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GENERAL INTRODUCTION

Tae reputation of Victor Pauchet as a bold and brilliant surgeon
stands ligh in Pans

‘ Practical Burgery Illustrated, translated mto Enghsh by
Dr F R B Atknson, cannot fail to enhance that reputation
and will enable Enghsh surgeons to study Pauchets methods n
detail with both pleasure and profit

Practacal Surgery Tlustrated * makes no claim to be a text
book of operative surgery It clamms rather to 1llustrate operations
as practised by the author and these clamms are well substantiated
The 1llustrations are drawn from hie the text explains them The
author presents his methods in & series of Iiving pictures i a manner
which ghould appeal to the practical surgeon.

English surgeons will note with interest that local spinal, and
splanchme anmsthema have practically supplanted general anmsthesia
m Victor Pauchet 8 practice - ¢ ¢

C GORDON WATSON






INTRODUCTION TO VOLUME V

The Treatment of Trigemnal Neuralgia.—Pauchet holds that
lvismion of the sensory root behind the Gasseran genglion 18 the
:reatment of choice for facial neuralgs  He employs local anesthesmia
‘'or opemng the skull, and a general ansmsthetic for the prmorpal
stages of the operation He allows the patient to get up on the
lay after operation, and to return home on the eighth day

He employs a powerful bone perforator, and an electric hght 1s
attached to his bram retractor

Tumours of the Floor of the Mouth.—Paunchet performs a radical
operation by the submaxllary route for mflammatory as well as
mahgnant disease of the submaxillary gland and deliberately opens
up the buccal cavity from the neck. He ties the external carotid
between the superior thyrord and lingual arteries.

Duverticulum of the (Esophapus.—Pauchet advocates a two-stage
operation, and performs a prehminary gastrostomy

The diverticulum 15 exposed and fixed to the omo-hyoid to avoid
retraction, and then brought outside the wound, which 13 otherwise
closed. It 18 removed at a later date

Biliary Surgery —Chapter IV deals with methods of repair for
fistula of the common duct

Pauchet employs a rubber tube He opens the duodenum,
stretches the ampulla, and then perforates 1t. The tube which has
been fixed into the stump of the common duct 15 drawn through the
duodenum  Omentum 13 then wrapped round the lLine of junction.

The dlustrations show clearly the method advocated. Three
successful cases are related.

Gastro-Duodenal and Gastro-intestinal Surgery —Though tlus
branch of surgery has been discussed 1n the first volume, the anthor
returns to the subject to consider amongst other things methods of
suture with special reference to Connel s and Cushing’s stitches, os
well as the problems ansing from sccondary jejunal ulcer and the
varving indications for different methods of anastomosis after partal
resections for gastric and ducdenal ulcers It may be noted that
Pauchet has resurrected Murphy s button for Jejuno-jejunestomy
1n associntion with a long loop gastro-jejunostomv

Surgery of the Large Intestine —These chapters cover ground which
has alreadv been considered  Vethods of dealing with earcinoma

i



vin INTRODUCTION TO VOLUME V

of the oolon 1n varying situations, with or without obstruction, 1n
good subjects and m bad, are thrashed out mn detai, and can be well
followed 1 the 1llustrations.

Large Scrotal Hernia.—Hermia has been discussed in Volame I
In this chapter epecial and detailed consideration 18 given to large
urreducible scrotal hermie In the repair of the canal Pauchet makes
use of the outer portion of the rectus sheath. The sheath 18 divided
vertically midway between the midline and the outer border of the
muscle, and the outer half 18 then turned outwards and sutured to
Poupart’s igament.

Abdominal Hysterectomy for Suppuration of the Adnexa—Hyster-
ectomy of the Fundus—Vagmal Closure for Prolapse m the Old —The
difficult operation of complete abdommal hysterectomy for chrome
suppuration of the tubes 18 described by Dr Gabriel Luquet.

To 1llustrate effectrvely an operation of this nature for double
pyosalpynx with a pelvio abscess, complicated by adhesions to the
bowel, 18 an accomplishment of some ment which redounds to the
credit of the artist, Monsieur S Dupret. Partial hysterectomy for
simlar conditions 18 advocated for those who have not reached the
menopause, and 1t 18 stated that the periods contmue 1n 76 per cent.
of the cases,

Closure of the vagina by dissectmg off a rectangular flap of mucosa
from antenior and posterior walls 18 advocated for serious prolapse
mtheold A laternl channel 18 left on erther aide to allow the escape

of cervical secretions. O GORDON WATSON

March, 1025,
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PRACTICAL SURGERY ILLUSTRATED

I

THE TREATMERT OF TRIGEMINAL NEURALGIA
Br Dr Ta. pE MARTEL

InroraTHIC neuralgia of the trigemnus has characterstic signs
the patient has generally passed the age of forty, without apparent
cause, very acute pains occur 1n the area supplied by the trigemmus,
generally locahised at the commencement to the region of only one
or two of 1ts branches

The pams anse 1n paroxysms with very marked exacerbations

They are separated by periods of quiescence, at first very long
then shorter and shorter

They are much more frequently situated on the right than on the
left mde

They are of extreme violence

There are no objective sensory disorders in the region of the
trigeminus  There often exist vaso-motor and secretory disturbances
in the same area

Neurotomy behind the Gasserian ganglion, and division of the
sensory root of the trigemnus between the Gasserian ganglion and
the pons constitute without possible dispute, the treatment of choice
for facial neurnlgia

This operation consists of —

1. Opening the skull above the ear

2 Separation of the dura mater from the base of the skull, and
exploration for the crest of the petrous portion of the temporal
bone and for the fornmen ovale

3 Exposing between these two pomnts the intertor and exterior
border of the Gasseran ganglion and the sensory root

4. Division of the root

5 Sature of the soft parts

Pontion of the Patient —The head should be raised

Anestlesia —General anwmsthesia 15 necessary for the principal
stages 'i‘f the operation, exposure and division of the nerve

1



2 PRACTICAL SURGERY ILLUSTRATED

Local anssthesia 18 amply sufficient for opening the skull
I use ether as a general ammathetic novocame 1 200 for local
anwsthesia
Record of the Arterial Tenston —It 18 a good thing during opera
tion, a8 during any serious surgical mtervention, to take often the
patient s arteral tension and to note 1t carefully Generully
the arterial tension 18 well mawmtained from one end of the operation
to the other If however, 1t be abnormally lowered, there should
be no hesitatzon in operating 1n two stages and m postponng the
Test of the operation until some days later
Inosion —Curvilinear 1n a half circle above the ear
Incise down to the bone and turn down the musculo~cutaneous
flap
Stop all bleeding from the borders of the flap with T forceps
Arrest the hemorrhage from the temporal arteries with Kocher 8
forceps and immediate ligature to make the operative field clear
Btop up the perforating arteries with wax, if they be small
with ends of bone 1f they be large
Trephining —Perforate the bone with any hind of trephine mn
the centre of the exposed surface
Enlarge the perforation by gouge forceps as much as pos
mble below, on the honzontal portion of the temporal bone
Behind cease using the forceps at the base of the anterior
endo-cranial surface of the petrous portion of the temporal bone
Complicattons —A Heomorrhage from laceration of the meninges
which are adherent to the bone
B Opening the dura mater, which 18 sometimes very adherent
Work with great gentleness and care If the meningeal artery
be lacerated tie 1tabove and below the bleeding point with a thread
passed by means of a fine curved needle
1t thgr dura mater be torn, stop up the tear with a piece of muscle
mtroduced between the bram and the dura mater, fixed by two
stitches
Tearing the dura meter aggravates the operation The cerebro-
spinal flnd discharges, snd no longer protects the bass of the bratn
t tractor
fmﬂge;in!‘:o the dura mater from the base of the skull as far
as the tubercle of Princeteau behind up to the foramen spinosum
1 front
Proceed with t care
Begn at the ]If;:ganot part of the opening 1n the bone
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Lay bare gently the anterior endo-cremasl! surface of the petrous
portion of the temporal bone, contmuing the separation nternally
end 1n front

Note m turn

1 The emmentin arcuata (rounded mammllated prominence
answermg to the supenor semicircular canal)

9 A broad depresaion following the prominence of the eminentia
arcuata

3 The tubercle of Princeteau, on the crest of the petrous portion
of the temporal bone It 18 1immediately 1nside this tubercle that
the root of the trigemmus passes directly 1t leaves its bed in the
cerebellmn 1t reaches beyond the upper border of the petrous
portion of the temporal bone under the superior petrosal simus to
penetrate mto the middle part of the cranium, and spreads out as
a fan between the two layers of the dura mater, separated 1nto two
to form the cavum of Mechel

Having first separated the dura mater from the petrons portion
of the temporal bone up to the tubercle of Princeteau, then detach
1t from the horizontel portion of the shell of the terporal bone up
to the foramen spinosum, 1f 1t has not already been done

Mark out the foramen spmosum by introducing & strabismus
hool mnto 1t and pack 1t full with cotton wool 80 as to produce hemo-
stams of the central end of the middle meningeal artery (Frazer)
Then prolong the dissection as far as the foramen ovale, and discover

its antero-external semt-circumference by means of a strabismus hodk.

Knowing the position of the foramen ovale and the tubercle of
Princeteau, mahe & mental note of the direction of the inferior
border of the Gassenian ganglion and of its sensory branch

Incise with & fine kmfe, along the antero-external border of the
fornmen ovale, the sheath the dura mater forms for the nferior
maxilflary nerve

Puall bach the sheath upwards and behind towards the tubercle
of Princetean with the back of the strabismus hool,

Mote the bundles of the inferor maxillary nerve which are quite
vizible

Introduce the strabismus hook into the turned up nervous
sheath and tear 1t, exposing the interior and extenor edges of the
ganglion

Durning this procedure watch carefally for the appearance of the

large white sensory root of the trgemmus and where, ot the same
time, tho cercbro-spinal fluid discharges
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Divide the root with & kmife or by means of o small specal
1nstrument

If this manceuvre be impracticable, as it sometmmes 1s, be
content to introdnce the strabismus hook under the root and detach
1t from the pons with great gentleness

Durmng the whole of thia operation, use a retractor with electric
Iight or & frontal light

Hemorthage 18 very abundant and very troublesome The
surgeon must use, according to aircumstances, tampons or aspiration

Sequele —They are very smple The patients can generally
get up the day after the oparation, and return home mn eight days

Immediately after the operation abolition of the corneal reflex
18 observed, and very marked anmsthesa of the whole of the area
supplhed by the trigeminus, It must be searched for by very ahght
prcking, or by effleurage with & thm tampon of cotton wool The
anesthesin dimmishes by degrees as the date of the operation
becomes more distant

The contraction of the anmsthetic zone occurs at the external
L1t of 1ts circumference, the internal nasal boundary of the ansms
thetic zone remaiming unaltered

Complications —There 18 only one peripheral facial paralyss on
the operated side, when the trigemmus has been roughly torn.

1t 18 for that reason that 1t 18 necessary either to detach 1t from
the pons by very gentle traction, or, still better to divade 1t with o
small special mstrament Sometimes paralyms of the sixth par 1s
observed.

Generally commence treatment by alcohohsation of the nervous
branches, eccording to the procedure of Beaudom and Lévy, and
especislly for the purposes of diagnoms If the patient be alle-
visted by alcoholsstion, awmit the first recurrence, and then
perform without fear neurotomy behmd the Gaaserian ganglion

In patients who have received many 1njections of alcohol, some
nervous changes have been already produced and there 15 no neces
sty to wait for complete anmsthesia of the whole of the region
supplied by the trigemunus to be obtawned when 1jecting the
angesthetic
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Fra 1 —TrEsr™EST or TRIGIMIYAL NXURALGLA.

Curvilinear inclsion. The middle of the base of the flap marked
by an arrow answers to the tragus.
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F16 3 —TrEATYEST Or TRIGEMIXAL NEURALGLA.

Separation of the temporal muxls by the rogine. A cutancous flap may be cut at the
mme place but distinctly smaller  In this case §t was sufficient to pass between
the fihrea of the temporal muscle and to separate them.
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B

Fro { —Txeanmxxt oF TRIOEMIYAL NEURALOIA

Perforation of the bons with my hand perforator
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Fia 8. —TrREATNEST OF TRIGDIXAL NEUMALOTA.

Separation of the dura mater from the bawe of the skull by pressing down a
compress firmly
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Fro 0 —Truruexy of Tmomamat Neorarata

The Gaxible retractor (which may have en electrio light) pashes back and rafses the brain.
The meningenl artery which becomes stretched, {s visible. The eminentia arcoata

s well secn behind. ~ At the left, the meningeal artery fa cut with one stroke of the

rugine. On the right
bone out awny closa to t

ugging the opening of the meningeal artery by s pieco of
skull.
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Fia " —TREATMEYT OF Tnum,u

Ineision of the dura mater along the extermal
ht thesheath of the durs mater pushed h'::;ﬂﬂ !

Gamenan ganplion fa seen.

THE TREATAENT OF TE:2 -

ng
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Fic 8.—TrEaTEXT OF THOEMINAL NXURALOTA.

e operation is nearly finfahed. Therootfs vistble. On the [t tke root is eaught by
& hook; it only remsins to ont it or to tear it out. On the right, tearing oat the root
by gentle truction.
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T

2|
TH

Fio 0 —TrEaTsexT oF TRIOEMISAL NETRALOLL.

The root is torn out. The nervous bundles broken and acparated are visible.

13
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Fia 11 —TrrimexxT or TRIODOIAL NECRALOLL,
Suture of the epicranium by interrupted stitches of catgut
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L;u 5arraoﬁemant

Twdercule de
Printceleate

Suture
slnlzerza tempora Ze

z-
Hratus de fallope. i/, o
Sinus pelreux T~-LArtere menin-
au/uefleur X 1 - { X-] oyennea
Dure mere Lfminentia

r [
(L‘anas %cml
cireuitarre

superteu r)

F1o 13 —TresruexT OF TRIOEMIXAL \EURALGIA,
Buod's-eye view of the field of operation.

Tnbnnlr de Piscctesw mTuberele of Princetean  Ligns de scclion on l’armda;m-una of
or of extraction. Rucmu Jl lnilm--ﬂoou of the trieminm Suture

;Al-o-lm;onh-ﬂ Ganglion d¢ Gassr w Gasserian panplion
It ates de Fell u!mal -Dophn \ufmﬂ--n--]r—ln!erbrmxﬂhrym
s ;ztmu #upiricnr mBaperior petroeal simoy Artirs méningle axse m Middle
meningeal artery Dxre-mire rlr{br-!t-(\-nbtﬂ dm mater Eminentsa arcwats
(Canal demrctredaire supinienr) e Embnentls cansl)
(13 tem poral = Temporal bone Murcle rc-pom(—’rrmpm-u musche Trogus=Tragus
Vo ¢ &accds=Way of spproach.







I
TUMOURS OF THE FLOOR OF THE MOUTH

EvEry affection of the floor of the mouth, the site of which 18 more
outside the middle hne than medwn, should, at first, suggest an
afection of the salivary glands The sublingual gland occupies the
antenior part of the floor of the month, whilst the submaxillary
gland 18 not an organ which belongs to the buccal cavity, but to the
lateral suprahyoid region Only Wharton s duct belongs to the
floor of the mouth, seewmng that 1t crossea the mylo-hyoid muscle,
a lkind of dinphragm separating the floor of the buecal cawity
from the suprahyoid region Whartons duct follows the lower
surface of the sublingual gland, to which 1t 18 adherent, 1t 18 found,
therefore, below the sublingual gland accompanied by the Iingual
vemn and lingual nerve A calculus 1n the duct 1tself will protrade
mto the buceal floor and be felt by the finger through the buccal
mucosa This fact 18 mportant 1n practice, because 1n the cases
where we have to deal only with a calculus 1n Wharton s duct or,
what 13 rarer with inflammation or a concretion 1n the subhingual
gland, 1t 1 logical to 1ntervene by the buccal route, a sumple 1ncistion
will be sufficient then to extract a stone or to open the suppurating
sublingusl gland
Operation by the mouth avoids with certainty the mnconvemence
of a salivary fistula which 15 frequently observed after operations of
this kind by the suprahvoid route
The clinical appesrance and the therapeutical indication change
when the aflection—a calenlus, or mflammation or a growth—
develops 1 the submaxillary gland itself The swellng shows 1ts
presence below the jaw and the technique of the operation 1n similar
cages becomes quite different  This we will now describe, we have
followed 1t 1n the case which has served as a model for onr drawings
The method can be applied to all the affections of the floor of the
mouth which extend to the submaxillary gland itself or to the
glands which surround 1t, and are found 1n the fibrous bed of the
submaxillare gland i contact with the glandular parenchvma

Such 18 the cate 1 cancerous affections of the tongue when the
10
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glands of the submaxillary region are generally invaded, as also m
chrome inflammations of the submaxillary gland—chromo sub
mexillary malo-lithiags and sislo-adenitis

8yvaProaaTOLOGY — When & unilateral swellng outsmde the
middle line of the floor of the mouth 18 found 1t generally means
an aflection of the ealivary glands, the swelling mey be a new
growth, which 18 ndeed very rare, or, what 18 commoner 1nflam
matory The organ which 18 most particularly affected or accessible
to mfectrons and comphcations of the buccal floor 15 the sub
maxillary gland, 1t 15 more frequently attacked than the sublingual
gland, and 1t 18 noticeable nearly all the patients (80 per cent )
belong to the masculine sex. The affection generally ascends—
te, mflammation of Wharton’s duct, then of the submaxillary
gland, the climcal process therefore presents a certamn analogy
to biliary lithiesis  The calculous concretions are secondary to the
tnfection  If caleult be often found m Wharton s duct, which passes
mto the buccal fioor they can easily be felt by the finger mtroduced
under the tongue If the stones, or mmflammation, affect at the
same tune the submaxillary gland the latter protrudes in the lateral
subhyod region

The treatment to be followed 1n like cases 18 extarpation of the
submaxillary gland, and 1f necessary also of the sublmgual gland
and of the floor of the mouth The same procedure 15 moreover,
to be followed 1n cases of tumour—epitheloma primary sarcoma
adenoma or chondroma—which have been exceptionally observed
1n the submaxillary glands

The submaxillary gland 18 surrounded by nnmerous glands, and
when they become swollen they form i the suprahyoid region a
protrumon sometimes mfiltrating 80 extensively that 1t can easdy
be confounded with the gland itself. This explams the view of
Velpeau, who considered the gland was never removed, but onlv
the glands concealing 1t

DrrrerexTIaL Dracnosis —The presence of e calculus 15 con
firmed by repented attachs of pam m the salivary glands nna]ogou:
to hepatic or to renal colic, afterwards by excessive salivation a
the end of one of the attacks In cases of caleulus an Wharton s
duct, by mtroducing a probe nto the duct, we alight on the
calcalus  Lastly the calcult are eamly accessiblo to radiography .

As regards tho inflammatory exacerbations with or “;tho;
calculy, they are revealed excluding rses of temperature by the
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presence at the opemng of Wharton's duct of a drop of pus from
pressure on the bneeal floor
In chronic mflammatory sffections of the submaxillary gland
& board like mfiltratton of the subhyoid region 18 sometmes noted

Hustological examumnation, m cases of chrome inflammation of the
submaxillary gland, generally shows all the signs of an atrophie and
progresarve glandular fibrosis

Tn cases of mahignant operable growths the patients should be

submutted to apphcations of deep radiotherapy after the operation
The field of the rays should especally mnclude the lateral supra-
hyoid region

If the tumour be moperable the treatment 1s only by X rays
or by radnmn, and only after the use of the X rays, 1f the condition
has become operable as a result of regression and partial destruction
of the mvaded tissue, 1t may be accessible to the kmfe

TECHNIQUE OF THE OPERATION —T'his should be the same 1n cases
where a tumour or a chronie inflammatory affectron of the salivary
glands protrudes under the floor of the mouth and mto the laternl
suprahyoid region

1. Make an tnoision begmng two fingers breadth below the
lobe of the ear, 1 centimetre outmde the internal border of the
sterno-cleido-mastoid, and one parzllel to the border of this muscle
three fingers’ breadth above 1ts sterno-clavicular mnsertion  Divide
the subcutaneous cellular tissue, and also the sheath of the sterno-
cleado-mastord, pull back the muscle, deprived of 1ts sheath
Expose and divide the thyro-linguo-facial venous trunk  Cut
the middle cervical aponeurosis retracting at the same tume the
sterno-cleido-mastoid postertorly, expose the internal and external
carotid artertes with their branches The external carotid artery
18 recognised by 1ts numerous branches, notably the supettor thyroid,
tie 1t between the thyroid and hngual artery This preventive
ligature wards ofi excesmve hromorrhage duning operation.

