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GENERAL INTRODUCTION

Tre reputation of Victor Pauchet as a bold and brlhant surgeon
stands high 1 Pans

“Practical Surgery Ilustrated,” translated mto Englsh by
Dr F R B Atkinson, cannot fall to enhance that reputation,
and wil enable Enghsh surgeons to study Pauchet’s methods 1n
detail with both pleasure and profit.

‘ Practacal Surgery Illustrated ” makes no claim to be a text-
book of operative surgery It claums rather to illustrate operations
aa practised by the author, and these claums are well substantmted.
The illustrations are drawn from life, the text explams them.
The author presents is methods 1n & series of hiving pictures in a
manner which should appeal to the practical surgeon.

English surgeons will note with interest that local, spinsl, and
splanchnic an®sthena have practically supplanted general anmsthesia
1 Victor Pauchet’s practice.

B C GORDON WATRON






INTRODUCTION 170 VOLUME VI

TaE concluding volume of this work deals 1n & senes of short articles
with a varety of subjects

Pauchet acknowledges that a visit to St. Mark’s Hospital, London,
mmder the wing of Mr Lochhart Mummery, hes enfarged his concep-
tion of the problems relating to fistula 1 ano, and he discusses the
methods of dealing with carcinoma of the distal half of the colon with
acknowledgments of 3r Mummery’s views He 15 an advocate of
temporary crecostomy when any obstruction exsts, followed by resec-
tion at & later date, and he favours end to-end anastomoms with an
omental graft. The long oblique lumbo-ilac incision 1s advocated
a5 the method of approach to the left half of the colon. In discussing
methods of dealing with a calculus in the pelvic ureter he favours the
classical extra pentoneal route with & mmiler mewsion to the above

Gastroptosis and bilocular stomach receive further attention in
this volame

Pauchet believes that in two-thirds of the patients with gastrop-
tosis the symptoms are due to causes outaide the stomach, and he
Iays stress on curative medical treatment by rest, massage, etc.
When operation 15 required he makes use of the round ligament of
the liver to suspend the stomach between the liver on the mght and
an ntercostal space on the left. The round ligament 13 detached
from the umbilicus, sutured to the anterior wall close to the lesser
ocurvature, and then embedded the detached end 18 threaded through
one of the intercostal spaces and fixed there.

For hour glass stomach Pauchet advocates mid gastrectomy
rather than gestro-gastrostomy He frequently removes the greater
part of the stomach and anastomoses the cerdiso end to the duo-
denum or jejunum

AL Robineau describes the mguinal-femoral operation for radical
cure of femoral hernia and provides lucid 1llustrations

Al R de Butler d Ormond provides an ongmnal article on neuro-
tomy of the nerves of the stomach for painful gastric conditions 1n
which gross pathological findings are absent, & hypertome or hyper-
kmetic state which 1s Inbelled gastric vagotoma

Neurotomy of the vagal and sympathetic fibres to the stomach
has been practised by Latarjet who clamms to relieve cases of hyper-
chlorhvdna without visible lestons, a type not ususlly reheved by

gastro-enterostomy The operation 15 considered to be appheable
for the gnstric crses of tabes.

i
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The author recogmses that consderable mvestigation 15 still
required to estabhsh beneficizl claims for this method of attack in
pmnful gastric conditions, and that the parts played by the vagus
and sympathetic are not yet clearly differentiated

A complicated operation for complete uterine prolapse 13 described
by J Abadie (D’Oran)

A prelimmary study of the 1llustrations simphfies the text.

The prolapsed anterior vaginal wall 18 opened up, and flaps are
turned down by a T shaped mcision, the anterior margins of the
levntores am are thus exposed. The pentoneum 1s opened bshind
the bladder, and the nterus 1s then rotated on 1ts transverse axis
through 180°, the cervix turming backwards and upwards (thus
relleving the rectocele), and the fundus forwards and downwards
through the pertoneal opening The round hgaments close up to
the fundus are then sutured to the margims of the levatores ani.

The edges of the two levatores are sutured to one another, and the
vaginal flaps replaced

The volume closes with a brief description of 8chauta’s method
of vaginal hysterectomy  Although Pauchet advocates Wertheim's
operation 1n smtable patients, he prefers the vagmal route for the
weak, the old and stout, and those otherwise diseased

0 GORDON WATSON
March 1923
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PRACTICAL SURGERY ILLUSTRATED

1
GASTROPTOSIS

Treatment

THE term * gastroptosis” 18 s incorrect as that of * dilatation of
the stomach” The name which 15 applicable to this morbid con-
dition 18 that of “elongation and laxity of the stomach® The
stomach does not drop, smnce the cardiac end does not change its
position, and the pylorus 18 nearly m 1ts right place, the stomach
becomes drawn out, elongated, and atomc 1ta lower border only
becomes lowered and reaches the neighbourhood of the pubis.

Gastroplosis 15 not an Independent Disease.—1t 18 part of a general
ptoss of the abdomen and 18 usually accompanied by dropping of
the liver, of the kidney, and of the colon, etc , and 1t 18 this which
makes 1t trestment difficult

Why does gastroptosis prodmce dyspeptic disturbances and
symptoms ¢ Because dropping of the pylorus produces & duodenal
Iwnk which hinders evacuation of the stomach and because the
elongation of the stomach drags on the eolar plexus

Of what Value 15 Surgical Treaiment 1n Gastroptoms P—2Many of
our colleagues discountenance 1t owing to itz woreliability They
are both nght and wrong They are night i that two cases out
of three 1n whom gastropexy has been performed suffer as much as
bafore the operation They are wrong when they refuse to con-
sder the reagons why two thirds of the cases of gastropexy are not
unproved The failure of gastropexy 18 as essy to understand as
the failure of nephropexy Out of ten patients who complam of
gustroptosis  three suffer from symptoms due exclumvely to the
latter, the other two-thirds from different lesions If the kdney
be fixed 1n o patient affected with ureteral calculus or with hydro-
nephrosis from a ureteral kink due to an abnormal polar artery,
o alleviation will be obtamed If & uterus with s fibrocystic
ovary on each mde be well fixed hardly any amehoration results

5
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The treatment 18 wrong 1t 18 only natural for the patient to obtain
no benefit

Amongst the cases of gastropexy who still suffer, in some the
previous functional troubles were not due to the gastroptosis but
to unrecognised aflections such a8 biliary calculus, gestric ulcer,
Lane's lank, etc , the others are still sufferers, because they have
not carnied out at the same tame any medical treatment

Gastroptosis 13, in fadt, only one of the manifestations of mscero-
ptosts  The cases of gastropexy still have ptoss of the abdominal
organs, with msufficient kidneys, ovaries, lungs liver, and endocrine
glands, etc  If we rest content with fixation of the stomach, even
if the indication be marked, the chances are great that the relief
afforded will not be sufficient or permanent If, on the contrary
massage gymnastics, and medical trestment be employed as well,
the results are good

Agan 1f gastroptoss be associated with laxity of the stomach,
the mental state of the patients 18 also devitalised They suffer
from psychesthema, and resolution and powers of concentration
are absent They allow an operation and take remedies willingly
but they are aboultc by nature, and refuse to employ daily gym
nastics of one hour s duration, divided 1nto two or thres séances
but 1t 18 indispensable

The surgeon who wishes to perform gastropexy should then
put to himself the following questions

(@) Does the patient show symptoms which are essentially due
to the gastroptoms ? Many such patients do not suffer from this
malformation.

(b) Are there no concomitant lesions capable of keeping up the
symptoms after fixation of the organ ?

(c) Has the patient sufficient emergy to subject himself to
cietetic treatment and to physwcal culture to complete the
cure ?

If these questions cannot be answered 1n the affirmative 1t 1s
better not to operate Personally we have had, like all surgeons,
numerous fatlures and marvellous successes  But 1f all our patients
had been willing to obey the above therapeutic indications wo should
not have had anv failures

What are the Symptoms of Gastroptoms P—A patient suffering
from ptoss complains of pams 1n the stomach which are mcreased
especially on standing and when the stomach 1s full Raising the
stomach by the hand or by a pair of corsets or Iying on the bach
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eases them The method of climcal examination suggested by Leven
18 the most useful for discovenng the signs

The patient with ptoms complawns of constipaiton, of an uncomn-
fortable feelmg 1n the upper part of the abdomen, or m the rght
or left 1liac fossa, of flatulence due to air 1n the bowel, of toxic and
infectious symptoms resulting from chronte wntestinal stasis, of low
spirits, of headache, of msomma, of anorexia, of mdigestion, of
arthralgia of a feehng of cold, and of emacmtion, etc These
symptoms are not due to gastroptosis, but to chronio mtestinal
stams, which usually accompanies 1t

TREATMENT —Preventive treatment consists in dieting, gym
pastics and hygene carried owt from mfancy The diet should
consist chiefly of fruit, of green vegetables, and of cereals The
bowels should be attended to from mfancy in order to obtamn regular
evacuations

Curative Medical Treatment —The condition produces & vicious
arcle the want of intestinal tonus provokes elongation of the
stomach, falling of the colon, and chronic intestinal stams, which
m therr turn produce toxseerma angmis, malnutrition, and a decresse
of the general and wvisceral tonus which exaggerate the muscular
atony and the mtestinal stams  This vicious aircle can be broken
1f the chromic intestinal stams be treated  The treatment conmsts m

(a) A diet directed against constapation, and this ahould mclude
food leaving much waste, paraffin oil ox-gall fucus, etc.

(b) Massage of the abdomen spondylotherapy (Lebon)

(¢} Reptation 8ir Arbuthnot Lane conmders “the danse du
rentre  as only permussible for young constipated girls

(d) Rest in bed after meals, or prolonged rest on condition that
gymnastics are practised in bed In this way the muscles contimue
to develop, notwmithstanding the homnzontal poation. The patient
ghould be made to understand that this posttion 18 not the same as
maction which causes atrophy, but, on the contrary s a different
and efficacious form of activity (gymnestics m bed)

(¢) Respiratory gymnastics with Pescher’s bottle

This treatment should be appled 1n every case even in those
which ought to be or have been submrtted to operation (see Vol I,
Lane’s disease)

Surgieal Treatment —The surgeon must remember

(A) The lanity of the stomach 13 a local mamfestation of a general
morbid process
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The operation only attechs & local condition and corrects s
deformity, and 18 mumply one part of a complete treatment The
surgeon must, therefore, know 1t 18 only one factor 1n the whole
sequence of remedies which are destined to place a patient suffaring
from gastroptosis on his feet again

(B) The laxity of the stomach ts often complicated wth caloulus
of the gall-bladder, wrth duodenal or wrth gastnc ulcer, and 1weuth chrono
wnlestinal stasis  these different pathological conditions require
mdividual, active, and surgical treatment which ought to be
employed before attention 18 given to the gastroptoss, which may
be only an accessory morbid factor At any rate, 1t 18 only when
treatment has been directed to the one or to the other of these drfferent
lemons, and when the result has been found to be wsufficent that
appeal should be made to gastropexy There should be no thought
of combming gostropexy with other complementary operations,
because patients with gastroptosis have poor powers of remstance,
and do not bear multiple interventions at one and the same time

(C) Patients with gastroptosis do not fill thewr lungs sufficiently ,
their thorax 18 narrow, they breathe badly or inadequately, and
their blood 18 badly aerated They must be taught, before any
trestment 18 appled, to breathe properly, for which purpose the
spiroscope, after Pescher 8 method 18 the best

(D) Patients with gastroptosis have teak muscles A rational
and special physical culture 18 advisable and ought to be employed
at the same time as the other remedies, othermse all these latter
will fall The best exercise for re-education of the muscles 18
replation

(B) Patients with gastroptosis are mentally affected and grumblers
with madequacy of the glandular system they are constantly tired,
and contmually complaming of therr difforent symptoms. They
are low-spirited and asthemo It 18 absolutely necessary to give
them confidence imn themselves, and to re-educate thewr mental
outlooh At the same time as their mental condition 18 beng
treated and as an adjuvant, they should be stimulated by thyroidal
and suprarenal treatment together with injections of oxygen and
with heemosty 1 so that the conjunction of the psychical and physical
treatment may bring back to them their former confidence in them
sclves

(F) The operator ought to notice the results obtained from a
radioscopical examnatron 1§ a sunple abdomtnal belt surtably man
tamn the stomach 1 position and remove the different symptoms,
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1t 18 probable fixation will produce the samo result 1f the operator
find the penstaltic action of the stomach be well preserved, the
result will also be satsfactory If on the contrary, the stomach
be very hypotomec, therc 1s hitle hope of & permanent success
Lastly, the operator should fix firmly the position of the stomach,
he cannot always expect to see the latter ascend to 1ts proper herght
but there 18 no cause for anxietv if the stomach be permanently
lower, 1t 18 not necessary for the stomach to be replaced m position
to obtain a therapeutical result, but 1t must be fired, 5o that the
patient’s movements, such as nsing from the recumbent to the
standing position, do not cause elongation of the stomach or dragging
on the solar plexus. Fizity of the stomach 13 more 1nportant than
1ts replacement The most rational operation 1s that of Perthes—
1 ¢, suspension of the stomach by means of the falexform ligament
of the liver
The operation consists 1n separating this igament at the level
of the umbilicus freeing 1ts whole length as far as the inferior border
of the liver where 1t 15 normally serted, fixing 1t along the lesser
curvature of the stomach from the pylorus to the cardiac end and
bringing 1t across the left abdominal wall 1t 15 then fastened to a mb
The length of the ligament vares from 9 to 12 centimetres, with a
mean of 12 centumetres If this be not sufficrent, the operator
mobihses the abdominal aponeurosis which covers the rectns, draws
the flap from before backwards through e hole in the muscle brings
1t 1nto the abdominal cavity and joins it to the free extremuty of the
faleiform liggment This new artificial ligament completes the
former
The operation 18 performed as follows median laperotomy to
the left 8o as not to cut the faleiform ligament The latter 18 mobs-
hsed preserving as much of the serous and fatty tissue as possible
to keep 1t vascularised 1t 1s then fixed to the anteror surface of the
stomach 1 centimetre below the small curvature
The thich extremity of the hgament 18 prerced by a mlk thread
the two ends of which are kmotted twice round the free extremity of
the thin portion so that the termmal part of the hgament 15
strengthened by a double mlk thread parellel to it The hgament
and thread are passed by o blunt needle into the thickness of the
gastric wall excavating 1n this way a tunnel m the muscle The
thickness of the gastnic wall 18 prerced by an aneurism needle which
18 brought out some centimetres distant beginming about 2 centr
metrea from the pylorns and contnued as far as possible to the
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cardiac region  The statch ghould be a knd of running staitch, the
Ligament bemg strengthened mn the whole extent by silh thread,
five or mx stitches parallel to the small curvature are necessary
The last ronning stitch 18 passed mnto the wall of the stomach 7 or
8 centimetres from the cardiac end, nmmediately below the lme
where the left hepatic lobe rests on the stomach—s e, st the place
where 1t 18 normally m contact with the anterior abdominal wall
The mtra paretal faleiform higament should pass mto the muscular
tunic of the stomach beneath the gastmo vessels

In the region of the pylorus the sero-muscular layer 18 not so

easly rmised as m the other parts of the stomach, wth the result
that the instrument passes near the superfioial layers of the sero-
mauscular coat

The new gastric fixation hgament 18 then tied to the left costal

margin n the following way the ligature is drawn 1nto the sbdominal
cavity, at the level of the xiphoid-cartilage, at the npper border
of the mecimon three fingers breadth to the left in the aponeuross
of the rectus muscle

The termine! end 1s passed as follows the aneunsm needle 18

wmtroduced from without inwards mto an intercostal space, 1t 18
brought mto the abdominal cavity, and the thread and anterior
extremity of the ligament are drawn upon and the terminal end of
the thread 18 fixed to the aponeurosis of the rectus after having
prerced the muscle The stomach 18 thus suspended and raised,
but the operation 18 not finished. The ligament must be fixed m 1ts
canal within the stomach by some etrtohes to the serous surfaces
Each strtch should mnclude both the ligament and the sero-muscular
layer

The objection may be rawsed that these serous stitches shorten
the anterior wall of the stomach this 18 of no umportance, smoe,
1n cases of gastroptosms or laxity of the stomach, the organ 18 some
what dilated Aloreover, mn our first operations, we performed
antenor fixation and plication of the posterior wall of the stomach
at tho same time.

The faleform ligament may be too short, 1n that case add a
*lengthening piece ”  Perthes recommends the following procedure
soparate the skan on the left sde and tahe away a flap of the apo-
neurons from the anterior sheath of the rectus 3 centimetres broad
and 8 centimetres long preserving 1ts pedicle above This new
lignment 15 used to lengthen the faleform lgament Tush 1t
through a hole mn thé musele with forceps into the abdominal cavity,
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and suture 1t to the end of the faleiform ligament, after having passed
1t, if neceasary, into the tunnel m the stomach The traction on 1t
gives 1t the form of a cord
Ptoss of the liver 15 often assoctated with that of the stomach
It produces few symptoms, and 18 not caused by a knk mn the
duodenum, like gastroptosis, 1t need not detamnus ~ Moreover, owing
to the fixation of the faleform ligament to the left costal arch,
the lLiver obtamns a certain amount of immobility ~But, if 1t be
desirable to suspend the hiver, a flap should be cut from the sheath
of the rectus, passed into the abdomen through e hole m the muscle,
and fixed to the faloform ligament at the upper surface of the hver,
the latter 15 1n this way supported by means of the hgament Fixa
“tion should take place at the pownt where the faleiform ligament
emerges from the liver which 1s fixed to the nght costal arch
Immediate Results —The shape of the stomach, at the end of
the operation approaches the normal the pylorus 1s rased so that
the duodenal kink no longer exists the small curvature 1s oblique,
and more rectangular, or at least shightly curved at the pylorus
Radioscopy confirms the elevated position of the pylorus and
of the emall curvature
Future Results.—Three out of four cases are cured thess are
Perthes figures with which ours agree
The results are very good, therefore, 1n three out of fonr cases
Thess figures are better than those obtained by Roveing s method
—se fixation of the stomach by sutures to the abdominal wall.
Our figures are one-third cured or much improved, one-third
shghtly improved, one-third, no permanent result
In 155 cases Roveing noted

Cured 83=059 per cent.
Marked improvement Ue=155
Improvemsent 10= 65
Moderats or no 1mprovement 2N=14

Dead

8= 105

A mortality of 5 per cent eeems to me exceasive

Why are opmions divided as regards the future therapeutie
results of gastropexy ?

