aponeuross

(b) Second level (catgut 1) imterrupted suture, bringing the
muscles and the superficial aponeuroses into apposition.

() The akin 1s to be closed by two silkworm gut sutures and clhps

The two sutures are to be mntroduced on both mdes of the
drains (Villard), and should include the skin and the deep aponen-
rotic level, so as to separate the suture from the dramnage canal
The rest of the akin 18 to be brought together by clips

Dressing—Do not apply a bandage round the body, but layers
of gauze fixed by strips of sparadrap (oxide of zinc plaster)

TECHNIQUE OF SUPRADUODENAL CHOLEDOCOTOMY FOR CALOULI
—Many conditions are unfavourable and give a high operative
mortality

(a) Tachycardia 90 1n cases of jaundice—1.e., a rapid pulse

(b) Laver hard, hobnail indicating bihary cirrhosis

(¢) Deep joundice existing for many months

(d) Obguria  Asthemic appearance

Ths state 1s due to culpable extemponising

Two assistants should stand on the left mde of the patient

fulcmg the operator wearing rubber gloves covered with cotton
gloves
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Dimnfect the skan with benzens, then with ether, and lastly with
taincture of 10dine
Posutron —Place a cushion m the hollow of the back, or better,
Pallet s movable cushion.
Four towels should mark off the field of operation,
Inetsion —Make a very long mght paracostal, oblique masion,
& thumb’s breadth below the costal margin
Divide the aponeurosis and the muscles
%Wodam —Be very careful to stop all bleeding with cat-
gut
Openng the Pertoneum —Qpen the peritoneum i the vertical
part of the mmcimon  Apply two tiasue forceps to the edges of the
pentonesl 1neison, and follow by 1ta transparency the direction of
the scissors, cut the perntoneum at an equal distance from the edges
of the musculo-aponenrotic mamon
Evisceratron of the Lyver —The assistant should draw on the divided
round higament, whilst the operator seizes the mght lobe of the
liver, behind and to the mght, 8o as to deliver 1t This 18 sometumes
mmpossible owing to adhesons or from retraction of the subhepatic
pedicle, or from the shape of the patient s thorax and abdomen
In old cases of sngiocholrtis the gall bladder 18 small retracted
and embedded 1n the omentum
1f the case be favourable (ptoss supple ligaments and abdomunal
wall), the operator, thanks to the cotton gloves or to the two com
presses, should seize firmly the Tight lobe of the liver at the right
and behind, bringing 1t nto the wound, and finally exteronmng it
Exposure 18 perfect The liver 18 to be entrusted during the whole
operation to the asmstant at the patients head, weanng cotton
gloves or employing compresses The liver 18 to be turned bach on
to the thoracac wall
Liberation of the Bihary Ducts —The gall bladder 15 often small,
retracted, and adherent to the duodenum to the omentum, or to
the stomach  Dissect the gall bladder, especally at the duodenum
this dissection between the duodenum and the gall bladder ought to
be made with the greatest care, because injury to the duodenum 18
a gerious acadent 1t may require mmmediate suture which complt
cates the operation or diviswon of the duodenum, completed bv 8
gastro-enterostomy
Asprration of the Flud 1 the Gall Bladder (bie, pus serous
effusion) which discharges on to the compresses  Use an aspitator,
electric 1f possible & needle and a tube the needle should have
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a diemeter of b millimetres, and the tube a dinmeter of about 8 mill
metres  Only employ o tube 1f the gall bladder has opened
spontaneously The liberation of the gall bladder 1 often very
troublesome, by degrees the junction of the ducts 18 reached, where
1t 18 nearly always possible to 1dentafy each structure m the hepatic
pedicle The operator often Tecogmses a stone 1n the mass of the
subhepatic pedicle

Divston of the Common Bile Duct w s Azs —Qpen the duct,
search for the calculi and remove them by a curette, or by for
ceps  To complete the exploration, mtroduce the bent mdex or
Iittle finger nto the common bile and hepatic ducts to find out 1f
another calculus be present, if none be found, pass a dilator with
Bemqué s curve nto the hepatzc duct and mnto the duodenum
If agamn there be no calculus, exploration should cease Durnng
the whole operation the aspirator dries the lumen of the common
and of the hepatic duct

Complementary Cholecystotomy —If an atrophied gall bladder
remain embedded 1 a fatty pentoneum open end empty 1t of
pus and of calcult if they exist Removal might cause bleeding
from the mnferior surface of the Liver These patients are weak,
and bleeding surfaces and mampulations should be reduced to a
mmmum

Incise the thick fat round the gall bladder, and then the gall
bladder which 18 exposed wipe 18 mucosa with ether and place
a dram mmde This drain should be fixed in and emerge through
a dranage opening 1n the abdomen.

Drawage of the Common Bile-Duct —Introduce a Kehrs tube
the size of & pencil Do notopenor cut1t  Insert 1t m the following
way first, 1ts lower part mto the ductus choledochus then 1ts upper
?art mto the hepatic duct, 1t should be mtroduced by dissecting
orceps

The openmg 1n the common bile-duct bemng larger then the
diameter of the tube, the former must be contracted by a small
continuous suture with eatgut 0 with a curved needle The tube
ought to come out on fction o that the bile does not collect
between the tube and the ductus choledochus

Subkepatic Drainage —Three compresses of gauze or sheets of

rubber  Either of these 15 to be placed mde by mde between the
mags of the intestine and the lower surface of the hiver

In addition to the hehr s tube if gaunze compresses have been
serted place an ordwary perforated dramage-tube between
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the lower surface of the hiver and the compresses (Villard),* con
sequently three subhepatic compresses, and one within the gall
bladder a Kehrs tube, and a subhepatic tube will protrude from
the abdomen

Olosure of the Abdomen —This should be at three levels, deep,
button hole statches, a second level of catgut 1 clips and mikworm
gut for the gkin

Dressing —The hehr s tube 18 to be stuck to the skin by some
amall strips of sparadrap, some thick layers of gauze are to be
placed on the wound and fixed by some bands of leucoplast The
body should not be bandaged Kehr s tube shonld remam fifteen
days, the ordinary tube and the compresses eight days, sometumes
they have to be withdrawn 1n two or three days

See 1f the bile discharge by Kehr s tube If not, the outlook 15
unfavourable  The bile ought to flow out at the end of the operation.

Kehr s tube 18 only 35 centametres long, 1t 18 to be attached toa
longer tube which falls into a bowl Between the two a glass
window allows us to see 1f the bile be discharging, 1t also shows if
the bile be viscid, 1n this case the tube should be removed before
fifteen days (Villard)

Daxgers oF OPERATION IN CasEs oF JAUNDICR HEPATIO
SEooK ANp HzEMORRHAGE —The patient operated upon for an
affection of the bilhary passages has been subjected to a straight
forward operation without mncident The evening of the operation
s appearance 18 normal, but during the mght not so good The
second day the patient becomes restless complains of nausea ceases
to be nterested 1n his surroundings, and refuses to dmmh the
tongue becomes dry, and depression sets i, and he then dies about
the fourth day  Autopsy reveals nothing

The researches of Crile have shown shock 18 accompanied by
cellular alterations of the bramn of the Iiver and of the suprarensl
capsules These three lemons ars associated when there 18 collapse.
If the lver of an ammal be removed the cells of the bmmtvlf:l;};

te—in less than an hour The bramn canno
(i?ltﬁtg‘, (tl]’femlf:tga? After certain operations notably delayed opera
t10n8 on the ductus choledochus and above all 1f there be jaundice,
the liver already altered cannot bear the operation egpemall,;’
narcosis by ether or by chloroform  What occurs 1 the hvel'f
The cells cease to breathe and absorb oxygen but this form o

* Vietor Pauchet Une matinée chirurgicals & Lyon. Chururgie biliaire ches
1o Professenr Vullard  (Journ. de Wéd de Paris Apnll 1922)
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asphyxia of the hepatic cells 18, above all, the result of the narcosi
by ether or by chloroform by making use of regional anmsthesis,
combined or not with carbon monoxide, there 13 no asphyxia of
the cells DMoreover, narcosis by carbon monoxide should be
produced slowly, and combmed with locdl anmsthesin  This
“blocking of the nerves prevents the brain from suffering shock,
1t 18 all the more necessary to make a very large abdomnal ieimon
to reduce the intra abdominal mampulations, the patient’s body
ghould be surrounded by warm cloths, for the liver 18 senmtive to
cold The mantpulations on the liver should be gentls, during
closure of the wound do not tie the threads too tightly, so that
paun 18 not produced after the operation. Thestomach and the liver
should be Lept warm during the operation with cloths soaked in
serum at 40°, and after the operation by electric cataplasms or
water bottles at 45° Warm water should be drunk  The blood
supply to the bramn must be constantly mamtawmed The cireulation
m the brain promotes respration of the liver cells, if, then, the
blood pressure be lowered or the patient be anemic from long llness,
transfusion of blood 13 mdicated before and after the operstion.

The internal respiration  of the liver cells 1s very slow if the
patient do pot have sufficient liquid, he must therefore absorb a
large quantity by the mouth by the rectum, and by the cellular
tissue  The patient should be given 3 to 4 pmts of sugared flud
per diem

Shock shonld be prevented rather than treated if 1t exst, 1%
18 by knowing and fearing the crims that it cen be prevented and
the patient saved The surgeon ought not to be content with a
counter-offensaive agamst the evil, but should always atteck vigor-
ously The enemy should be m fight before he has been able to
attach It 18 much better to employ the remedies which heighten
Ins vitality rather than wait untl 1t 18 so duminished that reaction
18 1mpossible  Prevention 18 better than cure 1t 15 better to avord a
fire than to put 1t out It 18 better for the patient to be treated
by all the remedies 1n ones power before complications have
occurred (Crle)

To sum up to ward off hepatic shoch, avoud an that
dunimsh the potential vitahty of the subject cﬂy-‘;hﬁ };Bm?;v
before the operation by reassuring him and by morphia cut the
path of sensbility by loeal anresthema 1f posuble, by prolonged
analgesia (anacame) Complete 1t by narcomus wrth carbon mon-
oxide which does not produce asphyxa of the hepatic cells.
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Do not operate with blunt, but with cutting instruments which
do not deag on the nerves

Do not leave the bleeding surface without covering 1t with
warm saline compresses  Employ tranafusion of blood before aug
after the operation

Redace all hsmmorrhage to & minimum

Avoud all Joss of heat

I there be blood 1 the abdomen from traumatiam or from the
operation, do not remove 1t before the end of the operation, becanse
1t protects the 1ntestine

Do not move the pataent uselessly

Leave the sbdomen open as short a time as possible

Do not mampulate the viscers unnecessanly, consequently,

make a large mcimon
Give some 1njections of artaficin) serum during the whole of the

operation

If the tenmon be low, and the patient anemic or jaundiced,
employ transfusion of blood

Where there 18 great weakness, perform the operafion in two
stages *

Remember the principal seat of metabolism 18 the hver con
sequently keep the hepatic region warm before, durmg and after
operation give warm injections and warm drinhs

Avoid dehydration snd if 1t be present, give by the rectum,
drop by drop, 3 or 4 pimnta of sugared water per diem before and
after the operation

On what do the Iater complications of cholecystectomy depend ?
—In cases of cholecystectomy a permanent bihary fistula may
result or attacks of angio-chohtis and pen angiochohtis with the
formation of an abscess end discharge of bile What are the
canuses of these comphcations? They are many

() The surgeon has left belund & caleulus 1 the common bile-
duct, he haa omatted to explore all the bilary passages

(b) The gall bladder has been Ligatured too far from or too near
the duotus choledochus nstead of the higature being applied to the
cystab duet, at the junction of the neck end of the duct 1t has been
mady erther directly on the pelvis or close to the ductus choledochus,
oven‘pinching a part of its wall the bile can collect afresh in the
of an wfected gall bladder and attachs of mflammation be

Tems:
Anus biliaire, Victor Pauchet Joural la Clintgue, January 1922

*
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produced, 1f the ligature beapplied too near the ductus choledochusit
may cause contraction of 1ts calibre or s permanent bibary fistula may
ensue In both cases 1t 18 o mistake 1n technique The surgeon
ought to place the igature exactly where 1t 18 required  He must
gee the ductus choledochus distinctly, 1dentafy the cystic duct, the
neck of the gall bladder, the pelvis, eto , before applying the igature

Mixmar OFERATION In Two STAGES—F1trat Stage —Bihary anus

Second Stage —Removal of the stones

The abdomen having been opened, one of two conditions exist,
the gall bladder 1s distended or 1t 15 atrophied and contracted

(a) If the gall-bladder be distended, puncture and open 1t, and
remove the stones which present themselves, without curetting, so
as not to cause bleeding, introduce a dratnage-tube

(b) If the gall-Bladder be contracled, look for the ductus chole-
dochus at the most acceswble and the most dilated pownt (ductus
choledochus or hepatic duct), puncture and empty 1t aspirate the
bile with a syringe or an asprator, mease the dilated duct at the
most accessible pomnt, insert a tube which drains the bile externally
Perform no mampulations to remove the stones Use a large
tampon to the subhepatic cavity to prevent the infected bile flow-
ng nto the pertonenm

The large obhque, subcostel imcson appears to us to be the
best for dramning the common bile-duet
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Fre 84 —CHOLECTSTECTONY BY THE DimroT ROUTE.

Poartion of the patlent A eushion stuffed with horse-hair is placed under the inferfor
:n;ll):of auk}:d.ht{gmh bl;ga. Hm;l:: mhnﬂdh of the mtduhhn‘ndht;oo empty it cught
to be pa ter o patient the eyes e cara stopped np,
a8 In every cane of regional anmsthesia thohmdm.

Fro 85 —CmoLECTSTICTOMY BY TRE Dmmror Rovure

Para-costal inclsion very often the inclbon commences at the xiphaid eartilage and
follows the costal margin, but 1 centimetre from inctston commences
lower down because the liver has dropped. e Hero the "
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Fro 80 —Crorxorsrrorony »Y THN Dmror RovTe.
Inaixon of the skin and of the subsutansous cellnlar Hane.

F1a. 87 —CHOLEOYSTECTOMY BY THE Dmrecr RGUTE.
Incaion of the musculo-aponeurotioc level of the abdomen.
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F1o 92.—CHOLECYSTECTONY BY THE DiRror Rourr.

e gall bladder directly the plane of clnngahudhppmmd, the Imife
ita part.  Heee there it & firm edhesion b the d and the

Fio 9a--C 'n-ru:m? T e Dimeor Roure.
t between the A " ~all bla

dder It exphins
com} % oot the 4 ﬁn a discharge of
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Fia 90 —CHoLsoYFTXICTOMY BY THE Drrxor Rourw
Dissection of the gall bladder by the knife.

Fia 01 —CroLxorsrecTOXY BY THR Dmror RouTr.

Beparation of the bladder is continued by & compress on forceps: from time to time
ol {t is pecessry to substitute the knife.
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Fic 98 —Cao

»Y TEx Dmecr Rovre.
Dissection of the subserous coat reaches the pelvis, which contains two calenll.

Fro 07 —CroLEGYSTECTOXY BY TRE Dmrcer Rocrr.
The compress continues to be emploved.
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Fra g4.—CHo

A pedoration in the gall bladder s moments; foroeps. The knife cuts
mmmtﬂmﬁdz *

FIg 5. —CHOLECYSTECTOMY BY THE DIRECT ROUTE.

Dissection of the snl coat is inped by the compress,
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Fro. 100 —OHoLTOTSTEOTONY ¥Y THEX Dirrct RorTE.
Removal of the seoond ealculus.
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Fio 08.—CHOLXOYSTECTOMY BY THE Dizxor Rourn
The compross cannot continue the Liberation of the gall hiaddar becanse of the firmn
of the adhest the it the caloult.

™

Fro 99 —CHOLECTSTICTOXY BT rax Diercr RovTE
Removal of tho first large cakeulus
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¥ 104 —CHoLEOYSTECTOMY BY THE DRECT RoOUTE.
Division of the ovstic duct.