The operator sees tho descending branch of the hypoglossal
nen e crossing obhiquely the internal and external carotid and passing
to the floor of the mouth, 1t runs belund the posterior belly of the
digastnc and behind the submaxillary gland

2 Fredy expose the submarillary gland by a square-shaped
meision, branching from the first—1.e., perpendicularly to 1t It
should end at the nferor border of the jaw, at the chin. Then
reflect the two cutanegus flaps, dissecting them with the knife, the
upper one close to the jaw, the lower as much as necessary to expose
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the whole region of the hyoid bone and of the bed of the submaxillarv
gland

3 Clear owt the Cavty of the Submazillary Glond —Remove
the submaxillary gland and glands around1t  Proceed by enucleation
from above downwards, do not injure the external carotid and the
mnternal Jugular vein, which are separated a short distance from
the posterior extremity of the gland, they are often surrounded
by a more or less thich chamn of glands

4. Ezamne the Floor of the Submazillary Cavity —The cavity
18 formed by the two bellies of the digastric on the one hand,
and by the lower border of the manilla on the other The floor of
this cavity 18 formed by the hyo-glossus and the mylo-hyoid muscles
After ligature of the facial artery, close to the manlla, meise the
mylo-hyoid muscle transversely and parallel to the edge of the
mexilla and a distance of 1 to & centimetres from 1t The mylo-
hyoid muscle being eut the buccal floor 18 opened The organs of
the buccal floor, propetly so called—s., the sublingual gland and
Wherton 8 duct—are exposed to view

b Draw the tongue below the mazills nto the operative
field We have now to free 1t from the mass of tissues on which
the new growth or the inflammatory glandular mass rests  For this
purpose 1t 18 necessary to incse 1t from its root to the frenum
separating en bloo the sublingnal gland and Wharton s duct, which
adhere to 1t8 deep surface This method gives a large excimon, and
1n cases of a new growth 18 the best guarantes of not leaving the
mvaded tissue

6 Replace the tongue wto the mouth and dissect the mass
which 1ncludes the organs contained m the buecal floor; the sub
mexillary and sublingual mass with the submaxllary ﬂﬂd carotid
glands joined by the nuddle cervical aponeurosis

7 Suture the floor of the mouth

8 Suture the posterior belly of the digasinc muscle with th
sterno-clerdo-mastord suture the sterno-hyord and thyre hvou

+m #ha emhhntd nart 1
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N

Fra. 14 —Tuoxour oF e Froor or Taf Motri. REwovaLn

This tumour has developed in the sslivary glands, the sublingual and the submaxillarv
Ite growth and a. rance were those of & ncggh:m. In reality the tumour was
inflammstory as histological examination show
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Fro 28.—Tomorr or Tax Froox or mmr Morrr. Rbwovar
The wound hes been washed in other A mmall drain is Introdoced between the edges
of the akin. This draln joins the suture of the buceal ficor but does not pass into
the cavity of the mouth.  The skin s sutured by interrupted linen thread atitehes.
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DIVERTICULUM OF THE (ESOPHAGUS

THERE are two varieties

Pharyngo-esophagesl, situsted at the entrance to the cesophagus,
and forming a perfectly distingt morbid entaty, pathogemcally,
clinically, and therapentically

(Esophageal, properly so-called, artuated on the other parts of
the wsophagus, and which melude, viewed anatomically and patho
genically, dissmular dilatations They are difficult to recognise 1n
the lving subject Therr diagnosis 28 well as therr treatment, are
surrounded by difficulties

We will atudy here the pharyngo-esophageal diverticula

These take their origin on the posterior wall of the pharyngo-
cesophageal canal just below the upper opening of the cesophagus
They are probably of mechanical orgin, the pressure exeroised by
the bolus of food on the pharyngo-esophageal wall, which 13 etther
congentally or spasmodically contracted, m the long run leads to
1ts compression at 1ts weahest pomnt Little by Little a true herniz
forms which protrudes between the transverse and ascending
bundle of the erico-pharyngenl muscle (Bensaude and Grégoire) *

Cursicar Disgxosis —Diverticula are preceded for years by
prodromata which conmst m shight difficulty mn swallowmg and
symptoms of pharyngeal irntation a soraping sensation and dryness
of the pharynx abundant salnation, expulsion of mucus, attachs
of coughing the sensation of a foreign body, etc It 18 exceptional
for the affection to show 1itself suddenly

The symptoms appear only if the diverticnlum reach a certamn
sze  They are due erther to passage of the food mto the cawity,
or to the pressure which the pochet filled with food and secrefions,
excreises on the cesophagus and on the neighbounng organs

Some patients complain of a sensation as if the food stopped on
its way they Jocalise 1t behund the larynx then lower 1n the thorax
as the pochet graduslly dilates Only the larger particles of food

* * Archives des malsdies de 1appared digestif et de la nut
rande and Gregoire Vol xn) e # ) matation - (Ben

k]
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are arrested at the commencement, later the patien
difficulty m ewallowing the small pleces, and I;iiall @wéﬁnenz
fail to The d Y ate and o
pass yephagia varies according to the mte and sze
of the diverticulum Sometimes the first mouthfuls are arrested
and the following pass, sometimes the Teverse, the patient eats
slowly and carefully, he helps deglutrtion of the bolus by bending
the body w different directions without result  One morsel may
pass without difficulty and the next be arrested  Thers may be
tree rummation, the undigested food returning many times into
the mouth before being finally swallowed

The patients have a sensation of a bad taste m the mouth
The stoppage of the food may be complicated with a sensation of
choking, and with congestion of the face, due to blocking of the
cesophagns (Bensaude and Grégowe) This ocours intermuttently
during meals The patient cannot then swallow what 1 1 the
mouth, if he persist m the attempt rotro-sternal pawn, with a
feeling of chokang, amses The face becomes congested, and the
patient gets up from the table to regurgitate the food that has
been swallowed If he delay to regurgitate 1%, vertigo may oceur

Spontaneous regurgitation of food 18 a constant symptom. The
contenta are not evacuated at one time only, but at many Some-
times the contents include food swallowed at & previous meal The
regurgitated food 1 not altered and contans no trace of hydro-
chlomc acid It 18 bathed 1n mucus

The diverticulum sometimes, when 1t 18 full, produces a bulging
1 the neck, met with 1n one-third of the cases, to bring 1t mto
prominence the head must be axtended.

The swelling may occupy the two fossm of the clavicle generally
1t 18 umlateral the smze of the tumour 1s that of an egg or a pear
It changes mn swe according to the amount of food 1t contamns  After
meals regurgitatzon causes 1 to get less or to disappear

Percussion sometimes reveals & dull mferior part and a sonorous
guperior zone These areas, perceptible during meals, disappear

afterwards
On palpation the tumour 15 soft and fluctuating It dimishes

under pressure  On swallowing 1t may be accompanted by move-
ments of the larynx On expressing the contents of the tumour
eructations or borborygm: may be produced. The latter 18 duo to
the diverticulum contamng air, 1t 18 sometimes the first symptom
of & diverticulum When, after an 1njection of water lnteral
pressure 18 exercised on the neck, auscnltation revesls o gurgling
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sound  Sucoussion sound may even be produced on fasting m the
morning after swallowing & glass of water

When the dwerticulum 18 mncompletely empty there 1s & pro-
nounced fetid odour n the breath, a symptom as unpleasant for
the pattent as for those around him

Sometimes the following mgns of compression are observed
dyspnees, congestion of the face, cervical, brachm], thoracic and
Interscapular neuralgis, a Taucous vorce and aculo-pupillary signs
from preasure on the sympathetio

Errors 1n diagnosis are frequent, sometimes the diverticulum 18
taken for stenoms from cancer of the cesophagus, which may be
accompanted by heaviness behind the sternum and with a cervieal
tumour, giving on pressure the sensation of & soft swelling

The general mgns of cancer are hardly of any use for diagnostic
purposes, because the majority of divertioula are only recogmsed
between forty and sixty years of age The hustory of thé patient
18 very useful, 1t must reveal in a precise manner the evolution of
the symptoms If the duration be long, with very long standing
prodromata, if the development of the dyspnea be slow and pro-
gressive, we can conclude a diverticnlum exists

CATHETERISATION —This should be carried ont fastang and never
without the control of the eye If radicscopy connot precede the
use of o catheter, begin by making use of & conducting thread
(Bensaude and Grégoirs) A thread, when swallowed, passes down
even a contracted cesophagus, and then enters the stomach and
testine, and becomes fixed there so that 1t cannot be withdrawn by
traction This thread acts as a gmde for a perforated olivary
bougte 1t 18 mado of resstant mlh (twist) coated with wax  Many
metres of a thread are placed on the root of the tongue and swallowed
with a mouthfnl of water at the end of twenty four hours the
swallowed end 18 fixed m the mtestine and resists all traction  1f 1t
has not passed beyond the stomach 1t 1s easily withdrawn It
crosses tight strictures, especially if belladonna be grven. Once 1t 18
fixed the upper end 18 passed into the opening at the end of the
catheter  Catheterisation 1s performed without nsh, for the 1nstru-
ment follows the lumen of the cezophagus, however narrow and
defective 1t may be (Bensaude and Grégorre) The self retaining
catheter allows us to recogmise the opening and smite of the diverti-
culum the entrance and the ledge (Guwer) are always posterior
to enter mto the asophagus the catheter 1s turned forward to

penetrate mto the diverticulum it 1s turned backawards
\ a
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The catheter introduced mto the divert:

mthlit.estnobm, lihfeeluaa1f1ﬁWe:1:m.n:atfreesiaﬂ;(:1 1# ot canght as
ADIOSCOPY —The patient should be exa

et o . el sty
down pomtion reveals the relationship of the dxverfnoulumyx;ngh
the wmsophagus, because the opaque meal 15 slower 1n 1ts passage
down the wsophagus The patrtent should fast and the opaque
muxture then swallowed The diverticulum 18 seen to £ill under the
screen, this occurs from above downwards the opaque substance
descendmg from the pherynx mto the diverticulom wrthout pene-
trating mto the esophagus, and accumulates rapidly The mze of
the diverticulum varies from & nut to a large orange

A full meal graduslly expands the diverticulum, showing 1t 18
capable of great distension. This special sign ought to be Jooked
for The mage presents an oval form with regular outline It has
one base with no prolongation below at the upper part a clear
zone often appears, due to a bubble of air

The pomition 18 constant, the sac 15 aitnated . the cervical region
behind the wsophageal tube, 1n the pre-vertebral space When 1t
has reached & certamn degree of development 1ts base descends into
the medastinum, and may reach the bifurcation of the bronoh:
The diverticulum at first protrudes from the wsophagus and 18 seen
on one of 1t8 lateral surfaces This was the case n the patient who
hes served as an example for the annexed figares

The diverticulum empties and fills by 1ts npper part

The diverticulum bemng full the cesophagus must be brought
mto view by a new mealof barinm  The opaque substance passes
quickly along the esophageal wails, and leaves no adherent particles,
a8 ocours 1n cases of dilatation above a stenosis due to cancer
The cesophagus 18 not vimble when 1t 18 contracted and com-
pressed by a large diverticulum  On compressing the divertzculum
with the fingers the opaque substance can be driven mto the
pharynx and & fragment of 1t can be mede to pass mto the
@sopha

gathgglt'imatlon ghould be performed by a self retaining catheter
ander control of the screen the path of the wsophagus bemng thus
made vimble 1t 18 posmble to be certam 1f the pocket be rooted 1
the postero-supertor part of the wsophagus and 1f the diverticufum
be certawly a pharyngo-cosophageal ono

Do not mustahe diverticula for dilatations produced above a
stricture or above a cancer In both thess cases the diatation
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shows at 1ta lower part an Irregular, Tagged onthne, due to mfiltra
tion by the neoplasm

Spasmodic stricture may also be tahen erronecusly for a drvert1
calum Each tume, owing to difficulties m interpetration there 18
a doubt as to the nature of the mage, the diagnoms should be m
favour of a diverticulum 1f connections with the cesophagus can be
noted and 1ts msertion, posterior to the junotion of the pharynx
and the cesophagus, be verified

(BsoprAGoscoPy —We do not enter into details on the technique
often described by Gusez, 1t ought to be carried out by a speciahst,
he should seek for the superior opening of the wsophagus, and near
to 1t the opening of the diverticulum the latter 1s behind, the
opening of the cesophagus 1s 1n front ageinst the cricoid cartilage
The two openings may be seen stmultaneously If one only be seen
after the other, and there be doubt in the matter, a rubber sound
must be mtroduced 1nto the divertzculum and & mandrn nto the
esophagus

Treatment —edical treatment 15 always indicated, for 1t 18 a
good thing even when an operation must be performed, to prepare
the patient, and to disinfect the diverticulum The treatment
consists 1n keeping the diverticnlum open and proventing stenosis
of the esophagus The pochet must be emptied when the food
coters 1t and 1ts evacuation facihtated Recommend thick soups,
taploca purées, and fatty food, which pass eamly some patients
can only swallow hquids

Forbid food which leaves a remidue, such as stone frwit, ealad,
etc Avord irritants (eleohol, conduments wine) Advise slow
mastication and free salivation

Many patients succeed 1 washing out the diverticulum and
removing all food by dnnking mmmedwutely after food and by
regurgitating the liquid swallowed

After food the existing remains ought to be removed from the
dwerticalum by the patient who should clean out the pocket by
a eelf retmining catheter

A permanent or spasmodic stenoms of the @sophagus
ought to be diated If the patient be thin, feed him by the
catheter

Surgieal treatment 1s always indicated 1t 19 relatively mild
The operations proposed are the following

(a) Bevan s operation, which consists 1n invagating the divert:
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Z%ﬁ;:g; series of purse-string sutures, the cavity 18 in this way
" Bgofﬂmg:t:}’: @ Sunpler Method —Performed 1 one stage 1t
s ere 18 & sk of cellulitis of the neck and of the

mediastinum  Operation 1 two stages 18 mild  This 18 the opera
fion we perform the first stage consists m extemomsation of the
diverticulum, 1t prepares the way for cellular and defensive reaction
1 the neck before opening the msophagesl cavity

The semes of figures we have reproduced here show how we have
proceeded

1. Inowon over the antertor border of the sterno-mastoid, some-
tines to the left, sometimes to the ight  The sde where the pocket
tends to protrude should be chosen  Radioscopy 1nforms us on this
pomnt In our patient we made an inoision at the lower nsertion
of the sterno-mastoid, because the diverticulum was large, and we
thought this procedure necessary to extertonse 1t eaaly

The anterior border of the sterno-mastord 18 exposed and pulled
outaide, and the subhyoid muscle eut (not absolutely necessary)
The middle tendon of the omo-hyoid 18 dinided

2 Ezamsnatwon for the Dwerticulum —A grooved director and
dsecting forceps separate the vascular tufts and the traches and
meophagus  Farabwuf’s retractor, placed on the vessels, pulls them
back to the outmde The operatar looks for the diverticulum
below the cncoid carfilage 1t 18 mtuated exactly in the middle of
the space thus excavsted, resting on the vertebral column It
always protrudes from one or other aide of the wsophagus, often
from both. Tt 18 recogmsable by 1ts whitish colour It could be
taken for a hernial sac or for the thickened pre-vertebral aponeurosis
Dissectmg forceps catch hold of the whitish coat at the bottom of
the excavated space between the vascular tufts and the trachea
and esophagus agamnst the vertebral column It 18 easily deawn
apon cleavage 18 made quite easly no heaitatron 1s possible on
the surgeon & part, for there 1s nothing elso to be consdered

3 Hxteronsation of the Diwvertiulum —The grooved durcofor
casily rotracts tho lax cellular tisue which surrounds tho pochet
morve readily than m a hermal sac but some difficalties can be ex
ced at the mech. Here the connective tissue becomes fibrous
works with the forceps the wall of
tracts of cellnlar tissue and
alar fibres the diverticulum
se 1t 18 very difficult

perien:
and reswstant the drrector
the diverticulum appears crossed by
muscular fibres (1t 18 between these musc
protrudes)  If the pedicle be large as 1 our ca
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to know to what extent traction can be exercised on the diverticulum
and on the cosophagus Moreover, traction on the drverticulum
kanks the cesophagns and exaggerates the stricture, feeding the
patient afterwards must be considered

It 18 8 good thing to place a sound 1n the cesophagus so as to
verify constantly 1ta direction and calibre, and to know where the
entrance to the diverticulum 1s to be found The ax1s of the ceso-
phagus must not be kinked, 1t must remain vertical, as normally

4 Resection of the Diverticulum —We have not resected in one
stage Grégoire advises forceps to be placed on the diverticulum
at 1t3 implantation, and snother pair a little below on the mde
of the dverttculum The first closes the pharyngo~msophageal
cavity the second prevents discharge of the saliva contamned 1n the
sac The pedicle 18 divided between the two forceps with the
thermo-cautery

b Suture of the Opensng —Grégorre advises a first Tow of con
tinuous catgut sutures, avoiding the mucouns surface When the
continuous suture 1s finished, the forceps areremoved The pharyngo-
wsophageal cavity 18 closed A second row of interrupted stitches
18 placed above the first, including the superficial parts of the tube

This stage has appeared to me personally to be very difficult,
an csophageal wound 18 not closed as an mtestinel or gastric one
The walls are friable, the tube 13 deep, the risks of contamination
are numerous [ have noted 1t many times during external ceso
phagostomy

For this reason I prefer the operation i two stages which 18
perhaps less brilliant, but there 18 no msl to the patient

I perform & prelumnary gastrostomy so as to feed the patient
from the first day Tt 13 2 good precaution Gastrostomy causes
no nish  Directly the cervical wound 1s healed, the stomach tube
1s withdrawn and the opening heals spontaneously
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F1a 29 —DIvasTIouLUM oF THE (BSOFRAGUS.

phical fon. Tha divertioulum, flled with
Radlog bismuth, is opaqus to the X rays
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Ligne & inorston

S Dupret

Fra 30 —Drvoaricrrou or tar (Esormacra,

Tachion in L 1o reach, i necessary the posterior mediastinum. The operator allows
tyn(:—mmtodmthub«t-mtoth&d}mkﬂm and pot to risk bursting
the manipalations.

t daring Dirisdon of the sterno-mastold matters little because
it will be repatred alter the operation,

Ligne &incion mline of Inclaon
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LGaine aponevrotigue
dw '8¢ ¢l mast

ézgrzo ae
sectron

sternal | Sterno
Clavicule clerdo
. o Cher ola |mastordien
vroularre

F1@ 31 —DrvarriovLox or tam (BsormiquUs.

Appoln.noe of the inclddon onoe the shesth of the sterno-mastold is o};mad; the divison
is made acroms the fleshy part, sufficiently far from the clavicle to facflitate the suture
and repair of the musale.

Gafns apondvrotique du of .d mast = Aponenrotio sheath of the sterno-cleido-mastold Ligse
s seciion = of the lnd'dolL Ohf sernal =Bternal bead Claricale = Claviche
Chef damenlairge=Clavionlar hea Sterno-cl8do-mastoldsex = Btemno-cleido.mastold.
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Muscles sous
yordrerns

Ligne d ouverture
de” laponevrose cer
vLC e mO‘yCﬂﬂ¢

Fro 32 —Drverrictrr™ oF Tue Esoraaccs.
Openmg the middle cervical aponeurosds, once the extremity of the
sterno-mastoid has been retracted.

Omo-kysid en=Omo-hyold  Musdes sonsdyoldiens=Bubhyold mascls  Ligne doxcerture
de Fapon{rros: ccrricale moyennom Lise of opening of the meddle cervienl aponenronis
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F1¢ 33 —DIvERTIOULUM or THRR (ES0PEAGUS.

Expl ion for the di whinh a. ppau:bfmyhh-whﬂe in colour like s thick
bernial so. It is only idantmnd beoause a thick membrane is found, which never
exists at that point.

Divertionls = Divertheulim
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,Corps
thyrozdc

Musclas sous
izjozdzcns

Drvertricule

Fia 34 —Divrericviex or tar (Esormagrs.
The thyroid is retracted inwards. The diverticulum s freed with
tam ted
on forceps the diverticalam is quit y Dy b
e om i3 quite hidden in the thorax. It is gradually brought

Corps thyrolde = Thyrold body  Wesder souskyol
Drnerticaie Do feat =Bubhyold mecies
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Fra 35 —Drivzxrconux or tRE (E50¥

The divertionlam is wparsted from the thyroid
brought up from within the thotsx by ring
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Fio 38 —DrverTIctLTY OF THE (Esormaars.

The lower oxtremity of the diverticulum is extetiorised. Two Instruments are used, the
one rmg forcepes, which pull on ita extremity snd the other forceps bolding a tampon.

Trechic mTraches
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///%///
reritcwic’y

‘/g‘— Trachee

Nerf recurrerit

Fro 33.—Diverticuitx or TuE (ES0THAGUL.

Note the broad implantation of tha diverticulum {nto the awophagus it is diffcult to
separats tho ane from the other The operator tends to exteriorise too much of the
@sophagus, and this a kink the necessity of placing a tube in the
cesophagus, to note the tissze which ought to remain to form its canal

D rertrewles Diverticnbom &mdlc—'l‘ndn‘.

L
Ve récerrent = Recurrent nerve
Esopbagm
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Fra 39 —DrvzeTiovrvn or Toe (EsorHigun,
Freeing the pediole of the diverticulum posteriorly
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i s

. e P
,Drverticule

, de lesg ‘159

A

Sterno elerdo
7naatotd1.enh

r

2

y Y

peatcier

Moscles
sows lzyazdz ens|

N
~ “\Trachee

~

AN Ner!” recurréné
)
Reli F de la \ &sophage ,
rewne Jujularre trd . Claviciule
b Relief de lartere \Welief Jdes muscles |}
[  carotide primilirce pre verceoraux ' o

Fia 40 —Drvesticticd oF e Erorpaara.

Appeanance of the region of the neck when the diverticolum has been freed  This
diverticalum which is entirely within the thorsx, is completely exterforired.

Slerao-dcido-ma doid cn = erno-clrido-me toxd Divertrevle de Fersoplage = Direrticolum of
the a~ophygus CGmo-hyoid cam Omo-hyoid Peax et prawc ¢rem Shin and platyema
Musd  mrsshedd ensmbabhvord muclers Trachicom'Trachen Nerf ricurrente
Necurrent perve Faoptage m Eannhamy Ledsefde la verme yugula ro “gte w Qutlms
f the internal jogalar vem Ye cnemClaviche Rer fdeTartiee carot de promdd 1o
- ththin  f the enmmon carotad artery Pelief dee muccler pre certd nawr = Outline of
the pre ertebml mocl

\ 4
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Fro 4] —DrvesriovLox or ran (Esormacus

Fixation of the diverticulom to the omo-hyold to avoid its retraction. Here the preser oo
of an intra ceophageal sound Is useful, for there is & risk of snturing the cesophague
to the muscle.
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Fio {2 —Drvexmictrex or Tne (EsoPmAGLE.

The wall of the diverticulum is sutored to the extremitles of the sterno-mastold, and
after aecondary resection of the diverticulum the two extremities of tke sterno-
mastoid should then be sutured.
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Fi16 43 —DrvERTioULUM oF TER (ESOPHAGUR.
Appearance of the diverdonlum which protrudes outmde tha akin.

S Duprst |

Fra 44 —Drverrictrrx or rax (Esormaovs

pearance of the contracted diverticolum, covered by embryonal
Av ce e ﬂenne ane month after operation
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Diverticule

Eaophage

Fl¢ 45— DIvEBTIOULUN OF rar (ESOrHAGUS.
Dh.gnmllmﬂngthe-ppunnmdthodxmrﬁcu}monmmncﬂﬂndthoneck

Diverticulsw Diverticolum [ thyrolde=Body of the thyrokd Trochée=Trachea.
%aop‘uw—&‘mphqm b

v
Drverticu’ ¢

Eaophagoe

Fra. 46.—DrvxericcLrx or tax (Esormioce

Diagram showing how the cesophagus s pulled upon by the ring f
the diverticulam. Itma Lpprnl the orceps which draw on
cithet to injure the cr'o'pg‘-gu o the operator whilst resecting the diverticulum,

«, which i3 out of place
near the alimentary cansl, which would Wntsmtg";: :txteriorbe the former too

D rerticale = Ihvertiealam. Ccr;&ﬂvmlle-&idr of ths thyrosl.

ok ol Trech/c mTrachen.
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Dwerttcule |

R b L d
Gaophage Sonde ‘S geciion
F10 47 —DivammiovLom Or rem (Bsormigum.

How to avold the awop! too far or dividing the wall of the alimentary
omnal itaelf. sound, In position before operation, acts as a lendmark
The operator notes, In this way Hitreml.tnl.uihphoo,urﬂ on the contrary it be
displaced. The blaak line indicates the line of inchron.

Dimrtyonls mDivertiontum  Corps thyrofde=Body of the thyroid.  Trockée—Traches.
(Haophage = Erophagay o?;:da—souni ’Lqulcu;::u—unnufinndm

Musoulouss

Huguouse

aophage

Fra 48 —DrvEeTIcULUM OF RN (Es0TRAQUS.

th the
per wing ture of the ceophagus at the umdon wl
Dr"mmm w&i‘ar‘lzw epc::tbn 1s performed in one or two stages.
vl 1 Mooss.  (Esophage = (Esopbagm Sonds es Found

X 1
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Dverticule
exteortoriac

= Cpecatrice
- 7 atsseas ar
1 7 la 7™ intarven
— tron

1

Fio 40 —DIvERTICULUX OF THE (ESOFHAGUS,
8rco'n §TAaE—The pocket, being first fixed externally is afterwards freed by the
grooved director in order to be remov
Di; le extiriorisemE.

|

divertictum Clcatrice laiss{, la 17 iy
ZCicatrix Jeft afier the Srot aperation, T L ereentien
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seclion

fo e

Fio 60 —~DIvExTicuLUM of rax (Esormiqus.

Sxooap Sraor—The daﬂed llno Indicates ﬂm p.llce whum the grooved direr
knife has d the & t pocket from the nel

tissue
Lrgne dt sectron = Line of meislon
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Fra 51 —Drverricortx or T (Eso-  Fio 52—Diveericvicx or ter (Eso.

THAGDR. rHAGUS.

8rcoxp StaaE—Directly the diverticulum The operation Is finls)
is exterlorised and divided the wound " hed.
i closed at two lIovels.

Awsculense = Auscle Peax = Ekin Muguens = Mucora
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Restoration of the Ductus Choledochus—Treatment of Bihary
Fistule.