Why, according to some observers are they bad or nil 1 Why
according to others, are they very good §

Because probably the statistics ere drawn up mn different ways
If one observer note the results obtamned from s collection made
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promizcuously, from the statistics of varous surgeons, thess results
will be certainly bad, but, on the contrarv if he only study & series
of one ohserver s cases of this operation, the results will be much
better, because & surgeon who performs an operation often will
have good results, whilst his neighbour who rarely undertakes 1t
will have bad ones The former has perfected Jus techmque, the
latter’s procedure 18 faulty, the former chooses his cases and well
studies the indications, the latter, on the contrary operates rather
at hapharard and 18 discouraged by his want of early success
Hence the cause of the difference of opinion One operation 15
usually of no value to the operator



GASTROPTOSIS 13

Retref du bord chondral,

Al

lLigne dlanche

Ta

Ligne dincision
a gauche
de lygne

mediane

Fro 14 —Laxiry or tem Stosacw  Gasreorrxy

The skin has been divided in the middle line the aponeurosls of the anterior sheath of the

Farpensary

which has beoome the the b, will pase in order to be

fixed to thn abdominal wall Bﬂedhmmbamdwﬂhmmmtmm

now onwards.

{“ Gastroptosis ” is an incorrest woed: we abould rather use the words * laxity of the
stomach.”)

‘lbovidomb‘l-()ntﬂnﬂnf'.bmlmugh. pendice syphotde mﬁ
alba L-pul' nora10m & dals [rgna mddiane m

to'.baloho“.bemﬁﬂ.\.l.h- Aponirrose du grand obligue = Aponcuroais of the external
ohique,




[EORUURIUNSU USSR R S

e s s e e A S b ey A

14 PRACTICAL SURGERY ILLUSTRATED

1 ne de degs
ton ;
man.l ran.

l;yne do asatron
dw figament ron

Fro I8~Laxrry or Tus Sromscrm. Gustmorzxy

The peritontum has been opened u Lithe to the left of the middle lns Lnthhny
tor sces the whols of the faldform ligament which in to be divided closo to
ummicm(ithtube!rtrdnpiatbo where it enters the liver ‘I’hsdnmnch
therefore suspended on the one haod by the Jiver and on the other by meane of t
lmwltpuothmaghwhkbtbol!gtm pamed.

Fmam Liver Cajxe & muscie = Shosth of the mwed Polrt lﬂﬂm-ﬂmlﬂ omeaiun
Luscle grend dro ¢ de Caldomen = Bmm sbdomints Extomss v Slocoaeh. Ligies
dinintert on du ! pement rowd = Line of udmuwom ligament Lign
h:mvnl-lnmtrn.l-unco{dlvhimnlthhkﬂnm {igaoent



GASTROPTOSIS 15

L ¢ d
tgameoné rond, .

folite vourdure,

Fic. 16—Laxrry or mar Stosami.  GasreorExy

How the falatform Ligament s fixed to the anterior surface of the stomach: Axation is carrled

oat about e thumb s bresdth from the small curvatore. A serles of interrupted stitshes
of slowly absorbabls catgut fastens the upper border of the ligament to the seroms
coat of the stomach. Note, the end of the is pierced by a linen threed in
order to langthen the former and by this the ligament Is fixed to the intercostsl
space.

Ligament rond = Palclform Hgament. Pdits courburs = Bmall curvature Fofewm Liver

Ertomac = Btomach.  Growd épiploon = (reat omentum.



16

The fakciform ligament hax been

PRACTICAL SURGERY ILLUSTRATED

lrgament rond
Potit opiploon

Foro,

Grand epiploon
Fra 17 ~Laxrtr or 't Sroyucn. (asrsorxsy

sutare of dowly absorbable catgut Laries the whole length of

Ligvment road « Falaforrs heament Petit épiploon s Bmall osentum Folem Liver
Edomac = Btomach

Grend dmploon = Grest pmentmm

ﬂndhy-u-rk-nllnzmptnidhcha;ucontlnm
the ligmment.



GASTROPTOSIS 17

Ligament =ond

Petits courdure ~

.
G
P e el

5 Dupre

Fro 18 —Laxrrr or THR StoMacH. GArmorm

The falelform ligament has been fixed to an | wtal space by D needle. At
the left and below note the way the linen thread is fast: toﬂmllmathdthomtm

Ligamen! road=Faleiform ent Petife conrbursmBmall curvaturs,  ForemLi ~
e e " rend Lot 45 P e et sty | T

Vi



18

PRACTICAL SURGERY ILLUSTRATED

Q‘uophagc
Cardia ._
£atomae

“yae

Fotee
oo r

ure
v

Fra 19 —Laxrrr or toE SroMaca. Gasreoraxy
h when the faleil berled under the

Tha of the has been
serous ooat. Thnrmlﬂtubemtltynoedunlybaﬁudxdngruttubaudtydounot

move,
(Esophagus CardiquCardisc_end of the stomach. Eilomec =Rtomach
Ligament rowd wFalolform Ligament Pylore=Pylorus PetitgconrdaremBmall curra-
B.rf«l dofourssement dx [igament roxd=Continnous sutare burying the falelform



GASTROPTOSIS 19

.Sug.t aur p neatn
musa

Fio 20 —Jaxrry or ™R StomacE. GisTROFEXT

At the kft, the w of the wall when the suture ts finished in the middle, the
suture with

pe and at the side, two of Iint with strong sflkworm gut, which
{ncludes en mss#e the different parts of the abdorminal wall. At the
dthnmmremtlmtutumalrp-cefurdnpmpaaul the empty space
mustbnmp;rmed.mutolmdd tylng two d; of Unt with =ik
around the ted mbcuunmujlptnmlkuaw of &
htu:ntmnn impostible. Note the different ol the suture in the peritonenm,
in the muscles, and in the suboutaneoes tisene

Bnrdmud-l’ltdget of lint Onn=filkworm gut. Caigut=Catgut. Caridage costal=
0‘:11: ::t{hge Surfet sxr péntoins ¢f muscle=Continnons suture to the perdtonenm
o






I
BILOCULAR STOMACH

A BILOCULAR stomech 18 charactermed by a constriction dividing
the stomach 1nto two parts, and giving 1t the appearance of an hour
glass, two pochets are thus formed an upper, or cardiac, and a lower,
or pyloric, communicating with each other by a canal or by 2 con
stricted area

ErroLoay —The condrtion mav be due to one of the three
following caunses

(#) 4 Spasm —A contraction of the ciroular layer of the muscle
of the stomach m the vienity of an ulcer A depression like the
blow of en axe 1s formed on the greater exactly opposite the ulcer
m the smaller curvature

(b) Induration of the Gastric Walls formed by a Callous Uleer —
The ulcer 18 sometimes accompanied by peri-gastritis and 18 sur
rounded by adhemons The submucosa and the subserous coat
become thichened, and 1mmobihse the central part of the organ
between two pockets which are still supple and gontractile

(¢) Crcatrisatron of a Healed Ulcer and Fibrous Contrachion of
the Crcatnz —The constriction mcludes the submucous and the
muscular coats

We have operated upon forty cases of non-cancerous stenosis
of the middle of the stomach In only seven cases was the contrac-
tion noted during the operation to be due to o cured and cicatrised
ulcer a fibrous ring was mtuated between the two pockets In the
other thirty three cases an ulcer was still in process of evolution, and
m sbout half of these cases the ulcer was a perforating one 1t had
destroyed the wall of the stomach and had penetrated into the
nellglhbounn.g organs the liver, the pancreas and the abdomipal
wa

It can be stated therefore that a bilocular stomach shows two
totally different appearances sometimes 1t 13 like &n hour glass,
formed by two supple pochets, connected by a fibrous canal, with an
ulcer which has been cured for a long time, and sometimes the nlcer
which mAy or may not bea perf?mtmg one,1sm full acavity The
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constricted portion 18 formed bv an ulcer with callous edges

The indications for operation ought to be different 1n the two cases
We, however, employ the same treatment in both, but, on

prmeiple, 1t 18 better to undertake different methods of treatment

PatHOLOGIOAL ANATOMY—Consincion s the Middle of the
Stomach —Ita site varies with that of the uleer which has caused 1t.
Sometimes 15 18 placed high up, and the supertor pocket 18 small
sometimes 1t 18 low down, near the pylorus, and the mferior pocket
18 of feeble dimensions and the wpper pocket 18, therefore, very
large

The conatriction takes the form of an incomplete ring, whose
arcle 18 broken at the greater curvature It 18 generally excentrio
near the smaller curvature + A fibrous, shiny, white cicatrix, more
or leas hidden by the pen gastric lesions, 18 to be observed in the
peritoneum  In numbers of cases we have found 1n the constricted
area an ulcer perforating mnto the pancreas mto the liver, and into
the anterior abdommal wall, sBometmmes even into two or three of
these parts at the same time

A bilocular stomach, as seen at an operation, 18 not always lihe
an hour-glass, a8 revealed by the X rays The true hour-glass
stomach 18 that i which the constriction 18 formed by a small
acatrical cansal, where there 18 a healed ulcer, but the majonty of
the radioscopical 1mages answer to ulcers still active In the per
forating forms a spot corresponding to the diverticulum 1s found,
fixed between two dark atrands which represent the two pochets

Cardiac Pocket —It 18 generally large for two reasons first,
becanse the ulcer 18 situated nearer the pylorus than the cardiac end
and secondly, because the weight of the food has distended the upper
pocket

In six cases the cardiac pocket was small, and after resection of
the stomach we had great difficulty m implenting the gastric ex
tremity into the jejunum or 1nto the mferor pocket

Pylorio Pocket —It 18 often smaller than the cardiac pochet, but
the reverse 1s met with

VARIETIES ~—Apart from the common form, we have observed
the following varieties

(a) Stenosis in the middle of the stomach combined with duodenal
stenosis

(b) Stenosis associated with an ulcer which had perforated imnto
the abdominal wall 1nto the hver and into the pancreas
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(o) Stenoms 1n the middle of the stomach from cancerous de-
generation of an ulcer

(d) Stenous from an ulcer surrounded by a pen-gastric abscess

(6) A gastro-colic fistula 1n the retracted and ulcerated portion

Syareross —Premontory Symptoms of Gastric Uleer —The syn-
drome of gastric ulcer, vomting, pam, and hemorrhage 13 rare
Most usuelly, the patient complams of (a) hyperchlorhydna (acd
regurgtations), (b) transitory periods of dyspepsia and of pam
alternating with absolute qmescence whach lead to the belief that the
ulcer 15 cured, this mtermittent acid dyspepsia compels the patient,
for many years, to take penodically Vichy water and inert powders

Functional Disturbances —These are not due to the stenoms m
the stomach, but rather to the chrome ulcer which has produced
the stenosis  If the ulcer has perforated the patient complains of
contmuous pain at the commencement of & meal, and acute pam,
hke & needle gong into the flesh, in the epmgastrmm and radiating
to the back

Vomusng —It 1s the rale and 18 frequent and repeated, 1t 18 due
to the stenoms or to the ulcer If 1t be due to the stenoss, 1t corre-
sponds to the evacuation of the distended cardiac pocket The
first vomit 18 mucod, the second contains food, the symptom bardly
differs from that met with in pyloric stenosis

General State —Asthenma and ansmis are due to cachexia from
starvation resulting from stenoms erther of the pylorus or of the
mud gastne region

Chncal Signs —Inspection and palpation furmish very litle,
except the same information as 1s grven m cases of pylonoc stenosis
Distension dilatation of the stomach, penstaltic contractions, may
occur with the pan 1f the leson be not far from the pylorus A
mass 18 to be found on palpation, if there be a callous ulcer with pert-
gastritis

Tubage and Lavage.—Fasting twelve hours after & meal, tnbage
may remove remains of food, as 1n pylonoe stenosis

The following phenomenon may be noted after lavage

The stomach having been washed out and emptied by the tube,
percussion produces a splashing sound 1n the pylome pocket, and the
water removed, which 18 at first clear, suddenly becomes thick from
food particles which have regurgitated from the saxd pochet

Rapioscory ——This gives convinaing results The other mgns,
80 to speal do not count It should be carried out twelve hours
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after a bismuth meal The normal stomach takes the form of a J,
if 1t be bilocular, two shadows are seen jowned together by a clear
space. It 18 rather a shadow conssting of two parts, arranged on
a nearly vertical axs, or obhquely below and to the nght Some-
times the two shadows are distinct, one above and to the left, takang
a conical shape subjacent to a chamber contaming air, and the other
below and to the right, separated from the first by a stresk (in cases
of perforating ulcers), this second pocket forms a segment of & crrole
with the convexity below, but does not contan & chamber of air
On pressure with the finger, the two gastric pochets are mobile It
18 1mpossible to empty the cardiac pocket into the pylomc one, or
to mahke the contents of the pyloric regurgitate into the cardiac
pochet

A true bilocular stomach must not be confounded with ptoms
of the stomach. Palpation under the screen shows the homogeneity
of the organ and the suppleness of 1ts walls A stomach with ptosms
fills like an inert sac, and becomes elongated from the weight of
hquids, 1ts centre becomes narrowed, and 1t then resemblea o bilocular
stomach. In cases of hilocular stenoas, the bilocular umage never
varies on palpation, on repeated exammations or from atropme

Suraroar Treament —The surgeon cannot state 1n advance
what operation he will perform He must know de wtsu 1if the
stenosis be formed by an active uleer or if 1t be the result of a com
pletely cured one, m addition he must find out 1f hyperchlorhydra
be present or not The latter has only a relative value, because
if the constriction be suffimently mgh up, the cardiac segment 18
too small to secrete o large amount of acid.  But, on prinorple, 1f the
hyperchlorhydria be even very shght, the resection of the stomach
should generally be very extensive If, on the contrary, the hyper
chlorhydrin be feeble, or normal, & pallative operation can be per
formed I call 1t palhative (gastro-gastrostomy, gastroplasty), but
1t 18 none the less a serious operation because personally, 1n every
case whatever the cause of the bilocular stomach, I perform a md
gastric resection or 4 hem: gastrectomy I anastomose the cardine
pochet with the duodenum (gastro-duodenostomy), or make a gastro-
jejupostomy 1f the intervel soparating the duodenal pocket be
too extensive

Gastro-gastrostomy conssts 1n anastomosing the superior with the
infenor pochet

Gastroplasty consmsts in excimng the constriction mn the axns
of the storach and transforming the longrtudinal wound nto a
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vertical suture, so that each pochet communicates with its neghbour
by means of a very large opening  If there be no hyperchlorhydria,
the two palliative procedures are satsfactory, 1f hyperchlorhydria
exist, I discountenance them, because there are serious chances
of a secondary ulcer being engrafted on the suture It 1s better to
perform hemigastrectomy

Personelly, I always perform gastrectomy, whether the ulcer be
active or not I remove the inferior pocket and the diseased,
uleerated, or fibrous ares, and heep as little as possible of the upper
pocket, which, nccording to the case, 1s anastomosed with the
duodenum or mmplanted 1nto the jejunum  In every case in which
pyloric and duodensl stenosms exists 1t 13 necessary to resect the
pyloric pocket and to complete the operation by implantation of
the cardiac pocket into the jejunum
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Ca’yuz lente
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Clowure of the transrerse incirion in the abdomen. A wirestitch in the angle. Four strtches
in U with slowly abeocbable catgut.

Broaze=Broaze wire Catgut lenti=Slowly abworbable eatgut.



38 PRACTICAL SURGERY ILLUSTRATED

Sermelle
metalligua

Bronze

Fia 37 —Stexosts or ToB Brosact Srreates Hion Ur

mmuomkvﬂdtbomﬂdleum \ote the rode of the trowel, Sutare of the
Deurosis over the tramwverse Incision.