Fio 105 —CroLEoTaTXCTONY BY THE Dmecr Rovure
Lizatore of the cystic artery MNote the carity round the gall bladder formed by the
scrosa surrounding the organ.
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Fia 102 —CroLroxsTxoroMy BY THE Dmmrcr Rovrr.

The operator has freed, laid bare, and identified the duotus choledochus, the hepatio duct
the cystio duct and the cystis artery Ligature of the cystio artery

s Depret St

Fro 103.—CHOLECTSTECTONY BY TEd DmerT RovUre.

T.igature of the cystiodnct the ligature iy to be applicd at this point, not clowe to the dmetss
eholedochus, which may contract it. or on the neek of the gall bladder which runs the
risk of loaving remains of the Infeeted ductus choledoohue,
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F1e 108.—CHOLEOYSTECTOMT BY M8 Dmror Rorrs.
Closuare of the wall with slowly absorbable catgut.

F1a. 100 —CHOLXOYSTECTOMY »Y THE Dimrcr Rourx.
Juture of the ap «is and of the subeut cellular tissue with ardinary catgut

Fi¢ 110.—CxOLXOYeTECTOMY B3Y THE Dmrer Rotrr
Buture of the tkin with clipe.
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Fio 108 —Croryoysrroroxy BY a8 Dmect Rovre.
The peritonenm is closed by interrupted stitches of catgut

<

Fia 107 —CroLxorsTECTONMY BY THB DmroT RoUTE

ctwithstanding she eloware of the serous cout, s tube is genenafly {nserted for
¥ ) drainage forty-eight hours,



SURGERY OF THE BILIARY PASSAGES 97

Section du lrgamernt
1
1

cystyeo drwodenal

Vesicule
brlrarre

» ~Manal
o . " choledogue
=t s
/ W E’a.na.l
= ’\‘ ks cystigue
\

!
; " Artere eystigue

i
1Duodentermn

5 _Du/arct ‘J

Fra 112 —CHOLFEOYSTEOTOMY YROM Brrigw Urwanps

The gall bladder emptied of ita liqutd ix separated from the doud
and from the colon. divide the adheddons.  Kote the anatomy of the region.

Tho suspensory Ligament of the liver has been divided ac that the latter can be per
{fectly brought cutside

Téricals Wire = Gall bladder.  Sectron du Iigamens cyotyeo-duodénal mDivixion of the hepato-
doodenal Ft. I::ﬂb' llfg:;a—H artery Cukf choltdoqee mDuctoy
‘o¢mLiver Hafwe == Cyatis “duct. ridre =Cystlo

artery Duodinym=Duodennm. e e
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Sectton du
caral

cystzque

] S Dupret

Fra 114 —CHOLXCYBTEOTOXY rroX BeELow Urwinns.

The oystio duct is seized between two of J L. Faure s uterine foroepa.  Note the posftion
of the oysthe artery whick ought to be tled afterwards.

Saction du canal cystiquemDivicion of the eystls doet
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P,

A tere
VAR 222
\

it
v Lanal
\ Voeystigue
]

L B i «?,Du/nrm' j

o [A—Cuatrorateerous rrov Tietow Urwanne,

The operatar attacka the oxatio Huot diteetiv after having openal the peritoneast which
covers the duetus shafudnchnn, 11 1a nevemany to lay bare the evatie dact hke sn
artery s Anto divkle it and to tle it in the middie of ftaconrse,

Artirs cyetiqus = Cyatie artery unal eyt memCyath duct
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Sectron du
pert torrnte,

S _Du/aret

Fro 116.—Crorzererreroxy rzox Berow Urwanps,
Dirision of the peritoneum surroanding the gall-blsdder As much as possible of the

pertoneam adherent to the lver shoold be left so as to the of
the cavity of the gall bladder. a3 to cover raw surface

Swtsom dx pritosne = Dividdon of the perttonesm,
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Sectron de :
artere ’
‘ 4

eystrgue~
e

\,"/ ’
,xé‘cznal
Aystzque

sectionne

S ,Dufol‘et

Fi1o 115.—CHOLECYSTEOTONY FEOM Briow Urwirps
Division of the oysthc artery between two of J L. Faure s forceps-

Seetion de Tartirs cystique=Divislon of the oyatio artery Canal cpmpus sectiomndmCrriie
duet divided.
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Seatton du
Per“tlolne\

[-§ Dupret

Fio 116 —Crorxorarrcrody raov Brrow Urwampa.
Drvision of the peritoneam the gall bladder Aws much as posadbls of the
peritoneam.

adherent to the liver ahonld be Jeft, 50 a2
T 0 to
the cavity of the gell bladder cover the Taw surface of

Section du pérucunt=Divirlon of the pecitonenm.
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.
- 1
1
Peritoine | i
5
§
]\
)

- ' canal !
| B - choledague[
! - |
t
: g S Dupret |

Fio 119 —CeoLToYSTECTOMY FROM BELOW Urwanps
The raw surfsce of the liver is re-coversd b{y « continuons suture of slowly absorbable
catgut 00

Péritoane=Pexl Caxal chotd: Ductas doch
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1
Muscle grand, ;;’g\.
roit N 7 /_,::*."_ i
‘,
i
)
[
!
)
i
S Dupret |

_

Fio 120 —CHoLroYsTECTONY rROoM Brrow Urwizps

R of the abd lwall. Theocon suture of slowly absorbabls catgut 00
has been npgl;l:d to the peritoneam and to the sabperitoneal flbrous layer  The
musoles are brought into ap, n by some stitches in U with slowly absorbable
eatgut. A tube yarrounded by gauze prsses oat by the lower extremity of the wound.
Dralnige aan be dispensed with, but it s wiser to employ it.

Muarde grand drost=Raztnr mnle Gairns prxre. mPosterior sheath,
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Musecle grand

~ Muscle grand
anzyue

s |

N |

XN |
~ .Du/Df"Elf
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F-¢ 121 —CuOLEOYSTEOTONY TROM Brrow Urwanmps.
Interrupted stitohea bring together the apanewroais of the external oblique.

Lluscle grand droltm=Rectus mucle Ifusde grond MyquesmExternal oblique muscle.
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S Dupretl

|
—— |

Fre 122 —CHOLEOYSTECTOXMY rEOM Bxrow Urwanns,
Closure of the skin by Michel's alips.



Quelques campifeations sfolgnee
ar fx eholsersiactomls

Inrflammation
dun reste
de dassinet

gg;“\‘\ {

Fig 123 —lyreorros of yus Naw (Guri-Brapprz, Forurp mox ror Provis.

The tor ntervening by the direct route, has placed the Iigature above the neck of
m bhddala:tuda!encﬂym‘?us\wt .uramh,ug. an infected oul-do-aao
tiom.

which causes attacks of
Quelgues complications otynées da i choléey Bacss after-complications of shok
tomy  Inf &un rexte do baseincimInf) of & remnant of the pelvie.

Foted epl/zalaan

Fore
Canal c/xolra'oyue

Canal hepatigue,
\

{
Veg:iu e

ratre
Baszinet - -

Canal cystigue.

o
Fro 124.—How 1O AFFLY THE LIuaTVRE

tuse is equally distant from the dpetus choladochns sud from the nee
The lgatare qgnﬂybhddu exectly in the middle of the cystio duct

% of the

~Lewer oment Fénents btairemGall bladder  Cansl
o e T i toein " Casd) Hpigor=Tlepate doct

Artire cystvyusm Qystio artary OCanal cyriipuemCystlo duet.
108



ligature sur 3
le” choledogue -kepatrq

lLigature sur
le “bassinet _.__

Fm 123 —Tum Fraur® snows teE Two FAULTS WHICH CAN BE COMMITTED BY THE
OrrpiToR THE THEMAD OX THE LEFT T TOO XRAB THE QALL-BLuDpDER AXD OX
TEE PrLYD Iraxrr

The ligatare on the right is too near the wall of the dustus choledochus. In the first case,
the co! Hons indicated in Fig. 123 may coour later and in the other it explains
the of the common bile-duct In Fig 128

hoddogus-hd =Ligature
lebasrinttm igl‘z:.:m on the pelvis.

Fistule du

Fe 128.—Fm37uLs oF THE CouuoxX choledogue
Br»-Dyor

Rexult of ligature of the cystis dust applied
too near the common bile-duct,

Fistids du choltdopuamFistule of the eommon
bile dust,

109
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F16 127 —BruusY Rxmoeriox o 4 CarovLus.  Crstorowy or mm Coxxox Brr
Duor
The patient is in Biayo Robson s tion (see Fige. 84 and 111). A oylindriea! cushion
Fgmﬁmaﬁu inyudflmat.ar bgfl‘;ad u.ndg thig:buo of th:l B téh;dfnf“‘“
angle of the scapuls. Anguler e oblique part oon about
1 oeatimetre from the costal marging the vertical portion follows the external border

of the reotus and stops at the umbfous. This incluon woskens s part of the
\ sbdominal wall, but eventration after the operation fa rare.
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Frs 128 —Brnany RxrexTiox rrox A CiLourus. Creroroxy or THE Coxceox Birr
Incidon of the wall. The cutansons angular ncision has taken & curvilinear a; ce.

{orceps should encumber the operative field. Thaapenllﬁnintha is made
from below npwards. The section follows the mid of serous and the
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e

Fia 120 —Buwiany RITEXTICK FROM A CALOULUS. CywroToxy of Tirs CoMwon Bur-
Dyver A

The hepatio ligament has been divided and tied. The liver is exteriorised by an asstant,
who keeps It trmed back over the right costal border: this s posible if there be ptosis
and the sbdominsl wall be supple. It facilitates the manipulations. The of

the ductus chokedochus and the gall bladder are clearly seen. Here the gall bladder

is atrophied, as is the rale.
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Fra 130.—BruirY RETEXTION FROM A& %AIMLUI. Crsrotoxy or Tae Comdox Bux
vor

The distended common bile-duct {s evacuated by e uhrh-.tot Compresses. g:tect the
peritonenm. T]wf;{m not demwn in order not to hide the organa from reader
Above and to the left of the figure, the dotted Line indicates the Line of divislon of the
common bile-dost.
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Fio 131 —Brizaxy BETENIION FEOX 4 Carcorus. CHOLYDOCIO-LETHOTOXT
Removal of the oalentus with foroeps above and to theleft of the figure, s cusette resovel
small caleuli which esoupry tharet:o-dunddnlporﬂono!thecommonbﬂ&dﬂﬁ

some
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Fio 13* —Bruunr Rerestiox rrox A Qatcunos rx tae Coxmox Ducr  Drartan
EXPLORATION

Thelittlef ducedintoth blle-dust explotesitsterminal Abave
and to the left, s dflator with Beniqué s ourve is introdueed Into the um, where
it passes freely
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Fm 131 —Broury Rrrexmox rrox 4 (arcorus.  CHOLIDOCHO-LITHOTONY
The operator cuts the strophied bladder It should pot be removed if the patient be
{uondiced, In order to avoid s b wariace. Abore and to the left, two lign
tutes on two vessels of the gall bladder Above and to the t, & caloulus is
removed. The gall bladder cut in this way after being rubl with ether will
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Fio 135 —Bmiasy RETEXTION FEOM 4 CaLOULUS.

How the subhepatls space is drained A tube in the sutured comm
three gauze drains.

CHOLEDOCHO LyTAOTUAT
on bike-doot, 42
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F1o 136.—Brury Rerestiox rrox & Circvrcs. CHOLYDCCHO LITHOTOMY
How to close tho abdominal wall. The tube out at the point where the ohlique
Ih peritoneum

parnoostal incislon has become vertical e {s sutured by a continuous
suture of eatgut. The mruscles are t hﬁﬂhu by interrupted stitekes of slowly
absorbabls cu Below and to the right of the figure two sllkworm fut stitckes
sature the en mazse, to exclude the go camal and to separste it from tke
parietal sature.
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_Bruunt RETEXTION FRONM 4 CALOULUS. CHOLEDOCEO-

Fie 1.
How the subhepatic space is drai

t and

ined. A tube in the sutured common bile-doc

three gauxe drains.
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i, Depret

Fio 136 —Bmiary RrTEXTION rROM A Circrrcs. CHOLYDCCHO-LITEOTOMT

How to closs the abdominal wall. The tube ont at the point where the obligue
paracostal incaion has become vertical. The peritontum Is srtured by a continuons
suture of catgut. The muscles are brought t er by Interrupted atitckes of alowly
abaorbable catgut. Below and to the ﬂ%ﬁ:hn the figure two silkworm gnt etitekes
sature the wall en masse, to exclude the ge canal and to serarste it from tke
patietal mtare.
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F10 133.—BLuRT RETEXTION FROX o CALOULUS  CHOLEDOCHO LITROTEXT

How the snbhepatic space is dralned. A tube in the sutured common bile-duct d
thres ganze drains.
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APPENDICECTOMY

THIE operation 18 very often performed, and by all surgeons  There
are gome, however who still are in doubt regarding some techmeal
details and also the mmdications for the oparation

(a) Should the appendrx be removed shortly after the commence-
ment of an acute attack or should we wart for the condition to
become quiescent ?

() When should operation be performed after an acute attack ¥

(¢) Bhould the appendix be removed n patients in whom an
appendicular abscess has been opened

(d) Beforontervention durtng quiescence what treatment should
be wstituted ?

(¢) I8 radioscopy of the intestine before operation a good thing
todot

(f) Should the patient be purged some days before operation,
during the quiescent, stage 1

(9) What method of anssthess

(%) What incision ¢

(+) Should the appendicular stump be bured ¢

(7) Bhould there be dransge ?

(&) Should csmco-plication be performed m cases of chrome
appendicitas §

Should eperation for acute appendrcatis be performed shorily after
the commencement of an attack, or should we wait for quieseence P—
The question does not arse 1n certan conditions no surgeon wounld
hemtate to mtervene 1if the attack appeared sufficiently sarons or
1f one or more of the following symptoms were noted raised tem
perature (30° 39-6°) acute pamn pronounced muscular remstance
lowening of the arteral tension, or rapidity of pulse, toxc appesr-
ance oliguna or Judgng from the genersl appearance, an nfective
or gangrenous appendicitis was to be feared

Weo will not connder these conditions but will suppose en
ordinary or shght appendiartis  Should the patient be operated

apon at once! Yes If we judge from the existing conditions the
121
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120

- DM/OFC‘L

CHOLYDOCTIO-LITHOTOMY

Fla 13~ —Drury RETEXTION FROX A CiLCTLUA

Apposition of the akin.
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What treatment should be mnstituted between an acute crisis
and the operation $—We 1mpose on all our cases of appendicitis
a vegetanan diet exclusively (vegetables, frurt, cereals, digestve
pastes), telling them to mssticate glowly, only to dnnk water, to
keep the abdomen warm during the winter (flannel bandages), and to
take, every day, mmeral oil ot each meal Treatment by fer
mented milk ten successive days per month 18 a good practice

Should a radiogram be taken of the intestine mn cases of ehrome
appendicitis —If the appendicitis be acute and be qmetenmg down
1t 18 unnecessary  But if 1t be chrontc from the beginning, the
mtestinal digestion shonld be examined, and this requires four, five,
or mx photographs, by which means dilatation of the cmoum or
mtestinal stems may be noted. Do not forget to omit the mse of
pareffin ten days before radioscopy, otherwise the latter will give
& wrong mmpresmon In cases of cmcal dilatation, or of stams,
appen dicectomy ought to be completed by plcation, freemg of
adhemons, fixation, short-aromt, eto

Should the patient be purged some dayx before infervention ?—
If the appendicitis be quiescent, no, 1f 1t be chrome, yes The
patient should then be purged at the latest two days before opera-
tion  Between purgation and operation the patient should be
placed on a flmd diet, with ebundance of sugary iqmds (syrup of
fruits)

What method of anmsthesia should be used P—Generally, this
question 18 of hittle moment, granted the operation 1s shart and
mild, and that the method of ammesthema matters little Narcoss
by ether requires most attention. Chloroform or spinal anmsthesia
18 to0 big an undertalang for 8o mild an operation. In thin or
moderately fat (70 per cent ) subjects we have recourse to regional
enmsthesia 1 nervous subjects we add some whiffs of mitrogen
monoxide.*

What inanon ought to be employed P—This varies,

The ncsion of Walther-Jalagurer 1f local anmsthema be em-
ployed nr;d dtil,e appendix be 1n the pelvis, and 1f the supposed
presence of adhesions eat the ibih
prese o0 sugg: possibibity of the opemng having

The incson of MeBurney answers most requrements
of local anmsthema the patients experience :::}e unpleamn}cn:;ss

* “ Anesthésme régonale, Psuchet, Sourdat
Pars, 192 égio ot, and Labat Edited by Dom
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operatron will be as slight as in the qmiescent stage  If the patient
be seen at the very beginmng, and if he be sent to hospital at once,
and his genersl state be very good thers 15 no disadvantage
operating straight away—m fact on the contrary The tediousness
of convalescence 18 avoided and the msks of compheations are
removed.