It often happens that the hepatic duct and the ductus choledochus
are mnjured during an operation on the bihary passages The wound
may be repaired immediately, and the normal passage of the bile 1s
effected, or the restoration may be omitted or be defective, & bilary
fistula results

These aflections are relatively quite frequent ‘They can be due
to the surgeon having excised & stricture or a neoplasm. They
may be the result of a badly made incimon for stone in the
choledochus The opening has been transverse wnstead of vertical.
In some obese patients when the liver cannot be bronght outside,
the operation to remove the stone has been performed deep down,
the surgeon sees the organs badly, and mey, unfortunately, make
an oblique or transverse incision of the ductus choledochus, thinking
1t 18 vertical This 18 certainly very rare m the hands of skilled
surgeons  But Kehr, whose experience we all know, has met with
fifteen ruptures of the ductus choledochus out of 1,000 operations
The accident occurs in the following conditions

The surgeon believes he has caught the eystic duct at the Junction
of the ducts, and he has instead seized the hepatic duct or the ductus
choledochugs Too often he places the Ligature, not on the oystic
duct, but on the common bile-duct itself * In these conditions
the ductus choledochus 15 partly excised or dies a permanent
fistuls results

It 18 a fault which can usually be avoided, especially 1f the method
of Mayo-Gosset for resection of the gall bladder be performed
passing from the common bile-duct to the fundus, but this method
of cholecystectomy from below upwards 1s not at all casy when tioht
adhemons exist  In a sumple case 1t 1s casy to lav bare the cy:tlc
duct and to recogmse the evst1 arteryc before sewzing 1t, but when

* Practucal Surpery ITlustrated, by Victor Pamchet Vol D p a1
“ Operations on the Biliarv Passages
wd
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the biliary passages are adherent and altered by the mflammate

brocess, 1t 16 difficnlt to 1dentafy each duct and organ Nay mor.V
16 18 posaible the oystic and hepatic ducts may be umted side b m?
1n mtmmate contect with each other The oystic dugt ltsalfy ’
form a spiral on the anterior surface of the hepatie duct baznrz
Zghanmg mt;,a;tﬂ The two organs are mmited by inflammatory

es1ons , there are

this error stall mire eagy anafomical anomalies which mako

Briefly, 1t may happen during the operation for choledochotomy
that the operutor perceives he has divided the dustus choledochus
completely or partly across, he ought to repair 1t Ususlly s suture
15 sufficient, especially if the ductus choledochus be broad Suture
at one level with slowly absorbable catgut (0, as the wreter
often succeeds A temporary fistula frequently persists, which
afterwards closes of itself Often the continurty of the mcom
pletely cut duct 18 re-established spontaneously wrthout suture

Ordmanly the fistula appesrs at the end of some days  The bils
solls the dressing The fiecal matters remamn discoloured  All the
bile passes by the operative wound The surgeon walts two or
three months, sometmmes more, after this he ought to come to 8
deczslon  What 18 to be done ?

(6) A Cholecysto-Gastrostomy P—Yes, il the gall bladder has
been preserved. The operator then Lberates 1t partislly reseots
1t 1f 16 be too large, and then 1mplants 1t into the stomach

() Fsstula snito the Intestine—1 will explam 1t by a personal
example A patient on whom I operated fifteen years previously
had a fistuls, I reoperated and dissected the track T thus separated
to the very bottom a tube’ of cicatricial tassue, the fistula was
its ams. 1 1 this way reached the neighbourhood of the ductus
choledochus, which T did not ses Ths artificsl canal, cut n the
mflammatory adhesions of the omentum 1ts track freed and
organsed and dussected with care, appeared fo me to be bleeding
end active for 3 centimetres I perforated the duedenum and
implanted the fibrous canal into the intestine 1 covered the space
with omentam  The fistula passed nto the ntestine the patient,
operated upon fifteen years since has never had a new attack of
angio-cholitts  Thig Fuccess 18 encomraging but I do not recommend
1t 1n & very feeble patient on whom & mummal operation 15 desirablo
1t 18 better to follow the dissection of the fistula as far as the
dunotus choledochus and make a temporary prothems by a rubber

tube
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(¢) Restoration of the Common Bile-Duct by & Dramnage Tube —
1 have had recourse to this procedure on two occasions, each trme
the fistule was persistent, lasting three months 1n one case and five
in the other The general state of the patient was very good, he
wished to get nid of hus nfirrmity This 18 what I did In the first
case 1 geparated with trouble the adherent organs in the direstion
of the ductus choledochus, and ultimately found 1t Its diameter
was that of & pencil  The search for 1t required three-quarters of an
hour The abundant hsemorrhage prevented a clear view, by means
of the application of warm serum I finally discovered the duct I
mtroduced 1nto 1ts cavity a piece of Nélaton s catheter, No 16
I fixed 1t with a catgut stitch, then I perforated the duodenum with
Kocher s forceps 1 introduced a drainage-tube, I buried 1t under
four stitches into the serous surfaces, as mn gestrectomy I repaired
level by level the wound I had laborously excavated The patient
18 perfectly cured, the cure has Iested for seven years He never
noticed when the rubber tube was evacuated in the stools

The second case 18 different The persistence of the fistula was
due to rupture of the common bile-duct, which contaned large
celcult and at the same tmme to the permstence of a stone wedged
m the ampulla of Vater I performed the followmng operation
T dissected the fistulous track up to the trunk of the duct, explored
the duodenum by palpation and recogmsed a calculus the sze
of & nut which had been mssed at the first operation and which
might have increased 1n volume I opened the duodenum, 1ncised
the ampulla of Vater, and enucleated the stone I introduced a
bougee with Béniqué s curve 1nto the dilated ampulla of Vater By
the bougee, its pomt towards the liver I discovered e cul-de-sac
corresponding to the termination of the obhtemted ductus
choledochus  The cul-de-sac was opened by the bougie, which was
replaced by Kocher a forceps, s Nélaton s catheter was mtroduced
into the other end of the fistulous common bile-duct and then drawn
from without inwards by Kocher s forceps wnto the duodenum, which
was then closed The subhepatic wound and the omentum were
repawred  The patient has remained quite cured for nine years, the
bile slowly discharged by the wound from the fourth to the fifth day
after the operation  The general condition of the patient has neser
altered  He leads only o shghtly fatiguing hie breeding trout

Sullivan has performed prothesis with rubber m dogs, and has
noticed true regeneration of the hbile-duct The tube became
surrounded by an epithelial covering bv vegetations and growth
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GASTRO-DUODENAL SURGERY*

THE numerous gastro-duodenal operations present a great variety
Each ome finds 1ts precse mdications A method of chowce 18
applicable to every case Here are some facts our latest expertence
has taught us

(d) Ansesthena —We have Tecourse to three methods

(a) Regional anmsthesia nfiltration of the abdommnal wall
combimed with 1njection of the splanchme nerves by the latero-
postertor route

() Dorso-lumbar spmal anmsthesia, with 10 centigrammes of
novocamne, or 15 centigrammes of syncame, 50 centigrammes of
caffeme are mjeoted under the skin two hours before, 1 ¢ em. of
scopolamine and morphine 18 ijected one hour before

(0) Smaple local anmsthema of the wall, combined with nitrogen
monoxide

We most often use the first method

(B) Incmons — Eight trmes out of ten we commence by a median
meision  Very often we branch off a perpendicular one nght or
left accordmg as the difficulties of the operation present themselves
at the duodenal or at the cardiac end.

The transverse mcision 18 very good as regards firmness of the
wound and for wsthetio purposes, unfortunately 1t does not always
give sufficient space to reach a gastric ulcer mtuated high up  For
this purpose costal resection (umbrella 1neison) (vrde pp 78, 87) or
the pomnted incision of Leclerc must be employed, the latter, which
we have not figured, conmats of two mcisions each parallel to the
costal border It allows of turning down a trungular flap to the
umbilicus  The upper part of the nbdomen 15 widely exposed
One precaution 18 advisable at the time of closure a wire stitch
m U must be itroduced penetrating the whole wall including
the shin and umting the superior angles of the wound Two para

® We invite the reader to look at the figures which follow this article before
reading the text
(o
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costal 1ncisions are the result, which are sutured se
levels by slowly absorbable catgut and clips porately ot b0
To close & median mcwsion we employ either a wre suture at
one level or slowly absorbable catgnt and clips
In cases where the incismon 18 square we suture () the transverse
portion with slowly absorbable catgut and clips, (b) the vertical
portion at one level, with silkworm gut

(0) Crushing —This method, invented by Souligoux (1896), does
not produce perfect hmmostass or prolonged appostion of the
serous borders, but 1t allows linear incisions, reduces hmmorrhagic
corng, and facilitates the mampulations and asepsis It 18 not
indispensable, but 1t 18 very nseful

(D) Non-Perforated Duodenal Ulear —Half of the cases operated
upon 1 which a diagnosms has been made chmically of & duodenal
ulcer are erroneous What do we find? Bometimes a gastrio
loer closo to the pylorus sometimes & stone mn the gall bladder
sometmmes chromic intestinal stasis, sometimes no lesion 18 por
ceptible (this 18 the exception) In this last case we do nothing
Never perform gastro-enterostomy on a patient 1n whom po lesion
18 found, otherwise he 1s worse than before, and his only chance
of improvement will be later to meet with a surgeon who 18 willmg
to remove the gastro-enterostomy for which there had been Do
ndication

If the patient be m pain, I perform seotion of the nerves of the
stomach, followmg Latarjet s techmque, which has gven me good
results
The radiologieal history provided by the patzent 15 generally
msufficient, every patient suffering from gastrio symptoms, and
who has not pyloric or duodenal stenosis ought to be sabjected
to & complete exammation of the Intestnal digestion 1t 1s ot
sufficient for radiography to indicate the appearance of the digestave
tube for twenty four or thirty six hous, 1t 18 mecessary for the

radioscopical tests to be contiued as long as there 18 bmutht;l I:I‘I)?
testme Moreover & large number of patients SUBPEC
& X 1 lesion or & kink Tt 1s & good

duodenal ulcer have an mtestina

thing to know this before operation 50 as not to mehe 8 usdeﬁ:
intervention and to be able to change the plan of the opcmtlo; a5
goon as 1t 18 demonstrated & duodenal ulcer 18 non-existent 2111
also necessary for the surgeon to know the chemustry of the stom.ﬂt ]
Tf the patient, moreover, enffer from hypochlorhydria the operato!
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symptoms, secondary ressction of the pyloric part of the duodenum
should be performed

These two stages axecuted separately cause no rsk to the petrert,
and the result is generally very good

T think T can say of 100 cases of duodenal ulcer treated by
simple gastro-enterostomy 70 were completely and permanently
oured, those who were not cured were sufferers from marked hyper
chlorhydra, or the operator had not recogmsed a stone n the gall
bladder, a gastric ulcer, or chromic mtestinal stams, 1f the patient
operated upon be satasfied at first with the way the gastro-mtestinal
tract 18 functionatmg, but afterwards begm to suffer, jejunal nlcer
should be feared 2 condrtion which must be operated upon quickly

Exclumon of the pylorus 18 & logical operation, but does not give
the expected results We have noticed jejunal ulcers wers mare
frequent after this operation ~We have therefore abandoned 1t
Nevertheless, 1t occurs without attempting 1t when the duodenal
ulcer 18 burted If moreover, the operator perform mmple gastro-
jejunostomy, and if ke have noted the base of the nlcer be separated
from the peritoneal cavity by only a shght amount of the serous
layer 1t 18 & good thing to bury 1t to prevent perforation Very
often burying produces partial or complete excluson

(E) Non-Perforated Gastric Ulcer —We have performed some
cunerform excisions The operation hss appeared to us more
diffioult and less efficacious than partial resection We have
abandoned 1t, although logically 1t 18 the more entioing

Thermo-cauterisation (Balfour) presents nearly all the advan
tages of excimon, without the same difficulties or dapgers. It 18
s mild operation which sametumes gives good results But thes
are generally mconstant We have many times performed gastreo
tomy sscondarily on patients on whom excigon or Balfour 8 opers
f1on has been carried out e resarve 1t for feeble patients (obese)
with a small ulcer gituated high up !

Simple gastro-enterostomy, often a good operation for duod .

o

ulcer 18 not st all applicable to the majority of gastn aleers.
does not prevent them from progresung and undergomng cancerous
change But like Balfour s operatzon 1t can yet be of great:cﬁmc:
m fat patients or in cases whero the operator finds the i
too ardoous It 18 often imefficacious We prefer gastrec;omy
which, by means of certan pomts m technique, 18 a muld OP";“ Onbe
. In non perforated gastrio ulcer should gastrO-pylor;cOdmi'um
}&u-formed—u the large operation of removal of the duoden

\
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of the pylorus, and of the small tuberosity of the stomach—or should
annular Tesection, with end to-end suture of the stomach, be carried
out? This will depend on the existence or on the absence of
hyperchlorhydria, and on the condition of the lesions  If the lesions
e extensive, or there be marked hyperacidity 1t 1s better to remove
a lnrge quantity of the tissues, 1f the lestons be hmited, and there
be hypochlorhydns we shonld be sparing of the tissue of the stomach.
Smce 1910 we have performed gastro-pylorectomy Now we
preserve as much as possible of the duodenum, and we finish by
end to-end gastro-duodensl anastomoms (Péan), 18 certanly the
operation of choice, superiar to gastro-jejunal anastomosms (Billroth)
When we perform gastro-enterostomy after gastro-pyloric resec
tton we have generally had recourse to a modified Polva’s method
We decrease the length of the gastric openmg and reduce 1t to
b or 6 centimetres, and then we ymplant 1t into the jejunum, we
choose a very long jejunal loop the two jejunal hmbs are reanited
by & button Sometimes we make a pre-colic, sometimes a trans
mesocolic anastomosis, 1t matters not whether 1t 15 made 1n front
of or belind the transverse colon. If the meso-colon be thin
and dwsphanous, we make a trans mesocolic anastomogs, when 1t
18 nfiltrated, however hittle, with fat, we make 1t 1n front of the
colon The result 15 practically the same
(F) In Case of Gastric Ulcer of the Small Curvature Sifusted High
Up, we perform the following operation a median 1meimon, with
separation on the left mde, or Leclerc s pointed mcision, or, if the
stomach be contracted costal resection and umbrella memon  1f
the subject suffer from hyperchlorhydrna we bemn resection at the
duodenum 1 order to remove the greater part of the stomach 1f
there be hypo- or slight hyperchlorhydna we keep the whole of the
end part of the stomach  We then operate in the following way a
complete drvision of the stomach perpendicular to rts axis, ;mme-
ditely below the uleer The division 1s made between two
clamps  The pylomnic portion 18 covered up and pulled to the
nght  After protecting the abdomen we remove the upper
clamp and we dry the cavity of the stomach with the aspirutor,
gustro-enterostomy crushing forceps cannot beused  We then excise
the uleer with scitsors  The line of section although contnnous 1s
moreover double the one crushed perpendicularly to the axis of
the stomnch results from the complete division of the organ and
the other from excision of the small curvature  The latter 18 sutured
to 1tzelf the other 15 anastomosed to the prlone portion of the
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symptoms, secondary resection of the pyloric part of the duodenam
should be performed

Theso two stages executed ssparately cause no sk to the patrent,
and the result 18 generally very good

I think T can say of 100 cases of ducdenal ulcer treated by
sumple gastro-enterostomy 70 were completely and permanently
cured, those who were not cured were sufferers from marked hyper
chlorhydria or the operator had not recognised & stone in the gall
bladder, a gastric ulcer, or chronic mtestinal stass, 1f the patient
operated upon be satasfied at first with the way the gastro-intestinal
tract 18 functionating, but afterwards begm to suffer, jejunal uleer
should be feared, a condition which must be operated upon quickly

Excluson of the pylorus 1s a logical operation, but does not give
the expected results. We have noticed jejunal ulcers were mare
frequent after this operation We have therefore abandoned 1
Nevertheleas 1t occurs without attempting 1t when the dnodenal
ulcer 18 buried  If, moreover, the operator perform smple gastro-
j63unostomy, and if he have noted the base of the ulcer be soparated
from the penitoneal cavity by only a slight amount of the serons
Isyer, 1t 18 & good thing to bury 1t to prevent perforation Very
often burymg produoces partual or complete excluszon.

(E) Non-Perforated Gastric Ulcer —We have performed some
cuneiform excimons The operation has appeared to us more
difficult and less efficeoious than partral resection We have
abandoned 1t, although Iogically 1t 18 the more enticing

Thermo-cauterisation (Balfour) presents nearly all the advan
tages of excision, withont the same difficulties or dangers It 1s
a mild operation, which sometrmes gives good reslts Bub these
are generslly mconstant  We have many tames performed gastree-
tomy secondanly on patients on whom excigion or Balfour 8 opers
ton has been carried ont  We resarve 1t for fecble patients {obese),
wrth a amall nlcer mtuated hugh up o

Simple gastro-enterostomy, often a good operation for duodenu
ulcer s not at all applicable to the majority of gastmo ulcers
does not prevent them from progressing and undergoing cancerous
change But like Balfour s operstion 15 can yet bo of great gerviod
1 fat patients or m cases where the opemstor finds the techmgue
too arduous It 15 often mefficactous Ve prefer gastrectomy
which by means of certain ponts mn technique, 182 mild opamhoube

Tn non perforated gastrio uleer should gastro-pylorectomy
Leﬂormed-:.e the large operation of removal of the duodenum,
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general state of the patient, on the condrtion of the lesions, and on
the existence or absence of pentontis  Patrents operated upon m
the first srx hours are cured nearly as easily as when there 18 no
perforation  The disadvantage exists m the fact that they have
not been prepared, dimnfection of the mouth or of the throat,
complete evacuation of the mtestme, etc

On prinoiple, every operation of urgency requires the smmplest
techmque and the minmum amount of mempnlations Ordmary
suture 18 applicable 1n & great number of cases connected with the
stomach or with the duodenum

Bhould the edges of the wound be excised ¢ Yes, 1f the edges be
friable and 1t be necessary for union to be made possible

Should & gastro-enterostomy be performed secondarly$ (Thé
question only concerns the duodenum, which, moreover, 18 per
forated three times as often as the stomach ) No, if the evacuation
of food be possible, yes,if the duodenum be contracted by plication

Bhould resection of a gastric nleer be performed at once? Yes
if, as o result of extensive induration, suture be 1mpossible, and 1f
reunton be precartous This 18 the exception.

To sum up, every operation other than smple guture may be
rendered necessary by the condition of the lesions, but, on principle,
the smplest and most quick operation should be performed. Do
not advance the argument 1t 18 better to cure the patient permarently
I repeat, 1t 18 better to cure a patient twice than to kil him once
1f onco perttonitis be averted but the gastric symptoms persist, and
if the surgeon find the functions of the stomach be defective, he has
time to perform secondanly a gastro-enterostomy (ducdenal ulcer)
or a secondary rescction (gastric ulcer) The latter 18 then carned
out with the minimal nsh

On pnneiple undertake o short, rapid, smmple operation simply
to save the patient s hife

(#7) Secondary Jequnal Uleer —Sccondary jejunal ulcer 1s
frequent (5 per cent) after gastro-enterostomy for duodenal uleer
with hyperchlorhydra It generally appenrs the year following the
opemation  The symptoms 1t occasmons are more serious than the
prunary ulcer  Operation 18 indispensable It should be performed
as catly as possible, 50 a3 to avord a very dangerous complication—
fistula between the jejunum and the colon The operations for the
latter are morcover of extreme gramwity, sunple as they may be
The patients m these conditions have httle resistance to the opera
ton even the simplest and best execnted
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gastmiomargin -~ We therefore suture the opening which resulta from
excizion of the uleer, without concerning ourselves with the per
pendicular gestric margm. We make this suture at two levels by
means of Connel 8 and Cushing s stitches (slowly absorbable catgut)
The result 18 a gastric tube open at the mde of the pylorus  The
continuiby of the digestive tract must then be re-establshed 1n one
of two ways 1f we have resected the grester part of the stomach
up to the duodenum, we bring the jejunum before or behnd the
colon and 1mplant the stomach mn the jeyunmm, 1f we have preserved
& large part of the pyloro portion of the stomach, we mplant the
gastric tube which 15 only the continuation of the sophsgus, mto
the pyloric pocket we have preserved We contraot the edge of
the latter until 16 15 adapted to the end of the gestric tube This
oparation 15 difficult and long, 1t lasts an hour or an hour snd &
quarter On three occasions we have performed 1t m two stages
but the difficulties of the operation which resulted from a previous
gastro-enterostomy did not smplify our tash We beheve, then,
on prmeiple, 1t should be carried out 1n one stage

(@) Perforated Gastric or Duodensal Ulesr —Perforation of the
duodenum 1s three times more frequent than that of the sr:omﬂch,
the majortty of surgeons denomnate 1t *“pylome’ or * Juxts
pylonic, because they thimk 1t unnecessary to loak for 1t8 aite 1n
the duodenum  The research 15 sometmes drffioult

Anesthesia —Tt ahould be local for the wall, and combimed with
nitrogen mononide 1t 18 better to avord the manipulations gﬁ
sary for spinal anmsthesia or the mnjection of the splanchnies Pular
anmsthesia would be the procedure of choice, because of the musc .
relaxation 1t procures but 1t lowers, sometrmes, the arterial t::l:::s
to such a degree thet death can result If, then, the pa iied
arteral tension be low, spinel anssthesia 18 not to be mmmenthen
e have, however employed 1t with success, the operation 18

ea
verznm;yon — Ponted inamon of Leolere, or better & squard mmm{:i]’
allowing a large access to the stomach and to the duodftnmﬂ, ef;i 5
ing to the condition of the lesions met with It 18 oiten Eafensve
to cut across the Tectr muscles o as to suppress thewr 1 anms
contraction which often peraists notwithstanding the loca
ed with the narcosis

th%}lz;oﬂbze perforation to be treated ¥ By smplo suture, by

gastro-enterostomy or by resection ! th
What procedure should be adopted ¢ That depends on f¢
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Tn cases of moperable cancer we have on many occasons applied
needles of radium, with surprismg mmediate results—disappear-
ance of pam and of hmmorrhage, and apparent return of health
The results are transitory

When we perform & smple gastro-enterostomy for pylomg
cancer we always make 1t anteriorly precolic with a long loop,
and we complete 1t by & jejuno-jejunostomy This 18 the method
which has appeared to us the mildest

8hould cancers of the stomach producing stenoms be operated
upon m one or 1n two stages §

Generelly when we decade to operate on a cancer 1 two
stages we end by removing 1t m one, because the leson which
we thought was purely pylonc ascended in the direction of the
cardia, which causes difficulty in the performance of gastro-enteros-
tamy and renders the second stage mmpossible We have often
performed gastrectomy 1n these conditions, wrth perfect results

But f the tumour be limited to the pylorus, if 1t be adherent
and a long operetion appear necessary, 1f the patient be cachectic,
dehydrated and anemio, we perform the operation 1n two stages
first gastro-enterostomy, then gastrectomy, with transfusion of blood
between the two operntions  The gastro-enterostomy should be made
as far as possible from the pylorus so that a large amount of tissue
would remain at the time of the second stage Thus allows of poor
drawage 1t should be completed by a jejuno-jejunostomy

Secondary gastrectomy ought to be performed quite earlv—ten
to fifteen days on the average The second stage 15 generally very
mild Survival after operation 1n two stages 15 less than after
operation 1n one stage

(J) Gastro-Enterostomy and Jejuno-Jejunostomy —We have

spohen many times of this combmation. We will state briefly
the indications, which are many
(@) When the anastomoms 18 made with a long jejunal loop
(0) When the operator fears the dromage of the stomach will
not be good whatever the reasons
(¢) In all cases of anterior gastro-enterostomy, a
exacting than the posterior tmi:—mcsocohc opercylvtlo;l epemtion less
We should employ either the method of Roux, operation 1n Y,
or the much camer and above all shorter, operation, mde—mdé
Jejuno-jejunostomy with the button *
The batton generally comes away on the eighth or tenth day
* SeeVol I Practical Surgery Ilustrated, P 265



76 PRACTICAL SURGERY ILLUSTRATED

‘What operations are applicable to jejunal ulcer ?