Semelle mitalligue~=Netal trowel.  Ligng Hamchem Linea slba Broa_g=Beonre wi
Calgxt imple=Ordinary estgat



BILOCULAR STOMACH

Fro. 38.—S8rrxosrs or ™vx StoxacH Srruatro How Up
Sature of the akin,

39



40 PRACTICAL SURGERY ILLUSTRATED

Foche superiewre

Retrecrssarat
.
che
ennfericure

Sreion

o

,//(mw Wi ‘(m“ﬂl;%
S

‘a \ 7
‘%ﬁ\ [
2 AL

211334

I Gs 0D
Y
X
]

Ouodenwm

F1o 39 —Srexosrs or e Sromaca frroarrn Hion Ur
Appearance of the portion removed.  The uleer which caused the stenoels Is seen. Tho
duodenum e cut close to the pylorus, above the comtriction, about 1 centl
metre from the pormal gastro mucoms membrane.
Poths  supén Soperior  pochet R Constriction  Pocke _inférexrem
Iaferor pocket DicarmUlerr Portion enletde=Poxtion remored Grande coxr
bxrg=Greater currstore Petite  courduremBmaller carvatare Pylore=Pylorm
Dwod/mum=TDuodenum




uis
NEUROTOMY OF THE STOMACH

By R. px BUTLER D ORMOKD
Surgeon of the Hospital at Amiens

Latarjet’s Operation

SoMETIMES during a laparotomy for gastric or for duodenal ulcer
the surgeon does not discover any disease This may ocenr even 1n
patients thoroughly examined by & tramed medical expert, and m
those who have submitted to an extensive surgical exploration, 1n
addition to the help obtamed from dissection of the omentum from
the colon. Finding nothmg in the stomach, the surgeon then
explores the whole abdomen, the gall bladder, the appendix, the
colon and the end of the ileum and if the gall bladder be healthy
(blush m colour), and there be no ptosis of the colon or knks by
Lane’s bands, there 18 nothing to explam the symptoms of which
the patient complains, 1t 18 then the 1dea should suggest rtself that
the symptoms are due to vagotonia or to sympathicotoma

Katsch and Westphal formerly described a neurotic form of
duodenal ulcer, and Bircher later noted & like syndrome 1 con
nection with the stomach It 1s characterised by symptoms of hyper
tomeity and hypermobility discoverable byradioscopy and detectable
clinically by vomiting, false signs of pyloric stenosts and by shight
hmmatemems the acidity of the stomach 18 mncreased

This syndrome 15 deceptive when an ulcer produces the principal
manyestations of gastric vagoloma Such a patient treated by
gastro-enterostomy receives no benefit from the operation and suffers
from more symptoms than formerly

Degjarding arnved at the conclusion that ulcer 13 perhaps,
the representative of a syndrome charactersed by mcrease of the
contractility of the stomach by spasm of the pylorus and by hyper-
acidity It was only one step to conclude that the termunal
branches of the pneumogastric nerves played an important part

However that may be there 13 another undemiable fact—viz
some patients still suffer from pﬂmeI hypertonic dyspeptic symptoms,
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although treated by gastro-enterostomy, or better by resection of
the stomach, for an existent charncteristio lesion, there 18 ndded,
therefore, to the anatomical lesion an affection of the vagal or
sympathetic gastric nervous system. It 1s dufficult to lay down
exactly the part cach of the nervous elements plays in the pamful
gastric syndrome, and 1t was this that led Latarjet to operate directly
on the nerves of the stomach by dividing the branches supplymg 1t

TeE NrrvEs oF THE StoumacE —The nervous branches which
mnervate the stomach come from the two pneumogastncs and
from the sympathetic system by means of the celiac plexus

They can be divided into three pedicles one to the small curva
ture, one to the pylorus, and one 1n association with the right gastro-
epiploic artery

There are, mn addition, some sympathetic fillets following the
splenic artery, but thev are inconstant, and alwavs very feeble

Complete or partial divimon of these nerves has shown the
existence of special visceral centres which can cause movement of the
stomach, sumilar to the special gangha of the heart It has also
demonstrated the important part played by the nerves of the pylorus
1n the action of the latter

The classical facts of anatomy haveshown that the nervous supply
of the stomach can be divided 1nto two systems the right and left
pneumogastricand the sympathetic The distribution of these different
branches has been exactly described  Thero are, indeed, two systems,
each controlling an 1ndependent area, and the nervous clements are
mtimately connected 1 their distmibution to the organ and also m
the tissues of the main trunks There exist, moreover, anastomoses
between the two systems Each part of the stomach can be saud
to be suppled both by the sympathetic and the vagus nerves
The nerves of the atomach arse from the vagus nerves and from
the cooline plexus erther directly or by means of the hepatic nerves
as Latarjet has shown.

The branches which come from the vagus assure the nerve-
supply to a defimite part of the stomach, armng i front at the
cardine end where the left pneumogastrio becomes anteror and
enlarges It divides into five or mx branches, and follows the
anterior border of the emnll curvature 1 front of the artery and
below the fold of peritonoum

The posterior and nght +agus 1s symmetncal, and lies at its ongm
behind the artery and beneath the serous cont  The nerves descend
on to the small curvature and on to the surfaces, and end at the
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termmation of the pylorc canal From the experiments I carried
out last winter 1 the theatre at Amuens, with the help of Drs Carron
and Frank, interne of the hoesprtal—performed less for the purpose of
making exact observations on the anatomy then for studying the
easy menns of access to the nerves for operative purposes—I noted
there were only three or four large trunks over the anterior border
of the small carvature, the principal one of which followed the amall
curvature, and gave off 1n 1ts course branches which passed quichly
to the neighbourhood of the small curvature, so that if the principal
truph were raised, the appearance was like that of the sheleton of
aphe In the majonty of cases, one or two larger fillets were seen,
and these descended on to the anterior surface of the stomach I
was astonshed not to find more of them These fillots are very
mportant, as we shall see, for discovening the nerve when studymg
the operation of neurotomvy

To sum up, there are three or four principal branches passng
along the whole length of the antertor border of the small curvature,
and ansing from them accessory fillets, which are rapidly exhausted
m the coats of the superior border of the stomach. The pesterior
branches found on turning back the stomach are less numerous,
and have an anslogous distributaon.

The pylorus 18 innervated by branches which arise chiefly from
the hepatic nerves (Latarjet) They fall perpendicularly hke &
“‘ghower’ on to the pyloric canal and on to the bulb of the duo-
denum, they are three or four m number T have always found them
very feeble and often difficult to detect They are discovered on
opeming the enterior layer of the gastro-hepatic omentum The
nght coronary artery 18 surrounded by nervous fillets which accom-
pany 1t, and are distmbuted over the surface of the greater curvature,
and are gtill more difficult to find

To sum up, the nerves of the stomach form three pedicles, the most
vmportant of which 18 that of the small curvature, formng tico leels,
separaied by the vascular level  The second 15 the pylono pedicle
and the third, quite accessory, 1s that of the nght gastro-epiplois
artery There 18 a considerable mosculation between the hepatio
and the anterior pnenmogastric nerves

The nerve-supply 1s therefore, segmentary, and we soe that the
pylonc canal one of the most important parts of the stomach, s
well supphed by & system of nerves '

PrysioLoey op tHE NErRVE SuPPLY —Expenmental researches
are often quite contradictory, and thers are no certain observations
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regarding the phymology ILesbre and Maignon are of the opinion
that the motor phenomens are due to the vagus, the motor pro-
perties of which are obtained from the spmal cord. Some consder
that vagotomy slows and enfeebles the movements of the stomach,
others, that 1t produces no symptoms and others agam, that the
results are contradictory

Lastly, Morat and Doyon believe there are two kinds of fibres,
exctatorv and mhibitory, these different actions can be explamed
by granting that the action of the vagi 18 not mmple, but vanes with
rest or with activity of the organ  The same uncertainty exists re-
garding the sympathetic, some admit an inlubitory or arresting
action, others that excitation produces mobihity, the action of the
sympathetic 18, 1n fact, not always the same It inhibits the long1
tudinal and circular fibres of the whole organ, if the latter be m
a gtate of contraction, and also furnishes both motor and nhibitory
fillets to certain regions, as the cardiac end and the pylorus

As regards the latter, 1n particular, agreement 1s far from bemng
establhished, for some conmder that the action of the sphincter 18 due
to the vagus, and others the motor and inhibitory fibres belong to the
sympathetic, which, as far ap the digestive and urinary systems are
concerned, acts especially on the sphincter  Changes 1n the evacua
tion of the stomach have not been noted by Aldenhoff and von
Mering after double vagotomy, extarpation of the cwhac plexus, and
the formation of a duodenal fistula The vasomotor action 18 no
better estabhshed, after removal of the coshac plexus, 1t 18 generally
allowed, hyperssmia of the gastric walls 18 produced.

The sensory nerves belong to the sympathetic but to a certamn
degree the vagus 18 & sensory nerve

The nerves of the vegetative system have a much more general
action They are the seat of deep organic sensations, collected under
the name of cenesthesia, which give the impreasion of well beng,
or on the contrary of malase anxiety state and of lipothymin
They also have an influence on the character

The disturbances of the vegetative nerves are frequent, they
show themselves by pamn, by collapse and by a choleraic condition
and are especinlly noted 1n the perttoneum, 1 hmmorrhage of the
pancreas, and mn neurrtis of the solar plexus following ulceration
or cancer

Muco membranous colitis 15 the result of a vegetative nervous
affection and lastly the group of gastro-intestinal neuroses 18 due
to disturbance 1n the function of these nerves
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The therapeutical attempts made n the gastrio crises of tabes
have provided some exact knowledge on this pont Cambecedés
and I, m the service of Professor Carnot, at the hospital Beaujon,
1 1920, anmsthetised the splanchme nerves to arrest the gastme
crises of tabes The method 1s desoribed 1 the book on local
anmsthesin by Victor Pauchet and Sourdst, with the modification
we reported 1 our thems, following the works of Billet, Jalfier,
and Laborde In every case the crises ceased inmediately

It would be difficult, and perhaps rash, to assert what 1s the part
played by nervous action 1n the formation of ulcer, for the experiments
made on this subject are uncertain

In view of all these contradictory facts, 1t 18 difficult to hold
an exact opmon regarding the phymology of the nerves of the
stomach, but one important fact 18 to be noted double vagotomy,

tagether with removal of the cceliac plexus, leaves the motor action
of the stomach intact. This makes some authors grant the existence
of a special nervous system of an automatic lkand, gangliome m
nature, suffictent to give effect to the local orgame functions.

ExpermuENTAT RESULTS OF NEUROTOMY ~—These different views
have served as a foundation for the expemments of Latarjet,* of
which the following 18 & summary

Complete or partiel neurotomy of the stomach 18 deverd of any
danger

The stomach can be diided into two distinct segments The
vertical portion plays the part of a reservorr, and the nerves of
the lesser curvature are responsible for 1ts muscular tone, which 1s
diminighed when the nerves are divided.

The other or motor segment—+ ¢ * dischargmg cone ’—conssts
of the vestibule and the pylonc canal. In this part the influence of
the pylono nerves 18 conmderable Division of the nerves of the

lezser curvature and of the pylorus does not suppress the movement
of the stomach but the organ 1s placed at rest by diminution
In the frequency of the peristaltic waves Evacuation 18 slowed
at the cost of a certamn degree of dilatation, acquired from the
Teservolr  The nerves of the lesser curvature possess also a veso-
constrictor action, manifested in the walls  After neurotomy the
acidity should be dmmimshed but research 18 still required on this
pomt.

During recent years there has been a tendency to emphasmse the
nfluence of the nervous syatem in the different pathologieal syndromes

* Latarjet and Wertheimer Journal de Médecvne de Lyon, hovember b, 1921
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DUODENAL OR SUB-PYLORIC STRICTURE

ANATOMICALLY, stncture of the pylorus hardly exists Every
stenoss called pyloric arses erther from the duodenum or from
the stomach We do not think we have ever met with & primary
Jemon out of the hundreds of stomachs and duodenums we have
resected  The so—called pyloric strcture 18 the result of a smple,
of a callous, or of a cancerous ulcer

The so-called juxta pylonc strictures are either supra pvloric—
t. , gastrio or sub-pyloric—t.e., duodenal

Wemay call to mind that duodenal 18 more frequent than gastric
ulcer, especially 1n man, out of four ulcers in the male, three are
duodenal

What Treatment should be Adopted P—That depends on many
factors

(@) What are the Ensting Conditions —Can the duodenum be
reached eamly ? Is 1t large or movable ? If so .the operation 1s
easy Can the larfe curvature of the stomach be brought in contact
with the duodenum ? There can be no possible doubt, perform
gastro-duodenostomy (Finney), see Vol V, Chap V

(b) The duodenal stricture 13 cured, supple and fibrous The
fibroma 18 at an end with stenoms, but the ulcer 18 mmactive 1If
the ulcer be stall active, the 1deal operation conmsts m resection of
the duodenum  This 18 especrally indicated 1f, at the same tune, there
be hmmorrhage and pam because of the presence or msh of perfora-
tion  But the operation 18 difficult, and requires a certamn amount
of surgical skill. The resection should mclude more or less of the
stomach according as the hyperchlorhydra be shight, absent, or
ncreased.  (For & full conmderation of this subject see Vol. II
and Chap V Vol. V)

In all other cases, perform gostro-enterostomy, the best of all
1s gastro-enterostomy with a short loop (see Vol 11, p 151)
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COUNTER-FISTULA IN THE SMALL INTESTINE

A TEMPORARY fistula n the smell mntestine 18 produced by the mn
sertion of a nparrow rubber tube (No 25), and by fixation of the
perforated loop to the abdominal wall It has two different pur
poses drainage of the intestine and feeding the patient

Sugared water, drop by drop, and also food, to unprove the
general health can be introduced by the fistula which can also be
used to remove the gas mn cases of obstruction, to preserve a sature
of an enastomosts below and to prevent obstruction, if there be any
sk of the anastomoms functionating imperfectly

Two objections have been rmsed agamst this operation

(a) Suture of the small intestine to the abdommal wall can
predispose later to a kink and to intestinal ohstructron

(b) A permanent fistula of the small intestine may be produced

These two objecttons are farr, bat they fall to the gronnd, because
nothing 1s easter than to remove the fistuls and the adhesion of the
intestine, 1f indication should arise.

Generally, the mtestinal adhemion to the wall disappears per se
We have had the opportumty of operatmg later on on patients 1n
whom such a fistula had been made the intestine was found to be
completely separated from the abdominal wall Also, we have had
frequent occasion to close the fistuls, mn order to obtam & more rapid
cure Four or five days after fixation, the adhesions were soft,
and closure of the intestine easy

These two objections are then of no unportance i contrast with
the secunty obtained in certan conditions by this complementary
operntion

INDICATIONs—Jejunostomy —If & gastric ulcer be moperable—

1 other words, if an operation appear too sertous—and naturally

whilst awaiting & radieal cure, the general health of the patient

must be supported and improved a preliminary jejunostomy 13

sometimes indicated followed by fixation of the conver loop to the

wall  The patient can be fed drop by drop, and by frequent meals
€



62 PRACTICAL S8URGERY ILLUSTRATED

until he 18 sufficiently strong to bear a radical cure  The fistula 13
then eamly suppressed

Jejunostomy 18 also indicated in patients tn exiremis, on whom
gastro-enterostomy has been performed, and mn whom we can reckon
on the :immediate absorption of the hquids introduced ~ Jejunostomy
should be performed at the same time as gastro-enterostomy, and
flmd injected drop by drop immediately At the end of eight days,
or later, the tube should be removed, the fistula heals spontaneously

After Intestinal Obstruction —In a caee of volvulus of the emall
ntestme, the operator reduces the twist but the patients state
may be precarious, and intestinal perstalsis slower, the patient may
die of stercorsmia, although the obstacle 18 removed In these
conditions, 1if a fistula be made 1 the small intestine discharge of
the frecal matters and gas 18 at once assured  In addition, the nurse
can mtroduce flmd drop by drop m order to hydrate the patient
Directly the discharge of fecal matters 1s re-established, the tube
can be withdrawn The fistula closes spontaneously or it can be
removed surgically It may be necessary to suture quickly the
intestine, because the digestive jmices run the msk of being lost mn
the dressing, this loss, together with auto-digestion of the skin,
weahens the subject

The shghtest discharge shonld be immediately stopped For
this purpose the operator should remove a few stitches, exteriorise
the loop of the small intestine, and close 1t All the cases I have
treated 1n this way have been cured

After the Operations for Chronto Intestinal Stasis —This condition
18 very frequent, and one of the most widespread of diseases (see
Vol I, Lanes dizense)

Operation should be performed in o great number of cases (see
p 122 of this volume) After any of the operations, for reasons of
which we are 1gnorant signs of obstruction may occur for a few days
When this can be foreseen, and perhaps 1n every case a temporary
fistula should be systematically made 1n the ilenm  The last loop of
the small intestine should be fixed to the abdomunal wall & Nélaton a
catheter or a rubber tube mtroduced and at the end of five or six
days, when the discharge of frocal mattors hos becomo normal, the
catheter should be removed cure takes place without mcident
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CZCAL ANUS

Its mndications are numerous

(a) Acute or chronic intestmal obstruction from a tumour of the
large intestme.

(5) Infection of the large mtestine ulcerative colrtis, recto-colrtus.
The diversion of the discharges prevents irrmitation of the mtestmal
walls Emollient apphcations can be mtroduced by the anus

(0) Diversion of the discharges before colectomy It assures
antecedent dimnfection of the colon, and prevents mfection after
the operation

(d) Diversion of the discharges after colectomy or after amputa-
tion of the rectum, after complete exmmion of the rectum, even 1if
a termmnal left anus has been made cicostomy 13 very useful, as 1t
allows the gas to escape for some days

Cezcal anus must be distinguished from—

(a) Appendicosiomy which does not divert the discharges, and
serves mmply for washing out the large intestine 1n cases of colitis
or of serious recto-colitis

(b) Counter fistula of the e@cum & narrow cmcostomy, through
which a rubber tube partially diverts the discharges and gas, in order
to preserve the suture of the colon after a partial colectomy The
rubber tube, large as & finger by friction passes through the cweal
wall when 1t 18 withdrawn the fistula closes per s¢

(¢) 4 oweal anus properly so-called 18 a very large opening which
diverts all the discharges as far as possible 1t 18 an extremely un
pleasant condition for the patient and for these around lim but 1s
the best way for completely deviating the discharges It 13 the best
procedure when a colectomy 13 to be performed secondanly, so as to
disinfect the wntestinal end which 1s to be removed. It 13 also good
practice mn cases of eerious intestinal obstruction, when 1t 13 advissble
for the dramage to be abundant and 1mmediate

A creal anus, whichever 1t be, shonld always be temporary but

tts closure should be as sunple and 1s extstence as tolerable as possible.

These different ways of malﬂn.g the anus are of great importance



costomy be performed, 1t 18 sufficient to remove the tube within the
appendix for the fistula to close by itaeli  If a mumple fistula be made
m the cecum (narrow cscostomy), sunply removing the tube 18
Likewise sufficient, for spontaneous closure But if the cmcostomy
he large—a ceecal anus—the latter must be closed The operation
18 certainly not difficult, or nsky, provided 1t 18 performed at a smt
able time I may mention thet, 1n order to close the ceecal anus, the
cmoum must be completely exteriorised, the suture should be made
outside, and the mtestine 1mmediately returned nto the abdomen
The operation 18 absolutely without danger 1f well carred out, local
anmsthesia suffices.