In practice these conditions are rarely realised It has happened
to us to operate on certamn patients we have known and have had
the opportumty of secing from the beginming the operation has
taken place n excellent conditions and cure has been rapd  But
m the majonty of cases the surgeon 18 only called 1n some days
after the commencement of the attack, the question of early nter
ference, therefore, does not arse, quiescence should be awnited,
the treatment should conmst in hqmd food, rest i bed Vichy
water, 1ce, etc

When should we operate after an acuis aitack P—The mterval
depends on 1ita acuteness After a short attack of some hours
duration, the operation can be performed at the end of eight or
ten days There are no adhesions 1t 13 useless to wat If the
attack has been followed by a distinet feeling of doughiness round the
cacum, waib mx weeks or two months If an abscess has opened
spontaneously, or been 1nesed, wart three months st least after the
dusappearance of all doughiness or after cicatrisation of the skin.

Consequently, operation should be performed fifteen days to
aix months after the attach, according to 1ts acuteness, and the
symptoms of reaction which have been produced If a new exacer
bation oceur during convalescence operation should be performed
at once without waiting for quiescence which runs the chance of
never taking place

Should the appendix he removed in patients in whom an ap-
pendicular abscess has been opened ?—The question does not present
1tself, 1f there be eventration a fistula, or an abdomimal wall with
a weak cicatrix. The operation permits of consolidation of the wells
and at the same time of removing a cause of recurrence, for some-
times recurrences take place after opeming on sbsceas There 15,
perhaps, one kand of case where this operation may be considered
unnecessary—viz  when the patient has o stercoral fistula after
incising an abscess, the appendix may then have been ruptured
at the cweum  In these conditions 1t 1s probable recurrence will
not occur yet if for any reason the abdommal wall must be
reparred, 1t should not be done without removal of the appendix.
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mx, we have observed no difference 1n prognoams between the free
and the buned stumps

Should dranage be employed ?—If the case be one of acute
appendicitis and pus be present, even In a very small amount,
drain The abdomen can be closed without dramnage mn other
cases of acute appendicring, only 1if they be operated upon at the
commencement.

e rarely drain cases of quescent appendicitis, except on two
0CCABIONs—

(@) When, dunng the operation, an unsuspected abscess has
contaminated the deep part of the perrtoneum, and when 1t 18
mmpossible to clean the focus well with ether

(6) When there are deep adhesons, and a shight cozing peraists
A tube 18 to be placed for twenty four hours m Douglas pouch

It 18 more surgical to say never dramn, but we have never
regretted having employed dramage It 18 exceptional to dramn, but
m doubtful cases 1t 18 to be recommended. It 1s better supported
by the peritoneum than by the meninges, by the pleura or by the
synovial membranes

Should eeaco-phecation be performed 1n cases of chromec append:-
atis P—When there 18 sight stams of the cecum when the organ
18 thin lax, and large 1t 18 advantageous to perform plcation. The
abdomunal nemon ought to be larger than for simple resectzon of
the appendix During reduction of the organ, moreover, rough
manipulation might tear the sutured walls and provohe perforation.

Cwco-plication 18 an excellent operation A great number of

chronic appendices are mproved not by removal of the appendrx,
but by plication
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tions when the muscles are bemg separated, we know not why
If this incumon give msufficient space, as a result of adheaions 1t 1
easy to enlarge 1t by separatmng vertically the sheath of the rectus
and by prolonging transversely the masion of the internsl oblique
and of the transversalia over the posterior layer of the sheath of
the rectus, which 18 pulled amde by a retractor

The median or the transverse suprapubio (Pfannenstiel) can be
employed when, at the same time, the reproductive organs of the
female have to be explored

The high transverss snowsion, with divimon of the rectus, can be
used 1n cases where 1t 18 desirable to explore the appendix and the
gall bladder at the same time 1t can only be employed if the wall be
thin and supple  In the latter case, the gall bladder can be removed
after operating on the ducdenum or on the stomach, and the caecum
can be brought up without dufficulty, but 1f the abdomnal wall be
very muscular, care ghould be taken not to make s vamety of m
amons, espocislly vertical 1ncimons of the rectus, for 1t camses too
great destruction It 18 less motilating to make two mcimons—a
gmall 1hae wncision (Walther~Jalaguier or MeBurney), and & second
maimon by the gall bladder—at the most favourable places than
a mixed and mutilating large one

Low Transverse Incyston —For esthetfic purposes Javle has recom
mended a low opemng over the mons Veneris The operator divides
the skin transversely then the aponeuroms of the external oblique,
he opens the external border of the rectus divides the epigastrio
vessels and opens the perttoneum We have often carried 1t out
with good results  When the appendix 18 aituated high up, or when
there are adhemons, this mumon 18 mconvement It leaves no
visible cicatrx

Should the appendicular stump be buried P—Thierry de Martel
hes Iately brought up the matter agam at the Société de Chirurgre
Iihe Ricard Arrau and Témomn he discountenances burymg the
stamp We have followed hus example in the majonty of cass
We bury the stump when the appendix 1s large when ita walls
are mfltrated thickened and infection suspected When on the
contrary, the stump 18 small 1t 13 tied, when the crocum 18 thin
and atrophied when there 18 & chance of the suture perforating
and when the appendix 15 hardly accessible during s Iaparotomy
for uterme fibroid cholecystitis or gastric ulcer 1t 13 better not to
bury 1t The stump should be short and tied, the mucous
membrane should be cautensed We bury nearly one stump in
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Fic 140 —ArrEXDICECTOMY FOR CHROXIC ArPENDICITDS

Separation of the fibres of the transrermiis and of the internal obligue.  Two tiseue forceps
hold the lips of the aponeurosis of the external obligue.

Fio 14L—APPEIDICECTONY FOR CHROXIC APPESDICITIS

Incision of the t: in the
pentonenm ‘m:.:‘n:}ilncuan as the separation of the internal oblique
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Fio 138 ~—ArrmaDioxcroxy yor (MRoNIC APPrxmiciTIa
MoBurmey s incision of the akin st the function of the externa} one-tbird and of the

two-thirds of » line passing from the umbilious to the antero-su
spine. The length of the incteon should

perior Bao
nate to ihe stoutness of the
¢ incision should be made along an oblique Hpe In 2 sotaneons

F1o 130 —ArPCYDICECTONY TOR CEROYIO AFPENDICIIIR

1t sroals of the external obligns thle Inchtion s to be made paralid to
Division of the apone ol the
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Fre 144 APPESDICECUTOMY O CHROXIO AFPFENDICITI®

Appearance of the dilated cwocum, with » membrane of Jackson (to the left of the figure).
The above condrtion shows slight stasis of the cecum and requires plicetion after
removal of the appendix.

F1o 145.—ArPESDICECTOMY FOR CHROXIC APPENDICIHTE.

Note the ;1o of the cecum, and the glands in the fleo-carcal flexure. 5! enopa
nearly constant in cases of true chronie appendicitis.  Forceps haug:trgt the m
eolon close to the a and passed a double thread, one white and the other
bhack (Thierry de el) the first is for the appendix and the other far the
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Fro 342 —Arrrxprozcrody ror CHRONID ArFENDICITIV
Division of the perltonenm.

Fia 143 —APrrxDICECTOXNT FOR CHROXIO Arrixpicryin.
The excusmu is brought up by means of ring forceps.
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F10. 148 —ArreapIOzoroMy ¥or CHROYIO APPEIDICITIR
The mesenteriole  tisd and then divided.

Fro 140 —APFEXDICEOTONT YOR CHROXIC AFPENDICITIA.

Purse-string sature (unnecesmry stage). B the a, dicular stump §t should not
be done whenever the cmcum is very thin apd t to bring up, and when it {8
to complete the operation quickly in nine-tenths of the cases we refrain,

and cure is just as good.
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F1o 140.—Arrrwpicxrorony you CunoXio Arrespiars

How to prepare for divislon of the a; l.m oed close to the ligatare;
they expel the contents to the ufﬂ:o hlhny- » second
forceps are placed immediately beaide the l.mthm

F1o 147 —ArrespIcroToNY ror CHROXIC ArrEXDICITIS.

with

Diridon of the appendix at the crushed by the first forceps, which have been
drawn. Noto the surro compresses 80 as to avoid the dicharge of
matters on to the cecum

°
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F1o 152.—ArrErprorcroMy o CHRONIC AFPEXDICITIE

The opening in the musdle due to separation of the transverse and of the internal ohlique
1 brought together by a estgut stitch in U

FIo, 163.—APPEXDICEOTOMY YOR CHRONIO APPRapICTTTS.

Two catrut stitohes in the aponecurosis of the external oblique and three stitches ea mase
{fat mbject.}
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227
Fro 150 ~Arrexpiazorody For CHROMIO AFPANDICTTIS.

Owoo-plication. Three flxation stitches have boen spplied between two }a-;:ﬁ:md]ml
hands  The spaco between 1s painted with jfodine to promots adhexions of the serota

F1g 131 —ArPFEIDICECTONT FOR CHROYIO AFFXNmlCITIt
Contiauous suture of the plication s finlshed



VI
CANCER OF THE CAECUM

Right Hemi-Colectomy

Cancer of the cmoum has been treated by resection of the mght
colon We ash the reader to refer to what we have written on this
subject 1 Vol III of “ Practical Surgery Illustrated ’

The case which has served as a model for these drawings 1s that
of a stout man on whom the greatest surgical precaution was
necessary, as well as particular care of the intestinal sutures

In fat people particular care should be taken with the intestinal
sutures and the extent of the operation reduced as far as posmble
The patients have, on the one hand, slight powers of resstance
and on the other the fat covering the intestine 18 1njurious to the
firmness of the suture

With cancer of the cecum 1n a fat subject the first 1dea which
ought to enter the surgeon s mind 18 an operation 1n two stages

(a) Ileo-mgmoidostomy

(5) Right hemi-colectomy

Bub m the present case we performed nght hemi-colectomy 1n
one stage \Why? Because there was an enormous glandular
mess w the mesentery, this wes a mgn of virulency of the
growth and of 1ta rapid progress More than that to perform
ileo-mgmoldostomy, 1t 18 necessary to choose the part of the ilenm

to be anastomosed with the mgmoid, but the part of the ilemm
which 1t 13 proposed to divide 18 governed by the extent of the
resection of the latter, and by the schemia following resection of
the mesentery, in which are included the mfected glands THere
the adenopathy I repeat was enormous 1t was, therefore, necessary
to begin by removing the mesentery in order to find out the extent
of the 1schmmic 1ntestinal region and of the part of the ilemm which
had to be annstomosed There are, then cases where nght herm
colectomy must be performed 1n one stage

On principle, we prefer end to-end ntestinal anastomoses after
resection or end mde 1n cases of anastomosis

135
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Fio 154 —ArPEXDICECTOMY FOER CHEOMIO APPENDICITIA.

Closure of the sin by means of alipe. Note the réle of the tissue forospm, which dmw
honzontally in opposite directions. A compress should be placed between the stitches
and the skin to produce hemostasis of the cellnler and fatty tissue,
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Fia 155.—Cuxcer or tar Ceorw. Rmur Hxui-CoLecray
Medtan incaton. Inclmed plane. Spinalanmsthesia.

Fra 156 —Caxcxr or vax Qrcvx. Ruaar Hrw-CoLrcrony

The patient was cbese wWith fatty meso-colons,  condstion which compelled the surgeon to
the operation tos minimum. The pubisisabore, the operator on the dght wide.

137
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In fat subjects, however, mplantation and end to-end anasto-
mosis give moderate Tesults Separafion of the anastomoses m
frequent The fat stands 1 the way of the securrty of the sero-
serous sutures The operator then, ought to perform sde-mde
anastomosis, a8 we did 1n the present case

In cases of cancer of the cecum, note should be made (a) of the
general state of the patient, and (b) of the condition of the lesions
If the general state be bad, at first only ileo-mgmoidostomy should
be performed It 18 necessary first to discover, as far as possible,
the amount of the small intestine which ought to be removed later,
at the time of the radical operation, and that 13 the difficalty

In the obese mde-aide anastomoss should be performed after
olosure of the two intestinal ends 1n a cul-de-sac  Many tmes we
have carried out this snastomosts with the button when the calibre
of the small intestine was large with sutures when the small
mntestme was narrow On prinaple, suture 18 the better Is
the use of the button easmer? I do not think so A medioere
surgeon makes mediocre sutures, but they hold sufficiently A
mediocre surgeon who applies a button badly runs the chance of
the production of rapid disunton I consder, then, the button can
only be applied by skilled hands I do not speak of good mtestinal
sutures, which can only be made by still more dexterous hands

To sum up, 1n a fat or cachectic subject, a lateral ileo-sigmordos-
tomy should be performed, and, three weeks after, secondary
resection.

In a resstant and obese patient right hem-colectomy, followed
by immedite mde-sde anastomosms of the sigmoid, or of the
transverse colon

In & reswstant and thin person nght hemi-colectomy, followed
by end to-end ileo-colostomy



F1a, 150.—0axore or tas Crovy. Rigpr Hen-CorrcroMy

Separation of the colon from the parietal layer of the peritoneam on the rght side. Réle

of the oamncess.  The manipulutions should be gentle #0 a5 not to tear the venuken |

Fra 160 -~Caxcra or rax Crcom.  Riosr Hroo-Corrcroxy

Hemostasis of the meso-colon.

1%
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Fre 167 —Caworee of TaE Cecox.  Riowr Heoa-CoLECTONT

Preparation of the parse-string sature with slowly abeorbable catgut 000  This sature
can be applied without previcus ligaturs (Thierry de Aartel) to avaid the closed

Burying the stump of the colon, which t to be
P b ougci‘: 0 be very small  Crushing canses it to
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Fuo 185.—Caxcrn or THm Caovx. Rigwr Hrewad
Ligature of the transrerss colon with a firm thread and

Fia 180 ~—Caxcx or T5x Cxcust  Rromr Hmxr-Correrc
Diviston of the eolon with (be thermo-cantery beyond the ermabed
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Fio 170 —Caxoxz or ras Cxoux. Rmorr Hexa-CoLroroxy
Drvisdon of the fleam after ligsture.
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Fro 160 —Cawcxr or tos Cect.  Risar Hxwr-CoLzorowy

Divitlon of the small intestine about 18 centirvetres from the crecum. Thia divishon oup
generally to be some distance from the excum beeause of the glandubr exer
of the ileo-cecal region.
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Fro 178 —Caxaer oF TaE QXCUM Rroar Hrr-CoLrorouy
Diﬂﬂmdthewbdgmdﬂtlhnﬂdhm(kﬁﬂxxxlu-) th:ddm:ho{dgnhtfnl
utﬂ.lrgtnﬂhn;ru@tam.whcam“ | -1 37 p

able In cases of fleo-

//////// 1 7

1 1000220020277

A
S s
Fio 174 —Caxcer oF ooz Crcux Ricer Hrwx-Corrorosty
Blde-stde omy  All the satures ahould be msde with absorbable

ntgmw ymhln!cm'nomdtmemiormdﬁnﬂwy
butpreimbl'e’ylnm e hblo
is d d U [ b t. Althoogh the sigmold colon s
mﬁe{hﬂlmt{n the Custro-enterostomy clsmp placed ont It serves to ex
t.