(a) Suppression of the Gastro-Enterostomy —1If the duodensl nloer
be cured, if the cicatrised ulcer has not caused stenosms, a new
operation 18 unneocessary

(b) Gastro-Duodenostomy —Suppress the ulcerated anastomotio
opening and perform Finney’s operation If the duodenal uloer be
still existent, excise the ulcer and make a vertical gastro-duodenal
suture, this anestomoss does not render the patient lisble to &
jejunal ulecer

(0) Gasgtrectomy —1f Finney’s operation be not possible, and if
the patient stall suffer from marked hyparchlorhydria, a large Tesec
tion of the stomach and of the Jejunum 18 necessary *

Every surgeon ought to fear jejunal ulcer, for this reason he
ghould recommend that in every case of gastro-entarostomy for
duodenal ulcer the patient should dist hmself for six months after
wards (Léon Meumer) no meat or albumen, o1l during meals, ete

The surgeon should, for preference, perform & gastro-duodenos
tomy, and resarve gastro-jejunostomy for cases in which Finney s
operation 18 too difficult

(I) Cancer —A third of the cases of cancer of the stomach are
found, on opening the abdomen, to be wmoperable as & result of
metastases We do not refuse to operate for a cancer becauss of
adhemons, or because of 1ts extent, there 18 nearly always a reason
for the use of the kmfe The operation 18, without doubt, more
eenions and longer but gastrectomy 1a so supertor to gastro-enteros-
tomy that 1t should be tried at all costs Notwithstanding the
extent of our techmque for Tadical operstions & great number of
cases arp stall maccesuble to the surgeon because of secondary
nodules m the pantonenm or in the liver Before oparation mets
stases should be feared when the patient shows mgns of muscular
ngidity of the abdominal wall, or a slight asoites or an abdomen
of normal appearance—s.c not retracted (Tansm s fign)

The resnlts obtamed by gastrectomy for cancer are hardly
encouragmg Resections give an mmmediate mortelity of 20 per
cent survival 18 relatively poor one year on the average, sometimes
many years, but on the contrary recurrence occurs sometimes at
the end of seven or eght months I do not give thenameof ~ cancers
to callous uleers’ which the microscope shows on the way fo

neoplastic change (20 per cent) These give excellent mmediate
and later results
* Bes Vol. 1 Practical SBurgery Nllustrated, p 211457
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Fio 85 —Qasrerorody rom Urcxs Hion Tr
Becond stage of the gastrioresection. The stomach bedng cut acrom, the indurated portion
1s excised secondarily by scitsore. Not & drop of liquid has escaped from the stomach,
owing to the aspirator If the maliva moisten the gastric mucoea, there
2 not suffietent of it ta flow into theal en.

N " Fia 80.—Gastrecrouy ror Cicrr Hiom vr
cpair of the opening coTresponding totbe resection of thelesser curvatare It lsnecessa
to place E\—m‘h a thread, teen below and to the keft 20 as to mark out well (H
edoe of the pastnedivioon.  The ordinary eatput contintons satare bere emploved
tocs not penetrate a Cuthng e stiteh applied br a curved needle s ntrodoeed aboye
1t (Thewe two fiwores applt 1o cares in whick the tiseues can be exteriorised, sinee
he opening shoukd be closed (Fiz ") by decreet as the mucosa is divided.)
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Fio 85 —Gasraroroxy rox Urcxe Hicm vr " -
of the gastricresection. ‘The stomach being cut neross, theindursted portion
Smf-daﬂ‘:dwc:mrﬂybym Mot a drop of liguid has escaped from the stomach

owing to the asprator  If the sallva mowsten the gastric mucosa there
hmmmdﬂmMMm

Fio 86 —GastrECTONT Fox Urcre Hiom tr

Repair of the opening tothe resection of the lesser curvatore It is necvrsary
to place previously a thread, scen below and to the 1dt, so as to mark out well the
edze of \E farine divioon.  The ordinary eatrut contmuons entare here employed
doce nnt penetrate o Cashung o rtiteh applied by a curved needle s introdaced above
it (These two fimares apply to cases in which the tiseues ean be exteriorised, since
the opening thould be closed (Fiz 74) br degrees a6 the mucosa is divided.)



Fie 87 —Gaeramcroxy ror Urome Hior vP
After oxollon and repair of the lesser curvaturs, the upper pocket of the stomach
Presents the appesrance of s normal gastric exsotly like that resulting fram
an annular ressotion of an hour glase stomach. The reader will note, however the
black line which oo nds to the suture. The thread ia invisble, as when
s stitoh iy employed the latter ls very favourabls to repsir The two
e are brought into muuct.ndTwu ﬂnbc:: stitches vﬂ;ﬁl&m
are applied. It {s necessary to a sooond thread, uso the two etn

wre often unequal, the upper pocket much narrower than the lower

asTrroTouy ron Urckr Hian or
T interrupted stitches

The posterlor serons surfaces have been brought into apposition by
mm. way aa to componsate for the inequality in breadth between the two pockefs.
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Fro. 80 —GastrecroxT ron Urcrx Hion vr

U through and throegh butten hole stitth  The operator makes nre of two needles.
T::unlvmthmd. The suture has been begun just in the centre of the opening



Fia 87 —Gastaxorony ror ULcar Higm vr

Alter excislon and repair of the lesser ourvatare, the uppsr pocket of the stomach
Presents the appearance of a normal gastric pocket, exactly ke that resulting from
llllnnuhrru.eﬂtltmo‘fmhmgh-ltam.lge The reader will nots, however tho
bBack line which nds to the sutmre. The thread s invidble, as when
Cashing’s stitch is employed; the latter i very favourabls to repair The two
pockets of the stomach are brought into contast. Two fization stitohes with lmen
thread are spplied. It Is neceesary to a second thread, boosnse the two pockets
are often unequsl the upper pocket much narrower than the lower

Fio 88 —Gastarcroxy ror Urcea Hion cF
The posterior scrous surfaces have been brought into apposdtion bylntmfd stitches,
in'such & way as to componsate for the inequality in breadth between tho pockets.
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Fia 92 —QGastarcroxy ror Urcxs Hiam tr

Gastrectomy f{ollowed by end to-end gastro-pastrorrhaphy is finished. The reader will
note on the one band, the relative Invisibflity of the suture which bringa topether
\helfnrrcurvni:l’? di;rﬂgﬂcm u“be;l‘m; on the other dn-lhnl:d intng the
two gastrio pockets s the operator yproceeded posteriorly by interrupted
sutares, he hay re-establi bed the harmonv between the size of the upper and l(fvrr
pocket.
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Sectron de la
. musculeuse
) aw ras de
lecraseur

Paror
gasirigue !
ecradee
Fil de

sSouiien

Cavite
gastrigue

Cavite
gaatrlyuc

Sereuse
Musculense

Mugueuse .

Pornt de Cushing
Surjet sur la sero sereux
musculewse

Cavite gastrigqu

FParor A
gastrigue F i3 Mugucusa
ecradee. L

Serecuse Musculewuse

Fia. 102—AXXULAR GasTRECTOXY (BLEEVE METHOD).

Dﬂ'{ng-ind.\mdngthowndlthmuftheam-{e edgubcfommﬂdtermtnﬂnz.

drawing above corresponds to and 07 Dncothntwucllm‘phlmb.T::
entlrely removed. The dra corresponds to 101 when the fingers
have stretched the crushed aces. The empty space ing ted between the two
rows of sutures for the mke of cloarness does not, in reality exist

Poro_quatrequs dorasds m Crished gastelo wall  Section de s muscalenss teraseerm
Division of the mmcular close to the feraseur o Fa de -:liu:n-—r;.:‘:tl;m thread
Csntd pastngus mCavityof thestomach.  Séreum saBerons coat.  Musewlenss = dmcula
ooat  Muguemes =noous coat.  Furfe anr ls murcnlonse = suturs of th:
muoscular coat Pwud«Oandmdmx-&mmmmmthhg‘uﬂ:nh.
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? G’rand e/mploon
)ﬁ /‘w‘-ﬂpr «T«
/ cf'a”‘s‘u

r {\9\\\‘-—\

S5

o \ Musculeuse
ejunum.

Muyu euse
Mesentere

Fio 103 ~0asTeo EXTEROSTONT witH JEIONO-JEIUYOIrOMT witn o Borrox

The crosees indicate the position of the buttons on the intestine (Jejunal loop of
23 centimetres).

I]r-ud lp.p’wn-()mn omentam Con trunscerss mTrararerse colon Mésoplionm
Mewncolon Junnm m Jejunim Ettomae = Stomach, Al ésgntire w Mesentery
M wwwlense mdncular coat M wquenae e Nocosa
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Fro. 104—GasTES-ExrRz0sTOMY WITH JL/UNO-JBJUNOSTOXY WITH 4 BUTTOX
Thres stitches are running stitahes, with sdowly abeorbable catgut 000

Sectron faite
a la mueuleu_vc/\
lluyueuae }

Meaantere

Fio. 105, —GasTro-EXTEROPTONT WITH J1oTX0-J2IUX0sTONY WITH 4 BUTroy
The knife incises the serous and the muscular layers the mucosa is seen at the bottom of
the incixion and #s not divided.

Section fallsd ls muscalenss = Division of the musenlar coat M ugsense = ocoss

AEsentirs mNesentery
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F10 108.—GasTao-EXTZROSTONY WITH JESUNO-JEIUNOSTOMY WITH 4 BUTTOX

Dilatstion of the orifica. The foroeps allow of the introduction of the two pleces of
Villard s button. A piece of Jaboulsy s button hes been drawn, on the left by

o

Fia 109. — Gastro-EXTIROITONY WITH

Jruxe-Jesurosroxy witk o Borrox

The two thr‘;d;ﬂm htened. At the
bottom, wing the poaition
of the mesentery
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How the two pleces of button ere jojued A compresy (s neeee | WL&HW

resoiting from peessure. Ao complemantary entw ‘;’!;‘;m,
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Fia 111 —Ixcmoxs ror Gasrrio axp Droprun Orrmamoss. Aledian Ixcnon.
1t bs sufficient in the majority of cases. 1t goes from the umbiiiens to the xiphold cartilege
Inclsion omblsco-rypholdicans= In cion from the wmbileus to the xiphold cartilage.

Inctaton

¢ransversale

N/

Fra 112 —Ixcis10x8 Tox GASTIIO AXD DUODEYAL OPERATIONY. Trawetorse Incinon.
This incision allows of an exploration at the same time of the liver the

lorus, the duo-
d.enm.th:nmch.thepﬂ-bhddn and the b (N thon
'-l.*.xalcn:v?’J intestine are easdly kept in the abdomen. ™ Cloaurs of this om Is
o intestines retan into the abdomen. the tion
thcmmhvmyﬁm.mmwthmvhhthamdhninddnn. ventration
The cutaneous part of the leaves scarvely any viafhle trace,
Iuonl_yhnhh,hraqukumd hem bealing is quite alow

Incinontransecrsale m Transrerss tnctsion.
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lr:cu:;na ;r;a :7;&"‘!
a drotte, r, agaudhe,
7 4

1

v?e -piytors Rleca r’;z\ a

REEBORIE, v o ss0srs

' Wi

F1o H3—Iscrsoxs sor CasTRIC AXD DUodEXaL Oremssioxs. Syware Incinen,

1t s maed every time the medisn, vertical inchskom does not gvo yoffcient space 3 the
operstor require spoce at the caridia, he branvhes off an to the left; if at the
duodenum of at the gull-bladkder he inclses to thoright.

a0 51o%r ox dquors dicowcrani & dmflels pore, ¢ pueche ls cordia = Bquars inclsion exporing
the pyjoras on the nght the csndis on the kft

Pylore

Fra. 144 —Ixcistoxs yor Garmric a¥p Duopxmat Orzmarioss
Bguare Inrnon to the Rapht
Tbel-rxom;;‘@vmbymhmm It is appllestle in rnectlmnitbedn‘odm

¥ in gutro-d and jn chaleeyrtect
J: ry {0 op & on the st h
Pylove = Pylovas
Cardta

Fra. o ~Ixcimors ron Qawrkic avp DropesaL OrxmaTioxs.
sqware facinen to the Left
The large space given by ths wewnon. It iy :ppl-ublc 1n alcers etoated high up oa the
small curvature and in caws of annalar rescotions.
Cerdug m Cardia
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Cartilages

a raaa:ruc"..:,,L

’
Lrgnes dinciaiony

~ ;-

N /

\\\[(/

Fia 116 —Ixcisioxs ron Gasrero axp Duoprwis Orrmamioxs.
ncation.

Laft Paracostal I
hhhnﬂmhiwthapurpwdmhlngulmndmted up on the lesser curvature,
if the thorax he narrow mﬂ curvilinear insision, from

umbrells (
an oblique intision branohes off) allows of resection of the costal cartilages.
The oblique portion jains the umbilicus and allows of & large space.

Cartdages & riskpiar = Curtilages to bo resected. Lignes &incision=Linw of inciston

Fro 117 —Ixcumoys yon GasTaio a¥p Duobryarn Orrmatioxs,
The considerable space [n the left hypochondri glven by the umbrells incision

EdomacwmBtomech,




Tad 1y
Smouy DBUMJ.”B.‘&
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Latomac
Anastomose
au douton._
Fro 122 —Gasrero Sunorey {One of the Good G-mEniﬁﬂ'W)' Hes
QGastro-entercatomy with & long loop, with {ejuno-jejunostamy with dr“:'aﬂm;ch
"uld\'hshi!?.lel' T -h:rtltjmrdoc;;mt'ﬂ;;y there I8 o cectaln
ell. By taking a long loop, an ornﬂngaum—ﬂlmm
:Inut e.rilﬁnal circle. m"‘uu
{rom the pyloros and from the puter curntum.
,.,...Jdﬂ"-

Pylore :T‘y]\-gm _FE{m—Etuﬂnch A?:ém_mch‘ 'ﬂﬁ
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Ligne d1nctson
de lestomac

Uleus

Fra. 123 —GQasraio Surorxy (Gastro-Duodenostomy)
lnmufdnod::]lulcar ilthogmtnrmntmo{ Lhaﬂumnchbonmnble.orum

y is an operation. Tt
eonsists in ing the h, £ dated infrm:tuit.ho ur:m,vith(ha
mﬁdpﬂd&aduﬁ’mmumupﬁmwmm "This opera-
tion is caxder If the u]cﬂ'boﬁntu&od.nndﬂthemuhimbepm]ongodon
the stomach and on the duodenum (Finney).

umrlzwharm-mdmdmm Uloxs = Uleer Pylorsea
Ligne &incirion du d
= Line of incleion of the doodennm ~ e
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GASTRO-INTESTINAL SURGERY*

Esrrov the aspirator, the écraseur, the button, glovers needle,
local angesthesta, catgut suture, parallel suture, with ndden statches,
because they have unproved the techmque of the prognoms of
gastro-mtestinal operations

The Best Continuous Suture Some Types of Gasiro-Enterostomy
after Gastrectomy *

For twenty five years, since 1 have practized gastro-intestinal
surgery, I have employed all kinds of suture, and methods of anas-
tomoms I will mndicate the procedures which have appeared to
me the best, and what 18 the method of suture (represented by the
drawings) which has seemed to me the most perfect from the
pownt of view of homostams, of asepsis, and of contmence 1 have
noted a very great improvement 1n the prognoms in the operations
performed 1n this way as regards both mortality and bad results
Local infections and hemorrhages, or at least hmmorrhagic conng,
no more exist with thia procedure

Is this technique final ¥ 1 hope not, because we ought always
to progress for the better, but no method of suture has ever given
me 8o much confidence as this one  Does 1t take longer ¢ One or
two mumutes or more perthaps Bemdes, with local or even spimal
anmsthesn the question of time 18 less 1mportant

Bhould Linen or catgut suture be used? For the stomach,
slowly absorbable catgut 00 should be preferred For the large
and small ntestime catgut or hnen can be used indifferently

Should the suture be continuous or mterrupted 3 Tn mineteen
cases out of twenty the continuous suture 18 preferable, becanse 1t
18 more rapid and more contwment But mterrupted stitches are
useful 1n the following conditions

* 8o Practical Surgery Hlustrated, by Victor Pauchet, Vol. IL., Figs. 139
140 VoL T Fig 135 Euglsh edition. Berm. London, 19024

1 Wash all the cases to be operated upon for gastnc diseass the evening before

the operation, and often the day hefors 1t 1 a dusagreeabls but very nsefut
precantion.

ns
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(a) When the thickmess of the two tunies 1s disproportionate—
¢.g., anastomosis of a stomach with thick walls to a thin jejunum

(b) When the intestinal walls are frable, if the intestine be
sclerosed or cedematous  If one stitch, then, cuts or becomes loose
the neighbouring one maintains adhesion of the serous surfaces With
a continuous suture, if one or two statches cut the tissues, the wholo
row of sutures yields

{6) When the intestinal openings to be anastomosed are narrow
For example, a gastro-dnodenostomy by Péan’s method 1s generally
better made by interrupted stitches because a thin and narrow
ducdenum has to be anastomosed with a thicker stomach We
have often made & continuous suture for a gastro-duodenostomy
but we advise interrupted stitches, especinlly to surgeons who do
not often perform this operation

Should dressmalers needles curved fine needles on needle
holders, or Reverdin & needle be used ? The three are to be em
ployed Reverdin’s needle for interrupted stitches, curved and fine
needle for delicate sutures, straight glover s needle m the majonty
of cases, and 1n particular for the continuous suture

VWhat method of suture should be employed ¥ A method of
suture which 18 homostatic and does not evert the mucosa to the
sorous cont suture with mucousloop If the whole level, moreover
(anterior border of the anastomosis), be buried under a continuous
sture to the serous surfaces, 1t produces a closed cavity, with septic
contents (Th de Martel) evenif care be taken to paint mith1odine the
mucosa which protrudes between the stitches of the suture Every
suture should therefore be inverted so that 1t pomts towards the
gastro-intestinal cavity end the thread 1s mnvisible at the peritoneal
sde Connel 8 and Cushing 8 stitch realise these conditions

How many levels of suture should be made? One level of
Connel s stitches should suffice 1f the patient bo feeble, and we are
dealing with the small intestine, but two levels (Connel and Cushing)
above each other are safer

We for a long time employed three levels of suture We have
given 1t up sinco we nsed the suture with imvimible stitches

Bhould crushing be employed? For a long time we used 1t
systematically then a little less for some months, and then came
back toat  Crushing 18 an undoubted improvement

We use the small écrascur of de Martel for the colon, the duck
bull forceps of Collin for the duodenum and for the stomach some-
times Collin s clamp sometimes de Martel s écraseur with three limbs
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Gasiro-Enterostomy after Gastrectomy —Let us suppose an ulcer
of the lesser curvature of the stomach, 1t can be treated by excson,
which we have given up, owing to the seriousness of the operation, or
by sumnple thermo-cautemsation (Balfour), which may suffice 1n some
small ulcers of the upper part of the lesser curvature, 1t 15 an
exceptionsl procedure  We bave given up sumple gastro-enterostomy
because of the madequacy of the results There remsn, then, two
operations {a) annular resection of the sleeve method, () gastro-
pylorectomy The first only removes & small part of the stomach,
the length corresponding to the greatest dimenmons of the ulcer,
and the second removes at the same time the pylorus, the small
tuberoaity, and the ulcer

Which of these methods should we employ ¢ That depends on
the case (a) 1f the patient suffer from hyperchlorhydris, which s the
rule, we shonld perform gastro-pylorectomy so as to remove as
much as possible of the secretory part of the stomach, we m this
way lower the quantity of hydrochlone acid, () if the acidity be
normsl or below the normal we should perform resection by the
sleeve method with end to-end suture of the stomach

We will conmder here oply the ordipary case—to wit, gastro-
pylorectomy—1.¢ , removal of the pylorus, of the ulcer, and of the
amall tuberosmity

Resection bewng parformed, the duodenum 18 closed by the
procedure we have adopted écrasement, contmuous suture to the
serous surface above the duck bill forceps of Collin, the instrument
18 removed, the sature hied, and the edge buned, a smngle level
suffices If 1t be necessary a fragment of omentum makes all firm

How ehall we proceed as regards the stomach? The following
cases may occur

(a) There 18 much gastno tissue, the duodenum 1s smsll, the
stomach should be completely closed and posteror or antenor
(Bulroth) gastro-enterostomy performed, completed by a jejuno-
Jejunostomy with a button  Thus 18 the eamest way

(6) There 18 much gastric tissue and the duodenum 15 large In
this case gastro-duodenostomy by Péan’s method should be
carried out  This end to-end anastomoms 18 the best

() The gastric tissue 15 sufficient, but not excessve A gastro-
enterostomy by implantation should be made, as indicated 1n
the figures of this article  If the edge of the drvision be long one-
third, one-half, or two-thirds should be removed and the lower
open part should be snastomosed with the jejunam  If, on the
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contrary, the border be not long 1t should be entirely anastomosed
with the jejunum  According to the case we have a choice of o
ghort or a Jong loop, on condition that a jejunc-jejunostomy with a
button be added, this secondary anastomoss takes a minute and
allows the bile to pass directly into the intestine without passing
by the stomach With the sme object m view we often
recommend other methods, mn particular Roux’s operation 1n Y,
which 12 carned out by suture only The annexed figures indicate
the different methods we have followed

To sum up, & gastro-enterostomy should be made 1n two ways—
either by end to-end anastomoms by Péan 8 method, or by gastro-
jejunostomy by Billroth’s, Polya’s, or Roux 8 method

All the procedures are good They each have their indications
Tt 13 for the surgeon to judge of the occamon for each at the tume
of the operation  In all the cases the stomach 1a crushed.

Proctised 1n this way, gastric surgery 1s of extreme mildneas
gastro-intestinal operations are not more serious than gynmeological
operations, 1f the mortality rate of the latter has been lowered, 1t
18 because the surgeon hae acqmred great practice 1n performing 1t
1t 18 the same for gastro-intestinal surgery The mildness depends
on the traming of the operator
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Portion
rcsequaa

a
=T

Fra 138—Gurreo-Inroyronar. Svearny (Billroth s Method)

Gastro-pylorectomy  Ressctron. Closare of the dood in -de-sao
ron1tion hat beea mide close to the pincresa; end w‘gmﬁ not pqc;fblk?.e.m

Portron ris/guiem Reaected portion. Ediomas wBtomach. Dxodinwm = Duodenmm
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Abouchement

Fra, 139 —Gasrro-Intrsrinal BuRoxrY (Combinstion of Polys s and of Rouxs
Methods).

How to ro—ettlhlhh tha wnﬁnuh‘y between the stamach and the doodenom. It is the
of the duodenal end into the jeJunum, and ansstomosds
by gutro-ja{ml imphntld«m between the stomach and the jefmmum.