To understand the different stages 1n the formation of o large
cecal anus, exammation of the annexed figure 18 sufficent

Be careful directly the anus 18 opened to protect the skin with
dermatol or some omntment the essential thing 18 to renew the
omtment often  The patient ought to dress humself If the patient
be bedridden, a bandage should not be apphed, but a corset holding
the whole dresmng  When the patient 18 ablo to get up and return
to s work, he should wear an apparatus (always msufficient and
mcontinent) Fortunately, the cmcal anus 18 never permenent, 1t
18 only temporary

When & cocal anus 18 necessary 1t should be got nd of directly
the complementary operation, such as an ileo-mgmordostomy or
closure without any other operation, 18 possible according to the
case If the disease 1n the large mtestine (mgmoxd) be inoperable,
an 1hno anus should be substituted for the cecal one  Never leare a
permanent cecal anus which 18 a panful mfirmty  Other forms
of anus are bearable, especially 1f they be continent A cmcal anus
18 never contment 1t 18 & repugnant condrtion owing to the constant
dizcharge of hqmd matters 1 spite of the best apparatus An
ihinc anus, on the contrary 1s a bearnblo wfirmity, re-education of
the anus allows the patiant to return to his duties without hindrance
Most of the cases operated upon wear no apparatus  Certan plastio
operations (Lambret Cunéo) nssure permanent and complets
continence

When o creeal anus precedes & mght hemicolectomy (cancer or
tuberculoms of the cmeum or of the ascending colon), 1t should be
removed at the same timo as the ciccocolic segment 18 resected
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Fro. 61 —Oxair Axus.
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CACAL ANUS

Fig 63—Qmur Ayta
Continuons suture of the left surfsce; the clamp remains in s1fw.
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Fro. 87—Cxear Anus.
Opening the cecum, in the centre of the purse-string stitch.
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TREATMENT OF TUMOURS OF THE LEFT COLON

Should an Obstruction of the Large Intestine be treated by Resection
or by Anastomons ?—No, make a cmcal anus, and only when drainage
18 perfect and the intestine no longer nflamed, attempt a radical
cure In cases of acute obstruction from cancer, an exploratory
laparotomy 18 not necessary, only after some weeks after the ceecos

tomy, when the pattent 18 free from intoxication and well nourished,
surgical excismon should be consmdered.

Before operating on the colon, the patient must be prepared
Ghve castar oil with belladonna and opium to suppress the mtestinal
spasm, and to make the laxative more efficacious At the same time
as the administration of the castor o1l give & pill of methylene blue
or a dessertspoonful of vegetable charcoal, then watch for the
appearance of the colounng substance m the stools The charcoal
ought to appear twenty four or thirty-six hours afterwards, otherwize
the 1ntestine has not been emptied, and 1t 15 necessary to begin over
agamn (Lockhart-Mummery) At the same time, give intestinal
antiseptaca or lactic ferments, give oil of paraffin also to soften the
frecal matters During ths preparatory period the patient should
take his ordinary food. Let three days intervene between the
purgatives and the operation Be careful not to purge the patient
the day before the operation  The loss of one weel for the prepara
tion of the patient results in a gam during subsequent convalescence

Postriow axp Inaimiox —Turn the patient slightly on to the
mde and support um m this pomtion with sand bags.

In tumours of the left colon (mest frequent) make an obhque
meision, starting from the median hine about 4 centimetres above
the pubus, and ending at the mferior angle of the twelfth rib, as if
to expose the ureter  Cat the skin and the abdomunal aponeurosis,
do not cut the rectus muscle, which 1s sunply to be pulled to the
nght side.

The following are the advantages of this inciuon *

* Lockhart Mommery *Sargery of the Colon and of "
Baillire, London. il a of the Rectum ™ 1923

g
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(@) Large exposure of the colon and of the lnmbar foasa

(b) Fall of the amall imtestine to the right mde, so that 1t does not
mpede the operator

() Drvimon of a thick muscular wall which quichly cicatrises

{d) No division of nerves

(¢) Easy liberation of the splenio flexure

Before malking the mncimon the diagnoms must be certain, other
wise 1t 18 better to make a median meision

Methods of Anastomoses for the Repmir of the Colon afier
Colectomy —Should a Button be Used I—The button 1s perfect for
eo-mgmoidostomy, 1t should not, on principle, be used for colectomy,
because—

(a) It 18 not always discharged, a second operation 18 then
required to remove 1t

() The opening’left 18 small

The button, which has 1ts indications n the ileum, 18 not, then,
to be recommended for the large mtestine, m this case anastomose
by sutures

Should the Anastomosts be Side Side or End-to-End #—The former
18 more In vogue, because 1t 18 easmer, but 1t 18 not to be recommended
to & skilled surgeon who 18 not afraid of difficulties, becanse—

(@) It requires a greater length of intestine, and therefore a less
complete exerems, as the operator must have tissues for the anasto-
mosis

(b) The operation takes a longer time than end to-end anasto-
mosis -

(6) The suture 18 not anatormcal

(d) The two extremities closed m & cul-de-sac can lead to trouble
owing to secondary elongation

There 18 no doubt end to-end ansstomosis 18 more difficult
Separation of the ends, which never occurs 1n the 1leum, 15 frequent
1 the large intestine after the operation. It has been supposed that
the disunion 15 due to the frecel matters bewng septic and hard,* but ths
18 wrong  The reason for the separation 1 the poorer vascularsation
of s walls 1n the small intestine there 18 a very large anastomoss
between all the veasels which nourish 1ts wall, 1n the colon the vascular
supply 18 feebler, and 1f the colon be out perpendscularly to s azws
the portion of the suture corresponding to 1is free border 18 badly supphed,

* All the reasons are well described 1n the remarkable work of Lockhart
Mummery (of London) “ Burgery of the Colon and of the Rectum” (Baillidre,
London)
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and somelimes separates Never cut a colon perpendioularly, but
obliquely, on 1ts free border, the wnason should make an angle of
45 degrees with the axis of the colon If an autopsy be made on
a patient who has died after a colestomy, desath 18 always found to
be due to separation of the free border—s.e., the border opposite
the mesentery 'This certamly does not depend on a faulty suture,
but on the fallure of the vascular supply, the method should not be
blamed, but the anatemy of the colon

This rsk does not exist m mde-mde anastomoms, because there
18 no danger of altermg the crreulation m the mtestwe, but the
operator should prefer the axial anastomoais, because 1t 18 the better,
this form of anastomous 1s certain 1f the intestine be cut at an angle
of 45 degrees, starting from the insertion of the mesentery, & great
part of the ntestane onght to be removed from the free border of the
colon. This masion, hike a “ whistle,” assures a good ciroulation of
the sutured barder, and more than that, 1t keeps the mntestine wide
open, 1t compensates for the contraction resulting from invagination
of the sutured wall mnto the mntestmal cavity

Lateral Anastomons like the Barrel of & Gun.—This method of
Mickuliez and Hartmann has the advantage of being extremely mld
After the cancer of the colon has been resected, the two extremrtties
are fixed to the skin, & terminal ertifimal anus results. The patient
recovers well from the resection, but restorstion of contnmty 18

difficult, due to retraction and atrophy of the lower end. I rarely
have recourse to 1t at the present time

End-to-End Anastomoms -—The operator should teke care to
protect the edges of the wound, as well as the pentoneum, by means of
compresses soahed n salme water and warm towels The gloves
should be changed directly they have come 1n contact with the fmcal
discharges, before passing to another stage of the operation, and
especially before clomng the abdominal wound

The part of the colon to be resected 1s to be marked out outmde
the wound, and the mesentery should be cut as far as posgible towards
the ongm of the vessels, the mesentenc trunks shomnld be taed, and
two coprostatio clamps should be apphed above and below the part
to be removed  The Intestme 18 then to be divided with & bevelled
edge—t.c, in such a way that the wound malkes an angle of 45 degrees
with the ax1s of the colon (LocLhart-Mummery) The clamps should
be opened 8o as to see if the free border of the mtestine be well
supphed by blood, and 1f the whole margin of the mtestine bleed
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normally, especially the border opposite the insartion of the mesentery
particularly at the anal end and 1n fat people  The two ends of the
ntestme should then be brought 1o contact, and so mamtained either
by Chaput s forceps or by two stitches, which serve as landmarks
The forceps should not be applied on the free and mesenteric borders,
but 1n the mddle of the lateral surfaces, so that the two mesentenc
borders correspond to the middle of the suture If the mucosa
appear excessive, 1t must be excised The work bewng thus pre
pared, & through and through suture of fine catgut (000) ahould be
passed from one mde of the intestinal border to the other This
suture, which should mclude all the tunics and be mterrupted every
four or five stitches, should be tied sufficiently to stop all bleeding,
and the clampa should be opened from tame to time to be sure hsmo-
stams 18 perfect When the posterior line of suture has been applied
to the posterior borders of the mtestinal lrps, an anterior through and
through continuous suture should be made The remainder of
the suture should invert the mucosa into the mtestinal cavity  The
needle should first prick the mucoss, pass out through the serous
coat, and then pierce the serous coat of the opposite mde and emerge
through the mucous coat In this way, the edge 18 trned mto the
cavity of the colon. After the suture 18 finished the clamps should
be removed, the soiled compresses and the gloves changed, and the
ntestine washed with saline water or with ether A catgut suture
should bring the mesenteric borders into appostion. Examination
should agamn be made to see that hmmostamis 18 perfect, the sutured
mesentenie border ought not to bleed The suture at two levels
being finished, complete the operation by epiplooplasty

This supplementary envelopment by the pentoneum prevents
the sutures contracting adhesions with the small intestine and with
the abdormmal wall In addition, 1t consohdates the intestinal
suture If the omentum can be drawn upon without too much
traction, 1t can be fixed without being separated from 1ts attachments
to the stomach and to the colon but 1f there be any fear, owing to
the traction of the formation of & future lank 1n the intestine,
1t 18 better to cut the omentum and male a free graft, the layer of
the omentum freed from 1ts attachments takes ”’ very well, grafting
should be tried every tume 1t 18 necessary

The calo-colostomy being fimshed, a counter fistula should now
be formed above the suture (colostomy) Tho openng should be
made on the nght m the cmcum, the mnbision 18 the saame as for
appendicitis  The operator should draw on the cecum, pass sero
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serous purse-string suture, and then puncture the cmcum with &
kmfe A rubber tube, 20 centunetres long, 25 broad, and the sze
of u finger, should be mtroduced by the opening 1nto the mtestinal
cavity The tube should be fixed first by tightening the purse-
string suture, and then by a complementary sero-serous stitch
croasing at the same stage the tube at two pomts The 1ntestine
should be sutured to the paretal pentoneum by two stitches. The
discharges and gas pass by the tube, and there 15 no tension on the
anastomosis The abdominal wound should be protected from the
tube, which eight days afterwards falls out by 1tself, the fistula need
not be closed, as this occurs per se

There 18 nothmg to be noted 1n particular as regards the post-
operative treatment A small dose of castor oil should be given as
required  As soon as the oil has been given and digested, and the
discharges elmmmated by the anus or by the fistula, food should
gradually be given.

Side-Side Anastomoms.—This ansstomomis has the advantage
of there bemg no rsk to the nutrent supply of the colon, but the
two culs-de-,ac may later produce symptoms, because they may
separate or become elongated

End-S1de Anastomoms.~—If there be chromic sub-occlusmon, the
part of the intestine above the tumour 18, as a result of the distenmon
much larger in calibre than the part balow  If the difference be only
one-third or even two-fifths, end to-end anastomosis 18 still possible
but 1f the disproportion between the two colons be too great end
mde mplantation should be performed This procedure presents
many advantages

() 1t assures immediate and easy dranage of the upper end of
the colon, owing to the presence of a terminal artificial anns

(b) It does not threaten the hine of suture, as the latter 18 not
subjected to any tenmon, and there 18 no danger of 1ts separation

(0) The cure of the anus 18 easy, 1t 13 suffictent to close the
terminal part 1n a cul-desac close to the anastomoms—a mild
operation.

Anastomons of the Lower Part of the Sigmoid —Resection of
a tumour at the junction of the mgmoid with the rectum ought to be
performed in the dependent posttion. Then repair the bowel as follows

(a) Close the upper end of the rectum and abandon 1t, bring
the stump of the sgmord outsde the abdomen and resect the diseased

part and make a permanent anus. Ths procedure 1s sure and easy,
v1 [ ’
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but deprives the patient of the function of s natural anus (Vol. IIT
and Vol IV)

(b) Remove the rectum by the abdomino-perineal route, and
lower the sigmoid stump nto the normal anus  This 18 an excellent
procedure, but runs the riek of a 50 per cent mortality

(o) Follow Mayo’s procedure (Vol. IIT, Chap VIII) Itis ap-
phicable to resections of the end of the mgmoid, where 1t 15 difficnlt to
suture the two ends of the colon at the floor of the pelvic canty
The surgeon having resected, the asastant should then mtroduce
8 curved olamp mto the anus, the pomnt of the clamp should pass out
of the abdomen by the opeming 1n the colon and become vsible
The surgeon should take a rubber tube, 25 centimetres long and the
breadth of a finger, the upper extremity of which should have a
lateral eye The upper end should be passed mto the supenor
extremity of the colon, which should be knotted over 1t by a purse-
strmg stitch, and afterwards fixed by a perforating statoh. The
lower extremity should be seized by the jaws of the opened olamp
and drawn to the anus, directly the two ends of the colon are m
contact, thev should be jomed by five or ax sero-serous stitches, and
the tube agam drawn to the anus An mvagmation results, and
on 1t the operator should insert some new sero-serous stitches The
tube falls out by iteelf at the end of eight to ten days
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Fro 73 —Caxcen or Trn Lerr Coroy  Corxoroxy
Appearance of the laft colon and of its meso-colon after dividon of the meso-colic vessels.
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Crushing the two ends of the colon.  Below the division Is madoat the end of the
colon and of the dgmold; sbore, at the outer quarter of the traneverse colon.  \otethe
division tv made obliquely  Above Th. de Martel's écrasenr and below two doodenal
foreopn

Ligne dasert on du e8lon tramscerse=Lino of division of the tramverse eolon Ecrasenr de Da
Marted~De Martel s éernnenr P nces de Panchet=Tauchet s forceps Ligwe de scction
du clon s1gmolde= Line of division of the sigrmoid colon
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Fro 77 —Cuxcex or 1ex Lxrr Cotos  CoLECTOMY
The sigmold i into contact with the transverse colon.  The liberation has

sufficlent for anastomonis to be possible; it sboukd not be

s o e azd the sigmold Is too
great. In this figure it was not very pronounced.  In the patient who has i n
model for the dr the tr colon was distended owing o chronis T
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End to-end suture bs finished. The two ends of the colon are nearly of the samasize. Even
if the differemce be between 2 and 3 oenthnetres, «is 11 to dad.
Thin diffecance can exist sven whee there js no ohronko obstruotion. The suture b
begun by af the ineertions of the memo-codon to each other and fixing them by s
stiteh {n U near the infestinal loop. Two ordinery stitches at the commissures merk
oat the line of apposition.

Mboclonwloso-colon.  Bord tbremFreo border

Fro 79 --Cawoxm or Tox Lyrr Cotox  ColEcTouy

Tosterior through-and through botton bolo stitch  Tha anterior s formed by & contlmous
suture which tn tes the mucoss I\a(athodlncunnnltbgnmﬂo.vihhﬂm
mhemucon within oatwards, then enters ths intortinal cavity from without
1n this way the sutnred border Is prominent within the intertine} cavity

and Dot on the outxkda
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Serv-sercus contimuons soture Cushing s stiich. When the suture s fintahed, it i
invialbla. Ths same level of suture is continned belind.

Fra Bl —Caxcrx or TaE Lzrr CoLox  Corrcroxr
How the intestine {s twisted in order to make the samro stitch behind as in front

Cllon=Coln  Misow=)Mewocolon  Surfet aéro-sdrenz de Cushing =Bero-serons contlnous
wutare with Cushing # stitch
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YWhen the sero-serous suture s fintshed {Cushing’ llnvhfhhlmch) the meso-colon must be
closed. The way indfcated v better than needlog it avoids perforation of 8
yemel apech]}yﬂtbomu-mtuybebz. Note vislon of the two intestines
in contact with exch other  Every sature of tboun}onlhouldbomdnlnthhny
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Implantation of the aigmold into the dilated transverss oclon.  Owing to chronts obstrus-

tion, the transverse was

end suture was
metres from the

Célon tremsreres dilatimDilated transverse
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Fio 84 —Caworn or Tux Lrrr Coox Corxcroxy
Implantation of the sigmald Into the tramsverso colon. “\ote the oblique dividan
of the colon,

Twbe dg Penl=Paulas mba Transseres dilaté = Dilated lem Sipmolds nermal=
ormal sigmold colon M dove=3lewocolons
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End to-end suture is finished. Preparation fs made for a cwcostamy Do not
colectomy followed by end to-end anastomosis without -tthc-nnpg:l:-::
counter anns In the escum. The best suture of the large is never absolutely
BOOTIO.

Olon  tremsverse = Transverss colon Aborchkement = Anastomonie Tlbon = Tleurn
Cacam=Coeeum.  Olon sigmolde=Sigmold ecolm. Sulars e boxree=Pursestring
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Appearance after completton of end to-end amastomosis.
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Completion of the implantation of the sigmold into the tranrrero colon

Célan transrerssm Tranavorss colos Tude de Pawd = Paal o tube
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Fro 91 —Cuxomx or a8 Lorr Cotox  Corrorour
How the eolon is divided in ths form of a whistle beforo making an end to-end anastomosls
and even tmplantation. (Lardenmois’ method.)