147



Fa 17l.—Cawexn or tar (xovw  Ryorr Hewr.CoLzorowy

Burying the stump of the fleam: it oght to be very small The stump, crushed, thed and
e‘mwed.hd}:nhlxgedvnry(;gklv The

ture can be dispented with (Thierrs
de Martel }

o
Fio 17%—Caxcra or THE Cxcow. Rranr Hoar-Corxcrosy
A stiteh which must bo applied exceptionally when the purse-striog satdre is fnrotficlent.
140
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F 173.—Caxare or THE QECTL Rmur Hewa-Corroroxy

This inciaion s of doubtful
of the colo-atgmoidal band of Lans (left Tic foma). )
Dividmu o the t case, where an fleo-sigmol s y bat P
oases o fleo-transvernostomy

able
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Fra. 174—Caxcxz or Tue (xcox. Rroar Howr-CoLroroxy

Side-side lleo-sdrmoldostomy  All the sutures should be made with slowly absorbahble
catgut 000 This ure i inferior to end to-end or end-aide I
but preferable in fat subjects, becanso the suturable serous
nd d by the of the sab

ostomy
fat  Although th ligmoo(m}d Joa

the po t e colon is

of fecal matter the gastro-enterostomy clamp placed on it serves to ex

it

em
t
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Fro 178 —Cawcrn or Tue Cxoom. Rrawr Hrmuo-Corxcromy

Bido-side llec sigmoldostomy The anastormrosts should be made as near the cuhde-ws
as posible to avoid elongation of the latter from peristalsis.

Fio 176.—Caxcex or tur CaTi.  Rroar Howr-loLrcroxy

Side-slde [leo-slgmosdostomy at three lrvels. Posterior sero-serous sutare  Three fixs
tlon mero-sercus stitches with alowly absorbable catgut 000
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Fig 177 —Cawore or tae Qxrovw Rigar Hewr-CoLxcrowy

Bide-slds fleo-slgmmdostomy at three lovels. Posterior euture to the sercus surfaces.
Hwtbawtahfmnthmmtmtotbcmmﬁmhlpp&d. Here the
anastomowis is not quite close to the cul-de-mo of the small intestine. The tor
has been obliged to maks it away from the closure by the parse-string stitch use
of the size of & markedly fatty Intestinal stump.

Fmo 178.~Caxcre or THE Cromat. Riemr Hoo-CoLecTodT

Slde-slde oldostomy at three levels. Posterior contimu seron
ﬂeo_.ﬁ! ntinuous sature to the .

o three Jevels are if Connel and
bo emploged. unneceary Cushing’s (Vol. V ) stitches
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Fro 174 —Csxcza or tae Cacvn. Riomr Hxao-Corrcroxr

be made as near the cul-de-sme
petistalsts,

Blde-side oldostomy  The anastomosis should
a3 possibla to avold elongation of the latter from

Fm 176 —~Caxcez or x Cacow.  Rmorr HoaLoLzcrosy

tde-aide {leo-slgmoidostomy at three levels. Dosterjor sero-serous suture Threo fx«
§ tion sero-serous stitches with slowly alworbable catgut 00D
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Fig 177 —Cawcrm or ae Crovx. Rroer Hewr-Corrcrouy

Eida-ddoﬂ.eo—dgmnlduﬂomy-tthnolureh. Posterdor sutnre to the serous surfaces.
mewmmmwmmmh-ppm Here the
anastomonis in not quite close to the cul-de-seo of the wmall intestine The tor
hubemobugadtnmlkeitl“ytmmthonbmmbythomﬂﬂngtﬁtchummn
of the size of & murkedly fatty Intestinal stump.

Fo 178.~Caxcre or tar Crote Riger Hra-Corxcrowr

Blde-side feo-simoldostomy at three levels. Posterior contirmous euture to the servus

suriaces. The three levels are i Connel
prlaces I unoecesmry if Connel and Cushing ¢ (Vol V) stitches
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Fra. 178.—CuwcEr or THE Cxorar.  Riser Hmo-Covxorowr

Bide-sida cidostonyy et thres levels. Incision of the sero-mnscular tunje,  The
three level¥'are unuecesary if Connel and Cushing’s (VoL ¥ ) stitches be employed.

Fio 180 —Caxcxx or tax CecTu.  Riont Hoa Covrcraxy

Bide-side ileo-sgmokdostomy at threelevels.  Suture of the sero-muscular wige The three
hrd;llm unmry’il(,‘onnd and Cushing s (Yol V) stitohes be employed.



CANCER OF THE CACUM 161

Fio. 181 —Caxare or tan Cxov. Rroar Hrwr-CoLECTOMY

ldostom:

musoular The t!
ployed.

Treo

t three levels. Postenor contlnuous suture of the

vero
Isvels are unnecemary H Connel and Cushing s (Vol, V)

Side-dde

Fia 182 Caxoxe or Tar Cacox. Riorr Hoa-Corrcroxy

leosigmoldostomy at three levels. Divixdan of the mucoes. Rﬁiomm“gzc
precautions should be ukenhﬂth lavage of the Intestinal cavities with ether o

threo [evels arc unnecessary Connellndehtug-(VoLV)lthdhbeemplvyed.
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Fro 183 —Qawcwr or ram Oxova.  Riomr Hmmr-Cormorony

Side-xide {lec-sigmoidostomy at three levels. Posterior continnous srture to the mucous
surfaces, Flxation stitches to support the timsues

3

Fio 184 —Caxorm or trE C¥coM  Riorr Hrsa-CoLECTOMY

sigmoldoatomy at three levels. Posterior continuous suture to the mocoos
Sude-ndo floo-sigmo hclacos with button holo stitehes.
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Fio 185.—Caxcrz or Tar Crom. Riarr Her-CoLrcTody

Side-side [leo-wgmoidostomy at three lovels. Anterlor sutureof the mucous surfaces with
button hole stitches.  Comnel and Cushing s stitches are preferable (Vol. V ).

Fm 180—Caxces or o Crcod. Ruorr Hoa-CoLrcronr

Bide-side ileo-dgmoidostomy at three levels. Conttnuous snture of the sero-museula;
edge  Cormel and Cushing s stitches are preferable (Vol. Ve). i v



Fre 187 —Cawcxe or 1Em Caovx. Rioxr Hma-Cormorody

Bidealde ﬂwﬂzdmtomy st three levelr. Anterdor suture to tho nm:n:u
Cushing In order to make this stitch the o
end nstroments wash the intestine with ether an pntn‘utho\inau{ mb
sutare with éinotare of fodine,

Fio 188.—Caxorr or T Ceoox. Riamy Hirur-CoLroroxy

8lde-side lleo-sigmoidoatomy is finished Kote Cushing s stitch makes the sature Inriaible
(Yol V1

15



Fia 189 —Caxcrz or THE Cxovs. Rigmr Houx-CoLroToxY
Suture of the edge of the mesentery with the meso-sigmold to avold internal strangulation.

H]])\])mhm i

Wiy

%‘\ \ \\\\\\\\\\\

Py

z

Fra 100 —Caxcrm or Tax Crcra. Riorr Hoa-CoLrcroxy
Closure of the abdomen.
155
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Fig 191 —Cawcen or ten (rovm.  Riaoer Hoo-CoLxorowy

Endwondﬂao—dsmu!dodomyl-tthmlwall (weo Fig 103). Drawing of the intestinal
Connel and Cushing s stitohes are prefersble.

0" sxture  Poini ds Qushing=8th sature Coshing’s stitch. 4 sxture  Poins ds fasion ser las
muquensm mAth sature Buuun-holalﬂmhdt.hnmnw-. 5 antxres t/mmln
5th sutore the musoaler layer Ollom. ngm
Bigmold colon, Akodnunu-Anmumn*‘ Ilba-rhum. 2 auinre Jlffd
aur Lo mi m2nd suture Continuous enture of the mosoular layer ¥ edtures
Pouuic rexton sy [as muquensss =3rd sutare Batton-hole stiteh of the muoose, 1 enture
Swrfet sirtnre=1st myture Oontintous suture of the sorous surfaces.
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Fra 102.—-Caxcxe of tar Cxoow. Riopr HMI-COLECTOMY
Drawing of the completed operation with side-side ileo-sigmotdostomy

Fra 183 —Caxcex or TRE Crct.  Ruomr HEwr-Corrcrour
The same thon as ormed according to the preceding figures, bat followed by end
oo oo oot T aie

dure is the method of ehoiee but it ought
only to be emploved in patients who are not fat, because end to-end suture of the fatty
intestine ercates sdditional risks (see Fig. 191).
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ILIAC ANUS

Ax flinc anue 18 ndicated in the following affections cancer of
the rectum, sertous recto-mgmorditis, recto-vagmal or recto-vesical
fistula etc and every time 1t 18 necessary to deal with a recto
sigmoidal obstruction, or divert the fmcal matters to prepare for
an aseptic operation, to close a fistula, or to heal a rectal ulceration.

The anus may be temporary or permanent

The surgeon who makes an iliac anus must remember 1t ought
to be continent and excluatrve

The anus ought to be continent, svhich partly does away with
1ts inconventences The end 18 in part obtained when the intestine
18 brought through the separated fibres of the rectus or of the mternal
obhique, and when the patient tekes the trouble to educate his
new anus

Frangois technique produces absolute contimence, but 1t 1s
difficult I describe here the stmpler method

The anas ought to be exclusive—t.¢, remove completely the
frmcal matters. When 1t 18 made for & vesical or for a vagmal fistula
it prevents the disoharges and the flatus from paawing mto the
vagina or mto the bladder, in cases of recto-mgmoiditie and of
pamful cancer, complete derrvation of discharge produces cessation
of the paina.

If the anus 18 to be temporary the operator so prepares the
intestine that radical cure 1s poasible afterwards this secondary
operation 18 not serious and 18 certamnly efficacious

If the anus be a prelmmnary, and precede an sbdomino-permeal
exeresis of the rectum 1t must be so arranged that complete exeresis
of the mfertor end 18 not imposmble

In Vol I of Practical Surgery Illustrated ” we have indicated
the procedure for an artificial anns which assures continence
But if 1t be easy to obtamn m &till resistant thin subjects, with
supple belltes 1t becomes more difficult and the operation more serious
In cachectic or fat patients We believe also, 1t 18 preferable to
recommend sumple procedures the results of which are nearly alwaya
satisfactory The mnjonty of our patients wear no apparatus

159
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‘Wo shall describe the creation of an artifical anus for cancer of
the rectim

The most radiwcal method of treatment of rectal cancer at the
present time 18 abdomino-perineal exeresms performed abont amx
weeke after an appheation of radium. This method, combming two
Toutes, gives, without doubt, better sfter results than the permeo-
sacral route It has the fault of being more serious in 1ts Immediate
results This gravity 18 more accentuated 1n fat subjects who have
passed mxty years of age, and 1n men

Examination of statistics shows women support better the shook
of the operation and the Immediate resulta of this vast destruotion.
There 18 more chance of success 1n & woman for adherent cancer
necessitatmg complementary removal of the uterus than i a man
for a small moble or alightly adherent tumour

Whenever a sertous operation, whatever 1t may be, 18 necessary,
we must endeavour to diminish the raks, 1t 18 often necessary to
perform the above oparation 1n two stages—t.¢  an lac anus, followed
by the radical operation seven to eight weeks later, and that for
many reasons which I propose to mention The first 18 removal of
stercormmie, the arrest of infection of the tumour by the discharges,
and the diminution of the hemorrhagic and purulent discharge, all
causes which weaken the patient The second 18, the application of
radrom 18 made easy or sumply more posaible The third reason s
that 1t 18 mprudent to add, at the same time 1n a patient already
feebls, the exhaustion of what may be a complicated colostomy to
that of an intervention so grave as abdomno-permeal ampatation
of the reotum. Ths in many cases 18 not so important a reason,
because to make an ihac colostomy 18 often an easy operation, but
ahght complications can arse, such as the fistula may functionate
badly, the panetal wound may become infected, the end of the
colon may retract mto the abdomen, or stenoss of the opening from
the cutaneous cicatrix may occur  In some cases again the oper
tion for an ilac anus 15 difficult and necesartates as every operation
a strct technique

Therefore at the present time we habitually obey the following
rule for cancer of the rectum permanent iliac anus fifteen doy?
after, application of radmum and six weeks after the Intter, removal
of the rectum 1n all, two months

If the functional result 18 not perfoct and if hie 1 Likely to be
consmderably prolonged, 1t 15 easy to carry out a useful trimming
up "' operation
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We only know two ample procedures

That of Mavdl Reclus which consists in extertorising the left
loop of the colon through a muscolar and cutaneous button hole
masion and mantaing 1t outside by a ngid rod passed mto the
meso-colon

That of Jeannel, who replaces the ngid rod by a cutaneousbridge

In both 1t 18 the muscular button hole opening 1n the internal
obligue and in the transversalis which plays the part of the sphincter

Employ one or the other methed according to the case For
surgery of the artificial anus as for all intestinal surgery there 1s
a surgery for thin and one for fat people On the other hand, the
pattent may be suffermg from obstruction or not  In these cases—

{@) 1f the patient be fat, or obstruction be present the most
smple and rapid procedure should be employed—viz., Reclus
method

(®) If the patient be thm, and there be no obstruction the
procedure of Jeannel, perhaps a httle less suple and quuck, should
be carried out

1 Reclus’ Method.— Ve will not go mto details regardmmg the
technique, which 18 known to everyone The operator makes a
McBurney s 1ncision on the left mde, looks for the loop and ex-
tertorises 1t, he passes mto the mesocolon & glass rod, or a paddle,
or a stiff dranage-tube which Leeps the tube outnde Personslly
we use as a rigid rod, an mstrument like a paddle conmstmg of
two metallic tubes fitting mto each other, which allow of regulating
the length and of smphfying the mantpulation. No sature 1s
required  the cutaneous wound 1s contracted by some clips

The intestine 15 punctured by the thermo-cautery, some hours
later or the dav after for the passage of flatus, eome days later
1t should be divided more widely or completely for the regular dis-
charge of the evacuations

The ngd rod ought to remain in position twelve to fifteen days
to ensure the formation of a spur

2. Jeannels Method—Tecuxiore —The adjo fi will
make the technique of thus also very smple an]dl:eu;yg mi?ﬁ)roce—
dure easly understood.