Abowck £ - A 'Y Dwodd =Duod

E
Jé}-m—Jufmm
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Abouchernent
anterteur

Cancer

Fra 140—Gaisrno-Inresrinat 8vroxxy (Gestrectomy in Two Etages)

Am!eumod.lo!lhn Jorus from cancer 1 the patlent be omchectle, the operation

in two stages, gestro-enterostamy secondarily gastrec

\uay Mkmmfmuhmd-wﬁh\mmjn)nnﬂlwpm&{lntm

wurface of the stomach, s fong distance and as far as possible from the pyluras, so

ax to (eeflitate Je{uwo-1 ¥ by & button ls com-
mmm.mzomdrdewumbalm

Abonchement antinewr= Asterior anustonioehs LeomssmBlomech.  Gamoer e Cancer
Jéjunnm o Joj 7] s Dmodk
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Fermeture gastrigue
Adouchement

fermeture
duodenale

Anastomose
au bowcon

Fre 141 —Gasrao-IntesTiNar, Sumorny  (The Becond Stage of Gastreot in T'w
Stages for Tight Canoer of the Pylorus) nd °
Neuyth.agutdnttum hlm\ll.butthogl‘tm—m y is at the depend
the gastrio et. The stomach evacnates, '.!mrdum. very well, . qhma- ﬂ{n
to

ottomywhhlbuﬂmh ormed »o as to t the
oytom ped preven regurgitation of bile

Estomac = Btomach I'u-dtu .-ur.,..-c'.c-m stomach Abowchrment = Anasto
‘mosfs JE1

Fermoure d Closure of d = Jejunum
dinm =Duod A nb.nm- ittty Dro-
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Lignes de section

Porfion a resequer

Fro 142 —Gasrro-InTESTINAL Bmz;;l((}utrmumy in One Btage for Cancer
orus)

Note the extent of the resection. It ought to Include nearly the whole of the lesser ourvs
tare of the stomach, and the greater part of the large tuberosity The section f»
on the duodenum close to the pancreas.

U,w lc n:ﬂo--lnn of moiston.  EsomasmBtomach  Perfion & riséguer = Tortion to
Cancer mCancer Dusdinm = Duodenum JHunwm = Jejunum
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Fermeture gastrigue - .-

Abouchement -

‘fermeture
duodenale

Anastomose
au bouton

F1o 143.—Gastao-InTrsTinaL Buraray (Gastrectomy in One Stage).
The suthor ¢ nsual procedurs

Th his osed, then fm ed in I
tonm{du: “kﬁnnolf.hnbﬂ.al"fg“y {efu ,P}l:ym m’ph.y' jd?:l?robpe'

dood s cloeed in & cul-d;

Pu‘!:m-:rt!rq“-(btmvao( the ctomach.  EdomasmBtomach.  Abowshemuntm Anay
Jlf-nn—Jdmmm I'u-d-n duodinale e Closure of the duodenum.
di; = Anartomonts with a button.
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Portron a
rcaryuor

Ylcus s
! abouche
ment.

Fia. 144 ~Gastao- IxTEsTISAL SURGERT (Ulcer on the Anastomosis Following & Gastro-
Enterostomy for Duodenal Uleer)

The pert in grey shows the portion which wil! be resected. The anastomoals is resected
with the ulcer

Portien & ristpecrTorthn to be resected  EtomecmBtomach  Pylorem Pylorst
Dlcus eur Fabouchoment m Ukeor on the anartommis ¢ jnnvm o Jefanaz  Iaodinem
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Fermelure
3aatr19uc

Abouchement
wntestinal

Fia 145 —Gastro-Iwrrsrmar, Buroxny (Jejunal Tleer)

187

To eure the jejunal ulcer the anastamotio part has been removed. Note the sutore of
the stomach which closes it, and the end to-end anastomosis of the jejunum by

which continuity is re-established.

Feormaiurs garriqus=Clorure of the stomach Edog‘s:—sltcnud:., I)io'f:-Pyiorm

Jéjunum e Jofunum. Duodé = Dwod.
anastomosis
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Lrgnes de sectton

Portron a
N roscguer

Uleus sur

F1¢ 147 —Gasteo-InTesTixar Bunoray (Jejunal Ulcer of the Anastomosis).

mmmwmmmmﬂuﬁmymm%md&am
walls of the duod and of the h lmL d is too far from the
stomach, whick is too short, and of gestro-duod, y would be
dificalt the above esier b'utmmmuthlﬁng operation i performed.

Liguss do seciion = Lines of inolbon. ErvomacmBtomach.  Porton é = Portion to
bo resected.  Ulews awr of
Jéjunum = Jejunum Lignas d¢ section = Lines of section Duodinum =
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Fermeture gastrigue

Adouchement

Fermeture
duodenale

Abouchemant
tneeatinal en V¥

Fra. {48 —Gastro-Intesriar Sunarxr (Jefunal Uleer).
How the contlonity of the digestive trast is blixhed after g
Famadure gosdrgne=(lorare of 1he stomach E. Stomack Abouckement
A Fermetury duedinal, ~Chomare of tho dn?dmx;n Bndl-u—l):t
on ¥ ael: reieh)

denura Jhyunum m Je)
8 ¢
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Formeture gastrigue

Adbouchemnent

Fermeture
duodenale

Abouchement
intestinal

Fia 149 —G. InTesTINaL B0 (Jejunal Ulcer)

Anotl:erprocedm(nrv—cﬂnb amtinuityu“hndigmd tra gastrect
when the jejunal ulcer has been cured. o tract, atter iid

Fermeturs gostrgue=Closure of the stomach. Esomac Abouckement =
w Btomach.
Ansstomosts -
D‘.’IHIIII J;lmmn Fu-dmkollnda (Irmolthndnodenum.

Dol
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Aluyueu:e

Jous muguense

Fic 152—Goop TExoUGHE AND-THROUGH BUTURR—WHAT sHOULD bA Doxn axD wrar
Avororn (Somest)
These two diagrams show how Connel’s stitch should be made it not only assures
umofthotmmbutdnmkuco:gstehmmﬂ On the left, note

=
I\

Fia 153 —Asrrrio Exp-ro-Exp Awasrowomis or ax Ssyurr. Isreemiye (Groix),

A part of the Intestine has been divided between two Kocher's force with the therm,
erutery thmOu:hmqltﬁtchhubunrmd_ bore Pdhm-hm b
division of the intestinal ends and the two {orcepa. 4 the the
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Fia 15; —Fonx,.
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Aluyu:uae

Sous mugueuse

Fie 152.—Goop TEroven s¥D-TEROUGH B SHOULD 35 DOXNR AWD WHAT
Avapxn (Bamim),
Thmomdhgnmllhovhovcuml‘sltitahlhuu]dbemsde it not only assures appoxd
tion of tha two seroms, bat dwmkuw:glnehm Onthaldt,noteﬁ)a
sutures have s

appearunce, spare the vomels. On the nght, the
trhnzuhrlotmo“h.tﬁtchul assures hemostasly of the whols extent of the tisnes.
Beroms ooat  Alwscal lar cont Ay Mncosa.
Sous-magucns = Bubmocoas.
3
4 LH -
J 1
13
5
£

é‘%‘\ i é’ b

H\\ ) {‘l tj)tl 1” , l" Q}j)

~ Liore, “u i

Fro 133 —Aserr1o Exo-10-Exp AXA¥T0X0STS OF ToHE Sxarr s CDTX,
ESTIxX (G
ApMQ&??h:mmm%mthWltmﬁ&:ht@
33 Caihing s tit been ru-ed. bore dlagram shows
dirision of the intestinal ends and the two 4 the the
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f
Fia 154.—Asxrrio Exp-ro-Enp Svrvar or mon Bwars Ixresrin (Guoix)
The small intestine Is returned. Ancther Culhlng'ltﬁtchhmde'ithmoth thread,
whioh will be knotted with that of the opposite side. “

Fla 185 —Fap-10-Exp EXTIRO-AXasToMOSIA 4T Onx LXvee (Tn DX MaRTEL).
The dlagram shows section of the intestine; the suture is finshed. Note the edge

protrudes into the interfor and cannot cause any supy or osdble

of & Iayer of mueons between the two levels.
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Fra 156 —Jmuno-JssunaL InrrawraTioxn A7 Garrso-Exrrmostont DY (Eorter)
On the left, suture of the posterior edge on the right suture of the antericr ecge
GCoanel's sttch in V

F1a. 157 —ExD-10-EXD AxasToxoms oF Tex SvaLL Inresrosx.  (Drawing by Sonfar).

The arbo-rthmufb—l.ndﬂ:rvmghmmhmda. Here th terfor throug!
h suture (Connels stitch), which forms the mucous l:y.u-n protrudes in]tjou:]‘nic
intestinal cavity A single row should suffice it &s preferable to make two
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Fis 160 —Coxrryrr CLOSURE Or THE SroMACH ArTre Rrsecriox (Soxtm)
Connel's stitch inverts the edge fnto the cavity and produces perfect hmmostasia.

Fra 1681 —Coxrrerr CLOosURE Or THE BTowACH ATTER Rrsroriox
Connel's stitches, To be sure that this suture fs hemestatic, sco Fig 152,
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F1o 138.—~Exp 10-Exp Jxsuxo-Jwuxar Axisroxosrs. (Drawing by Soxtsr)
Cushing’s stitch (escous surfaces) The [} h and h lovel has alreed
mdfep hrough and throug! Y

Fta 169 —Prroxo.Gasrreoroxy ros Urors or Tas Lewses Coxvarvee (v Pavewrr)

Ulser of the lesser survatare (uvusl {orm) can be trested by thermo-cautaristion, sxcision,
annular ressction, or by gastro-pylorectomy Thom;hth:'?mﬂbno(ebo&ﬂ-
{Ths part in grey shows the portion of the stomach to be removed.)
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Fie 180 —CoxrrLure CLOSURE OF THA BroumacH arrrr Resrcrion (Soxtsr)
Connael s stitch inverts the edge into the cavity and produces perfoct hmmostasis,

Fra 181 —Coxrtere CLOSURE OF TAX BrouMicH ArTrr REscoriox
Connel s stitehes. To bo sare that this suture is hemostatlc, see Fig. 152
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F10 162.—Tee ST01acn 18 CLOSKD AT Oxs Ly worn SrLowLy Anssonyasex Carovr
(Bomssr's drawing).

The tdlangular form of the stitches, whish allows of hemostasis; on part of the
edge tho srture hes been
beri b it ﬁghtd!od; thudu'u.d is tnvidble on ﬂm part; the

ANV :

F1o 163 —IxcoMPLETE CLOSURE OF Ty Gasrric CAVITY wiTx BLOWLY APSORBARLE
QarouT 00 AT & Piworx Lxven (Boxtm 8 drawing)

macum sve lor an o oenthnctml. which lub'l of duodenal or fefunsl anss-
Lil, d (1 centimetre
P@mf]m broad and )

jejonal I the contrary case. lehem;nguhr{urmcnhen The suture
beﬂghtcnod the thread will be {nrisible, as on the upper half of the reunited
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SURGERY OF THE LARGE INTESTINE

Different Pomnts of Technmique—Treatment of Intestnal Obstruction
from Cancer of the Colon.

Ix all cames of abdominal surgery the choice of the time for the
operation and of the procedure to be adopted plays & great part
1n the result

This 18 never better shown than 1n cases of obstruction from cancer
of the colon No two patients present the same therapeutical
ndwations They vary according to whether the patient be fat or
thin, young or old remstant or debilitated, accordmg to whether
the symptoms be acute or chromo, the lesion be on the nght, left,
or on the mgmod colon, or whether the abdomen be flat or distended.
Fat or aged patients bear operations badly, distended sbdomens
lend themselves badly to an exploratory mason and to evisceration,
owing to the difficulties met with in replacing the distended
mtestmal maes, or from the dangers of infection from an ncmon
madse for the purposes of emptyng the bowel

Notwithstanding this extreme chinical difference, some types of
cagea and of therapeutical methods can be considered

The operative results, immediate and distant are generally
satwfactory

(d) Texse, DisTENDED ABDOMEMN —The 1deal would be to
eviscerate the intestine, on condition that the colon be greatly
distended and the small itestine feebly a0  Complete colectomy
i one stage would then be perfect treatment 1if the patient were
stall strong large removal of the diseased 1ntestine and of the glands
unmediate removal of the toxic and infecttons intestmal discharges
easy closure of o supple and flacaid abdomen with immediate relief
by removal of the fmcal toxins and of the painful distension Cure
in one stage 1n fifteen dsys without any further intervention
in this way we have succeeded mn cunng patients with t]:lt;
happiest results  But if the cancer be mtuated m the cecum or
In the ascending colon the distension develops 1n the small intestine

185
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the surgeon then cannot reduce the intestine, 1t has to be opened
and emptied This evacuation increases markedly the nsks of
denth whatever the precautions taken for protecting the pen
toneum I have not drawn up statistics, but I have certamly lost
the majonty of cases of intestinal obstruction where I have had to
make an mncision to empty the bowel

If, before the operation, the clmeal and X ray exammation
show the surgeon with certamnty the cancer 18 mtuated low down
(descending colon commencement of a long mgmoid), or there be
& volvulus of the 1leum, median laparotomy and evisoeration would
be efficacions Bunt, save 1 the cases diagnosed as volvulus or
cancer of the leum 1t 18 better to make a nght 1hac wcison and
create a cwmcal fistula (cancer of the colon) or an 1lie one (cancer
of the cmcum)

The patwent, then, having a right 1hao or & cmoal fistula, what
should now be done ?

Waut four or five days and then note the following conditions

Improvement of the general health which ought to be benefited
from the evacuation of the fiecal matters.

The good or bad appearance of the local condrtion irritation of
the elun consistence of the discharges and their state of digestion,
the tolerance of the skin to the fincal discharge, end if the fistula
mmprove the health, or, on the contrary, wealen the patient

8ite of the lemion, recognisable by radioscopy a method or
exploration which 15 however, far from being mfallible for some-
tumes 1t shows obstacles which do not exist, and fails to reveal those
that are present But we should regularly have recourse to 1t
What could we do without the X rays

An thao fistula should be closed as early as posmble How!
By performing 1lec-sigmoidostomy, after closure of the two ends of
the ileum and closure of the 1hec or of the cmcal fistula four or five
days later

These operations are to be performed under local anwsthesin
Fifteen days after the closure of the fistula o second partial or
complete colectomy 18 to be carried out

(B) Onstruction WwITH A Nob DistExpEp AspomEn —The
obstruction may be acute or subacute and s recent the abdomen
may be slightly distended and swollen, but not tente What 15
to bo done in these conditions? That depends on the smte of the
affection. If the mte be precisely determined by X rays or by
palpation cancer of the right and of the left colon must be treated
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differently 'The first by leo-colostomy (ghort-erreuit), the second
by colectomy 1n two stages But if the diagnosms has not been
made, 1% 18 necessary to mahe an exploratory laparotomy to find out
the mte of the lesion  The treatment differs, according to the case

Tn order to make a partial resection of the colon 1n two steges,
a cemcal anus 18 not ndispensable, but 1f 1t be made at the beginming,
cure 15 still more smple, on condition that 1t 18 sufficiently large
for the fmcal discharges to be deviated as completely as possible
Tn these conditions, once the resection 18 performed, the two ends of
the colon are to be fixed to the gkin of the abdomen It 182 good thing
to remember that the re-establishment of the continuity of the colon
formmg the second stage 18 not always easy, especally if 1t be
postponed to a distant date, the extremities of the intestine atrophy
and contract, the end to-end suture often becomes loose, and a
tranmtory stercoral fistula delays the cure for some months Tt1s
of much greater importance, at the tune of the first operation to
prepare for the second (anastomosis of the colon to the colon), for the
techmque of this last stage 18 more difficult, although it 18 & mild
operation.

There are two easy methods of preparmg for it—enterotomy
and anastomosms by a button

Enterotomy 18 possible 1f, at the tume of the first stage the two
free loops of the colon are fixed together laterally by & contmuous
suture of the serous surfaces of 7 to 8 centimetrea mn length, forceps
mftroduced nto each end of the colon then closed exght days later,
and left 1 place forty-eight hours, destroy and crush the two
apposed walls and create a kind of commumication the closure of
the end of the lateral appositions, three weeks later, does not con-
tract the lumen of the colon. If the two loops of the colon have
not been sutured previously there 18 a danger of piching an
1nterposed loop of small intestine

The second method of preparation for the re-establishment of the
colon to the colon 18 anastomoss by the button. The button 1s,
generally hardly to be recommended for the large intestine, for two
reasons the intestnal wall 1s thin and bears pressure badly, so that
the surface of contact of the two parts brought nto apposition
by the coaptation of the two pieces of button, does not give absolute
guarantee of continence nay more the lumen of the button can
be stopped up by the fmcal matters These two harmfal conditions
may be avoided thus (a) by placing a stitch on each mde of the
button, and (b) the lateral apposition of the two colons being brought



158 PRACTICAL SURGERY ILLUSTRATED

about by an opening of the two extremities of the colon, the fmcal
matters discharge externally without meetmg any obstacle, and
withoat causiug pressure on the intestmal wall, o that there 13 no
sk of filtration between the button and the intestine or of stopping
up the latter WWhen the button has come away by the natural or
by the artifizal anus, the external opening, the artifical anus, can
then be closed, which 18 easy

(C) Caworr or TiE Lerr Corox —I do not speak of the sigmoid
loop The treatment of cancer of the left colon 18 complete coleo-
tomy I one or two stages, or exteriomsation and resestion, of which
I will describe the second stage It was recommended long years
gnce by Quénu, Hartmann etc

The tumour 18 freed (we have described the technical details
m VoL IIT of Practical Burgery Illustrated p 169) It ought
to be hberated very far from the meso-colon so0 as to remove
as many of the glands as posaible although they are very often
unaffected, especially in cancer of the left colon The two ends
of the colon are brought wnto contact laterally and fixed to the wall
Ralief 18 experienced there 18 no need to make a cwoal anus, smce
the anus of the proximsl end evacustes the contents of the colon
One, two, or thres months later perform a radical cure of the anns,
as we have indicated above (see the drawings)

(D) Caxcer oF ThE Riamr CoLow, wiTh OBsTRUCTION —What
18 to be done ¥ It would seem rational to make an fleo-sigmoidos
tomy If, however, the abdomen be distended and the obstruction
acute, we do not recommend 1t, granting that the ileo-mgmoid
ostomy performed during the acute stage runs a risk of ruptunng
as a result of the septic condition of the contents of the small intestine
It 18 wiser sumply to Teduce the intestme into the abdominal cavity,
and to make a cmcal anus, or if the abdomen be lax, an ileo-sigmoid
ostomy end to deviate the contents of the bowel by mesns of
a 22 Nélatons catheter infroduced by a punctaform opemng
10 centimetres above the anastomoms It 1s then that operations
i many stages come agsin into thewr own  After the cocal anus,
and complete evacuation the opemtor should perform a sgmoid
or transverse ileo-colostomy according to the state of the colon,
more often, the sigmoidal one 1s the more favoursble There 18 no
sk, all the more as the patient has a cmecal anus At a third
stage the cmcal anus should be closed and at a fourth stage partial
or complete colestomy should be performed Each of these opera
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tve stages 18 perfectly muld 1f we wigh to avord a cmeal anus,
and 1f we perform 1ilec-mgmordostomy, we should choose anasto-
mowms with a button, to prevent contact of the fingers with the
fmeal discharges, and, m addition, an 1hac counter opening, with a
99 Nélaton catheter Puncture the ilenm 10 centimetres above the
anastomoss, and mtroduce the catheter, which removes the evacua-
tions, fix the cathaeter to the perrtoneum by two forceps pasaing out
in the median line, Temove 1t on the eighth day, 1t leaves no fistula

From this procedure we see cancer of the mght or of the right
transverse colon sometimes moludes four operative stages, each of
extreme mildness  Cancer of the left colon generally conssts of two
stages, but T Tepeat 1n cases where the diagnoma 15 doubtini, a cmeal
anus or an leo-sigmoidostomy removing the discharges by a
Nélaton s catheter, should be performed  It1s often, then, necessary
to operate m three or four stages

{F) OpsTrRUOTION ¥ROM CancER OF THE Siomom —If the
mgmoid be long (dolicho-colon) and the cancer lugh up mnear the
descending colon, treat 1t as a cancer of the left colon—t.e, by
partaal resection 1 two stages (a) exteriorisation and resestion,
(b) closure of the anus two months later

If the mgmoid be short, or the cancer low down, make & cecal
anus then a partial resection followed by end to-end suture, the
Prognoms 1s not 8o good as mn canocer of the nght or left colon

(F) WHAT 18 TO BE DONE AFTER AN ATTACK OF INTESTINAL
OBSTRUCTION WHICH HAS SUDDENLY PASSED OFF AND HAS BEEM
FOLLOWED BY APPARENT CURE +—Radioscopy, after a bismuth meal
Radioscopy, after an opague mjection  Always exploratory laparo-
tomy If the attack pass away do not lull the patient mto false
security and recommend him to fatal temponsation a new attack
will take place and the cancer will be progressing even 1f the patient s
general health improve, even 1f the tumour be not felt or there be no
pamn or discharge of mucus or of blood, and even 1f the meal and
the bismuth 1njection reveal no lacuns or stams

EVERY PATIENT WHO HAS HAD AX ACUTE OR CHRONIO OBSTRUCTION,
PARTIAL OE COMPLETE, LONG OR SHORT SLIGHT OR SERIOUS, QUGHT
TO BE SUBJEOTED TO LAPAROTOMY DURING THE QUIESCENT S8TAGE AS
EARLY AS POSSIBLE

Recently I have scen & patient with a cmcal anus treated for

acute obstruction  As the discharges passed by the normal anus
and as the X\ rays revealed nerther stenosis nor tumour, the doctor
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sent him to me to close the cmcal anus, I opened the abdomen and
discovered a mgmoid cancer, which 1 resected It was only a
month after the partial resection that I closed the crecal anus

(@) DancER oF LararoToMY ¥ CASES OF OBSTRUCTION —I have
noted above the disappointments an exploratory laperotomy has
given me 1n cases of acute obstruction All surgeons are of the
opwnton that, mn cases of distended, remstant abdomen, and the
subject powsoned by stercoremia, a button hole openmg n the nght
ihac region, followed by & temporary fistula, constitutes the only
method of immediate treatment

Inversely, all surgeons agree in performing an exploratory
laparotomy on any patient affected with acute obstruction, when
the abdomen 18 supple and flat, or only lightly distended

Between the two extremes, which are not the rule, there are
8 great number of intermediate cases where the acute obstruction
18 accompanied by moderate tympamtio distension. The clmaian
then hestates between a cecal anus and laparotomy, which may be
mmply exploratory, but also immediately ourative

Each time, then, the operator hesmtates, he should be content
with & button hole inaison m the rght 1liao fossa, and exploration of
the cieoum, and accordmg to the case, he should make a cmeal anus if
the csecum be distended or an 1hao anus, even an ileo-sigmoidostomy
by a button, if the cancer be in the cmenm or 1n the lower part of the
right colon

To justfy an exploratory laparotomy the surgeon often urges
the necesmty of bemg mnformed of the nature of the mte, and of
the relationships of the leson ILaparotomy moreover, can, 1n
certamn cases be not only explomtory but curative, because 1t
allows of complete exeresis of the disease The surgeon also claims
1t 18 neceasary to see if there be general peritomitis glandular or
hepatic metastases adhesions of the cancerous tumour to the wall,
to the ureter or to the tleum, edhesions which 1n his eyes should
contra indicate an exeresia,

These reasons, indeed theorstically good ones are practically
of no value Exploratory curative laparotomy at once 1n cases
of nonte obstruction sometimes succeeds and often fails It 18 only
a game of chance what should direct the actzon of the surgeon before
everything 18, certanly permanent cure but there 1s also the
immediate cure of the patient to be conmdered the desire togave the
two stages of the crecal anus s legitimate, but 1t 18 an msufficient
reason, conaidering the advantages which a previous counter anus
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permuts 1t 18 better to cure & patient in three or four stages than to
kill um 10 one Tt 18 better to have a convalescence lasting three
months followed by a cure, than death 1 twenty-four hours

To perform laparotomy m order to know from the begmning if
there be generalisation or glandular or hepatic metastases 18 useless
Aetastases are exceptional, at least at the commencement and m
the usual scirrhous forms  Adhesons do not contradict operation,
if the tumour adhere to the small mntestine the latter should be
resected 1f the ureter be invaded 1t should be cut and 1ts two ends
taed, or nephrectomy performed

The adhesions are to be dissected by the kmfe, provided they are
not cancerous, generally, they are purely inflammatory Examina-
tion for adhesons does not then justify exploratory laparotomy
with the object of deciding on resection at a later date Directly
the evacuation of the stercoral matters has taken place by the
artificial anus, the operator will have lesure to study the patient
and to mahe an exploratory laparotomy during quiescence, which
should be at the same time curative

(H) WHAT METHOD OF ANXASTHESIA SHOULD BE CHOSEN In CASES
oF OBsTBUCTION FROM CANCER OF THE CoLoN 1—If the site of the
tumour be not discovered, and 1t be necessary to explore, use spnal
anmsthema When the pomtion of the tumour 18 known, and when
1t 18 necessary to make an 1leo-mgmoidostomy or a cmcal anus
local anmsthesma suffices If there be doubt, anmsthetise the wall
of each ihac foss: and operate on the relevant sde

{I) Recro-Siesom CaNCER —(a) Make a cecal anus and ()
perform abdomino-permeal amputation, bringmg down the left colon
and preserving the sphincter

(J) Caxcer or THE Recrum —If the patient be feeble, more
than fifty years old, or if he be fat perform the permeal operation
in the following way (a) first stage, mahe a left 1liac anus, (b) second
stage, perform a large perineo-sacral extarpation

1f the patient be remstant—less than mxty years of age—remove
the rectum m one or two stages by abdomno-perineal amputation.