Trosveree dilatd =Dilated transverse colon Zéne aphacills & eal
removed. Sigmotde normal = Nommal sigmoid. Sloughtng area to be
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SIGMOIDECTOMY WITH A PERMANENT ANUS

ReseorioN of the mgmaid ought usually to be completed by end-
to-end apastomoss of the two extremmties of the colon The
technique 18 easy when the mgmoid 13 long and when the upper part
18 resected. But when the lesion has 1ts site 1n the middle or lower
part, the contmuwty of the digestive tract must be re-established,
erther by the extremity of the descendmg colon bemg brought down
into the rectum over a tubber tube, or by being fixed round the anus.
In the first case the rectum 18 preserved, in the second, 1t 15 previously
removed, whilst the sphmecter am 13 retamed (Vol V')

The latter operation 18 serous the first ahght, 1t 18 5 mild pro-
cedure which conmsts m opening the upper extrermty of the colon
nto the ihac wall and making & terminal anus, as after an abdomino-
permeal excision of the rectum (Hartmann) But what, then, 18 to
be done with the recto-sigmodal end ¢

Either olose 1t in a cul-de-sac (Hartmann, Lockhart-Mummery)
ag the vagma after hysterectomy or leave 1t open, disinfect 1ts cavity
with ether and 10dine, 2nd then introduce & drainage tube and gauze
ag mnto a vagina after complete hysterectomy (Pauchst) We have
done this on three occamons

The following figures illustrate this operation  The case was one
of tuberculoms of the mgmord which we had taken for cancar We
removed the adnexs, the uterns, and the mgmoid  The vagina and
rectum remained open  Cure took place i four weeks Strips of
gauze mtroduced by the pelmis were removed by the vaginn A
layer of omentum was stretched out ebove the pelvic ortfice, and
two Carrel’s tubes were fixed above the pubis By means of these

tubes, antiteptic solution was mjected four or five days after the
operation to render removal of the gauze easy

103
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To reach the uterus the operator orms a hemi-section (J L. Faure) whilat doing
bemtheyutnhrnﬂu{tﬁ-{mmhuukmm cedthnlmu-lurnuo{thtg;
which {s dewtroyed. The intestine es with the tube (tuberclar
pyosalpingitis) The mamive tuberculosls of the sigmoid led to the in the
presence of cancer  The microscope allowed of a correct diagnosis.

¥ eane = Bladder Utérus=Uterna Taberculose=Tabercnlouks Carrtd utirine=Tterine
oavity C&lon sigmolde=S8igmold eolon
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Removal of the adnexa and divhdon of the upper part of the sigmoid.
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The general state of tho patlent and the existenoe of an extensive raw surface prevented
-ﬂﬂndm.ﬂhhhqmﬁnuithbem:ﬁm » temporary artificlal arne was made.
bk of fcation between the rectum and the intestine

the
mv:lnrmnry either by lowering the colon or by the interposition of & loop af small
ostine,

Fassu=Bladder  Lpamentrosd=Rooodligament  FepinmVagine  Pédicale an exsel=
DPedicle of the adnexa  Rectam=Rectam  Cdlon sigmoldsmBlgmoid cokn  Fece
antérionredu socremw Anterior sarface of the ssermm  Twbe de PaimPaul s tube
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Vagin ouvert

Rectum ouvert
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Reatum

Fio 105 —Smaomeotoxy x Two Staaxs (Secowp Srionm)

The divislon™of the meso-colon prodoces mobdlity of the part of the colon without any
in fts nutrition. The operatar t to be certain of the vasenlar of the
barder in order to be assured tutestinal end is well clamp

introdnoed into the anus draws the extremity of the colon into the end of the rectwn.

Fagin=Vagna, Fessi¢a Bladder Reciwm=Rectum
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Fro 108.—Bmwxomecrody rx Two Sticrs (Sxooxp Eriaw)
The colon bas been brought fnto the end of the rectum and fixed by stitches; the pelris
bas been rubbed with ether Thnnghnmulurdfnyhnga. !

Druin ot mickemDrainage tobe and gamte VessigmBladder Vann=Vagina
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Fia 107 —Srowomecrouy 1% Two Briors (Bxooxp Sracnm)

The opecator fixes the great omentum to the bladder to sssure continenoy of the suture
of ths eolon to the restum.

F aas14=Bladder Grand {pploon=Creas cmentam.  Célon=Colon
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CHRONIC INTESTIRAL STASIS

Different Surgreal Methods of Treatment.

'e shall not speal. of the pathogeny of the affection, which 1
»scribed m Vol. T, nesther does the sfaology concern us at the present
me, the important thing 18 to base our opmion on the practical
ots already obtamed, without losing ourselves uselessly m hypo-
eges.

We know the following regarding chronic intestinal stams

1 Its extreme frequency

2 Its morbid influence on & great number of chronic diseases

3 The means of recognismg 1t

4 The means of caring 1t

The condition should be called the Great Disease, because auto-
itoxication of intestmmal origin and syphilis are certanly the most
requent causes of our chronic affections

What 18 arthritism but the result of chronio intestmal stams ¥ To
/hat are due megrm general depression of spmits atonio dyspepsia,
he majonty of cutaneous affections, chronie rtheumeatism, and arterio-
clerosis ? To ohromic intestinal stams Whet 18 the causs of
hopathie epilepsy and of numerous psychoses ¥ Chromo intestinal
tams

The recent works of the American surgeon Cotton show the
nfluence of this condition on mental effections

In December, 1028 we met again Sir Arbuthnot Lane 1n London
vith some of lus collaborators, especally Robertson, who has studied
chronie intestinal stass in & number of epileptics who had been
operated upon after intervention on the bowel, the attacks had
disappeared 1n nearly all the cases

What 15 the cause of puerperal eclampsia, of gravid pyelitis, of

coli bacilluria, of & great number of cases of diabetes and of Bnght’s
disease, of exophthalmic and of endemic gortre ? Usually chromic
mtestinal stasis  To what, 1f not to chrome intestinal stasis are
chronic mammitis fibro-cystic Icgana the majorty of cases of
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chromio appendicitis, and pancreatis due 7 What 1s the primary cause
of the majonity of cases of tuberculoms and of cancer 7 Chronto
intestinal stams

The majority of cases of tnberculoms suffer also from ntestinal
stams, and the same apphes to sancer, snd we wish to inmst on the
close connection existing between stercorterma and cancer of the
breast, of the ovary, of the intestine, of the stomach, of the pancreas
and of the bihary passages The condition appears to have no
mfluence on cancer of the lip, of the tongue, and of the mouth, which
18 due to local irritation, as tobacco and syphilis, uterine cancer often
follows metritus or lacerations of the cervix during aceouchement.
We can, then, say that syphilis and chronto mtestinal stame are at
the bottom of most chrome disenses

How can Chromic Inteshnal Sfams be Recogmsed ?—By the
X roys This appears very smmple, but nothing 18 more difficult
to obtain from radiologists than useful radiograms, one or two are
not sufficient, a series of four, five, or mx, showing the passage of
food through the mtestine for & space of twelve hours, aro required.
Three-quarters of the radiograms submtted to us are useless, if
there be not a traned radiologist at command, we tell our confréres
to get the patient to swallow three teaspoonfuls of charcoal, and note
the tame 1t appears n the atools This should normally occur 1
twenty four hours, 1if 1t be later, the passage of food 18 delayed
This 18 & less scientific method and leas exact than good radiograms,
but better than bad ones

‘What Treatment should be adopted for Chronic Intestinal Stasis $—
For along time our colleagues have conmdered that the only trentment
proposed by Sir Arbuthnot Lane and myself was complete colectomy
Operative treatment has been discredited by many medical men
the majonty of whom ndvise anything to these surgical cases except
an operation

This 15 anfortunate, for if there be o chapter 1 pathology where
the surgeon has triumphed, 1t 13 that of chronio intestinal stams
There 18 no question relating to pathology where surgery con
borrow more from medicine or at least where 1t can better lond its
a1l because i the treatment of chronic intestinal stass perfect
agreement between the medical man and the surgeon should be reached
(for medical treatment see Vol [) The surgical treatment consists
of cololyss short-circust or partial or complete colectomy (see
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To sum up (1) The number of cases of chronic intestinal stams
18 great

(2) The consequences of this disease are dwsastrons to the heslth

(3) Surgery 18 a powerful and & mild remedy

(4) Before thinlkang of short-circuit, or colectomy, 1n most cases
choose cololyms, a mild and very often efficacious operation.

(6) Phymcal, medical, and psvehical treatment should be adopted

before and after operation 1 all operable cases, and also m inoperable
ones
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! ANAL FISTULE

Lrke numbers of my colleagues 1 formerly neglected this chepter
1n surpesal practice. I conmdered 1t withont mterest  To mtroduce
& drrector mto the fistulons canal to cut the tissues over the groove
of the director, to excise the canal, and then to suture the wound
or to allow 1t to granulate, according 8s there were or there wers not
nska of infection—such wes the stmple notion which prompted me.
But some bad resulta made me reflect, some patients recovered
badly many operstions were necessary some ani suppurated for
months or for years and some were malformed and functionated
badly, some were partially or entirely mcontinent, m two cases
pulmonary tuberculoms occurred some months after a simple division
of the fistuls, finally I noticed many cases of psychasthema, or of
neurasthema, 1n patients obsessed by their anus, i spite of opera-
tions, of care, and of encouragement

During a visit to London I saw Lockhart-Mummery perform a
sertes of operations for fistula St Mark’s Hospital 1s the centre
where operation on most of the cases of anal fistula 18 performed,
s third of the hospital cases suffering from thus disease T notaced
the majority of the neurasthenics bad reason to complam, thewr
condition was not enviable aa the results were umperfect owing to
& badly performed operation or to want of care  Lochhart-Mammery
gave me the benefit of his long experience, and performed many
operations on the anos m my presence, and enhghtened me on the
treatment of fistule 1 ano I describe here a summary of my
observations and of my knowledge obtamned from him Our dis
tingushed London colleague 1s the most slalled surgeon 1 this
condatron.

The Cure of Fustula in Ano often requires a Delicate and Special
Techmyue —The fistala may be complele 1t extends from a cutaneous
external opening to an internal onfice within the rectum. It 1
tncomplete when 1t ends in acul-de-sac, erttheran the skan {blind internal
fistula) or in the rectum (blind external fistula)

V1 128 ?
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‘When the track passes above the sphincter, 1t 18 smd to be supra
sphincteric, and the very 1mportant question of cutting the sphincter
Presents 1teelf If, on the contrary, it passes below the muscle,
there 18 no question of dividing the sphincter, this sub-sphinctenc
form 15 the most frequent

It 18 not always easy to recogmse whether the mte be above or
below the sphincter The surgeon thmks the grooved director
mtroduced 1mnto the track hits on the external sphuncter, this 1s often
not the case, the inflamed tisues deceive the finger The sub-
cutaneous mass 18 thickened and formed of mflammatory tissue, and
does not 1nclude the sphincter If the operator be 1n doubt, he
should cut alowly the different levels over the director and mn this
way will reach the external and vimble sphincter, and will cut or
respect 1t according to the case

Fistuls are said to be complicated when there are many tracts
branching from each other  They are said to be simple when there
18 one onfice of entrance and one of exst Most frequently the
internal opening 18 srtuated m the middle plane of the body mn front
or behind at 8 or at 12 o’clock

The track of an old fistula gives the impreasion of a remstant,
herd, and fibroua tube The amount of fibrous tissue 1s propor
tionate to the age of the fistula

Generally a fistula 18 more extensive than 18 thought at first sight
The mternal opening 18 often mituated about £ centinetres from
the skin of the anus, but the cenal may be prolonged above the
internal opening and end 1n a pocket

A Fistula 1x preceded by an Abscess at the Margin of the Anus—
Tt 18 because the abscess has been badly operated upon, and too late,
and not well looked after, that the fistula occurred. The best treat-
ment for the abscess 18 that of Lockhart-Mummery It conssts 1o
not tnetang the ebscess but in ereisng the whole portion of the
perneum covering 1t The suppurating focus should be transformed
tnto a tunnel with the apex above and the base below 1n the skn, and
1n this way by dressing the surface, the abscess closes rapidly without
the formation of a fistula

A Fistula Ieft o atself tends to send out Branches or Pockets.—
It then lusts mdefinitely  If every abscess were well operated upon
there would be no fistula of the anus  If the fistulm were thoroughly
exammed probed well operated upon and dressed, they would
usually heal at once and without incontinence.
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Are Fistul® 1n Ano sometimes due to Tuberculoms P—Yes, but
rarely—one 1n s1x.

In the tubercular fistula there 18 Iittle fibrous tiasue, 1t 18 mmply
lmed by tubercular granulations The track of an ordinary fistula
18 hined wath fleshy vegetations

Snreey, FisTon® —A smple fistula 18 one m which the track 13
straight, and there are two openings—an internal withm the anus,
and an external cutaneous one behmd or mn front of the anus most
often 1n the vertical plane The fistula 18 generally superficia]l and
does not pass above the external sphincter, so that divimon of the
fistulous track does not sacrfice the muscle

Fisronz wrre Maxy Opexings —The numerous orfices are
especially met with mn old fistulm, 1t 18 rare to find more than one
mternal opening

Qenerally, the opening behind the anus corresponds to an internal
orifice m the posterior part of the anus  The cutaneous openings
m front of the anus at 12 o’clock answer to an anterior or internal
ortfice

Horse seoe Fistun® —The track forms a semicircle mn front
of or behund the anus

This form 1s frequent the internal openmng 15 often situated at
6 or at 12 oclock The cutanecus track separates each mde of
the anus, and ends 1n two lateral cutaneous openings  The sttuation
of the track and the two onfices must be exactly marked out by the
grooved director or hy the finger ~ An anterior horse-shoe fistula 18
rarely complicated and 1s always easy to treat

Should Simple Fistulss be operated upon in Patienis suffering
from Tubereuloms P—A4 patient suffering from tuberculoms can have
a non tubercular fistula and an otherinse healthy patient may suffer
from a tubercudar one.

The edges of a tubercular fistula are thun, the neighbouring skin
13 violet 1n colour and thinned

If the tuberculomia be advanced do not operate, open the onfice
and dram 1t If the tuberculoss be very chromie, or active, 1t 15
not to the patient s interest to allow suppuration and more infection
Lt 18 better to perform a mmple division with the thermo-cautery
Every tubercular fistula should be treated n the same way mn an
otherwise healthy patient It should be divided by the thermo-
cautery and cautersed  Three times 1n apparently healthy patients,
on whom we operated for a smple fistula, pulmonary tuberenloss
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supervened some months later  They were ultimately cured of both
disenses

Should Opersiion be performed on a Diabetic Palien{ ?—The
answer 13 the same 45 1n tubercnloss.  If the fistuls be troublesome,
and the amount of sugar shght, oparate

Should Emollient Injsctions be made into the Fistulm ?—The
injection of a bmmuth paste allows us to follow the track of the
fistula by the X rays. The mjection of mothylene blue not only
slightly disinfects the track befors operntzon, but also facilitntes s
exammafion It 18 often to be recommended 1n cases of compheated
trachs

OPERATIVE TREATMENT oF PERI aNAL FisTULZ It 18 rarely
necessary to cut the external sphincter Most often the sphincter
18 not mncluded i the tissnes which have to bedinded  If the spluncter
must be cut, certan precantions are necessary Permanent mcon
tinence of the anus 18 worse than no operation on the fistula  Numbers
of fistulre are not cured, even with an operation, because the latter
has been badly performed and the fistula badly attended to* In
order to cure them, they should be opened, the trach exposed,
dramned, dimnfected, and well dressed until at any rate the deep
layers are cieatrised  The rectal wound heals less quiekly than the
cutaneous  Inattention to these iumportant dotas 1s the cause
of want of success The wound should be Lept open 1n such & wav
that the rectal part closes before the entaneous. The want of success
18 due to msuffictent drainage, and also becanse the latter has not
been contmued throughout the whole period of cicatrmation 1f
cicatrization be at first rapid and when the fistule appears to be
nearly cured healing ceases the conclusion should be drawn that
drunage 18 insufficient.  When o fistula 15 above the sphincter and
the track complicated, the external part must be cut, and the whole
extent of the track be well dramed without cutting the sphincter,
3t 18 better to perform an wsufficient operation without mcontinence
than to mahe a large ncision with permanent leaknge It 15 better
to operate 1n two stages n order to open a fistula and avord wcon
tnence, than to operate a second time to suppress the incontinence
a first operation has produced (Lochhart Mummery ) 1

Should a Fistula be excited or incised P Should it ba left to hea!
by iself, or should it be sutured ?—Each of these methods has its

* Lockbart Mammery “ Sargery of the Colon and of the Bectum.”  Baillitre
London
1 Lockhart Mummery lor ext
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mdication  On principle, a fistula should be excised and left to heal
by 1tself, but there are exceptions to this rule  For mstance, lateral
fistulm above the sphincter—those, eg, at 8 o’clock—should be
sutured after excision, when 1t 18 certam all the tracks have been
removed When they are not sutured immediately, 1t 18 wise to
exaise them at a second stage, first mcise the external subcutaneous
part, and then at a second stage open the sphincter 1n order to dran
the internal opening

Complete immediate suture 18 not, as a rule to be recommended
Durning cicatrsation new pockets can form, and these prevent healing
of the wound and often require a new separation of affachmenis,
which prolongs convalescence In short, open cicatrisation 18 more
certamn than 1if the tissues be sutured But with fistulse with com-
pheated tracks, after excision of all the tracks, partial suture of the
cutaneous wound 18 advantageous, as 1t decreases the amount of
clcatniaanl tissue and prevents deformity of the anus

PrEPARATION OF THE PaTreEnt —This plays an mmportant part
The patient should be purged then fast for forty-eight hours and
the bowel should then be washed out  Just before the operation the
rectal ampulla should be carefully washed with soapy water and
with ether this should take four or five minutes Loclhart-
Alummery says washing before the operation for fistula m ano
should take as long as the operation 1itself

TREATMEXT OF SpPLE Fisturz —Begn by mealang & minute
examination taking note whether there be any pockets or not, re-
examne at the time of operation to confirm the diagnoss of the
lesions

The injection of methylene blue some days previously 1s very
useful to mark out the pochets

The operator should explore with a grooved director with a blunt
pomt 1if the mstrument be ponted a false passage may be made,
and the wall of the fistulous track pierced the anatomical informa-
tion would then be false Having placed the director in position,
the overlying superficial tissues should be cut with the knife, over the
groove of the director Tissue forceps should then separate each
border of the wound which will be thus spread out  The granula
tion tassues of the canal should be curetted and then examined
a good light to sce 1f there be any passnge branching off from the
canal. The opemng of the pochet appears as o dark pamnt If
the fibrous tissue be thich 1t must be excised, as well as the edges of
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the wound  The canal when well opened shows & bleeding mirface
spread out a8 a tunnel, the edges do not overhang the wound during
cicatnisation  Directly the whole canal 13 exoised, the vessels should
be obliterated by torsion or by a linen hgature If they bleed,
compresses soaked 1 ssline water should be employed. If to
open the canal diviston of the rectal mucoss has been required,
the Iatter bleeds more, a large dramnage tube, surrounded by gause,
which exercises pressure, should then be placed in the rectum  The
tube should be fixed by a safety pin surrounded by & strip of linen

OrERATION FOR CoMPLIGATED FisTULX —When there are many
tracks communicating with the same internal onfice, each of them
should be opened, and the internal opening divided last, radially
Jfrom the anus

If the sphincter must be cut, the meision should preferably be
made 1 the antero-posterior direction, 1n the sagittal plane of the
body If there be a lateral internal omfice, 1t should be mcised
radially from the anus 1t 1s sometimes better to perform the opsration
1n two stages, and to reserve for a later date division of the sphincter

Oblique sncrsion snto the sphinater should be sirongly forindden, as
1t produces mcontinence or a deformed anus

Never cut the sphincler at two different points of s ovrcumference.