(a) Incision of the skin like an @ m the left 1hac fossa Note
that the small middle cutaneous flap ought to be about 3 centimetres
long and 2 centimetres broad  Dissect and turn 1t cutwards, Leep-

mg on 1ts deep surface 1 centimetre of cellular and fatty tissue to
ensure a good blood supple

v n
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We shall desoribe the creation of an artificial enus for cancer of
the rectum

The most radical method of treatment of rectal cancer at the
present time 18 abdomino-permeal exerems performed about ex
weeks after an application of radium. Thia method, combining two
routes, gives, without doubt, better after results than the perineo-
sacral oute It has the fault of bemg more serious in 1ts immediate
results This gravity 18 more accentuated 1n fat subjects who have
paseed sixty years of age, and 1n men

Examnation of statistics shows women support better the shock
of the operation and the immediate results of this vast destruction
There 18 more chance of success 1n a woman for adherent cancer
necessmitating complementary removal of the uterus than n a man
for a small mobile or shghtly adherent. tumour

Whenever & serious operation, whatever 1t may be, 18 necessary,
we must endeavour to diminish the rsks, 1t 18 often necessary to
perform the above operation in two stages—1.e anilacanus followed
by the radical operation seven to eight weeks later, and that for
many reasons which I propose to mention The first 1s removal of
stercormmua, the arrest of infection of the tumour by the discharges,
and the dimmnution of the hwmorrhagic and purulent discharge, all
causes which wesken the patient The second 15, the appheation of
radium 18 made easy or mmply more possible The third reason 15
that 1t 18 imprudent to add, at the same time, 1n & patient already
fesble, the exhaunstion of what may be a comphicated colostomy to
that of an intervention so grave as abdomino-perineal amputation
of the rectum This 1n many cases 18 not 8o lmportant a reason,
because to make an ilno colostomy 18 often an easy operation, bub
ghght complications can arse such as the fistula may functionate
badly, the parietel wound may become infected, the end of the
colon may retract into the abdomen or stenoas of the opening from
the cutaneous cicatrix may occur In some cases again the opera
tion for an ihac anus 18 difficult, and necessitates as every operation
a strict technigue

Therefore at the present time we habitually obey the following
rule for cancer of the Tectum permanent iiac anus fifteen dﬂﬂi
after apphcation of radum and six weeks after the latter, remova
of the rectum 1n all two months

If the functional result 18 not perfect and if Life 18 Iikely to be
considerably prolonged 1t 18 easy to carry out a useful tnmming

up”’ operation



ILIAC ANUS 161

We only know two smmple procedures

That of Maydl Reclus which conmsts in exteriormsing the left
loop of the colon through a muscular and cutaneous button hole
meson and meintanng 1t outside by a rigid rod passed into the
meso-~colon

That of Jeannel, who replaces the nmd rod by a cutaneous bndge

In both 1t 18 the muscular button hole opening 1n the internal
oblique and 1n the transversalis which plays the part of the sphincter

Employ one or the other method, according to the case For
surgery of the artificial snue, as for all intestinal surgery, there 18
a surgery for thin and one for fat people On the other hand, the
patient may be suflering from obstruction or not  In these cases—

(a) 1f the patient be fab, or obstruction be present, the most
smple and rapid procedure should be employed—viz, Reclus
method

(6) If the patient be thin, and there be no obstruction, the
procedure of Jeannel, perhaps a hittle less smple and quick, should
be carried out

1 Recluy’ Methed —\We will not go nto details regarding the
teohnique which 18 known to everyone The operator males a
McBurney s ncision on the left side, looks for the loop and ex-
terioriges 1t, he passes mto the meso-colon o glass rod, or a paddle,
or o stiff drainage-tube, which keops the tube outside Personally,
wo use, a8 o rigid rod, an mstrument Ithe a paddle, consisting of
two metallic tubes fitting into ench other, which allow of regulating
the length and of sumplifying the mampulation No suture 1s
required , the cutaneous wound 1s contracted by some clips

The 1ntestine 18 punctured by the thermo-cautery, some hours
later or the day after, for the passage of flatus, some days later
1t should be divided more widely or completely for the regular dis
charge of the evacuations

The ngid rod ought to remamn m position twelve to fifteen days
to ensure the formation of a spur

2. Jeannels Method —Tecuv1quE —The ndjorung figures will
make the techmque of this also very simple and very rapid proce-
dure easily understood

(a) Inciston of the slan ke an O 1 the left 1lme fossa  Note
that the small middle cutancous flap ought to be about 3 centimetres
tong and 2 contimetres broad  Distect and turn 1t outwards heep-

i, on 1ts deep surface 1 centimetre of cellular and fatty tissue to
ensure a good blood supph

™ n
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We shall describe the creation of an artificial anus for cancer of
the reotum

The most radical method of treatment of rectal cancer at the
Present time 18 abdomino-permeal exerems performed about mx
weeks after an appheation of radium  This method combining two
Tontes, gives withont doubt, better after results than the perineo-
sacral route It has the fault of being more serious in 1ts mmediate
Tesults This gravity 18 more accentuated 1n fat subjects who have
Passed sixty years of age, and 1n men

Examunation of statistics shows women support better the shock
of the operation and the immediate results of this vast destruotion
There 18 more chance of success 1n & woman for adherent cancer
necessitating complementary removal of the uterus than m & man
for a small mobile or slightly adherent tumour

Whenever a serious operation, whatever 1t may be, 18 necessary,
we must endeavour to dmmimsh the rsks, 1t 18 often necessary to
perform the ebove operation m two stages—t.e an ihac anus, followed
by the radical operation seven to eight weeks later, and that for
many reasons which I propose to mention The first 18 removal of
stercorsamia, the arrest of mfection of the tumour by the discharges,
and the dumnution of the hwmorrhagic and purnlent discharge, all
causes which weaken the patient The second s, the application of
radium 15 made easy or smmply more possible The third reason 18
that 1t 18 Imprudent to add at the same fime 1n & patient already
feeble, the exhaustion of what may be a compleated colostomy to
that of an intervention so grave as abdomino-perineal amputation
of the rectum. This 1n many cases 18 not so 1mportant a reason
because to make an 1liac colostomy 18 often an easy operstion but
shight complications can arise, such as the fistula may functionate
bedly the parietal wound may become mfected, the end of the
colon may retract mto the abdomen or stenosis of the opening from
the cutaneous cicatrix may occur In some cases, again the opern
tion for an iliac anus 18 difficult and necessitates as every operation,
a striot techmique

Therefore at the present tune we habitually obey the following
rule for cancer of the rectum permanent thac anus fifteen days
after application of radrum and aix weeks after the latter, removal
of the rectum 1 all two months

If the functional result 18 not perfect and 1if Iife 18 likely to bo
considernbly prolonged 1t 18 easy to carry out a useful trmming
up operstion
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We only know two smmple procedures

That of Maydl Reclus, which consists 1n exteriorising the left
loop of the colon through a muscular and cutaneous button hole
1neiston, and maintanmg 1t outade by a rigid rod passed mto the
meso-colon

That of Jeannel who replaces the rigid rod by a cutaneous bridge

In both 1t 18 the muscular button hole opeming 1n the internal
oblique and 1n the transversalis which plays the part of the sphincter

Employ one or the other method, according to the case For
surgery of the artificial anus as for all intestinal surgery, there 1s
s surgery for thin and one for fat people On the other hand, the
patient may be suffering from obstruction or not In these cases—

(a) If the patient be fat or obstruction be present, the most
smple and rapid procedure should be employed—wiz, Reclus
method

(b) If the patient be thin and there be no obstruction, the
procedure of Jeannel, perhaps a little less simple and quick, should
be carried out

1 Reclus’ Method —We will not go into details regarding the
techmque which 18 known to everyone The operator mahes a
McBurney s ncision on the left side, loohs for the loop and ex-
tertorises 1t, he passes nto the meso-colon a glass rod, or a paddle,
or a stiff drainage-tube, which Leeps the tube outside Personally,
we use, as & rigid rod, an nstrument like a paddle, conssting of
two metallic tubes fitting into each other, which allow of regulating
the length and of sunphfying the mampulation No suture 1s
required  the cutaneous wound 1s contracted by some elips

The imtestine 1s punctured by the thermo-cautery, some hours
later or the dav after, for the passage of flatus some days later
1t should be divided more widely or completely for the regular dis
charge of the evacuations

The ngd rod ought to remamn w position twele ta fifteen days
to ensure the formation of a spur

2 Jeannel’s Method—TecuniQue —The adjoumng figures will
(ximkc the techigue of this also very sumple and very rapid proce-

ure eamly understood

(a) Incision of the shin ke an 0 1n the left ilac fossa  Note
that the small middle cutancous flap ought to be about 3 centimetres
long and 2 centimetres broad  Dissect and turn 1t outwards Keep-

Ing on 1ts deep surface 1 centimetre of cellalar and fatty tissue to
ensure a ood blood supph

w 11
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() Incmon of the aponeuroms of the external oblique in the
durection of 1ts fibres, the incision ought to be long, at least 7 cent:
metres, not to hinder the mampulations or run any chance of
secondary strangulation of the exterionsed loop, from the inelastic
fibrous tissue

(¢) Transverse separation of the fibres of the internal oblique
and of the transversalis, aa for the removal of an appendix

(d) Opening the pentonsum also 1n the transverse direction

(¢) Exploration for and exteriorisation of the mgmoid loop If 1
does not come eastly, examine the external surface of the meso-colon
and expose one or more bands which go from the meso-colon to the
1hac wall. Divide them by the pomt of the kmfe or by small cuts
with the scissors, and the meso-colon 18 easmly drawn upon We
cannot a8t too much on this pownt of the techmque which always
makes exteriorisation of the anus possible

(f) Once the loop 18 exteriorised, look where the anus should be
made and to do this, draw on the upper end of the mtestine 2o
long as 1t can be brought up eamly Theanus should be srtunted 1n
this place

(9) After having marked out the desired segment, perforate,
preserving the vascular arches the mtestinal edge of the meso-
colon below this pomnt, by blunt forceps from within outwards,
sewze with the foreeps the cuteneous flap, and draw 1t through the
opening 1n the meso—colon, suture the free edge of the flap by three
nterrupted stitchea to the opposite edge of the wound

(k) Suture neither the intestme nor the different Iayers of the
abdommal wall. Bring together above and below the cutaneous
wound by some stitches Do not contract the cutaneons opening
too much the loop must move easily, the muscles form tho new
sphincter and not the skin, on the other hand, the cutaneous
orifice will become narrower by the formation of a cicatricial ring
at the junction of the cutaneous surface and of the intestinal mucoss

ArTER CaRE —Directly the patient 18 troubled by gas, puncture
the loop with the thermo-cautery Alake the patient drnk abun
dantly, but very Little food should be given for the first days

When should the Intestine be Completely Drvided P—As late as
possible, but not after eight or ten days If 1t be poasible to warb
this length of time the cutaneous wound has had time to cicatrise, and
discharge of the evacuations will not produce loeal infection This
may appear a very long time but we may remark on the one hand
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we have to deal decisively with a patient without obstruction, and
on the other, 1f the intestine be not too constricted the gas and
even the evacuations can continue, to a certain extent, to circulate
1 the loop, and to Teach the rectum, to be discharged by the natural
passages

It 18 not necessary, before cuttng the loop of the colon to
exceed eight or ten days We have remarked, m some favourable
cases, when we have opened the anms on the twelfth day re-
establishment of the mtestinal circulation had been difficult to
produce This should at first be assisted by injectrons mto the
upper end then by shght purgation Once the patient 13 cured
by this operation, he must be educated to mahe the colostomy
relatively contment To do this, every day at the same hour, the
patient should have a small 1njection nto his new anal orifice, and
should endeavour to retain 1t as long as possible by contracting
the wall, and assst, 1f required, by his hand and by a tampon to
close the onfice It 1s rare 1n six weeks or two months for the
function not to be regulated satisfactorily

Coxrrications —We will only speak of those inherent to this
procedure  They are few m number

The wound, es o result of premature opening of the intestine,
can become 1infected and the sutures become lax, the cutaneous
bridge may then yield The wound must be carefully cleaned many
tunes a day It should be separated as far as possible from the
discharges by a fatty body as, especially collargol cintment, and
healing of the wound by granulation should be awaited The result
18 less mightly

If the cutaneous wound has contracted too much, the ntestine
may be strangulated and not allow the evacuation of the bowel
This complication which we have met with once, has compelled us to
explode the cutancous bridge  If the intestine be working well, and
if the division of the colon be not made before eight days these
accidents do not occur
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Fia 104 —Larr Tiac Axvs,
Inclsion of the skin corresponding to McBurney’s incision on the right.

Fio 103 —Lxrr Ictac Axus.
Separation of the muscles and aponearosis at the firat level
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Fro 106.—Lxyr Irtao Axus.
Separation of the obliqne muscles

Fra 108 —Lrrr Iuc Axts
Operung the peritoneum.

Fin 197 —Lrrr Iuac Axcs,
Separstion of the transcermba
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Fia 203 —Lxrr Itzac Awon
Introdoetion of a second plece of the metallic paddle.
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Fio 204 —Lxrr TLuc Axca
The best cutancons inclalon for artificial anun
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Fra 205.—Lzrr Iuuo Axve
Tiso forceps draw the cutaneons bridge into the opening in the meso-colon

Sectron
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Fra 208—Lrrr Jtuic Asty
Appearance of the abdominal wall pome dava after the operation.  The #titches bave been
withdrawn.  The operator bas punctured the intestme for the pasage of fatuon,
The colon should be completely divided onlc at the end of el kt or ten davs

&rteon ax thermem Divasica by the thermo-euntery
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Fie 207 —Lrzrr Iulao Awon
Appearanoe of the ends of the colon after dividon by the thermo-cantery
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Fra 208.—Lzrr ILuo Axcs. Fro 209.—Lxrr Iao Axcs.

ppearance of tho ends of the intestlne six 8 on of the terminal end of the calon

A weeka later u;:E:"-l::inbdv.rmluo«pex-lnul ampatation of
the rectum.
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Fia, 210—Lrrr Ituc
How the sigmold and rectum are separated.
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Fro. 211 —Lrrr Iutao Avrs,
Crushing the intestine
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Liguture of the crushed portion.

Fro 213 —Lxrr Jruo Axos
Diriston of the futestine by the thermo-cautery
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Fio 214 —Lxrr ILnio Axvs. Fio 215 —Lrrr Tuac AxTa.

Burying the stump of the colon. Replacing the intestine into the abdomen.
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Fia. 216 —Lrrr Ittac Axcy,

Fia. 217 —Lxrr Irne Axcs
Closure of the abdominal wall by two Euture of the slin
catgut sutaree
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GRAVE FORMS OF COLITIS

OsstrnaTE Jnflammations of the colon are saxd to be grave, to
distmgussh them from muco membranous cohtis which 1s mild
m character

Grave colitis serioualy endangers the health and even the life
of patients from the abundant and repeated bremorrhages, from the
muco-purulent discharges, and from the general symptoms they
produce

Endoscopy may show an uleeration of the mucosa some mucous
polypt, or an mfiltration of the intestinal walls, which contracts
the lumen

Palpation, radioscopy or luparotomy reveals sometimes nflam
matory tumours and stenoms smulsting cancer and giving nse
to obstruction  Intestmnnl perforations can produce pentomtrs
Peri-colio abacesses, and fistula between the colon and the bladder,
the vagina and the shin and create panful infirmities Al these
Pathological states necesmtate on many occasions, surgical treat-
ment

What 18 the cause of these grave colites ¢

Uleeratave colitis may be due to amebio or bacillary dysentery,
to pemsmtic affections, lambla, trichomonas etc to a secondary
mucrobie infegtion, to & typhoid or to o para typhoid fever, to an
Mtoxication duabetes, gout, arsenic mercury ete

litis may be partunl or complete, according to 1ts extent

Tt18 nearly always partial, and neatly always localised 1n the sirmord,
1t 18 vearly always mgmodiis  1f Bensaude and Antowne* haye
nghtly quahfied 1t s  recto-colitis, 1t 13 because the lesions oftsr
extend to the upper part of the large mtestine or encroach op 41,
UPper part of the rectum

According to thewr anatomical conditions and chneal Appag-.
ances, prave colites can be divided 1nto many groups

(@) Homorrhagie purulent form (Bensaude and Angoy., |
%hich mocug pus, and blood are chiefly evacuated

u 1 Dysente "
Les Colites et lea Recto-Colites Graves non Dysentenques ™y pp p
4 Ed Antolne (Ga.ctle des [[opitaur Febrasty 23, 1920) e
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(b) Stenotic or pseudo-cancerous form, with hypertroph of
fibrous tissue, a trus mflammatory tumour of theyclrllt‘)n Plyt I
probable this form may result from the preceding ulcerative form,
or follow diverticulitis

(¢) Polypoid form, 1n which the intestinal mucosa 13 covered
with polypy, analogous to the villous tumours of the bladder

(d) Penttoneal form, which especially affects the serous coat
and which 18 most often consecutive to & diwverticuhitis—s.e., to
wflammation of the diverticula, to hermas of the mucoss, dis
seminated on the surface of the sigmoid and of the deacending
colon

I Hmmorrhagic, Purulent Recto-Colitis —This form 18 met with
especially 1n adults It generally begins suddenly, with fever, with
symptoms of ndigestion or powsoning from an error of diet It 1s
associated or alternates with hmmorrhage and suppuration The
patient passes with the motions or between tmmes a more ar less
large amount of yellowish or greyish fmcal matter, streaked with
blood These are the streaked evacuations The odour 15 feetid,
alight abdomimal pain may accompany the motions, with an m
perious need to go to stool Sometimes there 18 a spontaneous,
painless evacuation, lihe evacuating ‘sputum ’ (Alathien) The
patient expels sero-purnlent hqud thinking he 1s passing flatus
The evacuations are as frequent 1n the night as in the daytume,
and may vary from four to twenty per day

Sometimes the hmmorrhage 18 8o conmderable that 1t dominates
the scene and 1s the only thing to draw the patient s attention
At other times suppuration 1s In the ascendant The pus may be
yellow or grey, and 1ts quantity sometimes suggests evacuation of
a penitoneal abaceas