() Grave Covrres —Make a ceeal anus At the end of some
months, f the symptoms have disappeared and a rectoscopie
examination be favourable 1if also there be no general symptoms
and the discharge from the colon slight or absent close the
cmeal apus  If the symptoms return, open the czcal anus agawn

Then some months later when the mflammatory symptoms have
v
u
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quietened down remove the diseased colon, following the technique
indicated for cancer

The colectomy 18 enlarged 1n proportion to the lemons

(L) DrvegTicuLrTis —Operate for the comphcations If there
be a pen-colic abscess, mese, if & pen-colic fistula, make a cmeal
anus, which often dries 16 up  If 1t persst perform colectomy If
there be stricture of the colon, or a pseudo-tumour make a cecal
anus, and then perform secondary colectomy In the case of cancer
the procedure chosen should be based on the indications furmshed by
the lemon

(M) INFLAMMATORY CONTRACTION OF THE REcTUM —If there
be a mmple disphragm, remove the contracted cylinder by the sacral
route through the sphincter, bringmg down the mgmaid flexure
and preserving the sphmoter

If there be per1 rectrtis and the diseased oylinder be long, perform
abdomino-permeal amputation, brmging down the sigmoid colon
and preserving the sphincter In all caset, make a prehmmnary
cmeal anus

(&) MEca CoroN —With no symptoms of obstruction, perform
complete colectomy in one or two stages (a) ileoc-mgmoldostomy,
below the dilated ileum, (b)) complete colectomy If there be
symptoms of obstruction treat as a volvulua.

(0) Vorvutus or tEHE ILEUM — Perform lapsrotomy and
1mnmediate ressction 1n two stages, undo the twisted and dilated loop
Suture the two most distant parts, fix the loop to the slan, resect the
whole dilated part, cut the intestme closs to the skin, thres woeks
later make an enterotomy with a clamp and then close the anus

Résumé —Try to diagnoss the seat of the cancer by the X rays otherwse,
make an exploratory nousion on the right, in cases of distended abdomen, 1
the median line 1f the sbdomen be supple.

Caneer of the emeum.

Tense abdomsn 1liac anus, 15 centimetres in front of the cacum then ileo-
sigmordostomy then right or complete colestomy

Supple abd 1leo-col y then dery colectomy

Cancer of the right eolon (ascending colon, nght flexurs of the colon)

Tense abdomen cwcal snus then right hemrcolectomy

Supple abd, nght h lectomy st once 1n one stage, or tleo-colostomy
or right socondary hemicolectomy

Caneer of the transverss colon,

Owesl anne then partial ressction of the colon. End to-end sutars, or fleo-
upmoidostomy then complete colectomy
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Cancer of the left colon.

Tense abdomen cwcal anus and ressction 1n two stages (four stagos 1 all).

Supple abdomen 1o cweal anus resection and exteriorisation then end to-end
suture s month later or fleo-sigmoidostomy and complete colectomy & month latar

Caneer of the pelvie oolon.

(a) Lomg loop as cancer of the left colon.

(b) Skort loop ceecal anus, thep partial resectton and bring down the loop
This case gives s more serious immediate prognosis than the others To 1mprove
the prognosis m feeble subjects ressot the dissased part and make a permanent
ilisc anus (Lookhart-Alummery and Hartmann}

N B—If, after spontanecus disappesrance of the obstructzom, the discharge
of the {mcal matters be straightway re-established, with or without a cmcal
anus, always perform an exploratory laparotomy even if the X rays indicate
2 normal intestinal digestion, and even if no migns or symptoms parmst.

If 2 pen-oolic abecess complicate cancer cwcal anns and incisior of the abscees

then exterionsation and resection and finslly closure of the intestme and of the
cmcal anns
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Angle enigue

?f&ndemont (]
gam! Aepatigue
Tumeur

24 oPHIYTID Lo

Fro. 188 —Quxcxs oF tax Lizon Inrzsmor worm Aorrz an Cimosac Oxsmavoriox
Cancer of the Splensc Fleswre, Essection.

Resection. 1t ls neccssary to mobilise the transvarss and d colons, by dissecting
the latter Irom the parietal layer of the peritonemn, - medutgmm
ocolon from the omentum, by cutting the hepato-colic Hrament.-

A-'h - flexure DAridement du ligam! Adpuirgus =~Division of the bepatic

%ﬁr-‘[‘m Oflon tra-:m—‘l‘nm;:: Clon deseen-

iut..

Fro 189.—Caxcxm or Trx Linor INTesTinx wirn AcTIE on Cieonto OBsTsTenioN
Cancer of the Splemsc Flerwre

Mobliisation of the discased part. The operator has first freed the descending eolon, the

transverse colon, snd the hep-ua flexure bo finishes by acparating the splenio fiexuye,
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Suryet Bacca - HP;;;':,
lament -+ .

Fortron

a reaayuar

Fre 100 —Cawcrr or Tam Limoy Ixrxeroex witH AcuTk on CHROX10 OBsTRUCHION
Cancer of the Spleme Flexure.

drawn outside. Two health

by a continucus suture.

The diseased part is forefbl

and distant are

dotted line shows where
ed, In order to fix it to the akin.

byco-nunmmtm

Cox: pesn=Bection of the
Rmxﬂur Portion & rivéquer

¥
3 R iles parots
- pinocaes
38 necro

Parou Pince serrant

enaomdle les

deunic parots

Fio 101 —Caxory. 0F T Lizgn Twresrixe wiTR ACTTE o Crmowte Qrerruomox
Caxcer of the Splenic Flerure.

Enterotomy 'This ls only possible if the operator can unite laterally the two

col{mbynoonﬁnummtm uthﬂ'benlnopu“honmﬂimedmeh
li.lb!atod.nngu]..thn_ The {oroeps remain two ar three days.

Les parors pincies s¢ alcroseront = The

pinched walls become necrosed.  Paroi=Wall.  Pincs
sorrant ensembls [t denz porols=Forceps sqoeeting the two walls together

of

\ parots
L anss eal

exteriorisce
pour en sulu

une
rer louveriure

eommurucael.on
Fra. 192 —Caxorn or Trx Lamor Derxstrier wire AcTrE on Cenoxic Oxsravemox
Cancer of the Splenic Flerure,
The resalt of enterotomy and of secondary closure of the
peformed fifteen days afterwards. s the latter
nlwaluoulrul -
o pn{::: pleced xne large communioation e The necrosed walls

L anse ast extéinorisde
ture=The loop i exterioriecd to suture 1t opentag poer ex rutrer Foxrer

Paro)=Wall
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Art. mesenterigue
wrferienre

#leso colon

Tumeur

Rectum
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Fro 216 —Ixrxmox Stowarpar Ciwcxr 15 ix Acrp SUumszor Resmomox wrrmovr

To-EXD AwasTOoNONIS.

Note the situation of the inferior mesenteric artery and of the glands. Two or three

centimetres of healthy timue exist between the tumorr and the pou:

ch of Douglas.
Cllon ngmolds = odd eolon. Fi. inféricnre m Inferior mesenteric
:\!bo-cﬂo-—mmw 4 m’f o Swper h

artery

artery Ganglions m Glands
Bactam = Bectum

Toidal

TemumBladder TumesrmTamour  Pabis m Puble
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ngna Ed
mfcrloure
MOTDAL QanoEP ™ A5 Aasp OF o
'ﬂ‘ﬂﬂu‘l Ewp-T0" AproN0%S
the 1 and terior parts of the
ﬁcenw

1) "\0.——{.0": B10

[ae Juviston © ol ¢
\nt\on 1 03]
bet ‘ree‘“

rexta™- Bep
me te3 O o! elthy tssne
Beat {orcopa allow of divislon of the int
wound thedt is made by the twmo-ﬂnta—y
apeful fere.
,.u-r—‘r Lagns &4 sectron (u!ly%am—uneol
Reclu® - RoctE™
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Maso
sygmorde

{rgaturs e

ction de lare
emorrhoidale
Juperiours

Seotron
wiferioure

Fre 217 —Iarsuzor Sromorpar Cawore Ix ax Acxp oR Oaxse Patrewyr  Rresromox
wrrHOUT ExD-10-ExD Amastoxosis,

After divizlon of the intestine the latter ls brought from above downwards the mesentery
is entirely removed. Ligature of the inferlor mesenteric artery

Hw_w meum-hrmumhw.nﬂnnn-ux.m
division of the superior hsmorrholdal artery Twwgwr = Tumour Beclion 1
Jiriexre= diniston Rectwm = Bectum
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Lljne de section
auperieurs

{rgatures
arterrelles

Section wnferieure

Fia 218.—Lowxre Biawurpar Caxcme I AW AGxp or Osmsz Parmewr Rresxcrion

wiTHoUT Exn-10-END AwWisTOMOWIR.

The upper end will be fixed to the wall (artificial anns) The lower end s held by bent

1 which will be removed after cauterisation and painting with Jodine. The
tmbnmha‘ltheinfnﬂormmurhbmt. The ntestine will be divided above
between two écrasears of Th. de Martel.

da sectron supérianrs m Lins of superior divilon. wres ariérislles = Ligature of the
Lague arberies. Tamenr = Tumour Section i-jm‘-ln!rdm divisdon.
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Anus
tltague ’

Le peritoine ferme !
brechs nfer™

\ vaﬁ/ —f Ractum
{

Fio 210 —Lowrs BremoIpat CAYCER IN iX AGED Or OPEse Pirrexr Rrsrcriox
WwITHOUT Exp-T0-EXD AwisTOMOSIN

The operation i finished the peritonenm is fixed to the bladder YWhen poadble it is

better to down the great cmentum and to fix it by a series of interrupted sutures

0 as to ton off the pelvis. The terminsl end of the rectum is packed with

pﬁf;e a tube inserted, after having been carefully washed with ether and painted
{odme.

Anxs QioquemIiine anve.  Méswo-ngmofde=Menosigmobd.  Le plritod
tnférre. e The peritanemm closes the inferfor T’cmf:l—ml:!.dg"t I;’nbb{?.l-‘
Pabis Prosats = Prostate Bectum =
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PARTIAL COLECTOMY IN TWO STAGES

Closure of an Arhfial Anus —An artificial anus of surgeal
origin 18 the result of one of the following operations

(a) Cescostomy

(6) Lateral colostomy

(¢) Termnal anus formed by appoartion of the two ends of the
colon, mde by mde, after partial resection of a cancer of the colon
1 two stages

The closure of the lateral am, and espeaislly of a cmesl anus,
which correspond to (a) and (b) 18 mmple liberation of the adherent
colon, closure of the opemng by a suture to the serous surfaces at
two levels, suture of the abdominal wall at one level. This easy
operation finds no place with termmal ami () The two ends of the
colon are parallel, mide by mde, and adherent To re-establish
continmtby of the colon, the intestinal ends must be freed, regnlarised,
adapted, and sutured but the termmal end 18 often reduced 1n mze
and 1ts walls friable One of the two parts may be bronght down
with difficulty because 1t 18 contracted. Marked traction on the
suture will result, this danger must be avorded

But end to-end colorrhaphy 18 quite mmple, according to the
method we will indicate

(@) Preparation of the Field of Operation —The operator intro-
duces a gauze drain mto each end of the intestine, ruba the adjoining
gkin with ether and then pamts it with tincture of 10dine

() Cutaneous Incision —Qval incimon 1 or 2 centimetres from
the anus A ning of skin 18 thus removed 1n order to operate on
healthy and non infected skan  As soon as the cutaneous ring 18
freed, two tissue forceps seire its borders and brng them together
80 as to obliterate as by a valve, the two openings of the anus

(¢) Incrsion of the Aponeurosis and of the Pentoneum —\\1th a
cut with the kmfe the operator opens the pentonenm, cutting 1n
one level the aponeurosis the muscles etc  Directly the pentoneum

18 opened he gets nd of the kmife and takes the scissors, and intro-
189
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duces the pomnt mto the abdomwnal cavity He incises the abdominal
wall circularly close to the mtestine so a8 to separate the latter well

{d) Eziertonsation of the Intestine —Some compresses are placed
around the wound, and fixed to 1t by forceps, becauss the skin con
tammated for a long time ought to be 1solated. The opemator
carefully frees the intestine, brushing 1t with & tampon on forceps
He removes some omental filaments and the adhesions He works
without Toughness, so as not to tear the mtestine, which 18 always
fragile, finally he brings outade 10 or 12 centimetres of intestine
if possible, i order to perform end to-end colorrhaphy

(¢) Toilet of the Ends of the Intestines —The operator divides
with scissors the extremity of each anus, 8o as to remove the akan
and the tissues of the cicatrix and to present two normal, supple
intestinal ends  If one of the extremities be too narrow, he enlarges
1t with a cut of the scissors on the convex border

(f) Introduction of Two or Three Fization Stuches —The two
ends of the colon are placed end to end and fixed by two threads
or by two Chaput s forceps

(g) Through-and Through Posterior Suture —The operator makes
a button hole stitch on the posterior Lips of the margms of the
mtestine The two anterior lips are united by Connel s stitch

(k) Suture of the Serous Surfaces —Two fixation stitches are
passed one at the meso-colon, and the other at the free border of
the mntestine These two stitches stretch the suture, between them
& continuous sature of the serous surfaces by Cushing s method 15
troduced

The sutured 1ntestine 15 washed with ether and returned imto the
abdomen

The abdominal wound 1s closed at one level by Crino because
the operator 18 never certawn of absolute asepms of the skin dunng
such an operation  The use of silk or of catgut for the different
levels 18 not to be recommended

N B —This end to-end suture 1s very difficult when one end of
the colon 18 contracted and atrophied Every preliminary opera
t1on which will avoid end to-end suture, 18 of service to the surgeon
This end 15 obtamed by two means cnterotomy and sde-mde
anastomoss with a button Enterotomy 1s only possible if at the
time of the first operation which has fixed the two ends of the
colon mde by mde to the skin the operator has sutured them by
a contnuons suture for 8 to 10 centimetres, otherwise the two mbs
separate and at the time of crushing by forceps a loop of the deam
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may be meluded with the two parts of the colon The button can
be applied without danger as follows the two loops of the colon,
the ends of which are to be fixed to the wall, are rejoined laterally
to each other, and anastomosed by a button, which 18 discharged
by the natural or artifimal anus three or four days later Should
recourse be had to enterotomy and to anastomoms with the button,
the task of the surgeon 18 much facilitated at the time of this last
operation If the patient has a ccal anus above the lateral anus,
s closure should be delayed until this latter anus 1s closed and
healed

Fio 220 Pixriirn CorLxcroxy 1x Two 5TA0ES (CLOSTRE OF THE ARTOyiciAL Axvs)

Brooxn Srigm (Oancer of the Left (h!on).—ln-ﬁr:tdn?thedhundlmphubtm

;uto:;odwhhthamm-mlon. Tbet;’o(ma:hﬁxuitot eakin. The upper extremity
end of the transverse colon ¢t obwrropmlngth-to“hedmdngm]

near the sigmadd. o
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Fra 121 —Panturn Corxoroxr tx Two Sraoxs (CLOSUNS OF TAT ASTIVIQIAL ANTS)

Exoonp Braon (Canocer of the Left Colon) —Excldan of the abdaminal cfoatrix
resulting froea the first Inparotomy

Fra 232 —PaxTiat CoLrcroMy tx Two Stices (CLOSURE OF THE ARTIFICIAL AXCS)

BrcoxDp BTA0E (Cancer of the Laft Colon)—The operstor begias b{n the abdomen,
excises some polnt, snd then by means of schosors divides the cicstricial wall, beid
by the cutanecas lou-mge-hprgxwdon.
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Fo. 223 —Parrur Corzoroxy I8 Two Sricrs (CLOSURR OF THE ABTIFICTAL ANUS)

Bma!nBrm(O;m«u{thnIaﬁ(blanL—DMdunufthahnandsdtbnoolonhn
heslthy part of the intestine.

Fuo 224 Piwrar Covrorony I3 Two Staars (CLOSURE OF THX ARTIFICIAL A3TS).

Brcaxp Braox (Cancer of the Left Colon).—End to-end satureof thecolon.  Three fixation
stitohes have been introduced, one at each end of the postersor suturs, and one in the
middle, 3o as to stretch the suture well and to facilitate the application of the button
bole stiteh.  Slowlv absorbable catgut 00

v 13



104 PRACTICAL SURGERY ILLUSTRATED

Fia 225 —Piwriat, QoumoroMy o Two Stagms (Crostry oy THE AnToriciar Axus),

8sooxD STacw (Cancer of the Laft Colon).—Through and through suture of the anterfor
wall of the colon. Ocnnels stitch. Note the triangular form of the stitches, which
a0 both hemostatio and continent. The stitoh in tha middle is for the purpere of
Into two each end of the calon, and at the tame thme to streteh

the two lips, which the suture has to bring into apposttion.

Fia. 2% —ParTAL CoLEcTOMY IN Two STi0x8 (CLOSURE or THE ARTIFICIAL Awvs).

& Cancer of the Left Colon).—The whole level is finished; It should suffice
Smolx"n“ E‘ouw:v('u wiser to Inzort & second level of sutore.  The middle stitch ta for the
of dividing Into two equal purts tho walls af the colon which ars to be bronght

Eo spposition. Very fine linen.
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Fio 27 —Pantr CorroraxY ©x Two Braces (CLOSURE or THE ARTIFICIAL AXUS)

Brcowp Bragm (Cancer of the Left Colon).—Cushing’s stitch. This stitch is the contima
tion of the posterior stiteh The ends of each thread come fram each extremity snd

are knotted in the middle Line.

Fia, 22 __Purmras CoLroroxT ¥ Two 5Tars (CLOSTEE OF THE ARTIFICIAL Axts)

8rcoxn Sna: (Canoer of um Left Colon).—Cushing s stitch (mm) on the posterfor
theintestine. endto—enﬂtnteﬂinllmmv udntvomgﬁ (®) com
WM()F serons aurfaces.  Note the Ligature of the two

threads in the middle of the tutm the operator avords ending at the angles.
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X
LARGE SCROTAL HERNIA*

A LARGE hernia 18 nearly always seen 1n the adult or m the aged
1t entaals an 1mmediate and future prognoms, different from that of
& small or moderately sized mguinal herma  The operation of the
latter 1ncurs no nsk, 1t always 18 carried out under local anmsthesa,
and allows of convalescence 1n ten days without regurrence

Voluminous hermie are generally accompamed by s feeble
abdommal wall, an abdomen distended by fat insuffictency of the
kdney and of the liver, cutaneous affections (intertrigo, eczema)
and by malformation of the ingumal cenal, which 13 reduced to a
large ring  The contents, sometimes formed of omentum, some-
tmmes of amall mtestine, and sometimes of a colon which has ghded,
necessitate special manipulations, sometrmes long and difficult
The least failure 1n asepms may compromuse the rmmediate and
future success

Indications for operation badly thomght out and the patient
badly prepared, may be the orgm of serons comphcations—pul-
monary congestion 1nfection, ete

Ingunal herma 15 a small operation large herma 15 & large one
Certain volummnous hernum requme even serious operations, the
surgeon may, 1 certaln cases, find himeelf compelled to resect a
part of the intestine when 1t cannot be reduced.

Notwithstanding the reservations we have just made, 1t goes
without saying, 1f the subject be not suffering from heart disease, or
{rom emphysema or be not debilitated 1t 18 2 good thing to operate
S'Jl'gery can still be of great service success 18 the general rule
Bat this operation requires a number of examinations or of pre-
cautions upon which we will msst

ProLongED PREPARATION OF THE PaTIENT —Male & com-
Plete examination, Is the tension high? Does he suffer from
arteno-sclerosis t aortic digease? Is he emphysematous? or 1s

* This chapter has been drawn up by my colleagues, Dr André Buquet. The
figares, ay all the others, have been drawn by 8. Dupret {rom an operation which

Uperformed at the hospital 5t Michel—V P
197
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arotromia present ! All these conditions would require abstinence,
or at least preparatory dieting Personally, we subject all our
patients to be operated upon for large scrotal hernin to a severe
diet, exclumvely of frmt, fat subjects, with tense abdamen, lose
mn this way 10, 16, or 20 kilogrammes Purgatives, general massage,
exercise, end inhalations of oxygen are useful It 18 probable the
pasmve arm-chair’ reduction of fat (Darricau) may be of great
service

The cutaneous affections, eczema, ntertrigo must be treated
The application of an omtment, frequent powdernng, the nter
position of & layer of fine and soft gauze, will readily suggest them
selves Fasting, moreover, with a frmt and vegetarman diet, largely
contributes to remove the skan eraptions

General massage activates the circulation and leads to loss of fat,
respiratory gymnastics, the spiroscope, have not only the advan
tage of mcreasmg the vitality of the patient and of malang lum
thinner, but also of expediting his respiratory funotions and of
preventing the chances of pulmonary complications so frequent
after these operations Abdommal gymnastics should also be
recommended to strengthen the abdomen and to give better support
to the stitches

It requires often a preparatron of many weeks, and even of
months, before the patient 18 1n & state to be operated upon with
success The patzent will be largely recampensed for his eflorts,
his complexion becomes fresher and clearer, his abdomen supple
from disappearance of the fat, the wall more muscular, lus ring less
enlarged, end the hermia formerly ureducible, can be replaced
without effort

Everything, moreover, we have just advised applies just a8
well to umbihical hermas or to eventration after operation

DiprEpaTe  OPERaTION —Operation bemg decided upon the
patient 18 to be shaved sosped and powdered At the time of the
operation, rub a large surface of the skin with ether or benzene, and
then hightly paint with 10dme, the tincture should be half strength,
do not burn the scrotum

Cuotce oF AnzstreTIc —Three times out of four regional
anmsthesa suffices *  If the herma be not too huge 1if the operator
have not sufficient expertenco of regional have recourse to spinal

©  Anesthéme régonale, by Pauchot Sourdat and Labat  3rd edition.
Edited by Domn. 1920
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anesthesia  We have never employed general anmsthesia for hernia
for twelve years

OPERaTIVE TECENIQUE—Cifaneous Inciston —Place the patient
m the shghtly dependent position Make the mcision entarely
abdominal, all the more o as after treatment, when the scrotum
has shrunken, the hne of union has a tendency to become lowered
It should reach or pass above the antero-superior ihac crest, and
extend for 16 to 20 centimetres

Stop mmmediately and completely bleeding from the vessels on
each hp of the meision.