In some cases of lateral fistulw situated low down, the operator
may find 1t better to divide the canal and the sphincter at once,
to excise the fibrous tissues, and immediately to suture the two
ends of the muscular ring  But, 1n cases of lateral fistula, mtuated
very high up, two stages are required first exase the track, and
especially a large cutaneous flap, drain well the whole of the separated
canal and inase the fibrous tissue, and leave cutting the sphincter
and the mtestine for a later date

Anal fistulee with internal lateral orifices, lughly placed, are so
difficult to operate upon and attend to that Lockhart-Mummery
states they should be entrusted entirely to a spectalist i rectal
surgery The number of cases remaining incontinent after operation
for thia form of fistula 18 large *

TreaTsMENT OF HORSE 8HOE FisTuLA —The one or the many
tracks forming this fistula are to bo opened, on a grooved director,
by one of the internal opemngs  The division 18 not to mnclude the
mtestine Each external trach should be opened one after the

other until only the fistulous canal directed 1n front to the mternal
* Lockhart Mummery lo¢ o
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or rectal opening temnins, Then, this track from behind forwards
or the roversa 18 to be divided over the director in the vertical plane
of the body
Tt 18 easer to begin by entering the internal orifice It 13 often
necessary, 1n order to see 1t, to dilate the sphincter and to insert
a speculum. A grooved director should then be 1ntroduced by the
rectum mto the internal orifice and directed towards the external
The akan 18 then to be cut ever the pot of the director which emerges
from this artificial opening, the twsues charged by the director are
then to be cut, and the other tracks divided 1n the same way by
pasaing the director 10to the posterior part of the firat wnamon. If
the fistula be long, the operation should be performed 1n two stages
the external track 18 to be opened at the first operation ~ When the
canal 18 nearly healed, the postenor track communicating with the
mtestime should be opened at the second stage
1f the operator perform the operntion 1n ons stage, cicatnisation
of the transverse tracks deforms the axis of cicatnsation of the
vertical branch, this produces a malformation of the anus and a
risk of incontinence When, ou the other hand, the sphimcter 1s
cut secondarly, 1t 18 already embedded in the embryonal tissue
which mamtamns the two muscular extremities m a favourabls
posttion for a regular apposttion. Operstion 1n two stages ought
to be performed by a spemabist n rectal surgery, as he alone will
Jknow how to avoid the nsks of incontinence (Lockhart-Mummery)
In the surgery of fistula 1 ano, two complications are constantly
to be feared (a) non-cicatmiation (b) espectally incontinence
Fisrore v THE WALL oF THE RECTUM —A surgeon opens the
track of a fistula between the two openingg, internal and cutaneous,
and on exploring the groove resulting from the imcimion notes the
canal does not end at the opened internal onfice, but ascends along
the rectum parallel to 1ts walls  Bhould the track be opened and
the pocket be removed ¥ This 18 eumplest, but Imkhnrb—Mummery
finds 1t 18 better not to cut 1t, but mmply to drain 1t Tt must be
dilated, and then a dremage tube 1nserted, fixed by a safety pin ~ If
there be two sumilar pockets, each should be separately dramed in
the same way The tubes should be gradually shortened as the
track heals If 1t be difficult to retmin the tubes, they should be
replaced by o small strip of gauze If the tracks be slow to heal
they should be stimulated with mitrate of miver and then a strip of
geuze pushed up to the end of the cul-de-sac This 15 the best
treatment 1f the tracks be 1n the substance of the rectum and cutside
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the muscular coats, but if they be submucous, they should be opened
mto the intestinal mde with scissors The rectum should then
be irngated twice a day and the wound carefully dressed It heals
eanily and rapidly

When the tracks are submucous and extend very high division
may produce hemorrhage the rectum should be tamponned with
cotton wool round a tube, and the patient watched for forty-eight
hours

Fisron® witH A LATERAL INTRRNAL ORIFIOE —They are rare,
but require careful treatment to avoid mcontinence after operation
If the sphincter must be divided, great care must be taken to cut 1t
at a night angle, and to leave a rectilinear wound which wall heal
in such a way that the extremities of the sphincter will be exactly
m contact after heahng The 1deal treatment of such fistule 18
excison followed by suture, but good results are obtamed by mmple
masion, provided care be taken never to cut the sphuncter obhquely
In cases of large fistule with a lateral orifice, operation should pre-
ferably be performed 1n two stages The first divimon should avord
the sphineter, which should be cut fifteen days later at the second
stage

Brnp INterNaAL Fistornz —The sphincter should be diated
with the speculum. A grooved director should be introduced into
the fistula by the internal onfice i the rectum 1ts pomnt should be
made to protrude under the skin, which should be cut over the !
promence, the tissue covering the director should be mesed  The
remainder of the operation 18 the same as 1n a complete fistula

Buinp ExterrarL FisTuLz.—There may be two or three external
openings having no communication with the mtestine The canals
should be opencd by a crucial incision 1 the skin and the tissues
excised, 8o a8 to produce a tunnel, the part of the superficial wound
bemng broader than the deep part If there be no commumication
with the intestine, the rectum should not be opened, the cutaneous
mcision should be large, broad and gaping

FistuLa wrte Two INTERAAL Opentaas —They should not be
dimided at the first operation, unless they lie ono above the other,
go that one 1ncision can nclude them The best plan 18 therefore,
to open one, and to treat the other when the first 13 healed

Excision oF FisTunxt FoLLoweD By SuTurRE —This procedure
15 applienble onlv to simple cases (rarc) or where the fistule have
lateral openings It 1s essential to carry out the operation under
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the strictest asepsis, for the wound ought to umte by first mtention
The fistulous trach should be sterihsed by an mjection of methylene
blue which colours the trachs The track should be cut over the
director and excised If the whole canal has been removed, the
wound should be cleaned with ether and the suture made with silk
worm gut, as 1n & perineorrhaphy  The stitches should be moderately
tight

AFTER TREATMENT OF OPERATIONS POR FisTuLZE —The surgeon
ought himself to attend to the after treatment, lack of this attentionr
explains many feilures The fistule ought to heal 1n less than a
month

The wound should be kept as clean as possible, suppuration
avorded, and the dressing changed two, three, or four times & day
At the begmning the dressings should be warm and moist, warm
fomentations over the wool covering the wound. The wool should
remain In posrtion for many days, and should only be changed when
soled. The bowels should be opened the third or fourth day by a
laxative and by an o1l injectron  After the first evacuation, the patient
should st 1n an antiseptic bath, morning and eveming  The cotton-
wool dressings should be removed n the bath, and a new layer of
cotton wool applied The wound should be dressed with small
swabs of cotton wool on a grooved director which should push them
mto the smallest corners  When granulations appear, they should
be protected against friction by vasehne  No more antiseptics shonld
now be uged only saline or oxygenated water From time to time
cauterisation by nitrate of slver should be employed to activate
cicatrisation  The patient should be constantly watched to the end
and should remain 1n bed until healing 18 complete He should
not get up or walk until the wound 1s firmly healed, if he nise earher,
time will be lost as convalescence will be delayed

Causes of Slow Cicatrisation of an Anal Fistula.—(a) A badly
performed operation (b) msuffient druinage, (c) formation of
a bridge of cicatricial t1ssue ahove the base of the wound

Commonly the operator omits to excise o corner of the track and
an mvistble cul-de-sac hence delay m cure  The operation must be
performed agamn

Frequently 1t 18 the rectal opeming that has been overloohed
during the operation 1if o fistuls does not heal rapidly 1t 15 because
the internal opeming has not been opened It 13 necessary to
operate agmin  The patient 18 told that the reason why the fistula
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has not healed 18 because his health 15 bad or the fistula 15 & tuber
cular one this 18 wrong the real reason for insuccess 1s that the
operation has been badly performed

Lockhart-Mummery has noted at St. Mark’s Hospital that a third
of the cases of fistula have been operated upon by other surgeons,
and were not cured, because a canal had been overlooked. In other
cases, slow cicatrisation 18 due to msufficient drainege, to the external
excigion of the wound having not been made large enough, and becanse
the external wound had healed before the deep rectal one A bndge
of cicatnicial tissue has formed over the wound, and has hindered
healng This shows the wound has not been well dressed, the
bndge ought to be cut over a grooved director

Delay 1n hesling from general weakness 18 very rare When
a fistula refuses to heal, the patient shonld be sent to the seamde or
to the country, but i the great majonty of cases, if cure be not
obtained, 1t 18 due to & badly performed operation or from want of
care mn dressing  In every case of tuberculosis or of diabetes or of
syphihs, the surgeon must have the patient under s care before
operation
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VaginmVagna.  Sphi hi Rectum=Rortum.
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much more serions from a funotlaral polnt of vlew  Above the sphincter is cut obliqnely
{bad), and produces incontinence, becauss cicatrisation does not take place in the
direction of the muscular fibres (Lockbart Mummery). Lower down, the sphincter
cut at two polnts, will become incontinent from coutraction of the two semicircles
(bad). Etill Jower the incision is made radially from the anua (very good).

thmne which enpparts the divided stumpe of the sphincter (]
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Splincter ederne=External sph I Ts i
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A
the muscle is cut. Appodﬁunhthenvuygood.ammﬁbm
Lockhart Mmmmery).




146 PRACTICAYL, SURGERY ILLUSTRATED
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Trazet 1 h
Fistulensc.

Loupe du
Sphincter cxterne

S Duprot

125.—Fsrura with Maxy Oxricrs 4xp wrrm CosruicaTep Tracka.

bas been upoa in two stages. The two drawings correspond
tothsﬂmmgem-nbcumwbmnpm. nmdlrhhmlntbobm
drawings are part of the second ‘which is therefors performed when AB, DE are
already covered with newly f tiseme.

Sphincter extermemExternal sphincter  dxus=Anne Trafet feixlenswmFistn toack
Coupe dx ephancier m.-mdmmm’:pmd" o
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Tryet Astulouwm
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Fio 120 —Fisrcra Courircater witdH aX [xrxxwir Orprice Axp rovm Exteryal
Orextxos.

The director 1 opens the track CD  the director 3 opens the track BD director 2 AB, and
Ah:nulu]:l;;entruk FO Tbe orifice O has been cxposed only after dirvctor 3 has opened
the tracl

Below and to the left, appearance of the operative fleld after opening the tiwnes by the
directors ] 2 3

The director 4 has been replaced by a bundle of silkworm got in the track below the sphincter
The subentancons tisoes are cicatrised. and the operater must remove the track FO
The deformities of the am which could prevent the functional action of the sphincter
are thut avoided (operation in two stages).

Lignes ds section cutanée=Line of cotancon inchl

pA mctcr exferne = Fxternal o cter Inws =Ana Tt o2 rolu‘:h sectromnle s

Buperfinalty saes divided. wa crcatrivis m Cheatrined thones Crins=filk worm gut

Trajet fot lewr =Futalon track o
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Ixreaxar Orrrice
Operation In one stage  The surgeon opens the track BO over a directar; the director
the #kin at D The new external opening is thus placed exactly oppostte the
erral fistula at 8 o alock

Below reanlt of excision of the tiswnes.
Tn « similar case, it is advantageoas to exciso the track at BC and BD deeply and to suture
thcwucdeBmdBD nthtonlyADnmALnl.Andthlhmldbenng ed secondardly

Sphiacter exterme=External aphincter  AwwswAnums 1.4 Adalenr=Fhtuloma track
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Coupe du sphyncter externe = Division of the external sphincter Coupedestisrxs sxperficicls
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, 1 Fortron
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Fio 120 —LaTemir FOt0L4 4BOVE THE Srarcrorean.,
Tt 4 more difficult to obtain & normal functional s, At AB the fixtulous track
from the parinmum and at the sids on seotion. 18 poen,
Lower down, the operator has ent, Ifke a tunnel, the whole extermal part of the track, bevond
the sphincter

The last figmre shows the track and the external part excised the excielon
ot the theenes lke o n.ndrurei-thnrph!nctu— Thetru:tAO:bomz
er remaina; the external wound s covered with vegetations the elcatriclel

Sphincter axie.~FExternsl sphincter Awns=Anus Trejd ew = Flatu]
Roctym=HRectum Porfion excisde=Excised portion "Ti(nuﬂ;‘:tu-m;‘ﬁ-:ek
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When the grooved director enters by the external orifice and emerges by the internal ope

the ayfparent eanal does not always correspond with the real cne A pocket often exists
hlgbarup{:mithmbmm After the canal has been opened over the director
two openings, the pocket should bo explored and opened.
Hemostasts must be watched, for fistule such as these often bleed. Ther should be tam-
ponnad over & rubber tabe which should remaln 1n s12w for forty-eight houn.

Afwsculense=2asele Sphamcierinterne=Intemnal sphineter Reciwm=Rectum Fissls
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Fistule cum cxcrse Orain
externc
Fio. 131
Like the figure theﬁrtuhmtnck(bdﬂ'thotphhﬂcr)hmmiuncdbyarmkd»
which is not snbmucous, but between the mh.rnlllndtbeg:mrlnl-

Ithpudhbtomtm.tthenmetmnhn and the rectal wall,
occurs and & tion is tmperfect. It ks better to treat the condition as in the

he
Enbodnlmdxhnbouldgndnﬂlyheelmtdlmmlbanlﬂov becanse the external
opening is much than the internal. The dressings onght to be a)
tho opening eloses from abore below  When the p)ckethmmf-kt ly healed, the
fistula rhould be nude plete abore the sp! in the
bottom of Fig 126,
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emterne drott .._

~Y Duprat

Fro 133 —Hoxsz swoE Fiertis.
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eanal throogh which the grooved director s introdoced.
Onfice Adulexx externs drontm

Incrnon aur Porifice ndd-hd..hn over the rectal opening
Externsl right fistulows otifics Onfiee ﬁd-!ux arferne ganche=External loft flstnlons
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Swr wrie son "
le trajet fistuleux
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Fro 134 —Hogsz-sHor Fistora.

mmdﬂmhmmwbythmwm“opeﬂmnndpmmnhwh
one of the cutaneous crifices. The canal is divided one wdde at a time.

Sur une sonde s trofet fatuleus est sechionnd=The fistnloos track fa divided over a director
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RADICAL CURE OF FEMORAL HERNIA BY THE INGUINAL
ROUTE

Br M. ROBINEAU

Tae methods of cure of femoral hernia are mnumerable, I shall not
meke a critical study of them The preference ought to be given
to the mngumal route for the following anatomical reasons

In the antero-posterior section represented in Fig 137 the hernial
orifice 18 bounded 1n front by the crural arch, and behmd by the
pectineus, above 1t therefore ahove the neck, the sac 18 prolonged
by a tunnel at least 2 centimetres 1n length, a true pedicle mvisible
on the femoral mde and difficult of access by mampulations carried out
under the arch of Fallopius Accessible above the arch (mgmnal route),
the hermal pedicle, which 1s apt to return can be resected entirely

Fig 136 shows schematically the crural arch slightly concave
below m 1ts external part (psoas ihacus) shghtly convex below
In 18 mternal part (vessels and hermis) Nearly all the methods
for closing the hermal onfice make use of this powerful Ligament, by
the femoral route, the sutures tend to lower the arch towards the
pectineus and draw without any adventage whilst exaggerating the
convexrty of the higament, bv the ingunal route the sutures tend
to raise the arch which allows of 1ta coneave curve being above

Where should the arch be fixed i order to close the hermal
opening ¥ Cooper’s hgament, which 18 a thichening of the penosteum
of the pectineal crest 1s at the upper hmit of the hermal pedicle
(Fig 137) and lends 1tself admirably to a firm suture It can be
reached by the femoral route but only in the part which edjoins
the spine of the pubis either the arch or Gimbernat s igament must
be cut or the pubis chiselled By the mngumnal route the whole
extent of Cooper s ligament 18 accessible without traction on any
mportant organ  But 1t 18 not sufficient to suture these fibrous
bands, in order to make firm the opening of a hernial onfice muscular
tissue 18 required by the femoral route a mvoplasty 13 necessary
(E Bchwartz) the nguinal route allows the operator to make use

of the muscles of the abdominal wall
167
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The supenionity of the ingmmnal route 13 undeniable The pro-
cedure which I will describe was shown me twenty years mnce by
Tuffier, 1t was, I believe, brought from Italy, where Ruggt practised
1t I have used 1t in all femoral hernias, great and small, m which
a radical cure was indicated, 1ovthout ever having observed a recurrence

Operation for Left Femoral Hernia in the Female —First STAGE
—Preparation of the Ingunal Route—The ncision ought to be
inguinal—that 1s, above the arch, but not exceasively £0—in
order to allow of an easy access to the femoral region Cut the
slan, and then at once attach the herma, I have represented here
the complete preparation of the ingumal canal as far as the fascia
transversalis

SecoND STAGE —Femoral Stage —This consista in exposing the
hermal sac, separating and opening 1, reducing the intestine, 1f there
be any, and freemg and resecting the omentum if 1t be too large.