Independently of the alteration of the stools, other varable

gastro—mteﬂtmﬂl symptoms are observed the atools are some-
times regular and normal 1 appearance, sometumes the patients
are constipated, sometimes on the contrary, they suffer from
diarrheen, and in thess cases the fmeal matter 1s intmately mixed
with blood, pus and mucus

Examinations of the motions, after a test meal give results which

difier according to the extent of the lestons The composition of
the motions 15 normal, when the lesion 18 situated on the terminal
part of the mtestine otherwise 1t denotes faulty digestion of
different foods Intact muscular fibres, fats and carboliydrutes 1o
abnormal quantity are observed n the stools
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Pan —It may be absent, generally patients complain of a feeling
of pamn and mtestinal borborygmi preceding the disoharge of
blood, of pus or of flatus, between these evacuations there 18 gener
ally no pamful sensation, sometimes the pains are dull, dragging, or
heavy, sround the umbilicus, with a sensation of constrictzon 1n the
transverse colon, or 1n the left flank, or 1n the left iltac fossa  These
pams may be exaggerated on standing up, on walking, and on exer-
ase If the rectum be affected, there 18 a feeling of heaviness m
the permsenm, with tenesmus and straining

General Signs —Bometimes the general condition 18 good, some-
times altered, during subacute attacks there are signs of intoxica-
tion and of infection nausea, vomiting, cold sweats, cutaneous
hypermsthemia somnolence, anxiety state, headaches, fever, oliguria,
wasting, pale, discoloured face and asthema, symptoms following
every chronic toxic infection of intestnal origin. Exammation of
the blood shows anmmia end a marhed dimmution of hemoglobin
8hght lencocytosis without eosmophilia, 1s frequent

Phystcal Signs —The abdomen 18 normal mn appearance, but 18
often flat or depressed Palpation may evohe pains along the colon,
which, 1f spasm be present may be perceptible as a cord. Rectal
exammation 18 sometimes painful, but generally reveals nothing,
the mucosa 18 sometimes cedematous less supple, or scattered with
small granules, giving the impression of sand (granular rectrtis)

Radlogical Eramination —Sometimes the superior hmit of
the legion 1n the colon can be localised  The affected parts of the
intestine do not heep contact with the opaque substance, as a result
of hypersensibility of the mucosa of the colon (Stierhn) Shadows
are found i the form of a veil or motthng along the intestine
Analogous mmages have been described mn dysentery by Florand
and Bensaude with this difference the lesions are generally less
marked The method of penetration of the opaque mjection 15

altered It traverses the diseased parts quickly, without distending
them, forming a thin smuous riband, recalling the windings of a
nvulet (Bensaude and Antoine) *

The sigmoid fiexure presents some alterations, 1t 1s contracted,
and 1ts edges parallel 1ts opacity 1s less than that of the descend
ng colon There may be o true solution of contwuity between
the rectum and descending colon These appearances, moreover
do not alwaya remain the same dunng examination

After an opaque meal, complete absence of the opaque substance

* Loc. et
n .~
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may be obsarved at the diseased parts, there may be & true lacana
or a shght shadow without niches and protuberances, often very
narrow, and presenting mottlng or deep lines

Rectoscopy —Exammation 18 difficult from the senmtiveness of
the rectum and of the colon and from spasm of the sphineter Tt
18 often & good thing to use cocaine either by per anal or epidural
mjection, or simply by painting with a strong solution Two types
of Jemon are observed

(a) Congestive and hemorrhagic lestons The mucous mem
brane 18 sensitive, and bleeds at the least touch, 118 red and swollen
and at no part normel i appearance It 15 dry and varmshed,
and from 1ts red base a patch or hmmorrhagic shreds separate 1n
places Sometimes 1t 18 covered by granulations some of which
take the form of small, flat, and flabby buds or of true polypoid
formations There are no erosions or visible ulcerations (Bensaude
and Antoimne) *

(&) Erosione and ulcerations They are observed on a sumple
inflammatory base, the mucosa 18 red, granular, cedematous or
hsmorrhagic In ameebio dysentery, the mucosa presents a lunar
appearance, with ulcerations mn the form of a crater, a knd of
substence with edges cut perpendicularly and often absent at the
base, that two craters may be umted by shiding a thread over the
two bases of the ulceration

Evolution —Progress 18 chromc the duration varies, with succes-
stve penods of aggravation and of amelioration. Remissions may be
long Genemlly when mmprovement occurs 1t 18 ephemeral

Comphcations —They are of an infectious nature or due to &
mechanicsl cause

(a) Infections —Anmmia 18 observed 1n the hmmorrhagic forms,
cachexia 1n the purulent 1t amses from denutrition and sbsorption
of the taxtc products There are, 1n addition symptoms of supra
renal msuffictency Sudden desth polyarthritis, renal infarot,
pulmenary embohsm, polyneurrtis, tetany, iritis, abscess in the wall
of the colon purulent, plastic and generalised pen-colitis, with or
without mtestinal perforation, have been observed.

(8) Mechanical —Progressive contraction of the intestine with
resultant obstruction.

Diagnosts —Begin by elminating ameebic or bacillary dysentery
The amebs should be looked for 1n the motions or 1n & specimen

*R. B de Tmuté d’Endoscopie Recto-Colique, Rectoacople Bigmolde-
scopte.  Masson. Pana, 1019
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removed under endoscopy, 1t should not be forgotten they may be
absent 1 the small piece of mucus exammed, even when the
intestine presents numerous lesions of ameebic dysentery, 1t should
also be remembered the ameebic cysts are often difficult to 1dentify
Look for eosmophiliz and for bacillary dysentery In this condy
tion, at the height of the criss, Sluga’s Flexners or Hiss bacillus
18 found m the motions Sero-diagnous should be tested for with
numerous specimens and a small fragment of the frocal matters, to
prevent errors due to coagglutiuns Look, if need be, for the
amboceptor (Bensaude and Antoime)

When the dizgnosis of amebic or bacillary dysentery has been
eliminated, endeavour should be made to find out if the cause be
not due to a tubercular fistula, to a pelvic abscess which has opened
mto the intestane, or to cicatricial or inflammatory contraction of
the colon and rectum, 1n which the lesions have suppurated eto

II Polypoid Colihs —Alultiple polyposis of the colon, or vegetant
colitis 18 quite a special, curious affection, and not well known It
occurs especially m young people and produces excessive hemorrhage
It does not produce pain hike dysentery, but only heemorrhages, con
sisting of red blood  The sigmordoscope alone permits of a diagnosis
It shows readily small buds covered with mucus, true polypi, we
show o spectmen on which we operated (Fig 223) These tumours
may be mnocent m the sense that they do not show any cancerous
elements, but they are nevertheless serious from the hmmorrhages
they provohe They can undergo cancerous degeneration, or at least
exist with cancer This process has o tendency to be generahsed
i the whole of the colon In the case of which we produce a
gpecimen an artificial anus had been made on the left sde to divert
the frcal matters, but the polypoid process continued to spread
not only at the anus where the polypr protruded, but on the
descending colon 1tself above the anus

II1 Pseudo-Cancerous Form with Stenosms.—This form has been
described separately by Bensaude and Antoine *

We think most often 1t 13 the result of the preceding forms
having produced a subpentoneal inflammatory reaction or after
diverticulitis which we will study farther on

In a nervous adult person more marhed constipation and pan
fupervene  These pains espeenlly predorminate i the left 1hac
fossn and n the pelvis  Sometmes the attacks are accompanted

* Loc. ait.
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by emall intestinal obstructions, with meteorism The microscopic
examination of the fmcal matters, after a test meal, shows the
digestion 15 normal, which proves the small ntestine does not
partahe 1 the production of the symptoms The duration lasts
for years It progresses generally without faver, but the tempera
ture may become elevated with successive rises, cownciding with the
reactions of localised pentomtis Usually the general state 18 ittle
affected, but at the end of some years 1t 13 quite possible for
the patients to become so anmmuc and thin that the presence of
cancer suggests itaelf As the lower part of the rectum 1s imtact,
exsmination by the finger gives no wnformation Rectoscopy 1s
difficult, owing to alteration in the intestinal walls The first 10
centimetres of the rectum show no alteration 1n the mucosa, smply
slight congestion, they present large folds and sometimes a fow
granulations

Infiltration of the deep layers (infiltratmg sigmoiditis) contracts
the wntestinal Jumen It hinders the passage of an instrument,
which can only advance slowly and often insufflation 1s necessary,
but these lesions never produce such a resstance to the progress
of the instrument as that of cancer (Bensaude and Antoine)

IV Pentoneal Form (Per1-Colitis and Diverticulits) —All forms
of colrtis may be complicated with peritoneal symptoms, espectally
those accompanied by inflammation of the fibrous tissue of the
submucosa

The symptams progress as in chronic appendicits, but they
occur 1n the left mstead of mn the mght hao fosea  They may be
confuged with renal hthiams abscess of the adnexa, locahsed tuber
cular peritonitis or suppuration following cancer of the mgmoid

Diverticulitis ocours i these forms

Diverticulitis 18 not a pathological ranty, but a frequent and
often unrecogmsed morbid state

The climecian most often attributes the symptoms 1t evohes to
the following conditions entertis appendicitis intestnal tumour,
salpingrtis intestinal stricture etc

Diverticulitis 18 1nflammation of a diverticulum of the colon
Divertionla are frequent but they must be known to be looked for
They form a series of small protrustons arrenged at intervals along
the calon each mde of the longitudmal bands nnd often embedded
1n and hdden by the appendices epiploicm

They anse from herna of the mucous membrane, which pro
between the muscular fibres of the middle tume of the calon

trudes
Often
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the diverticulum 18 produced even in the substance of an appendix
epiploica, externally, these small pockets form prominences varying
from the mre of a pea to that of & nut arranged at mtervals along
the colon on the last parts of the large intestine

Drverticula are met with on the whole digestrve tract, from the
sophagus to the rectum, in the small intestine they cause no
symptoms, and are discovered aceidentally Practically speaking,
only diverticula of the left colon need be considered, they only play
a pathological rdle In the rest of the intestine, moreover, the
contents are hqud and have no tendency to accumulate i the
dverticnla On the contrary, in the left colon (descending and
sigmold) the contenta are sohid and viscid, when the fescal matters
penetrate mto the diverticule they remamn there and become
hardened, forming stercorul calculi These foreign bodies, if the
orifice of commumecation with the intestme be only shghtly closed
fect and inflame the diverticulum as an appendix whose base 18
obliterated, 1n this case the role of the closed cavity 1s as deadly as
in the crecel appendix  Abacess perforations, which may open mto
the peritoneum 1nto the intestinal cavity, into the abdominal wall,
mto the bladder, or into the vagina, result In this way pelvic or
abdominal abscesses, which end 1n stercoral fistula are formed, and
this explains certain cases of perforating perttomitis which are
wrongly attributed to the rupture of a Fallopian tube or of an
appendix

Diverticula are most frequent on the pelvic eolon It 18 there
that complications usually occur

Diverticulum of the colon 18 not a congemtal but an acquired
formation It has nothing to do with Meckel s diverticulum, or
with diverticula found m the duodenum or n the jejunum, 1t 1x
a herma of the mucosa produced from distension of the colon
which results from constipation and chronic intestinal stasis It 18
possible large and frequent injections contribute to 1ts formation
In order that a diverticulum may be produced 1t 18 necessary on
the one hand for the muscular coat of the ntestne to be altered by
chronic inflammation, and that 1t atrophy and on the other for
pressure witlin the intestine to be increased for the mucosa to
produce a herma under the serous coat by passing through the
muscular fibres

Coxruicitions ofF Diverrticura —Uleerations of the mucosa,
abscess of the walls of the colon intestinal perforations followed
by generalised peritomitis or by abscess of the pelvis  stercoral
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fistuls which open mto the vagina, nto the bladder, or mto the
slan, new formations from chromie alow mflammation, canalicy
lated contractron of the 1ntestine from narrowing of the walls of
the colon or strangulation from the mflammatory fibrous bisue
surrounding 1t, lastly, cancer of the colon engrafted on a chromcally
untated mtestine  Such are the possible complications
1 repeat, diverticula are frequent, to discover them when they
ex1st, 1t 18 sufficient to think of them If, during a laparotomy the
surgeon would take the trouble to examne the sigmoid and the
descending colon, he would often seo these culs-de-sac, with hard
contents, arranged st intervals along the bands of the colon They
vary mn s1ze from a pea to a nut
Disavosss or Diverticurrris —There 18 no syndrome proper
to diverticulitis It should be thought of in all subjects from forty
to smxty years of age in whom enteritis, tumour of the intestine,
eto has been diagnosed Moreover, 1n a certain number of old,
always constipated people, complammng of attacks of pamn and of
colic, palpation perceives at the time of the attack, a hard colon,
1ncreased 1n size this 18 pericohtus, due especially to a diverticubitis
In all patients with bowel complaints & radioscopic exammation
should be made of the complete intestinal digestion, this allows
intestinal stass or diverticuls of the colon to be discovered
Diverticula are revealed by radiography, An opaque injeotion
should be given When the pap passes an inflamed area there 13 to
be noted, between two dilated parts of the colon, a channelled part,
or even & lacuna, corresponding to the inflamed zone Nay, more,
on each mde of the contracted lacunary ntestine some streaks
are perceived, corresponding to diverticula filled with the opague
mixture Two or three days later when the intestine 18 quite
empty and there 18 no trace of the barum, a second radiogram
should be taken The diverticula at the contracted lacunary
regon still contamn some of the opaque mixture, and appesr 23
streaks round the intestmne 1t 15 the best aign of a diverticnlum
Pseudo-tumours of the colon are due to diverticulitts The mass
18 cylindncal, longer 1 an nflammatory tumour than i cancer,
which 15 more circumscribed  Progress 18 slower  There 13 often
sensitiveness on pressure  The general state 18 good  Examunation
of the stools does not usually reveal blood The size of the tumour
may vary from one week to the other The slowness of the growth
of the tumour the sbsence of blood 1n the stools, the alight cleva
tion of the temperature 1n nflammatory cases, the examination of
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the blood, which shows elight leucocytoss, are the mgns which
weigh 1n favour of a pseudo-tumour

Rectoseopy gives the following information  In cases of tumours
or i mflammatory contraction from pericohitis, the instrument
comes across a more and more narrow canal without alteration of
the mucoss The metalic tube 18 gradually strangulated by a
contracted wall, which shows no ulceration or vegetation as exists
n caneer

To make the diagnosis of diverticulitis, 1t 18 necessary to think
of 1t 1n patients with ententis, with suppuration i the pelvis, and
m those 1n whom there 18 a twmour 1n the region of the colon

TrEATMENT —Recto-colitis and grave colites are difficult to
treat and to cure They are often improved by treatment, but
nearly always recur

Mepicar Taearmext —Hygene of ulcerative colitis  Bodily
and mental rest, very careful feeding, milk and vegetaran diet
composed of food very finely stramed leaving no waste, rice flour,
ocatmeal, wheat flour barley meal, pastes compotes preserves
Constipation should be treated by mineral oil at each meal

Drues — Emetine 1n amamhic dysentery, chlonide of caleium
for hmmorrhage, belladonna for pamnful spasms To support the
general health strychnine, serum, adrenahn

LooAL TREATMENT —Begin by injectrons of 1sotomic lukewarm
solutions under feeble pressure, the patient lying down, make use
of a cannula with a double channel or of a rubber tube  The 1njec
tions should not pass very high, or provoke spasm, the iqud should
be allowed to flow away and there should be no pressure Injec
tons of bismuth of o1l and of starch are useful Try also rectal
dressings with gelatine, chlonde of calcium, or oxide of zinc as
a base

Eledtric Treatment —lomsation diathermy

Surcical. TREATMENT —The following are the cases in which
the surgeon mav intervene

(@) Purulent Hamorrhagto Form —Hmmorrhage, suppuration, or
pamns produce symptoms of a chromc low infection and of pro-
gressive anmmin which alter the general state of the patient