Inciston of the Anterior Inguinal Wall —Lay bare with the
grooved director the shiny surface of the aponeuroms of the external
oblique, divide 1t along the whole length of the imcimon, and
mark out each hp by tissue forceps Free the mfemor flap
up to the lower Iip of the crural arch, the deep surface of which
ought to be quite wisble Free the antemor flap internally,
as far ax poamble, up to the anterior surface of the sheath of the
rectus which 18 to be exposed. Exteriomse the sac up to the pomt
connected with the lower part

Diwsion of the Anterior Layer of the Sheath of Recius —The
operator should at once note the possibility or difficulty which he
will have m bringing nto appomtion the crural arch and the con
Jomt tendon. If there be suffictent play —in other words o
there be sufficient matenal for the conjomt tendon to be eamly
brought 1nto apposrtion with the postenior ip of the crural arch
thus part of the operation 18 not carrted out  If, on the other hand
the mze of the canal 13 such that after suture of the crural arch
there 18 traction on the two fibrous tassues, 1t 18 necessary to divide
the sheath of the rectus, and to liberate and mobilise the conjomnt
tendon, so that there 1s no traction once the snture 1s fimshed

The divimon 15 carmed out thus place & Fambwuf's retmactor
on the mternal hp of the divided aponeuromis of the external
oblique In this way the antemor surface of the sheath of the
rectus 18 exposed as far as possible towards the mmddle line,
expose 1t from the pubis to the upper part of the wound—i.e very
high and very low—for a length of 10 12 or 15 centimetres
Open 1t on 1ts whole depth 1 centrmetre outside the pont where
the sheath of the rectus adheres to the deep part of the aponeurosts

of the external obhgue After the section of the aponeurosms
the rectus muscle appears Free by thrusts with the grooved
director the external flap of this button hole mcision It 13 un
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necessary to proceed roughly, otherwise the vessels or nervous
filaments may be torn which wonld secondarily causs atrophy of
the rectns muscle and lead to recurrence The mtegrity of the
rectus must therefore be preserved, and, for this purpose, the vascular
and nervous connections must not be separated. This aht 1n the
sheath of the rectus 1s sufficient to mobihse the conjomt tendon, and
t:r:l{low of 1ts bemng drawn some moments later 1n front of the crural

Opening the Sac and Treatment of s Confents —Cut the sac
longitudinally carefully by the laufe Tts contents should be
treated according to their nature

(a) Omentum 1t 15 ordinarily adherent or chromcally inflamed,
and cannot be returned mnto the abdomen, resect 1t precemeal.*

(b) Small intestine 1t 18 usually free 1n the ssc, reduce 1t
carefolly with s clamp into the abdommnal cavity, dependent pom
tion of the patient may be necessary It 18 rare for the small
mtestine not to be easily reduced if the patient has undergone a
fast-cure  But if the eac do not contain omentum and if the small
1ntestane only ocoupy the hernial cavity, the cause of the irrednoibility
would be the mesentery itself which from fatty infiliration had
come away from 1ts right relationship to the loops of small ntestne
It happened to me twenty years since at the H6tel Dien at Amiens,
to resect, wn this way, an wrreducible herma mn 8 man 1 m 50 m
height, and to remove 3 metres of intestine! When this man
died thurteen months later he had only 1 m 20 of amall mntestine
mn the abdomen B8uch an eventuality could not occur fo me,
because the anta fat cure to which T subject these patients, makes
this resection nnnecessary, 1f reduction be impossible, I would close
the wound and submit the patient anew to an anti fat diet for sx
months and then operate (V P)

{c) The large intestwme If the mgmoid be floating and the
meso-mgmoid long reduction 1s as easy, requring no speoial
mampulations as if 1t wers a loop of the small intestine
Bat if the herma be a ghdmg ope, 1t 18 not the mme The
pentoneum which covers the mtestme m front appears to be
reflected on to the wall of the sac without formng & meso-
colon, or only a very short one the hernm 1s thus immovable m
the sac closely apphed agnmnst 1ts wall s the descending colon
aganst the postertor abdominal wall  The colon cannot be reduced
in these condittons It can only be mobilised and replaced into the

* See “ Practical Burgery Nlustrated, Vol T p 27 e s
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abdomen after the enveloping fascia 18 separated and freed
Dissect 1t a8 1 o complete colectomy The large intestine,
mobilsed, owmng to 1ts contamng eaveloping faseie, 18 thus
completely freed and 18 1n the same conditionTas a small mtes-
tine, 1t 18 eamly separated and returned mnto the abdomen Then
memse close to the sao the external layer of the meso-colon, and
then separate by & compress or forceps gradually the parts of the
intestine, with their true meso-colon and the meso-colic vessels
Continue the stnpping up to the abdominal cavity, and 1t 18
only when the intestine 18 free m the abdomen that the separation
should cease Introduce some ligatures mto the meso-colon, if
necessary, but this 18 rare, and close the sac as 1 an ordmary
herma

Treatment of the Sac —It 18 sometimes diffionlt to free the sac
The herma 18 of long standing, the sac has contracted adhesmons
with the scrotum hook 1t en masse by the mdex finger, and with
a compress on forceps fres 1ts attachments to the sorotal lLiga-
ment The question of castration may present 1tself, and depends
on the age of the patient

(@) If the pairers be young 1t 13 1mportant to preserve the
testwle, scparate the cord from the upper part of the sac, and
contimue the dissection as far as the testicle, without mjuring
any vessal of the cord, otherwise hmmatomata will form, which
prolong convalescence and compromise the circulation of the testacle
If, following this liberation, there be the least hmmorrhagic oomng,
carefully stop the bleeding and wmtil this 18 perfectly accomphshed
the next stage of the operation should not be begun The cord
must be freed with extreme gentleness to avoid breaking the vas
deferens or provoking funiculitis 1ntra fumcular hematomata, eto

() If the patient be aged, there be a hmmatocele, or the testicle
be completely atrophied, there 18 no question of preservation
Beparate quichly the nmited cord and sac from the scrotum, tie
and drvide en masse this allows more complete occlumion of the
canal. On prmeiple, 1t 18 better to preserve even an atrophied
testicle than to remove 1t, 1t may be of some service the execution
of testicular grafts has shown 1t

Lsgature and Resection of the Sac —Free the sac as high as
possible and then tie 1t, as 1n every cure of a hernta  Furst pierce
with the needle one of the halves of the pedicle, which should
be strangled by strong or slowly absorbable catgnt If the stump
of the sap can be drawn of 1ts own accord to the upper abdomen,
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1t 18 unnecessary to fix 1t to the wall, 1t 18 possible to let 1t go without
fear i, on the contrary, 1t has a tendency to descend, 1f 1t “ float’
1n the field of operation, 1t 18 demrable to fix 1t, then employ Barker s
manceuvre—i.e , fix the two threads which hold the stump to the
deep surface of the transverse colon between the musculo-aponeurotic
wall end the panetal pertonemm, 1mmediately sbove the upper
commussure of the wound in the muscles In the case which has
served as a model for this operation we have fixed the atump of the
sac to Cooper 8 higament, which was exposed and clearly seen 1 the
operative field It 18 of little importance where to place the stamp,
what 18 important 18 to fix 1t 1f 1t be floating

Restoratson of the Ingusnal Walls —In the case of scrotal herna
this wall 18 feeble, the mancuvre indicated 1 the oure of smple
inguinal herma (vide Vol T p 27, & seg ) will, then, be mdispensable
here As we have said above the aheath of the rectus must be
opened olose to the e of msertion of the aponeunroms of the external
oblique, and the external flap of this sheath mobilised. Unite the
external flap of the external layer of the cut sheath of the rectus
and the crural arch by some U shaped stitches with elowly
absorbable catgut, the threads should be passed before being tied
This suture forms the desp level of the re-formed inguinal region

Bring together the lips of the aponeuroms of the external oblique
with eome other catgut stitches to re-form the anteror wall
Bring 1nto apposition the fatty edges by some new stitches of fine
catgut ApplyMichel & clips to theskin  If hramostaes, which must
be treated, appear msufficient care should be taken to make firm all
the levels n one through and through suture, including skin, fat, end
aponeurosis  Pass some firm sikworm gut strtches to include the
whole abdominal wall en masse before restoring the anteror mnguinal
wall, tie these threads after sutiring the akin, over some small
pledgets of gaure

Aprer Cark —Remove the clips on the seventh and the mnth
dny heep a watch on the general state of the patient, looh out
for the tendenoy to pulmonary congestion, especially 1f he be old
He should not get up until the fifteenth to the twentieth day, unless
pulmonary complications ocour durmg the first days and necessitate
the patient leaving his bed esther In addition cuppmg should be
applied and respiratory gymnastics and general mnamgu‘ordared for
preventive purposcs
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Fra 23] —Laroe Scmotan HExxta. Ravicar Ctrr

Voluminous hernia, which a unsble to be reduced, Abdomen retracted. Tracing
of the fnclsdon, which is a) and alightly impinges on the ot of the serotum.

Truce de T metnon = Outlme of the nelnon
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Aponevrose du Feert obligue

grand odligue

e
d tnicision

,S,Du/n‘et Sac Aerntaire

Fio 232 —Luwor Scrorat Hraxra. Raprair Crax

The dependent n which {sto be employed facilitates the reduction of the intestine
intotheabdomen. Appesranceof the Ingninalregion after division of theskin, Divi
slon of the external oblique; Incision of the sheath of the rectus within the conjoint
tendon and below the tendon of the external oblyque. The object of thisopening fs to
mobilise the anterfor wall of the abeath of the rectos, which s contfmuous with the
eonjoint tendon. The mobllimtion of this fibrous structure permits of fts being
satored to the intetnal lp of the crural arch. The dirlsion of !be onem i1
mdnhnpntnndbelo'thcm-cko“hunc Bnt in pormal cases inclaion Is
higher on the abd diately below the {nternal oblique

{ponivrose du grand olligne = Apooearorls of the external obllque  Pefit olligve = Interna
L obllqoe "t;.“u.:;‘—nm_ Taro antre lcl-fuln —Anltrbrnﬂn“hlhnﬂz

Ligne & nernonm Line of inclebon.  Bee kernse re e I
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Sac
herniaire f
ouvert,_

Intestir
grele

Fic 233 —Laron Sceotar Hrmwia, Rapicar Cure.

The contents are here formed by the fleam. Owing to the dependent position the loo
seized by & clamp are completely retumed into the abdominal eavity although the
hernis ot first seemned as if it conld not be replaced.

Sae hernsairs owrert m Hernisl sa0 opened.  Inlestsn grée=Small intestine.
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Crand obligue. _

Petrt obligue
el (transverse

// Arcade

/A \erurale

~.ligne de section
du meso

~~ Vatsseaux
meso coZzyue.s

~ Meso colon
Peritoine

"~ Colon lrague

Fro. 234 —Lavox Bcporar Hxxora, Raproar Come
Here the contents are formed by the fliso colon. It is an illaa gliding hernia the
{ntestine which bas d ded with the lon ts adherent to the sac. This loop
of the colan {san ensy to liberate in the suo as in the abdomen, when the enveloping
fascis is freed. The dotted line shows the area on which the colon is soparated
from the parietal peritoneurn; it {s made In the zac an i §t were in the [eft [umbar
fora.

Pl ollvee ct transrerse=mInternal obliqoe and frans.
vernals,  Arceds crwrale = Crumal arch Ligux de section dn méso = Line of diri ion of
the meso-colon Fairasanr wmiso-clrues m vermels Al é00-cRon v Meno
coloa. Péntoine = Tenitonenm Cllon Juegua = Tllso cokn

Grand olleue = External obliqoo
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Colon liague. -

Paror
abdominale_ - .

~ Ancrenne in
sertion du meso

1
[Pnce montee
jelwwant lea vars
Jseaux meso coltyuea
;

-
.

F1o. 235.—Liegr Scrorar Hemwaa, Ravrcar Curr,
The contents are formed by the fliso colon. The colon is fist cut from the parietal la;
the pertt and then letely sep d by a compress which Ih:lhly:i
thaxne-o—oohe“:-oh,vrthnutﬂ&uftnrmgthem. The empty sao be trested
2% & sa0 with normal oontents (omentum or small intestine).
Oflon WiaqwemIllo oolon,  Paros sbdomisalemAbdominel wall.  Anciewse {ariron
“—Oﬂhﬂﬂmu{thnmuo.lmbm P-m-wnuldnmllum-ln-eam‘:
forceps separsting the meso-colio vessels
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Colon

Varsseare
meso col:yues
reponsses

N
\Ancienne 1nsar
lron du mego

N
“Sac herniaire

\Peritoine

.
. L
l‘ /I (.
®, /’9‘*?
Rt
Fra 230 —Laxor Bceorar Hxrrra. Rapraar Cuxe
the iliaa calon. The oolon is returned Into the abdominal
e,

The oontents are farmed

B cavity; the sao is tiod as an

‘s omas xx miso_cBlrgues waads o M eso-colic veseels prabed back.
gty i meolon, &84 herniunrs = Hernial

Oflon Hraque = Ttinc colon.
Aldauum?::dl-lm—oﬂlnmﬁondthn
a0 Piritorns = Peritoncam.
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Fia 237 —Lazor Scrotal Hxmra. Rapican Cuex

Libecation of the cord and of the seo. The testicle is removed at the same time as the
cord, 30 that the opening can be completely closed. Entire closure of the inguinal
Teglon dimiriahes the chances of recurrence. The patient is old and the usetniness

of un atrophied testicle is problematical

Gordon e= Cord Sac herawurs ride = Hernlal see empty



Reliar Qi

COrdon

Sae
e""lczr-e

¥ 5
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Ralier
-4

t( cordon

(W

Fro 239 —Lamom Scmorar Hewaa. Rapiaur Corme.

Ligature of tho sao and of the cord. How to make a podicls of the sa
with the cord, and how thev are tied.

Ligue de section dx sac = Lins of division of th sao Rdu;l:corhn—omltn.dlhecofd_
Sac hermiaire = Hernial s20 Testicnlem



-L’"’ﬂhlo

c‘”“l—ﬂlmbem]. n L‘l'lql(. P Tendon Coniniag 0"“"‘"7-11«.‘
o !‘."3;:“ PTer inlterng o '“mmmcm:mﬁ" Sepinm
-E.ﬂfﬂll!puhr TUAl By, Am::.,* o

TUrale -
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Grand dro5t

>
Farotr antertenre
de la gaine

Beparation of the wall, with complete closure of the ring  This closure is mads

la thuﬂrlt,'ﬂhthd{;barb:bl’:wgﬂf. Bﬁ;uﬁ;hu lxpTho

external lIp of the aponearotio shea e rectus s sntured to the internal of
them‘mmlfmh.

Crand droitm Recton Paros anténenrs de ls galng = Anterior wall of the sheath. Petit
oblsgne = Internal oblique. A reods crerels meCrural arch.
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Grand obligue

Tisaw collulaire de la cxrase

F1o. 242 —Larex Scrorar Hexxa. Rapicat Crrr

Tlowrore of the anterior inguinal wall Interrupted stitches of ordinsry estgut. hote
there ks no inguinal ring; the opening is qnite closed.

Grund stligue~ Grand droft e Rectns Aremde cruralemCrurs} arch

o
Twrot wmtéranre da hh:}:—w wall of the sheath Orand oleqwe m External
oliiqoe Ture cellndaire de o cuisre m Ccfltlar 13won of the thigh.
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)

i
z//ﬁ_l

)

)

= Dupree

—Laror 8crorilL Hrmwia, Ramicir Coarn

Fio 243

Satare of the skin with olf

Compere Fig 243 with Fig. 23] to note the situation

pe.

on of the akin really ooccupies, and which has returned to its normal position.

Appeatance of the teaticlos and of the penis after operation

the divis,
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COMPLETE ABDOMINAL HYSTERECTOMY FOR SUPPURATION
OF THE ADNEXA*

Tae nflammatory affections of the uterme adnexa should be akways
treated medically—rest, heat or cold, 1ce or hot water, diet vacomes,
etc If they be cured completely, the patient can return to her
occupation, 1if they become worse or be mcompletely cured, or
recur, operation should be performed

On prinaiple, 1f the woman be young, 1t 18 preferable to excise
only the tubes, leaving the uterus and the ovares, the operation
18 more difficult, but gives more often exoellent results The uterus
should not be removed at once, and with still greater reason the
uterns end the ovaries, unless the woman have passed forty five
years of age or the lesions or the safety of the operation absolutely
Tequire 1t

The cases where 1t 18 necessary to 1ntervene, 1t may be urgently
or quickly, are the following

(8) Bupture of a Tube —Urgent operation 18 obligatory, as m
every rupture within the abdomen, and with greater reason after
Tupture of an abscess

() Aowte Pyosalpynz —If a large tube bulge mto Douglas
pouch, open 1t by vagnal colpotomy, if the adnexa be ertuated

up, and 1t be necessary to act rapidly, perform abdominal
hystereotomy If the temperature be elevated, and the general
condition precarious, vagmal hysterectomy, with or without separa-
Yion of the vagma, 15 to be preferred.

(0) Pers Uterine Abscess —This 18 extra-adnexial and generally
protrudes mto Douglas pouch, it ought to be treated by smple
Oolpol’omy

(@) Bracerbation of Salpingitis —Inflemmation of the adnexa
8bemg treated and n spite of the medical treatment the symptoms
become aggravated, after having appeared to improve, the tubes

* Thu chapter has been wnitten by my colleague, Dr Gabriel Lugquet. The
figures have been drawn, as the others, by 8 Dupret, from an operation performed
by ms at the hosptal of St. Michel—V P
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increase In mze, and examination 18 more parmful, 1t 18 advisabls to
Intervene a8 soon as possible Hysterectomy dumng a quiescent
pertod should be performed 1n the majonty of cases

Most often, the indication 15 not at all urgent, the mflammatory
exacerbation of the adnexa ends by resolution, or, agam, 1t seoms
to resolve and then recurs The adnexa remam palpable, large,
or paimnful, operation 18 compulsory as the patient cannot return
to her occupation The operation should be performed three
weeks, two three, or four months, after the commencement of the
cessation of the symptoms

With Biredey* we conmder, then, operation necessary m the
following conditions

L In cases of rupture of & suppurating tube, 1t 18 an indication
of urgency

2 In the suppurative forms which do not rapidly yield to
medical treatment

3 In the torpid prolonged suppurative forms in which local
examination of the lestons shows increasing tension of the inflam
matory mass, edematous infiltration of the neighbouring regions,
and the presence of & particularly painful prominent point

4. In the forms which persist indefimtely or with frequent
exacerbations, ending by canamg a neurotic condition or by prevent
mg women who have to work, owimng to their social condrtion, from
domng any

What procedure 18 to be employed §

There 18 no best method, there are many methods which,
according to the existing case, are of unequal value Each may
be the best or the worst It 18 necessary to be cogmsant of all, and
to know 1 each particular case what to decde for the best (J L
Faure) T

As the adhesions to the neighbourng walls may vary, we
ought to modify our procedure according to the pomtion of the
lesions and to employ the one which allows us to proceed by the
least mconvement route for removing the mferior attachments of
the uterus and of the adnexa so as to be able to separate the
mass from below upwards (J L Faure)d

Subscribing to these two principles we will desoribe o method
which may be of service 1n somo anatomucal forms of acute or

® J L FaurcandSiredey Traitd de Gynécologie Médico-Chirurgienle, p 615

1 Presse Médrcale, January 20 1801
$ J L. Fauro and Siredey “ Troité de Gynécologio Médieo-Chirorgoak
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subacnte leaions of the uterus and of the adnexa  We should make
use of 1t m two kinds of cases

(3) When the diseased ednexa of both mdes are glued to the
pelvio walls and to the uterus

(®) When the uterus 18 irreducibly retroverted and tips over
with the adnexn mto Dongles pouch

It 18 a procedure derived from the methods employed mn anterior
dissection 1n 1ncomplete hysterectomy, on the advantages of which
J L Faure and Th de Dartel have so much mmsted.* It takes
1t8 ongin also from Doyen’s method. It allows of the liberation of
the uterus from 1its inferior attachments, and of attackng the
adnexa from below upwards

OPERATIVE TECENIQUE —In the case here drawn we had to
do w1th & double pyosalpynx, with the uterns and the adnexa
adherent to the rectum and to the pelvic wall

ArzsTRESIA —Spmal

Trendelenburg s position

The vagma was dressed the preceding days with a dram of
gomenol, and pamted with 1odine, before operation under the
control of the eyes, with the use of a speculum

Frrst 8TAGE —A median laparotomy from the pubws to the
umbiheus was performed It 18 necessary to see clearly Insertion
of a suprapubie retractor, Doyen s or Rochard s

The intestme was carefully pressed back by large compresses,
on no account should the intestmal loops be 1 contact with the
operative field The edges of division of the abdominal wall ought
to be equally well protected Dartigues laparostat separated the
upper patt of the lips of the mason

8EcOND S1AGE —FExemimnation of the operative field The
fundus of the uterns was seized with tissue forceps (or Musenx s
forceps may be used), and endeavour was made to mobilise the
adherent uterus and the adnexa anteriorly

Durmg these manipulations a purulent pochet may open, imme-
diately the pus which 18 duscharged 18 to be absorbed by compresses,
or better, by the aspirator

Torep Srace —Mobilsation of the uterus having been trred
Postetiorly we returned to the antemor and incised, in the region
between the bladder and the uterus, the antertor pertoneum from
one round hignment to the other  The peritonenl layer was retracted

* Presse Médroals, 1909 p 617
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downwards as well as the bladder by curved scissors, and then by a
compress on forceps

Fourtr Sraee —Drawing the uterus npwards, by catching hold
of the fundus by Museux’s forceps, the antero-superior patt of the
vagina neer 1t8 nsertion on the nech was seized by & second parr
of forceps, and having thus been firmly fixed, the whole cireum
ference of the vagmal canal was divided by & Imife (scissors may
be used), mcluding the posterior pemtoneal layer, so as to open
Douglas pouch If the nterine arteries be visible, catch them
otherwise do not trouble about them, Iater on returning to them,
when the field of operation has been cleared The asprrator drew
off the pus which was present in Douglas pouch, and the mucus
discharge which swelled up from the vagna, which was painted
afresh with 10dine

Frere Srace —-8hpping one or two fingers behind the broad
Ligament at the mde where the adnexa were least adherent and
separating them from below upwards, they were thus formed mto a
pedicle The infundibulo-pelvic hgament, as well as the round
higament were seized by the same clamp, other forceps were placed
nearer the uterus and an incmon made between the two forceps
The adnexa of this side were thus freed

SixtH BrAGE —The body of the uterus was gently, always from
below upwards, separated from the anterior surface of the rectum,
then we attaclked the larger and more adherent adnexs If the
purnlent pockets scem to be too large to be mobilised easily with
out breaking them, there should be no hemtation m opemng and
aspirating them

We stripped the adnexs from below upwards, formed them
1nto a pedicle, and divided the pedicle between two clamps

The uterus and adnexa were removed en bloo

SevexTr STAGE —The pelvio cawity, and especslly Douglas
pouch were dried carefully by compresses (or an aspirator can
be nsed) and then the vascular pedicles were tied

First tio the mferiar pedicles 1ncluding each uterine artery and
1ta cervico vaginal branches which anse here, by means of & needle
on & handle e thread was passed withits fixation powt on the edge
of the vagina and taling m the whole portion of the neighbouring
hypognstric sheath enclosed m the tnangular space, the baso o.f
which was at the vaginal wall, and the apex at the uterne artery

* Escudib, Thise de Pars 1910
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Then the two superior pedicles, each mcluding the uterine and
ovarian vessels and the round ligament, they can most often be
caught en masse without trouble

Four hgaturea should thus suffice to procure hmmostams of the

v1s
If other veasels bleed, some additional threads are then mtro-
duced

Eiaurn Srace —The anterior vesico-uterme peritoneum was
fixed by a continuous suture to the anterior margm of the vagina  If
1t be posaible, the continuous suture should be continued on each mde
1 the endeavour to bury the upper pedicles, but in these cases, as
1 that we have taken as a type, 1t 18 more often rmpossible and
should not be insisted upon

An acoident may occur when the posterior surface of the retro-
verted and fixed uterus 18 separated from below upwards—viz,
mcomplete or complete laceration of the anteror wall of the rectum

If the serous coat be tom or frayed, some mterrupted sutures
should be introdnced 1nto 1t If the tear be complete and mclude
all the coats, 1t ghould be repaired at two levels  After cleaning the
wound with 10dime and ether, a small continucus snture 1s to be
miroduced mto the mucosa This bemg done a series of |J stitches
are to be applied, parallel to each other, mcluding only the serous and
the muscular coats, they should not be perforating When they
are all passed they should be taed and knotted

To assure dramnage below, a large drainage-tube was passed into
the vagma from above downwards, reaching only a short distance
mto the pelvis

Nmvrr Stagr —To procure drainage above, a Mikulicz drain was
used, espeaally 1f pus has been discharged durmg the operation,
and if raw surfaces permst from the 1npossibility of covermg them
with penitoneum, 1t should be employed without hesitation.