TrIRD BTAGE—Removal of the Hernia snio the Inguinal Reqron —
The sac and what remains of the contents must be brought through
the femoral opening into the inguinel region which has been prepared
for this purpose

Fourte Srace—Radiwcal Cure —In order to close the hermal
orfice well, a solid thread must be tied very deeply mnto the external
part of Cooper s ligament. This 18 not easy some precautions are
neceasary The external ihiao vem can be pricked if care has not
been tahen to pull 1t asde, & pomnted needle can puncture the 1n
testine, lastly, the surface of Cooper s Iigament may only be sotzed,
and firmness of the suture will be wanting The thickness of this
hgament 1s always consderable 1t cannot give way if the loop of
the thread surrounds 1t entirely as far as the bone

Operation for Femoral Hernia in the Male —All the stages of tho
operation are the same, but at the tume of the radical cure an m
guinal canal must be preserved for the passage of the cord The
threads, therefore shouald be passed as 1n Basmn’s operation but
with the following modification the deep threads below the cord
should mnclude not only the crural arch and the internal oblique and
transversalis muscles, but also Cooper 8 ligament two threads arc
sufficient for closing the deep level In front of the cord superficial
threads should umite the two lips of the external oblique

I have always found two threads sufficient, both 1 the male
and 1n the female to close completely both the femoral opening and
the mguinal canal T have used ndifferentlv eatgut lImen, mlkworm
gut and sk
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Lygrie de

acclion

Fig 138.—FrsT Sriom.

The akin is inaised at the lovel of the inguinal canal and tbe external oblique, and the externa
fﬂgﬂlm.!opmlngcﬁ-ed_ Line of divialon of the externsl oblyque. In this and the
succeeding fAgures cutansous inoldon hes been exaggerated.

Ligne de ssction=Ling of Inclaion  Gread oWiguemExternal oblique

Grand oMigue

Fic 139 —First Sracr

The muscles of tho abdominal wall are beneath the upper Lip of the external cbliqoe
The genito<roral nerve s seen. deep surface of the Jower lip of the external
obliqae is dimected as far as the crurd arch.

Grasd o¥sque=External oblique Filet merrewr = Nerrons fllament Pet 1ol que=Tnternal
oblique | TramsrerscmTransrerualis  Ligtmens rosd = Rtoand bgament



Parots du sac

Fasora
cridriformap

tigne de seveton
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‘The tnferior lip of the extanal oblique 1s drawn above ita superficial suriace is separated
s far as the aroh from which the etficial fascla {s detached. The retr can

then bmkthalklnwvn:‘d.lu:l]:nt and being to view the Lernls covered by the

Purowu ds ssce=Wall of the ma. Fascia eribriformis =Cribeiform fascia. Arcade craralse
Crarsl arch. Ligns ds sectron=Lins of inciaion

The Fo 141 ~—Szoown Smaor
finger introduoed into the opening In the cellular space beneath the PODCTTons pasees
round the bernfa. *
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Fro 144—8roown Smace
In&hndmwnudhmto&?dmm?m’g:ntbowmmmh

made if the of edges of ths incislon should be

mAﬂndontwrithlurmpL

Cnumkm(mﬂlpﬂm)-cmtmho!ai:m(xmtummm). Parois du pac=\Vall of
e



Fio 145 —8roowm Briae
The adherent omentum in the mo is widely soparated aa far as the peck.
Parcts du sac=Wall of the sao Coﬂul;{u;:]%ukdtbem Contenx du seo=Coatents
a0

Fra. 146.—Srcoxp STaor
A provisional ligature Is pamed over the omental pediclo [f the bernia! maxs beut-llluxcx
lti:n:-rﬂ Ahmomﬂlhmvch!-toughtdmtobrr-nh ly rewected In order
to facl. the further

Ligmade sect 0 = Lin of inciwn
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Aponevrose suplle

brand odligue
Fetee vutyuu
Transverae

Apostrross suplle =80 Gromd oblsqus=Extemal obliue  Pedit
ﬂm&dﬁ m—Tmmlh. Pérton
Pe, dpiploon=CGreat omentum Arceds crarglemCrurat arch.  Parois
dn pag=\Vall of the sas. mm-w of fnctelom Ligawant d¢ Cooperm
Cooper's ligument.  Pectisdm=
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Petrt obligue
L1

Fo 148.—Txmo Braar.

Thohanﬂmhthrﬁa:rﬂyuhndmcd;tholdmla‘ t.hoaxtandobuquahnﬁedod
*

towards the 1) n{nctorgz.lln back abaye muscles of the abdominal wall,
The fascis hbottomdthwmdxhhuwdbylbegmwd
dhmmoppedleunpedmbolthnbrmh“ueﬁhmul crunal arche

Peidd obyyme of tranererye=Internal oblfqne and tranvveralis Arceds crurafpmCrural acth
Pirito o= Peritowetm Orond sblipuemExternal obliqoe
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Limite
SHFE"IBL"‘C

du sac

Fio. 149 —Trmp Stace.
Tha fasia tranaversalls has been widety opened in the scft subperitoneal fat foreeps
gwhhd&mmmwmvh-hg&m%n%muﬂbbym
ascends through the crural mantpula difficalt, it
mtba-atomdmhtutothelbdom;nh

Limits gupériexre du socmUpper limit of the sae.



168




RADICAL CURE OF FEMORAL HERNIA 169

Ligne de

Aeclian

Grand

epiploon

. 151 —Fourra Sraon
Thn-g s extovatrely exposed by if noed be, its anterior wall. The adhesions
thnmammtntbupodhkurtothn are freed with care as high
The uftbeomentmmq:ﬂednlmﬁnbhipot

lnd omendum is resected. ote the di
dmmmmwu@mmtﬁem&nmmaﬁyyme

nack of eao.

Logns da saction=line of inclaion.  Grasd épeploon=Grest omentam Veeriem Bladder
Grexd obliquewExtornal oblique ‘Parow du seo=Vall of the sao
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avtie
addorminale

wRelicf de la

resdte

de asetion

Fm 154.~Fourmd Smaax.
The of the seo exactly ted on its external surface, & needle pierces ft as
%ﬁ;‘-ﬂﬂmc mbh:ﬁ‘.mmdupndmmmmmm
sa0 ju resected.

Caritd wbdoms bedominal Parows du seceTall of the sao  Relvef dele vesne
e A e der  Lugme dt saction= Lime of inclsion.
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Fro 157 —Foowm Braor.

The u ends of the two threads are then passed through the whole muscuko-aponearotle
Kdm.m rurrwndlngtbor}:nndllpmt but leaving the genfto-crural
nerTe oal

The upper retractor has been removed.
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Fro 168.—Fovkrn Brace
Bection whowing the srrangement of the loop of thread.

Grand obligue

A 1
'_'1-

Vi

Patre obligue

Transveryo

tigamant rond

Fie 159 —Fotxma Smar.
The external thread is to be tied first H it break it is very difficult to replace Yhen
Rhthdhlbdmmlnnhmnﬁnﬂywmbm-unhzdu?bmpa’l

Grend obliqua=Externsl oblique  Pactind=Pectinens Pdu oblure
e o T 1 L 'm“-wllgnm:inml obliqoe
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Fro 167 —Fouxa Stagr.
-Sl“ ends of the two thmd.--.ra then pvnd thmugh tba whole moscolo-aponearotie

tbu b Ing the roa leaving the genito-erural
m“PP"mMarhubcenremared.
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Fio 188.—Fourrn Sriar.
Bection showing the armagement of the loop of thread.

Grand obligue

Fotrt obligue

Transverye

tygament rond

Fro 150 —Fouxta Smax.

The external thread in to boe tied firat; if {t break it is very difficult to
74 replace . When

1t 1 thed the abdominal wall ta depreased becames united to Cooper's

CGrand oblique= -
e 7!311@11 uh#qm Poctind = Pectineas. _Pau doﬁbﬁt—{nuﬂul obliqoe
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Fio 157 —Fouxmn Staar.

Tho ends of the two threads are then pawed through the whole musculo-aponeorotic
‘I:Elﬂol the abdomen, snrrounding the round ligament but leaving the genito-crural
perve ontaide,

The upper retractor has been removed.
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Fm 188 —Fourrm Sraee.
Beotion showing the arrangement of the loop of thread.

Crand sbligue

Patrt obligpe

Transveryo

tigament rond

Fra. 159 —Fousra Bricx

Tlnanmmmdumbetmﬁm ifttbrmkhkverydiﬁcuhtomphcen_
it is tied the abdominal wall is markedly depressed and bcccmnmtedtoﬁooper

Crand = Foxternal Pachiad =Peetinens Petst -
oblaque 'o_b’}k{ut Tt rordm °'5b1ll I:Ihﬂul oblique
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with the

Fra 161 —Fouxtn Stiox. Fro lm—-meI(l):u or FrexomL
Hrayui pY TR vouL Roura ¥
Section showing the result of tying the ALiLe
thread  the cromal arh and the ab- IE
dominal muscles are united to Cooper s Bectlon showing the two levels of sature

ligament. avolding the cord in the inguinal eanal
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CALCULUS OF THE PELVIC URETER

ALoULUB of the pelvio ureter 13 a special surgical condition which
wst be studied independently of calculus of the kidney or of the
pper part of the ureter Its causes, 1ts symptoms, 1ts evolation, 1ta
adiological appearance, 1t8 prognoms, and its treatment confer on
: the characteristics of a special disease *

EtioLoay —Calculus of the pelvic ureter 18 a frequent condrtion
'hich must be thought of 1n any patient who complams of persistent
ams m the 1hac fossa It should be conmdered m cases of chronie
ppendicitas, especially 1n those who still suffer after operation

A third of the cases of vesico ureteral calculus are due to
alculus of the ureter  More than half of the cases of caloulus of the
reter have thewr ste wn the pelvio poriron between the normally con
racted pownt, where the ureter orosses the external thac artery and the
pening of the bladder

It 18 probable that there exista a congemtal anatomical predispost
10n, narrowness of the ureteral meatus favours 1t

8vaterorms—(a) Passive Pain —It 18 permstent and affects the
atient at hus work , 15 duminishes his physical capability and activity
icute attacks are not noticed but deepseated dull, troublesome
Jalns appear and disappear without cause they ocour when the
3atient 18 srtting or standing up and rarely when he 18 lying down
Rest 1n bed exercises & soothmng mfluence espectally m a pomtion
ike & dog crouching
(b) Active Pain —It occurs after exercse or after a drve mn 2
Carriage or mn an automobile etc Sometimes if the patient sit down
M or rise up from & chair or armchair, he 18 compelled to support
on the back or mdes of the seat, m order to lessen the move
ment and to facilitate msmg Stooping down quickly 1n order to
Pick up something, starts the pan  Magsage of the left ihac fossa
very often soothes 1t

* Cathelin, “ Travaux annuels ds 'Hpital d'Urologie ¢t do Chirarmie uninaire,”
fourth serion Bailhdre, Pans, 1922
VI 177 12
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(c) Pulsations of the Ureter —The patient feels i the lower part
of the ureter deep and pamless pulsations which follow each other
many times In successon.

(d) The *“ Tete-d Tete” Sign (Catheln) *—It can be produced at
will A pamful attack mn the thiac fossa can be produced m a sitting
posttion by crossing the legs, 1t 18 probable that in this case the
celeulus 18 squeered between the leg and the part of the psoas
muscle which covers the true pelvia.

() Hematuria —It 18 rare, even after fatigue.

(f) Pyuria—It 15 also rave, becanse the stones are uratic or
oxalic caleuli, so that the umne remams aseptic. Sometimes
gecondary col bacillary infection may arse, and this makes the
urine cloudy

(9) Renal Reaction —At the onset the kidney 18 not affected,
the succesmive deposrts which produce the calculus can cause a true
renal syndrome

(k) Prequency of Mictuniron —It 18 & common phenomenan,
and occurs with moderate distenmon of the bladder

(7) Importance of Postion —The mere fact of lymg down and
stretching the mde opposite the affected one often produces dull
pains.

() Ureteral Catheterssm —This exammation 1s not infallible, the
catheter may pass at the mde of the calculus.

A differential diagnosis ought to be made from appendicrtis and
from salpingrtis, 1t should always be thought of in cases of chromo
appendicitis, and & radiogram be demanded. With s pamfal
syndrome m the nght or left iliac fossa stone m the pelvic ureter
should be thought of.

Rap1oGRAPEICAL Disonosis—(a) Ezamination of the Streal —It
18 placed symmetrcally on each mde of the middle part of the upper
inlet over the clear space of the sacro-ihac joint. When the stones
are multiple they are arranged like a rosary

The smze of the calcnlus generally vares from n millet seed to
a nut but more often from that of a pea to a bean

(b) MMistakes tn Interpretation —These are due to oswfications
of the racro-sciatic ligaments and calcfication of the lymphatic ar
of the ilio-cecal glands.

Prooress —It 18 slow, and can last for years with constant pain
which makes lfe hard to bear The condition may be bilateral

* French signe du * Causewr ™ (Tramlator )
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whilst the patient suffers only on one mde Rest m bed 18 the
posttion which most often quietens the pam, bending the leg on the
pelvie often produces a certan amount of alleviation

Proaxrogs —It 18 serious owing to the pains, and from threatened
anuria, and from permanent irmtation of the kidney which can end
finally 1n cirrhoais

Calcuh mcrease only slowly a calculus the mrze of a pea can, 1f
the urme be not infected, take ten years to mamfest ite presence
(Cathelm)

In contradigtinction to small renal stones, & caleulus of the pelvic
ureter has little tendency to be elminated, and to break the firm
barrier represented by the meatus and by the vescal portion

TreATMENT —The only treatment 18 surgical Mobilisation of
the stones by catheterism or a thermal cure has only a transitory
and untrustworthy action It 18 better to have recourse to inter
vention a8 early as possible before the kndney 13 infected or atrophiea
Many routes of access are open

(A) Subperitoneal Lumbo-ihac Routs —Spinal anmsthema The
bladder should be emptied

Frsr Srace —The patient should be in the dependent posttion
m two planes (side and dependent), 1n order that the abdomen
&and the mde of the trunk may be explored The incismon should
start from the angle of the twelfth nb, and end near the mddle
lime 4 centimetres above the pubis

8ECOND STAGE —Division of the muscles, of the aponeuroms,
and of the fasca transversahs this mewsion should not mclude the
rectus, which should be avoided

TrRD STAGE —The perrtoneum should be stripped with a com
press mounted on forceps Doyens large abdomunal retractor
should be mtroduced to expose the deep parts of the lumbar remon

Fourta Srack —The epigastrio vessels below should be divided,
avoiding 1n men the vas deferens which 18 1n the crossway of the
vessels  The pelvic cavity 18 well exposed

Frrra 8racE —The ureter should be looked for, 1t 15 generally
eﬁnﬂy seen because 1t 18 distended as the annexed figures show 1if
1 be not vimble, the bifurcation of the common 1hac artery should
be looked for the ureter 18 1 centimetre outmde It should be
teparated, and 1ts sheath mcised Close to the bladder 1t 18 lost m
the vessels at the mde of this organ and they should be avoided
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Sxte Stace —The calenh should be looked for, and therr ste
marked out, 1f 1t be situated low down, the operator should endeavour
to do what the annexed figures show, the stones should be pressed
from below upwards, which 18 sometimes difficalt. The caleul
should reach the lumbar portion of the canal, the ureter should be
well protected by compresses, and then mcised and sutmred A
suture 13 not absolutely necessary

(B) Transperifoneal Median Route — FresT STAGE. — Spinal
anesthesia  The patient should be placed m the dependent position,
and an 1ncision made from the wmbilicus to the pubis  The pen-
toneum 13 to be protected as m a gyneecological laparotomy

SecoxD STAGE—Ezposure of the Useter —On the left, the iliac
meso-colon should be meised and the colon afterwards pulled back
mternally, the ureter 15 exposed at the promontory and at the bifurca-
tion of the common iliac artery The ureter passes 1 centimetre
outside the bifurcation. On the right mde, the ureter 15 also easily
found, sometunes the cecum has to be stripped of the parmetal
pentoneum. In the female, 1n order to expose the ureter, 1t 18 often
necessary to cut the utero-ovarian hgament between two ligatures.
The uterme artery 18 2 centimetres from where the ureter crosses,
and from the arteral bifarcation.

(C) Transvesical Route —This 15 applicable to cases where there
18 one small calculus immediately above the meatus It 1s necessary
to make a very large opening m the bladder and to widen the meatus
directly over the calculus  This route 1s hardly to be recommended

(D) Endovesical Route.—It 15 employed 1n cases where the small
calenlus 1s impacted 1n the meatus By means of the cystowcope
the meatus should be cautersed by the electro-cautery, so that
a sphacelus at the end of the ureter 15 produced, the calculus passes
mto the bladder The operation 18 hardly to be recommended, as
it can provohe secondary stenosis of the ureter, with elimination of
the calculus.

(E) Vaginal Route —It 1s applicable to cases analogous to the
two preceding methods—t.e where the calculus 15 impacted 1n the
uretersl onfice The cervix uten should be brought down by tissue
forceps and by an antero-lateral maston into the vaginal formx
the pertoneal cul-de-sac which must be avoided 13 exposed The
arcter should be looked for mn the bladder The canal should be
erparated with a blunt mstrument and ncized
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(F) Perineal Route (Male) —Woelcker’s incision, as for lateral
permeal prostatectomy, should be employed, a vertical masion
paralle]l to the median line, outade the anus and the urethra The
levator an1 should be exposed and incised, exammeation made for the
bladder and the prostate, and the ureter mcised

To sum up, 1n cases of calculus of the pelvic ureter, try to bnng
the celenlus to the lumbar part of the ureter by pressing 1t back,
after exther & lumbo 1hac (the better) or median memmon In cases
where 1t 18 1mpossible to brng the calculus up and to enncleate 16
by the upper part of the wound, one of the followmg routes should
be employed median, endovesical, transvesical, perinesl, or vaginel,
which routes are exceptional.
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Suryel non perforant

Urotere
Sonde filiforme

Vossie

Fro. 171 —Qarovros or tam Provic Uneren Iyomoy or tam Urerxe.