If antecedent medical treatment does not succeed the first opera
tion should be that of a crecal fistula  perform appendrcostomy or
colostomy The former hns the advantage of not requnng a
sccond mtervention to close the fistula  under local anesthesa,
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make a button hole memon 1 the right 1hao fossa, as for an
appendicectomy, bring up the appendix, divide the mesenteriols
and the appendix 1 centimatre from 1ts base and fix 1t to the sk,
mtroduce a Nélaton s catheter by the appendicular canal, and once
or twice & day give injeotions of mtrate of mlver, 1 1,000 These
injeotrons of mlver are useful, but appendicostomy does not alter
the channel for the fmcal matters For this purpose 1t 18 better to
perform a very large cmcostomy, so that all the discharges pass
by the mght mde Personally, we prefer an anus of the trans-
verse colon, which assures still more complete deviation of the
mtestinal contents and 18 less troublesome, for the discharges are
less hqud and rrrrtating, but 1ts secondary closure 1s more diff
cult The closure of a ceecostomy 18 an nsigmficant operation, the
closure of an anus of the transverse colon requires an end to-end
sutare, which makes the operation, 1f not more serious, at least
more difficult
The counter anus ought to persist for some months otherwise
recurrence will inmedistely supervene In order to remove the
artificial anus or the fistula, the gemeral health should have re-
covered endoscopy should reveal complete disappearance of ulcera
tion, and there should be total absence of dscharge and of coli,
which shows that a prolonged cure can be relied upon A smmple
leo-mgmoidostomy (short-cirourt) between the tlenm and the end
«of the sigmoid has grven us, 1n many cases, permanent cures
() Polypord Coluss —Deviation of the discharges should be
tried firsh by a cmeal anus  The specimen we show 18 the result
of a colostomy made 1n such a case an ihac anus had been made
and the polypoid process had contmued It would have been
better to make a cmcal enus or an anus of the transverse colon
Moreover, the presence of a left 1linc anus troubled us considernbly
1n performing resection
(¢) Peritoneal Abscess —The abscess may form round the colon,
the result of a perforation of a diverticulum or from ulcoration
Treatment consists mmply 1n an mesion followed by dramnage
The abscess may open spontaneously wnto the skin mto the
bladder or mto the vagima  If a fistuls persst, what 18 to be done?
At first & counter-channel o cocal anus, or better one in the trans-
verse colon, nay even m the leum Often this anus 1s suffictent
tnaremove the suppuration and the fistula If the fistula persst,
of trect operation should be performed  resection or closure of

t10n atestne according es the intestmnal wall does or does not
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contan an undoubted group of diverticuls, capable of producing
new symptoms

The operation on & fistula includes therefore, three stages
creation of an artifioin] anus, direct treatment of the fistula, closure
of the anus

() Inflammatory Tumours —Resection of the morbid part,
followed by end to-end suture or ileo sigmoidal anastomosis

The operation should be performed in one two or three stages,
according to the local state and the general condstion of the patient

(¢) Divertrculatrs —There 18 no treatment of diverticubitis, save
only the treatment of the complications

A perr-ooho abscess should be wncised and drained, as an append:
cular abscess

An flammatory tumour should be treated by resection

Btercoral fistuls, be they cutaneous vagimal, or vesical, should
firet bo treated by a counter anus If this be msufficient, partin]
odlectomy, as for a tumour, should be performed

Chronic 1ntestinal obstruction should also be treated by rexection
after & temporary counter anus has been made above the stenoma
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Fig 223 —PoLrrosis or ThE RECTUX AXD OF TEB Biaxoin
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External surface  The embossed and protabcrant parte on tke left past of the tamoor
are fattv omental mawses, and not diverticuls.  The Istter are representcd Ly rmall
white masses mitnsted from above downward alang the btand of the colen oze of
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Fia 224 —DIverTIicTLA OF THE S1oMop (Paxmiar Lnl_tnoxt).

External eurfs. bossed and protulerant parts o the !t part of the tumour
wre fatte ;.u&};:i., and not diverticala.  TLe latter are rertecented by smaf]
white maseca situated from abovre downward alonz the band of 1), oken ene of
{hem b perforated, and has opened into the Uadder after Laving prodaced a palyjs
Sbacesa,
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Fro 225 —DIVERTICULA OF TEE BI1Gwob (PARTLL COLECTONT)

Internal surface. The plece has been opened.  Notothe thckmlngo! the intestinal walls,
as also the -tmnd-me of fatty tweae surrounding it. Some match ends hare been

pleced lu the endeof the di #cen in the intestinal cavi The last coeresponds

to & diverticulom which has perforated into the bladder u mltch end has been

ced into the first, situated at the apper part of the t is posdbie there
ore to penetrate into the carity of eight d.lvzrtk-ul.l in this p-n. or the intestine
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The first stage Iﬂxeugentinn. Excluden of the diseased segment by an fllec anv
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Fig 228 —Frstora perwerx tEE CoLox Axp THE Bruoprx is o REsuLt or Drvremt
coLrms or THE CoLox

The sccond stage of the operation, carried out two months later  The adhesions
in great part disappearcd liberation of the diseased colon closure of the bhdde-r
division of the sigmold colon at the junction of its seccond and third dircased parts.
correspond

The two ends of the intestine to the two ends of the intestine which has
been divided in the first stage.
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CICATRICIAL STRICTURE OF THE RECTUM

Tue majoraty of strictures are the result of rectitis, acute ordinary
or gonorrheeal rectrtis, chromerectitis due to syphilis, to tuberculosis,
or to infections of different causation

Stncture 18 four times more frequent 1n the female than in the
male 1t 18 generally seen after thirty

PatEOLOGIOAL AnaTOMY —The stricture 13 situated low down,
generally b or 6 centimetres from the amus It 18 nearly always
single Tts extent measures on an average 1 to 4 centmmetres, 118
size varies The case which served as a model for the annexed
figures allowed of the passage of a Nélaton s sound It presented
the classic form of & tunnel, the opening of which answered to the
anus and the apex to the stricture If a longitudingl section be
made of a piece of the stricture the following alterations are to
be eeen

(@) At the stricture the coats are thickened, indistinct, and fused
nto a fibrous mass the mucosa persists

(b) Above the stricture, circular ulceration

() Below the strmcture lesions of proliferating rectitis with
mapllomata of the mucosa Around the stricture there exist some
lesiong secondary to per rectitis, sometimes even fistulem

HieroLogicarry the normal cyhindrieal epithelium of the rectum
has given way to pavement epithelum and 1s atrophied The
glands of the submucosa disappear If the stricture be old stand
ing, the fibrous transformation cannot be distingushed from the
neighbouring layers

PrexoniTory 8ymproms —(a) Signs of chromic rectitis pre-
ceding those of stricture acute pain a sensation of burning

(b) Muco-purulent discharge from the anus without fmeal
evacuation

{c) Dyspepsia with chronic constipation

Rectal examination revenls loss of suppleness of the mucosa

and \egetations
193
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Cutaneous inciyon the sectfon is made 1 centimetrs behind the fourchette
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F1o 232 —CloaTrICIAL BTRICTURE OF TAE RECTUM IN THE FrauuLr Exmmrairrow
Separation of the rectum from the vagina (see drawing on the left).

Cwl devac de Dowgaen pouch. Fagrz = Vagine. Relevexr de anvsmLovator
anl Rectwm mRectum Sahincier=Bphinoter UtérugwUterm.
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Fia 233, _Croaretcusr Sreroroar or tue RECTUM Ix THX FOULE ExTerariox

The dotted line indicates the

to begin. The anus is sutured by silkworm gt
cirenlar division of the skin.

Beparation of the rectum from the vagina is finished.  The excirion of the rectum is about

Lasque fincunonmLine of Incidon,
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Sphincter\

F1o 23 —Choarxiciar, STRIoTURE of THE Rxorox Iy raxr Foiarx, Fxrmrariox

Liberation of the aphincter {seo the drawing below and to the Jeft)

Anwr setaré = Anes sutored.

Rectam = Rectum

Sphincteren Sphincter
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Cul de sac
de
Douylaa\\

Relevewr

Fro 233 —CroaTriclL STRICTURE OF TAx Rrcrex ix 78k FoaLr. Exreratiox

\ote the two levatores am exposed. Ther are to be detached elose to the rectum
to preserve therr Integrity  The retractor hides the anus, stripped of its macous
layer  The operator bas drawn the ano-rectal cvhinder into the penneal wound
(sce drawing on the left).

Oud-de-sac de Dowplas=Douglas pouch, Pderenr deTanusmlrmator anl,
Lectwn = Eectum,
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Vagirn
3 ~N
Peritorne,

Rectrr

Niveau du
relrecis

Fio 238 —Croatmionan SrioTuRe or The Reoroxt 1n THE Fraure. ExTiararioX
This part of the operation is made entirely by the recto-vaginal wound. Theanusishidden
the retractor (see the drawing at the lower anglo of the figure)
Périone = Peritononm. Rectum e Rectum Vieaw du ritrioert
wenimStricture

Tagin=Vagina.
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Fio 237 —CrcaTRICLAL BTRICTCRE oF Tor RECTTM Iy Tox Frowurr. Exmramiox
Note the poadtion of the strictare  Lizature of the superior hrmorrholda) vessels. Note

the edge of the levatores ant, separated from the rertum.

Retum mRectom.  Pevesr de Fanws=Levator aul.  Artére Aémarrholdal
Superior hmmorrhoids] artery | T 4% celelnire porvrectol mCellalar el it
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Fra 238 —Cicaraiciat STarcrure or Tee RErtoM 1v toe Feuary, Fxtmaratiox

The Uberated reotum bas bren brought out by the amus.  The sphinoter s laid bars
{sce drawing st the left).
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Fro. 230 —Crearricus Broierors or TiE Recron 1x e FoULy, EXxrixrarios

Division of tho rectum in & healthy part,
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Fio 240 —Croameicrar Sterorums o tHE RECTUM Ix THE Fruare Exrmranor
The operation Is finished. The rectum has been sutured to the skin. The case which bas

scrred as s model was operated upon at the Hapital 8t. Allchol snd cured in fifteen
days, with immedirte recovery of the fanctians of the aros.

Odlon sxturd & In pesu~Colon sutured to the skin,  SpklectermBphinoter
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Fia 211 —Cicatrrensn Stmicrere oF TRE Rrcrox @ rer Fruarr Exrmraniox

Flece removed by ano-perineal extirpa
extremitics of the piece {s normal.

Note

(a) Three condylomata in the rectal portion below the atrctare
(8) The appearance of the stricture like a diaphragm.
(¢) The sarface of the cicatricial pearly recturm, corresponding to old reetitin,

tion. The rectal mucon In the upper and lower
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RECTO-VAGINAL FISTULE

Tuey can occur spontaneously, or as the result of an obstetrical
Injury acoidental or operative  An abscess opening into the rectum
and 1nto the vagina may cause a permanent communication. In
course of the accouchement, the use of forceps may tear the mddle
recto-vaginal septum, or 1ts lower extremity (complete rupture of
the perinmum) Agglutination of the superficial levels of the
perineum results and a recto veginal fistula which permsts above
the cicatrised skin  Injuries (blow from a hoof, impalement) and
operations (as vaginal hysterectomy or perneorrhaphy) can causo
@ loas of substance from rupture or secondary sloughing, and then
o fistula

Fistule are situated more or less high up, and can then be classed
a8 recto-vulvar and recto-vaginal, properly so-called they sometimes
follow hysterectomy they may be reduced to a mmple hole, which
allows of the passage of gas

The majonty of fistule have a direct channel the mucosa of
the rectum and of the vagina are continued without interruption
to the edge of the opening Some of them tahe a complicated
direction, when they result from a recto-vaginal abxcess which
has opened spontangously

The passage of gas and of frecal matters by the vaginn con
stitutes the principal sign of recto vaginal fistuln

Direct examination generally reveals the condition of the fistula
Sometimes when the fistulre are smtuated hugh up as after vaginal
hysterectomy 1t 1s necessary to give an mnjection of a coloured
hquwd The discharge of the liquid by the vagina gives informa
tion regurding the site and size of the fistula

Rectoscopic examination 18 indicated

TreEATMENT—(4) Recto-Tulrar Fidule —Divide the pernneal
badge of skin and mucosa n order to change the fistuln 1nto an
ano-vulvar opening

Excise the cicatricial tissues surrounding the fistula
™ 209 i
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Beparate with the kmife the anns, the sphincter, and the restum
from the vagina

Sutare the reotal wall wmith catgut

Suture the sphincter with & U statch

Suture the vagina with interrupted stitches of slowly absorbable
catgub |
Bring into apposition transversally the two pan.neal edges with
mlkworm gut

(B) Recto-Vaginal Frstule —Drnide the rectum and the vagina
and suture them separately

Incise transversally the pernmum between the vagina and the
anus

Divide the rectum and the vagina as high as possible

Close the vagina and the rectum by non perforating stitohes i U

Tampon the rectum and the vagina

Bring the right and left sides of the margin transversally mto
apposition
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Fro 217 —RxoTo Viamar FIeTuLA,
Exclaton of the lower half of tho flstalons tract,

Fia 210.—RecTo-VaorvaL FisToLi.
F xelxon of the upper hall of the fistulous tract,
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RECTO VAGINAL FISTULZE
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X1
TREATMERT OF RETROVERSION

IxTRA-PERITONEAL SHORTENING OF THE RoUND LIGAMENTS BY
LIGAMENTOPEXY, BEHIND THE UTERUS, AND UNDER THE TUBES
AXD OVARIES, THROUGH THE BRroAD Liga>MENTS

Br L. DARTIGUES

AnpoamNAL hysteropexy ought to be expunged from the operatine
treatment of posterior utermne displacements (retroversion or retro-
flaxion) It 18 ant1 anatomuical and anta physiological It 18 1nad
mussible, seeing the normel anatomical methods of fixation of the
uterus which also can be used for operative purposes to immobilise
completely an organ which ought to preserve, moreover a certain
emount of hberty especially if 1t become gravid (and we cannot
number the cases of dystocia caused by abdomnal hysteropexy or
ventro-fixation), by fixing 1t to the posterior abdommnal wall (and
some cases of intestinal obstruction have been noted from the utero
vesical lignments), and by rmsing 1t above the bladder, sceing that
the lntter alternately fills and empties Many times very marhed
bladder symptoms have been noticed from the uneasness occasioned
when the bladder becomes full I lave operated on some cases
where divimon of the uterne ligaments or freemng the uterus has
mmmedintely caused a cessation of marhed urinary symptoms

Abdommnal hysteropexy ought to be abandoned, whatever the
methods, and m order not to confuse—as even well mformed sur
geons do under the name of abdomunal hysteropexy, or of \entro-
fixation—all operative replacements of the uterus I invented, w
1905, the word Ligamentopexy, which only refers to utenne
replacement by shortemng and fixation of one of the higamentar,
attachments, leaving free the body of the uterus in the centre of
the pelvis

I practised mn 1900 then described with illustrations a new
method of hgamentopexy—retro-uterine higamentopexy under the
tubo-ovanan Iignment through the broad higaments—wluch has the
udvantage of bewng very sunple, very quich, and very efheactous,

17
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because 1t replaces not only the uterus but raises 1t, the round
ligament passing through the corresponding broad Ligament 1n an
avascular area, and going, with ita fellow of the oppomte mde, to
form a sort of sohid back board to the body of the uterus, at the
same time as the Fallopan tube, the utero-ovaran hgament and
the ovary rest on the round ligament thus displaced It can be sard
the body of the uterus seems supported as & person 8 trunk, and
the tubes appear to rest as the arm on the back of the arm-char
formed by the round higaments

This procedure, smce my article appeared (Presse Médicale,
April 7 1806), has been performed by nearly all French and foreign
surgeons, very numerous observations have shown its efficiency,
and the permanency of the static results during pregnancy, when
1t hag never led to complications from dystocia

For a number of years I have performed 1t, whilst practising
laparotomy by the transverse suprapubic meision (Pans-Chyrurgical,
May, 1910)
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Transverse been ormed by the technique deseribed by Vict 1 py e
rth I-h)-P.)“In:Ol:“ has t m‘:;m a9 well as v aimple laparostat, which er ‘,";:
the separation 'mﬂl.ormw sn everted border to the oprrative fleld wng o, 07
Ing the edges of the abdomrmal iciden 1o the crntrrh the aterns iy g o
flexed, with the broad Lraments elonpated. or rather in the ;:,::. of men? g,
The fandus of the uterns, formme & bowl 't:flﬁ:":'g‘ Dow m‘dmL Xt g
Uterus, by its faglty potion, partls brdes t epon and prolip,g g o0
hem.

and comprenscs t 210
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5,Du,ore[
Fra 58,
‘The uterus has been dials from Do lu uch, selzed by my b Wohbe,nndbrough'
{orwwrd and to the left to streteh ¢! t broad ligament. of mypoln

heemoatatio foreeps the right brold ent is plerced in tf
avasoular arca.