The bottom of the sac 18 first to be placed firmly on the whole of
the amall pelvais Tt should be kept 1n pomtion by methodically
meerting some layers of gauze or compresses, but not, however, too
tightly It 1s wise to place m the middle a tube with no lateral
openings, which will allow of aspiration or dramage drop by drop,
if need be, afterwards, and especially 1t will permut of the drains
being ebundantly moistened, so that they can be eamly withdrawn
eight or ten days later

The whole drain should come out from the bottom of the wound
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Textr 8race —The upper part of tho laparotomy 1noision wos
closed at one level by bronze wire, and with clips to the alan

Be careful not to put the last bronze stitch too low, o as to
strangle the Aliknlor dran, as this will impede drawnage and render
1ts removal very difficult

Poven  Poarrnior ADixsions

Fra $41 —Dovax ProsiirTar. Awscossin DoroLss N

or iz UTERTS AXD OF TUE ADIEXA. Brarzamiir. CoMrLrrx ASDONTN AL CANTRATIO!
e aterne hald by foreerr.  The jndex finger iries to free the left adnoxs.
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Fio 245 Douprr Prossrrrsxx. Asscess 1x Dovaris Potca FPosrrmiox Ap
MESTOXS OF Tn UTERUS AXD OF THE ADYEXA. SUDFxsmr CoMPLETE AmpoMIXar
TI0X

The attempt at liberats ertorly and on the left gde rupturesthe tube By the uee
of U:BPI;'pbnn at poﬁ." duced inte the perforation, the pus is evacuated with

oat contaminating the fleld of operation.
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F1o 216 —Doumix Prosairysr. Asscxss 1x Dovowas Povem Posremion Ap-
gmonormﬂmwunormAnvm Suwrzerine. CoNTLETE ABDONINAL
ASTRATION

Tho adnexa and the utervs are adberent poateriorly the operator sttacks the uterus in
front. Incision of the peritoncum covering the uterus and the bledder
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)

Be %47 _Doonts Prosicrrxx. Assorss mr Dovalis Povcm Postzmior Ap-
HEXOYS OF yax UTERUS AND OF THE ADYEXA. SUBFEBHILE COMPLYTE APDMMINAL
ox

omhx the vagina (anterior fornix). Separation of the cervix; on the left, the uterine
trtecy) in the pfxtmu-inr fornix, )I. pel\: abscess communicates with the adnexa.
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sl

Fro 248 —Dousrx ProsstrraX. Ansorsd X Dovorss’ PoTon Posrrmion Ap-
HESTONS OF THE UTERUS AND OF TR ADNEXA  SUsresmirr. COMPLITE ABDOMINAL
CasTaamion

The pelvic abscess s emptied by the aspirator  The left nterine artery is sclzed by
J L. Faure a farceps
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Tio 2i9.—Dousrr Prosirrrwx. Amscess Ix Dovoris’ Pouck Posrrmom Ap-
XEA10w8 oF in UTERUB AXD O THE ADNEYA. SUBreseirr. COMFLEITE A¥DOMINAL
Hysrenrorouy

Ths pelvis being dried by aspira the adnexs are freed from before backwards and
bdovuprud.lbym dukﬁol;.rlllutmplldut.hnbmdﬂgmt which is divided
oatylds the adnexa.
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Fio 230 —Douvsit Promarrrsx. Asscrss 1x Dovarss Poves, Postreon Ab-
nExox3 of ri® UTeavs axp or tne Apvrxa Susreamicx. COMPLETE ABDOMINAL
CastramioN

After liberntion of the left adnexs, the opetator attemgpta to te the right adners
{rom befors beckwards and from below apwards  During this acparation, the right
salpyns is opened, but ks inmediately emptied by anprat)




COMPLETE ABDOMINAT, HYSTERECTOMY 229

Fio 251 Doumcs Promarrysx. Apscess Ix Dovcras Povesm. Posrrxion Ap-
HXSIo¥8 oF THE UTEBUS AND OF THE ADNEXA. SUBFERRILE. CONTLEITE ARDOMIXAL
Hysrerrorouy

The right pocket drisd as the adners are freed and pedicalised
- d.hmmduckbﬂlfmep). befors
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Fro 232 —Dourts Prosarryxxr. Assarss I Dovotas Povcn Posromos Ape
nxyroxs or iz UTERUS 47D or rx AvvETA. Svsrxamine. COMPMXTE APDOXINAL
CasTariox

Ths bottom of las’ pouch, bef: 1s filled with blood, which ls aspirsted
DO:uouol mtmnnnddgoﬁpzs L. Faure s forceps on the uterins artery
ck bill forceps an the ligaments.
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1o 253 Dovrin Prosmurrrsr. Asarsa 1x Dovoras Povcn. Postrmion An-
EENIoNA OF THR UTERUS AXD OF THE ADNEXA. BUMFERETLE. COMPLETE AWDOMINAL
Curmamox

The left utero-ovarian pedicle iy tied the right Is belng tied.
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S Dupret

Fra 234 —DoupLn Prosarrysx. Arscrss Ix Dovoras Povon Posremior Ap-
TESIoNs 0f THX UTIRUS AXD OF TEE ADYEX4, Sosreamiir, COMTLETE ABDONINAL
ox
The vesieal peritoneum is sutured to the anterior ma of the vagina. Tt s better not
to mtmthe})a:honmmolDoughl pouch, w has been sofled by pus and is
irregular bleedng and hened. Dartigues instruments.
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Fie 255 —Dourrx Promarryxr. Anscess Ix Dovoras’ Potcr. Posrxmior Ap.
HXa10s ox THE UTHRUS AXD OF THE ADNEXA., SURFEBRILE. COMPLETE ABDMSONAL
CasrniTion

Closure of the recto-sigmoidal perforation. Vaginal drainage.
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234

MY

e

LA

)i \@w\- ' /////fotr/ FANNEN

ox
faahions the bavo of the so aroand Douglas poueh and the pelvix

HESIOXS OF THE UTKAUS AXD oF THE ADNNYL. BUMFEBRILE COMILETR ABDONINAL

Casrrama

Fio 2384 —Doustx Prosrrrwx. Amsorss Ix DoUgLis Poven. Posrrxior AD-
Introdustion of Miknlicz s dratn.  The thread s tn the centrs of the pocket, The band
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Flo 257 _DovpLr PyosiLrynx. Amsczss mx DovGLis Pouch. Postrmior AD-
HESIGNN OF THR UTERUS A¥D OF THE ADNEYA, SUBFEBRILX COMPLYTE ABDOMIFAL

G

Two compresses tam;

of fluid for separating the gauze

vix in the middle of the sac. In the centre & tube allows

tod obinks

t!
in

tl
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Fio 258.—DovsLE Pr\oumn Anscrss @ DovorLas Poucn. Postrmior Ap-
(r.]umnn or THA UTHRUS AND OF TON ADXEXA. BuBrrreinr. CourLETE ARDOMINAL
ARTRATION

Closure of the abdomen at oune level with bronze wirs, as is the ruls in owses of drainage
snd of sppuration. Allkuliox s draén should remein in position ten to twelve days.
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HYSTERECTOMY OF THE FUNDUS

ForuERLY, when the surgeon discovered a bilateral affection of
the tubes, he performed complets castration he removed the uterus
and the ovares If the patient were at the menopause castration
did no harm, but if the patient were young symptoms arose which
were all the more marked as the affections of the adnexa were less
pronounced These symptoms shght if the case be one of double
pyosalpynx, are more marhed with hematosalpynx, hydrosalpynx
or & smell salpingitis I do not speak of fibro-cystic ovanes, the
removal of which 18 not only useless but constitutes the worst
treatment posmble for thus affestion

Leaving the ovares behind after removal of the uterus does
not diminish the disorders of an early menopause The subcutaneons
graft of an ovary 18 practically without result ~ Ovanan opotherapy
by the mouth gives inconstant results which depend probably on
the vamable method of prepamtion of the substances It 1s
therefore necessary—each time 1t 18 possible—to leave the uterus,
or a part of 1t, with two ovames or one or half an ovary, m
this way the periods continue, and the disorders connected with
an early menopause are avoided Therefore when the surgeon
operates on & woman twenty to forty years of age, he should leave
if possible, the ovaries and a sufficient part of the uterns for the
menses to continue If the adnexa and the uterus be aseptio
(hydl‘omlpy'nx, hsematosalpynx) the operator should remove the
tubes and keep the ovaries and the uterus If there be & fibroma
of the fundus uter: 1t may be enucleated, but if a part of the uterus
be degenerated, the upper part should be excised and the lower
Dreserved If the case be one of salpingitis the tubes are to be
removed and the ovaries or one of them preserved, the intra uterine
part of the tubes should be stermlhised by the cautery, by excision
of & piece of the uterus, or by resection of the fundus, the latter
should be ohosen 1f the uterns be large and congested and show
external migns of a chronic infection It 13 to these cases hysterec
tomy of the fundus 15 applicable

237
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We have performed this operation thres times, after seeing 1t
executed at the 8t Lows Hospital by Lecéne who has published
a worh on the subject m the Journal de Clsrurqie June, 1922,
vol xix,, No 6, p 56L

The following are the indications

(o) Bilateral wflammation of the adnexs, with complete or
relatave mtegrity of the ovaries or of a piece of the ovary

(b) A non-enucleable fibroma of the fundus uter:.

(¢) Serious metrorrhagia, due to hmmorrhagic endometntis,
without salpingitis

(d) Extra uterme pregnancy with affection of the opposite
tube

The contra mndications are

(@) Double, adherent, suppurative inflammation of the adnexa,
which requires complete castration

(6) A mngle and enucleable fibroma m a woman less than forty
years of age to whom myomectomy 18 applicable

(¢) Unlateral salpingitis, without concomitant endo-metritis
{rare) We should be content with unilateral removal of the tubes
or of cunerform resection of the angle of the uterus

(d) Extra uterine unilateral pregnancy Unilateral castration
18 sufficient

TECHNIQUE oF HysTERECTOMY OF THE Funpus —The object of
the operation 18 to remove the part of the fundus of the uterus
which 18 the chuef mite of the hyperplagtic endo-metritia often accom
panied with polypoid vegetations This endometritis often persists
after castration If the uterus be laft entire, the patient still has
metrorrhagia after the operation, and muco-purulent discharge
which require secondary hysterectomy After cuneiform resection
of the fundus of the uterus and removal of the tubes, the patient
18 placed out of the reach of secondary complications and of repeated
operations (Lecéne)

(3} Median or transverse laparotomy

() Seze the fundus with tigsue forceps  Spare the upper uterine
pedicle (operate on one side and then on the other) catch hold
of tho tube with ring forceps strangle the meso-salpynx with
Kocher s forceps to stop up the vessels close to the ovary, cut the
meso-salpynx above the forceps free the tube from the infundibulo
pelvic ligament to the uterme angle then go to the opposite side,
unless the bad condition of the adnexa necessitates comploto sacrifice

of the ovary on this side
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(c) Homostasis of the Uterus —Place J L Faure's forceps on
the uterine artery, below the point of section of the uterus

(d) Cuneyform Hystereclomy —The two tubes, liberated, and held
only by their uterme pedicle, perform a cuneiform division of the
fundus uter1 at each uterme border

Dunston of the Uterus —Hollow out with the kmfe an angle wath
the base below and a hollow at the epex The base 18 to be lumited
1 front by the insertion of the round ligaments, this section removes
the most digeased part of the mucosa—s.e, the angles—and the
mterstatial portton of the tubes But if the uterus be very large
a8 a result of metritis, the incismon must be lower, comprising the
msertion of the round ligament, only leaving intact a part of the
uterus &t least 3 centimetres above the 1sthmus. Catch and tie
the bleeding vessela Suture the uterus by five catgut stitches
which are to mnclude the whole wall of the uterus

(¢) Perrtonisation —This 18 formed from the vesical peritonenm
which 18 mobile, with plenty of tissues Pierce the peritoneum
twice, first the pelvic peritoneum on the posterior surface of the
uterus, lower than the lLine of the uterine suture and then the ntero-
vesmical perrtonenm, immediately behind the bladder Raise with
dissectang forceps a fold of the peritoneum of the bladder sufficzently
large for the thread to pass easily Before tymg this stitch pass
two other threads one on the mght and ome on the left, ther
direction should be 1dentical If 1t be preferable to pass three
threads before tying, 1t 18 for the purpose of bringing the serous
surfaces more exactly into apposttion The vesical pentonenm
assures perfect peritonisation of the uterne stump

WaaT ARE THE RESULTS {—Personzlly we have only performed
this operation three times i one case convalescence wes long the
patient for some weeks had a shght elevation of temperature (37 8°
to 38°) from the fixation of the utermme stump The two others
Tecovered well Of three patients, m two the periods continued,
1n the third they csased

In the past I performed hysterectomy of the fundus without
wishmg to do so—1.e I performed hysterectomy leaving too long
& lower segment—and to my great estomshment the menses were
Preserved Some days since a young woman (thirty five years of
aga) operated upon seven years before, 1n this way came to me for
menorrhagia which I propose to treat by deep mdio-therapy

Lecéne reports on twenty one cases, seventeen of which have been
%en agamn. In all the patients the uterine stump was on digital
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Fra 239 ~Hysrearoroxy or mx Fuxpus

The patiens who hax served as s model had a donble m ﬂnn.! tin. Bhewss

twenty five yoars ofage.  Theuterus waswnlarged m\bomﬂrdy
The operator decided to divide the nterus at an tance between fundus
and the lower opening of the cervix—i{¢. aboatat) unblbrudthnbontkem{x
The two ovaties were Heee the tar divider the brosd lizamentn
and solates the  two ta The tubo-ovarian tasrecut Above andtothe
nght, b b of the broad I

examination found o be anteverted, parnless and movable and there
were no subjective symptoma  The result has boen excellent  No

disorders of an catly menopause The periods wero less sbundant,
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Fia 200 —HysreREcTOXY OF THE FUXDUL
Hemostads of the uterine arteries (J L. Faure s forreps) The divisfon #s made one
thomb s breadth above the cervix uterl The two ovaries are presecved. The
tabo-ovarian ligaments have been tisd.

but regular In 20 per cent of cases as sbundant as after the

Operation
To sum up, hysterectomy of the fundus 18 a conservative
Procedure, which allows us to expect the continuation of the periods
m 75 per cent of cases. This method has its exact but lumited
mdications It must, therefore, be employed wisely 1f we desmre to
obten favourable results (Lecdne)
v 18
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= Duprat

Fro 261 —Hrsrraecrody oF Tum Franus.

Above, ligutare of the uterins arterles. The dotted lins shows tha point of metion; bere
it is aa low as ponaible, becanse the uteros was dissased. thodlrhfunm;mlde
Y

low aapossible  Very often the ineltion ta nuade below the round Hgsments.
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Fo 202 —Hysrzerorody oF THE Foxoun

Below dividon of the uterns mmdonhmudnmt—nhlpod.nutofomlconold
oavily In the centre of the uterus the healthy mucoss is seen. ‘The Lips of the
uterine wound are brought togottubyl}mrlylb'urhbla oatgut; no stitck perforates.
Above and to the left, position of the three catgut stitches which close the uterns.
On the right, appearance of the uterus when the three stitches are tied.
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S,Dupret ¥ 1 [E.

Fro 283 —Hrerrexoroxy or TER Foxpos

Above and to the left, two stitches are Introduced into the nterus, 3]”!0 near the Ugatare
of the ut: ednslrtaty; ﬂuvun for the ptn-pcmofm-ﬂchlng round ligament, so
a8 to azsure of the uterine stump. Below firation of tho round ligs
ments to the mm‘mdncod in adro) of the uterua (slowly absorbablo catgut).
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S _Du/orct

Fia 26i-—HyereRxcroxy or THE FUNDUE.

Than:h-onfmothovudmlgnrhmmmmtmntofmmm Above and to the right,

'-hnndulz:u‘llcnam mobilised. The reader sees the top of the bladder at the

bottom of the wound. Below perltoneal contimcus suture tniting the mobilised
Wgﬂmﬂm to the peritoneum of Douglas pouch. In the centre of the same
Bgure, protrugon formed by the smaller fundus of the uterns is seen.
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Froa 263 awp 268.—Hysrexeorory or rax Foxpus.

Drawings showing what the operaior may remove of the uterus and of tho admexa In
hysterectomy of the fundus. Tho upper dotted line shows what is often sufflelent to
remove.  The lower dotted llno-huntbamuimumpurﬁonthtun be removed if
we desire to proserve the menstrual function.

Rémetion hawty= resection. Pisection bassie=Low resectlon Trempe = Tube
Ctrwsm Uterts  Mémw-salpins mllesomlpynx. Ot ram Isthwme =1 thmu
Ligomant large = Droad hm Ligiment rond e=Tlound Ugwment Péritoine

i1 cal m Peritonenm of the
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TREATMENT OF PROLAPSE OF THE GENITALS IN OLD
WOMEN BY CLOSURE OF THE VAGINA
(Operation of LE FORT )

Tee indication for operation for prolapse of the gemtals varies
according to the age

(@) In young women coitus and pregnancy must be conmdered

(®) In women of mature age (after the menopause) only the
question of cortus has to be thought of

() In old women, when cortus and pregnancy require no con-
sideration, there 18 no disadvantage 1n closing the vagina

The majority of causes of failure m young women are due to
relaxation of the perineal muscles, which can be treated previousty
and subsequently to the operation by exeramng the levatores,
recurrences are due either to faulty technique or to weakness of the
penneal muscles In order to suoceed therefore, the gymnastic
exercises of Thuré Brandt must be imposed When the muscles
of the pelvis and of the permsmum have been renewed by exercises,
the sutures hold better

We will only concern ourselves at the present time with the
treatment of prolapse of the gemtal organs mn old women.

We have employed all the methods possible—hysteropexy com
bmed with perineorrhaphy total colpectomy with or without previous
hysterectomy, and finally closare of the vagma

We have given up total colpectomy for we have observed after 16
& case of pyometritas 1n & woman of sixty mx years afterwards we
hed to perform abdominal hysterectomy The strong and thin
Patient was cured

It can be said, 1 a general way 1n old women closure of the
vaging 18 the method of choice because there 1s no msh to the patient
Suceess 18 certain, general anmsthesia 18 unnecessary, 1t 1s therefore,
the 1deal operation owing to 1ts simplicity and mildness

Pre-Operative Precautions.—The cervix 18 generally ulcernted
the vaging must be dwmnfected For this purpose we need only

Teduce the uterns permanently and tsmpon with compresses
247
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soahed 1 gomenol ol Creatrisation may require many weeks
During this time 1t 15 necessary to pack the vagina well, and to retam
the tampon 1n position with a diaper, or heep the patient 1n bed
If for some reasons we wish to operate before complete cicatrisation
of the vagins, the ulceration must be excised at the time of the
operation, and the vagina rubbed with ether and tincture of
1odine It 18 better to wait spontaneous cicatrisation from the

The age of the patient 18 no contra mdication, since the operation
18 an extremely mild one  But operation should not be performed
In patients affected with mental symptoms, with ulceration of the
buttocks, or with advanced myocarditia These cases are excep-
tiongl  Moreover, the questron of operataon does not practically
Present 1tself 1n patients with these morhid conditions

Anesthema.—Local anmsthesa can be produced by mfiltration
mto the submucosa, or for preference by trans-sacral or epidural
mjection The anmsthems lasts generally an hour which 18 more
than necessary, snce the operation lasts from fifteen to thirty
minutes

Operation.—It 18 very easy of execution if the prolapse be
complete, less easy 1f the uterus cannot be entirely brought down

(4) Curtmie THE FraPs —The object of the surgeon 18 to cut two
rectangular flapa of equal length, one on the anterior and the other
on the postertor surface of the vagina, bring the two surfaces together,
and mture the one to the other so a8 to close the vagina  There
will remam, therefore on the mght and the left a band of about
1 centimetre of vaginal mucosa The mcison should begin below,
about 1 centimetre below the cervix, and stop above 1 centimetre
from the urethral meatus and the fourchette

The flaps are made 1 this way The surgeon catches the
posterior flap of the cervix with tissue forceps, and with a tampon
soaked 1n ether rubs vigorously the whole surface of the vagna
and of the vulva, without omittng a single fold He mtroduoes
nto the uterns, without curetting 1t, a tampon soaked in tincture
of 1odme If ulceration stall exist he again opples the 1odne
after rubbmg 1t with ether If the ulceration be too extensmive
1% 18 not sofficrent to curette 16 1t must be excised by the kmfe and
the hmmorrhago stopped by a tampon The flaps should not bo
cut close to the cervix, there should be a free space between the
uterine orifico and the closure of the vagina so that 1if sccretions
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Fra 287 —Trmimoorr o Prorarse oF THN Guarral Omgans v Orp Wowew

Appearance of » complete lapse, sach as Is usmally scen. The cervix is cleatrised
P bymthbdre-‘lnpnndbyndncﬂon_
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Uterus

hich shows the piece of the mucom >
g;:xmlhnnupllcmthncmfmmth‘w_-:.

metre from the fourchette behind it does not infringe on 15—

Tasne = Bladder

Okresm Uterns 1 eentem1
=Rectum [ ritre =Urethra

conthmetrs. -
Foxrchettympr—

Yagir

Fia. 269 —Trratnext oF PROLITSE OF TEN Gip
Thess wings show above the vaginal s,
h;o-:i‘ldt the healthy mucosa, which formg t.-
Eghavnhanthenwngfndnﬂ.mmr;‘uh
Ime night and left the vagmal canals, whish py
memhrane,

Yagin.

Fagin=Vagina  Wogeonsy gy

Vemicm Bladder R i

3712 —TrEATMENT OF PRorars ar 1.
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Orp Womxx

Appearance of the anterlor raw surface,
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ed 30
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F1a 378.—Teramnorr or ProLarsE oF Ta Grarril Orciws In OLp WoNxx
Last level of sutare, which nds to the vulva of each side the vaginal canale
covered by healthy mnsosa ey allow of the discharge of amy existing uterine
sectetions.

Vaginm Vagins.

Parowr saginsles seturies = Vaginal walls sutured.

Fia 270 —Trrarsoxt or PROLiPsE oF THE GraraL Oraaxs 1x OLD Woxex
Appesrance of the sutured vagina.

Pubis = Pubia Dtérus waUterms

Fessie = Bladder Rectum = Rectum