13
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extent of

erced and the nterus pulled lack the whaole
gament to be cavght bold of f1 eren

1

the mundql

The broad ligement has been



222 PRACTICAL SURGERY ILLUSTRATED

Fia 238

The end of the forceps for catohing hold of the llg-mont is directed externally and scized
the round ligament at about the union of Its posterjor third and its anterior two-
thirde. The fo at this stago {s scen sewxing the first part of the rovnd rament
and the wmr;:grng tabe. It is the most difficult stage of the operation.
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Fie 29
The loop of the round ligament has passed through the broad lizament and is drawn
bebind.
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The identical manmusre has been carried oat on the left aide; the two ligamentoas loops
are bronght together
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Held by ballet romm. the two roond liga!

mentous loops are very ea ilv kept [n place

ake the sutures withouts dstance

and the surgeon has his hands free to m
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of the uterns is seen to be considerable when the adnexa are dislodzed from Doaglas

Realt of the operation the uterus 1s trmly fixed and bound posteriorly the reduction
poach,
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PERINEAL HYSTERECTOMY FOR CANCER OF THE
CERVIX UTERI

Tue operation of choice 13 an extensive abdominal hysterectomy
(Werthetm)  For fifteen years however we have often performed
vagino-perineal hysterectomy by Schauta s method, erther for local
reasons, as invasion of the vaginal formees or for general reasons, 1
delicate women (hmmorrhage diarrhees, obesity, hemiplegia old
age) whose resistance appeared wsufficient, or when prolonged con
tinuation 1n the mchned posttion might exhaust the myocardium

The lower route 18 then indicated mn fat patients who support
badly the dependent pomtion In cases of laparotomy the panm
culus adiposus mconveniences the surgeon the operative field 18 not
80 large, and deeper  Women with a fatty myocardium easily suffer
from complications when thes remain a long time 1n the dependent
posttion The vaginal route 18 then imdicated Surgeons who
have practised the two routes have noticed the extreme mildness
of the after effects of the perineal route

Up to 1020 we practised Schautn s opemtion (extensive vaginal
hystercctomy) Since we have hnown the permnenl method of
Cunéo from rending the Journal de Chrrurgie March 1921, vol
it Mo 3 we have emploved 1t four times 1t 13 less mutilating
than the former and 1n the average case gives suthcient space 1t 18
8 verv good operation

PrecitTIoONs —In the cases where there are adhesions to the
bladder the operator mav fear affection of the bladder or ureters  In
theze cases 1t 18 a good thing on the one hand to dilate the urethra
until the mdex finger (Bernard (‘uneo) can be mtroduced and, on
the other to catheterire the ureter We have found these pre-
cautions useful after the application of mdiwm which we employ
ax weeks before operating,  Thrs apphcation diainfects the cerix,
develops the cientricial tissue and dimimshes the chances of recur
rence but creates udhesions unites the tissues and makes the

operation more difhicult 1t 15 here that dilatation of the urethra
il
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and catheterisation of the ureters are of service, during the opera

tion the operator can from time to time Tecognise the ureters, owing
to the presence of the catheter

Anzsraesia ~—The most perfect the least conducrve to shock,
and with the least toxic effects 18 trans sacral or epidural anmstheaa
The 1mjection of § ¢ cm. of novocame (1 100) mto eight sacral fora
mma gives perfect anmsthesia, but Ligature and traction of the
lumbo-uterine higaments are slightly painful

In the mejority of cases surgeons prefer spinal anmsthema, an
eagsy and efficacions method, which grves, especially m this region,
and for an hour perfect anmsthema with very kittle danger

PosrrioN —Dorso sacral, rawse the site of the operation as
much as possible support the shoulders by straps salghtly de-
pendent postiion 8o that the viscera fall into the abdomen

TrCENIQUE—]1 Cutaneous Inciston —Transverse curvilinear or
arched from one 1schial tuberosity to the other an equal distance
between the anus and the fourchette

2 Ezposure and Diswon of the Muscle betiwceen the Recum and
the Vaqing —Pull the fourchette upwards with tissue forceps,
divide between the anal and vaginal sphincters, and not as n
perineorthaphy, over the openings of the vulvar ring otherwise
there 18 & misk of cutting the bulb of the vagna and of making
1t bleed In order to liberate and divide the rectovaginal muscle,
introduce the index and the middle finger of the left hand or closed
scissots each side of the median line plunged into the 1schio-rectal
fosss The muscle between the rectum and the vagina appears
held by traction on the fourchette Divide it by the kmfe, the
recto-vaginal space 18 reached

3 Separation of the Rectum from the Vagina —By a tampon
monnted on forceps dissect the recto-vaginal space as far as possiblo
on the mdes, then up to Douglas pouch which 18 not to be opened
Press down a compress between the rectum and the vagina

4 The Two Vaginal Incisions —One mcision should be crrcular
and the other vertical and posterior Before making the vertical
opening () marh out the lme of the circular mcision  Look for
the pomt where the transverse division of the vagina should be
made, for which purpese note where the lesions of the cervix
descend  Male the mcision at least 4 centimetres below the
diseased part of the nech or of the vagma Four centimetres at
least of supple vagma are required to separate a vagnal flap
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Seze the middle of the vagina with tissue forceps and make o
fold on the posterior wall, then another below with a second tissue
forceps vertically and 1z the middle lme, this double mark makes
8 prominent fold, cut 1t transversely, 1t 1s the postertor cut of
the circular vagnal mcimon Do the same on the anteror wall
() Tertical tnersion  cut open the vagina 1 the muddle of 1ts
postertor wall  Sewze the free margin of the vagma below with
two tissue-forceps and with one cut of the scissors divide the
posterior vagmal wall in the middle hme  Stop the ncision at the
marh mdicated by the transverse cut of the kmfe

The aircular division of the vagina 18 then to be completed
Continue 1t laterally, with the scissors or with the kmfe, and
reach m front the anteror landmark We have then made two
mesons (@) circular incimon which separates the upper suspected
part of the vagina from the lower healthy part, and (b) vertical
1ncision which enlarges the vulva

& Closure of the Upper Tagina — Free an upper vaginal flap
and separate 1t from the neighbouring tissues, mcompletely but
sufficiently, 1n order to be able to close 1t Introduce a dramn 1n
contact with the nech and then dissect the vaginal flap in front
end at the mdes when the vagina has been freed to about 3 or 4
centimetres 1n depth, fill the cavity with a tampon soahed 1n 10dine,
and then suture the vagina with interrupted stitches

6 Lateral Dissection of the Tagina —Up to the present the
posterior wall of the vagina only has been completely liberated
the remander of the vagna has only been soparated to form the
vaginal flap and to close the latter Now separate the vagina
1atemlly with a tampon on forceps, and continue as far as necessary
to expose and free the hgaments of the vagmna, which right and
left, are formed of cellular tissue 1 which run the branches of the
vagmal artery which must be cut

7 Duissection of the Bladder and Ureter —\\ ¢ have already sraid
In the cases where there aro adhesions of the anterior formix of the
vagna with the bladder from the invasion of the neoplasm, or as
a result of an application of radum eatheters should be placed n
the ureters and the urethra dilated =0 that a finger can be introduced
mto 1ts cavity (Bernard Cunéo) Owing to these lnndmarks the
bladder can be separated completely from the vaga by the kmfe
or by acissors ns far as the space between the uterus and the
bladder, open the cul-de-sac

8 Ligature of the 1 aginal Ligaments - These ligaments contan
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the branches of the vaginsl artery, divide them on the nght and
left ede, the division allows the vagima partially to be lowered

Bernard Cunéo* i lus article has excellently deseribed this
stage of the operation, based on the works and researches of
Descomps  'We cannot too highly recommend the article to surgeons
who have to perform this operation often If the anatomueal
kmowledge of the operator be wnsufficient, he should have recourse
to the following procedure by means of a tampon on forceps, fres
carefully the lateral parts of the vagina, and mn this way expose the
higaments formed by the vagnal vessels An assstant should draw
the closed vagna to the opposite mde where the sufgeon 12 work
Ing—t.e, to the right of the patient—as the pedicle of the left mde
18 first freed another assistant should hold i pomtion a vagmal
retractor, 8o as to show clearly the left bass of the vaginal bed,
the left vaginal ligament 13 thus exposed the operator, perhaps,
will ses 1t, but he will certainly feel 1t Apply J L Faure a uterms
forceps to this pedicle about 1 centimette from the vagina and then
cut 1t The assistant should still draw on the vagmna, always
towards the right Keep hold of the uterme forceps Generslly
this mncision 18 sufficient, if there stall remam a little of the liga
ment above and if the uterus be stall distant, place a second forceps
on the higament higher up and divide the tissues agamn It 18
therefore often neceasary to cut the veginal Iigament twice The
division bemng made before passing to the opposite mde, hgature
the ligament with strong catgut cut 1t short, and then remove the
forceps  Afterwards pass to the other mde and divide and tie the
right hgament 1n the same way as the left The utero-vaginal
segment 18 thus lowered

9 Eeploration for and Ligature of the Uterine Arteres —By
means of the retractors and of a tampon mounted on forceps, and
starting at first on the left side the operator must recogmiso the
pulsation of the uterme artery he must see 1t pich 16 up with &
short curved Deschamps needle and lgature 1t The artery must
be seen to be tied  The artery bemng tied divide the uterine vessels
then pass to the right side and 1n the same way ligature and divide
the uterine artery

10 Duwision of the Utero-Sacral Ltgaments —The lignmonts 1o
man postertorly two lignments are felt holding the uterus divide
them without a hgature for they contain no +ezsels

*  Technigue de ] Hystérectomie Perindale pour Cancer du col del Uterns " by
MM Bernard Cunéo and Gaston Picot {Journal de Chirurgie, loc c1t)
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11 Dimon of the Left Round Ligament —Cut open the body
of the uterus (not the neck or the 1sthmus) near the fundus m order
to seize 1t with twsue forceps Expose the round hgament liga-
ture and divide 1t The uterus 18 still held by the lumbo-uterine
pedicle, place a small Richelot 8 clamp close to the uterus, divide
the broad hgement close to the uterus, consequently the left adnexa
remam 1n position with the forceps The uterus falls over tie
and cut on the opposite side the lumbo-uterine and round ligament
The two pedicles are to be Lept like the others The hgature ought
to be firm, well made, with fine and strong catgut, because the
hgaments will have to be drawn upon at the end of the operation
The uterus being removed pass to the left adnexa held by the
clamp

12. Ligature of the Adnexa —T1e them on both sides and separate
them by a cut of the scissors the ligature 13 to be preserved

13 Closure of the Peritoneum —Close the peritoneal cul-de-sac
by & contmuous suture by means of a needle on a handle At
the two ends of this suture the threads corresponding to the hgature
of the utero-sacral ligaments. are visble bring them outside the
penitoneal cavity and knot them together i such a wav that the
peritoneal suture 18 above them The two stumps of the broad
bgaments are thus brought together in the medin line tied together
below the perrtoneal suture and on the mde of the vagina

14, Closure of the Posterior Taginal 1Wall —Bring together the
two posterior vaginal flaps by four or five interrupted stitches of
catgut

156 Closure of the Perineal Wound —The incision from one 1schial
taberomty to the other 1s to be partially sutured leave an opeming
of 1 or 2 centimetres ot the ends of the incision and mtroduce
o dramnage-tube separating the rectum from the vagina

16 Tamponning the Vagina —Introduce o drain soshed 1m
collargol omntment 1nto the bottom of the wound and let 1t remain
In position three or four days

17 Introdudion of a Pez-cr s Catheter tnto the Bladder —During
the operation the bladder mav be mjured suture 1t immediatels
1 the urcter be divided 1t 18 ceneraliv noticed during the follow
Ing dava 1f the case be one of uterine cancer 1t 1s better to perform
ﬂcphrcctomy provided the other hidnev be sufficient

IEbaTE REsurts —They are generally very simple  Ciet
tosation occurs m about three weehs Shoch 1s ml  Gravity of
the apemtion shight Personally we have performed Schauta s
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operation twenty three tumes with two deaths, and Cunéos four
times without & death, 16 1s, therefore, 2 mild operation We may
remarh all these cases apply to patients already wesk and obese,
and on whom, from feeble resstance, we did not wish to operate
by the abdomimal route

F1o 203.—Vaiaiwar HYsTenrorody yon OAXCX® OF
1 Cervix, (Brxmxamn Cuvéo s Mrruon.)

Fio 261 —Vagooat Hysresrorouy rox Cawors or
g CErviX. (Drawinp Cuxtos Mernop )

The skin of the perinmum s stretched by two tiasue
Torceps to facilitate tho (noleon.

irpatbon by the vaginal roate

leot in whom exi!
10 be recommended.

1

\ppearance of the valve in a nullipercos and fat
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Ligature of a vaginal artery

Fro 270.—VaiarraL Hystxnrcrony ror Caxoxn or sus CERVIX

Fia 278 —VaainaL HysTExxcToMY Tox Caxcrm oF tom Cxxvix

Dissection of the anterlor wall of the yagina.
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F1a 280 —VaainarL HysTERRCTOMY YOR CANOER OF 7118 CNRVIX.

110 "s8 =\ a1, Hystercetuny ror CA¥cer or TuE CERVIX.

Bringing down tho nterus; the fundus is vislble,

Opeain, the anterior fmix of the yagina  Fnlargement by forcepa
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X1
ASEPTIC TUMOURS OF THE ADNEXA

Tonours of the adnexa, whatever therr mflammatory nature
(salpmgo-ovartis) neoplastic hmmorrhagie, gravid cvstic are
treated differently, according to whether they are aseptic or not

A hmomsato salpynx or a hydro-salpynx should not be treated
lihke a suppurative salpingitis In this last case, moreover, 1t 18
not sufficient to remove the infected adnexa the whole tract of the
tubes into the substance of the uterus must be got rid of, even the
whole fundus should be sacmficed—hysterectomy of the fundus
(Lecéne)

In young women moreover 1t 18 advantageous to retnin the
menstrual perieds, even if unpregnation be removed

The treatment of aseptic nmlateral tumours 18 extremely simple
two clamps are placed on the broad higament above and below the
tumour, two cuts of the scissors separate the mass of the adnexa
Two or three stitches n U re-form the broad hgament, produce
heemostass, and bring about finity of the uterus

The adjowning figures tell more than any description
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F1a 305 —Asrerro UNmLarxmar TUNOUR OF THE ADwara.
(Hmmato-slpynx) resoction.

Fio 308.~Asrrric Unitarrrar TUMOUR OF THE ADNIZXA.

o-sal resect ted
lon. Fourclampsareapplied to the broad ligament tha dot
(E‘mt m&’?;)'m the Incston is nr::do b_y?)::]e knife, Note the strong clamps of
J L Fauare.
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F1a 307 —Aserric UNiLaTERAL TUNOTUR OF THE ADYEXA.

(Hemato-sal ) resection.  Two stitches in U have been parsed close to the penpheral

olamp, the tumour having been removed en Hoc with two of the clamps; these two

stitehes in U are tied at the time the two clamps aro withdmwn. o operation

isfinished. The Fallopian tube which is visible is ﬁ If it had woppurated,
i a cautery dev|

it would be to resect it at the uterus by pl into ita
intra nterine part. the lexion were bilateral and the woman young nvlmf; or part
of an ovary should be retained, and hvsterectomy of the fundus performed, or aimple
Tesestion of the tubes. The normal uterus or one or both ovarles thould be entirelr
preserved,