Sature of the ureter with slowly absorbable eatgat 00, with orating stitches. The
‘boagie Is not in. Irmmediste union has been o

Surfet nom forant = {on periora tinmovs sotore Uretire=Ureter Sonds
P o O A Uriiree Drthon, Hiform

Fio 12.—Caircrirs or mxx Pruvic UCreree Iscmsiox or tar Urrrin
Appearance of the two calenll removed (natural size).
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TREATMENT OF MARKED PROLAPSE OF THE GENITAL
ORGANS WITH EXTENSIVE CYSTOCELE

Antenior Tilting of the Uterus with Suture of the Round Ligamenis
to the Levatores Am

By J ABADIE (D ORAN)

Principles —Re-formation of the posterior wall of the permseum by
the production of a sohd spur between the vagma and the rectum,
13 the essential stage of the whole surgical cure of prolapse of the
genrtals. Ttis the key to the arch.

It 13 alone sufficient 1n prolapse from traumsatic laceration of the
perm=um, or from weakness and progressive laxaty of the different
supports to the uterus and to the vagina, on the one condition that
the antemor wall of the perinmum 18 not weah. When the latter
exists, and when there 18 & oystocele, anterior colporthaphy 1s obviously
futile, there can be no permanency 1f the wall be elastic and can
sgam be quickly distended. A dimmution of the enlarged anteror
vagmal wall 1s only & correction of the effect, without troubling
about the cause

The 1dea that guided Delanglade, Groves, and Chaput when they
recommended antertor suture of the levatores am was to interpose
between the bladder and the vagia a resistant level of permenm
capable of supportmg abdomunal tension  Unfortunately 1t 13 too
often mpossible or mefficient, because the levatores am are too
far away to be apposed or too feeble to hold, the threads onlv bring
together the frayed flaps and tom fibres, even if care be taken as
8ouberran has proposed, to charge the aponeuross with the muscle,
which by this means doubles the upper wall

In these cases—and they are many-—rwhat1s to be done 1 Oblitera-
tion of the vagina (Le Fort Miiller) ! In many cases this question1s
quckly answered.

To malke plastic use of the uterns, by titing 1t under the bladder?

Schauta, Le Dentu and Pichevmn place the uterus outside the
vagma, between 1ts anterior wall and the bladder Wertheim, 1n his

159
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mtial operation, left the body of the uterus entirely exposed m the
vagma, sutured to the latter by 1ts anterior surface, the summit
below ATl these observers discard anterior colpotomy, Frennd
also males use entirely of postemor colpotomy, tilting the uterus
and sutunng 1t to the vagmal walls, not only m front butalso behmd

One cnticism may be levelled agamnst these methods the size
of the uterus 15 only made use of, a3 a more or less large corh, which
18 exposed 1n the vagina like a fixed pessary, or shelters 1teelf behmd
the illnsory support of the antenor vaginal wall, which s only too
ready to expand

But no attempt 18 made to make an anterior perineal plane

That 18 why, in order to push the bladder up and, at the same
tmme, to re-make in 1ts whole extent a thich and firm antenor
pernseum, I have proposed anterior tiltmg of the uterus with
suture of the round ligaments to the levatores anL*

As a coal heaver rests s shoulders or arms on two remstant
supports and leans forwards to recerve on his back the burden he
has to carry when he has straightened hrmself, so the uterns, tilted
and united by 1ts cornua to the anterior borders of the levatores,
supports on 1ts back the bladder which 1t pushes up

Let us repeat, then, reconstatution of the postenor ought always
to be combmed with re formation of the anterior permsum.

Indications.—The followmng 18 the typical indication genrtal
prolapse with slight or marked cystocele, m s woman who has
reached or passed the menopause.

Are the seriousness of the prolapse, the permanent protrumon of
the uterns completely outsde, and the co-existence of a rectocele
even a large one, contra mdicationy? Not at all for with total
procidentia which gome surgeons find an indication for hysterectomy
(often, m our opmion msufficient), we have obtaned good and
permanent results.

On the other hand, how are the cases to be recogmsed in which
the operation of Delanglade—Groves—Chaput will be satisfactory !
Stretch the levatores by drawmg behind with a retractor on the
perineam, and ash the patient to contract his abdominal muscles.
If the index finger introduced into the vagma only catch a narrow
muscular band scarcely distingmshable from the 1schio-pubic ramus,
if between one band and another the finger note a large space 1t1s

* Archires mensuelles dolstétnque ¢ éeolopre, décembre 1912.—Dull a
mémotres de la Soctltd de chirurgre 1912, p 1316 —8r Congrés Frangais de Chirurgie

1013 p 341
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useleas to count upon anterior suture of the levatores, the higatures
will not hold or catch anything

Is youthful age a contra mndication ? Not i1f the serousness
of the prolapse make pregnancy impos:ible or dangerous imn any
way and with any operation. It 18 a question of the case and of
good sense In these cases, be the patient far from or near the
menopause, It 18 easy during the operation, when the uterus has
been tilted mn front, and the uterme cornua are reached, to place
one or two permanent ligatures at the onigm of the tubes

The co-existence of non inflammatory lemons of the adnexa,
such as slightly large, solid, or cystic tumours of vanable sze, ought
not to forbid the operation we will desaribe, by means of de Ott’s
electrio speculom (or even without 1t) the exact appearance and
connections of theae tumours can be verified, and they can be caught
by the pentoneal opeming already made for tiltmg the wterus in
front 'We have had the opportumty of carrying out the following
procedure (see Fig 182)

Preparatory Precautions —The cervix uter 18 often hypertrophied,
gapmg, infected, and ulcerated. The ulcerations may spread and
exwst with ulcerations of the vagmal walls

The ulcerations ought to be rendered aseptic. In order to make
the neighbourmg twsues supple we have found continuous
applications for some days of steriised vaselme compresses of
velue

The hypertrophied cervix should be previously amputated or
altered by cautemsation Sometimes the uterne cavity must be
curetted. These precautions ehould preferably be taken mn advance
the discharges which flow from the uterus or from the ineised cervix
can eagily mfect the lines of suture especiallv those required for the
eventual restoration of the posterior pennmum.

In every case if amputation of the cervix and anterior tilting
of the uterus be performed at the same time 1t 18 Wiser to put off
the operation of posterior colpopermeorrhaphy until a later date, or
abstan, whilst carrymng 1t out, from any colpectomy which
wonld leave a line of suture on the posteror wall of the
vagna

It 13 obviously better to be freed at once of an amputation of the
cervix, which can be performed under local anesthesia, and then at
& second stage to re-form both the anteror and the postenor
Pennmum
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Techmque—ANZsTHESIA —We remain faithful to spinal ansms
thesin, with 0-04 gr stovame, preceded three hours hefore by a
subcutaneous mn)jection of caffeine *  If the analgema be of insufficrent
duration (the operation sometimes lasts more than three-quarters of
an hour 1n complicated cases), the return of senability hardly ever
ocours, except during the reconstitution of the postertor permsmum,
and 1t 15 then sufficient to give a httle ether or ethyl chlonde

Positron —Gynmeological or lithotomy, with the permnmum well
exposed by markedly flexing the thighs on the pelvis, with the body
shghtly dependent

Stages of the Operatron —Refer to the Figs 176 to 186, the notes
of which replace & text which would only be a repetition

Formation of the Postertor Perinaum —In cases of severe prolapse,
with a posterior colpocele 1t 18 often necessary to perform a colpec-
tomy, which may be extensive, with the formation of the posterior
penneal spur

In some cases, again, the stage of anteror re formation hes to
overlap 1n some degree that of posterior colpoperineorthaphy  Here,
for instance, 18 what we were obliged to do 1n one of our cases before
retracting the cervix, we passed on to the second part of the operation,
posterior colpopermeorrhaphy with a very large colpectomy, and
then extensve apposition of the levatores with chromic catgut
strengthened by silver wire which mcluded all the tiasues between the
vagma and the rectum  Before twisting the wire, half the length of
the mcimons of the antenor colpectomy was sutured, and the whole
of those of the postertor colpectomy, m this way, accordingly, re-
forming the vagina and retracting the cervix uteri. The anterior
tilting was then obtamed by suturing the round ligements to the
levator and closing the vaginal wound = The posteror silver wire was
then tied (Obs. VII No 2643)

Although 1solation and apposition of the levatores and then
closure of the slan (taking care to elongate the perinseum between
the fourchette and the anus) give satisfaction m the anatomical
neatness of the operation for reconstituting the posterior permmum,
we think the wound 1s firmer by regularlv including 1n the through
and through sutures (silver wire or slkworm gut) all the lovels of the
perinreum  takang care to ligature half the thickness of the posterior
vaginal wall 1n order to avoid any dead space

Dressing —Fix 1n o sound, insert gaurze mto the vagina and
apply a dressing to the vulva

* Dull. et Mém de la Socrété de chirurpe 1922 p 810 and Presse Méduale
13 scpt. 1022
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Yagin

Fo 178
Kormal arrangement of the pelvic organs in the centre of the Interrapted diaphragm farmed
l‘;ythelerd.urumL 'giuppallmdhmrﬁmhdnmin ths direction
the fibres is indicated forceps turn back the anterior band in order to show it better

Becten=Rectum UtérusmUtoras Vessie=Bladder Pxbis=Publs Recrexr d¢
Tanse=Levator anl. Tapin=Vagine.

VI 13
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Releveurs
e {anus

Uretre
Rectum

Czl de sae

Yesste e Dowuglan

Col wterin

Fra. 174 —Coxriere Gexrrar Protarse,

The mam of ths bladder and of the uterus has evwaped snd falben between the anterior
fibres of the thinned and separated Jevator

Releveurs deawis w Levatores ani Pubrew Pubre Ordtrem Urethra DectwmwHeelom
o pouch Vasriew Bisdder

re
aldeane de DewglaswDouglas 0 Col wtdrinmCorvix wterl,
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Col wtirinmCervix uted, Feane=Bladder  Pubur=Pubis Reevenr yauchemLaft lovator
Rderrar droit=Rizht lovator
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Fra. lﬂ—TnnanoerumormemuOm
mmhmmdtbmtmhwmﬂmtdwmm
of curved aalasocs, which kevp aloss to the side of the uterus. A second pair of
does the sams to the external surface.

Relevexr dalanms=Lovator snl.
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Reloveur

F10 178.~TaEimuzxr or Protirss or TaE GEIrriL Oraixs.
ntedke-rﬂyp-e-tvothmdnhmghthemwmﬂbm It s wiso to mark out
each thread by forceps, and not to mbstake later on the chief ones, and to catch them
lutbat.fotmm-ple,tbochldtntﬂmlmahmth olnt of the f Throw
the farceps back on to the pulrs or book it by its Lill to the towel sfficlently far awny

venlence. ik spaces somothnes

The

;‘h::)l ﬂl\;ia:o incon Wo use silkworm ﬁ ('tl'ivlamu proes w0
a little, but necd causo no anxkety Separa of evator passage
the threads are all the mare easy the quicker oo proceeds befors blceding can canse

any inconventence. )
Rdervur delannsmLavator ant.
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Fro 170 —TresTNENT OF PRorarse or TeE GESITaLl Oraaxs,

toalations having been perf d on the left afds, and the two inclsions
lolfuwingnlhnpn-mglﬂghﬁybehlndthemthnﬁmehluﬁndio
ot on the anterior vaginal wull the band which will be disected behind the
the bladder being carefully savoided. 1t i pot wise to perform at once & large
v bt at the mme time sffcient tissoo shonld be preserved to cover the
uterns (seo Fig. 186)  In thous dra: colpectomy bemy accompluhed, the Iateral
diseected In order to make essier {n dus courre separation of the bladder and
uterns, and to leave on the wdes sufficirnt room for the tilted atero.
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200

W

'

S
!

Veame

Crlde yas

perttoneal

vediteo ubersr

S Depret

sac It 1 bere

Fro, 180 —TreATuENT OF PROLAFS® Of TN GEXTTAL ORoaxs,
Plni:ﬁtmndthnbhddnhtmhmdtboutm(tho;lr’dﬁmrhkhhmuydlﬂ

} Its forwdus is maised 8o a3 to reach the peritoneal

out, seized, and reedy to be opened with scissors.

Feasie= Bladdor Cul-desac pin

tontalsincs-wtirinmPetitonral culdesac betwren the bladder

and the uterms
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J\
A

X

naiiry

)

Fia. 181 —Trearxerr or ProLarsE or TEE GEXrrar Oxcaxs.
The been scimory, the o
peritoneal eul-de-sao having opened by nhoul:fi:m

s enlarged by with
oat.

drawing an open pair of forceps.  The apper lip

nioxéal visco-atin =Feritancal cul-do-sac between the bladder
lgmem: Col wtdrnmCervix uteri,

and

a

Fasrr¢mBladger
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Relsverr
delarnus

Cavite

Tumerer Y
\addominale

face anter”
e {wleruss

Arritoine
T Dupror

Fro 182 —Tarirurst or Provarse or mir Or=trat Osmaxe

Exploration of the uterns and the adnexa-  Generally two fingers Introduced [nto the
perit )] are suff Tn some cases it is advantageous to make the
exploration clearer by introdoeing de Ott s electrio retractor {In this case, to 10t the
l:;:-)nmm:beAependmtpmmmmdgmmmthapemw«mmmm

Rdeveurdelaxwsmleratoranl.  Tumexrw=Tomour Carité aldominale= Abdomal cavity
Foce axtirre. de Puférus= Anterior snrface of the oterus Col wtérim=Cervix uteri.
Pérgo memTeritontum
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Y,
3
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0

g
,.
A
Q

\—— LAV A

{r1gament
rond

even although traction be
mbyummmmmdmmmmmwmm
of i by bt with Feores flat forceps.  Direotly the fundus is canght, the
carvix ia to be pmhed Into the bottom of the vagins.

Ligament rond = Round ligument. Utérns=Uteras



204 PRACTICAL SURGERY ILLUSTRATED

faes posterteura
de’ {uterus

Fro 184 —TREATMENT OF PEOLAXS® Or THE Grrrin Oraaws.

The uterus has been tlted farwards. Ths upper lip of the peritoneam iy sutored to the
postedior surface of the uterus.  The abdominal cavity {s thus closed.
N.B.—Any existing lesions of the adoaxs should be treated befors the suture ja applied,
such as o{.zﬂuoﬂr] sccoachement externally return of the

er closure of the be not at the

stump, Ligature, eto. peritonenm, {f the patient
pienopanse, each tube should be strangled near fts origin by a non-abearbable ligature,

Face postérienrs delutérva=Tosterior surface of the uterus
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mw- Face janterioure
de lutorus

Ligament rond

Relevewr de g

-S Duprat

Fia 185—Txxmumest or Protarse or Ter Grxrmus Omosays

Catehing kold of each of the ligatures mserted into the levatores and marked ont In the
Wiy we have stated, the internal opes are paseed methodically under the corre-
round Ligaments, so that the one nearest to the symphyns pubis is farthest

froe the atedne corm.

Feccanttricurs de b utérns = Anterior surtace of the uterms  Ligament mﬂ-Wt
Balerer do | gnmsmLovator ani.  Cal-dewao périonéal eéarco-utirin= calde-
%0 betwren the bladder and the uterus
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8 Dupret -
Fio. 188 —Trmaruext or ProLirse or Tar Grxran Opaiws,
The Ligatures being knotted, the round lignments are therefore fixed to the levatores, and the
of the uterus ascends tly The suture whilst increasing at this moment

the extent of the colpectomy » be applied s0 a8 to Leep only what is necomary
to cover the uterus and to make an exect apposithon.



XIv
CANCER OF THE CERVIX UTERI

Extensive Vaginal Hysterectomy (Schauta’s Method)

EVvERY case of cancer of the cervix uter, operable owimng to the
slight; extent of the lesions* and to the general state of the patent
should be removed as widely and as early as possible

If the woman be thin or moderately fat, and not too old,
Werthein’s operation (abdominel hysterectomy) should be per
formed m the way described by J L Faure m Volume IT

If the patient be etout, old weak or otherwise diseased, if for
some reason or other abdominal hysterectomy, end especially the
injurious effect of the dependent position on the heart, be feared
a vaginal hysterectomy should be undertahen, as this can be per-
formed m the honizontal position, and 15 always & mild operation

‘When the vagina 15 large 1t need not be made larger by dusssction.
If, as there usually 15, there be not sufficient space Cunéo s permeal
hysterectomy should be performed, as desenbed mn Volume V, or
else Schauta’s method, which the reader will understand by the
annexed figures, especially if he run over the chapter n Volume V
on perineal hysterectomy and also the chapter n Volume I deahing
with the treatment of vesico-vaginal fistule

In every weak patient the mdications which we have advanced
on perineal hysterectomy apply equally to SBchauta s operation of
vagmal hysterectomy but with the difference that it 13 possible to
perform the latter with a narrower vagine The space which 1t
@ives 18, however, more extenmve than that obtained by the perineal
openmg  On the other hand the latter heals more easily and more
quickly Each of these methoeds, then has its indicetions

We proceed as follows

PrEPARATION (88 for Permeal Hysterectomy) —The cervix should
be disnfected by curetting by cauterisation, or by radiam

M'E‘-“i'l'ﬂli‘-‘."IA—S;nnal or Trans Sacral
Tromique—(g) Separation of the Vulva and of the Vaging —It
2hould bo made on the might or on the left mde, preferably to the
* Bes drawinga, Vol IL “ Treatment of Cancer of the Cervix Uten.”
207
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night of the operator outside the muddle ne The vagma, the
vulva, the skin of the 1schio rectal fossa, should be attacked and
the levator am cut The dssection should go more or less deeply,
according to the space the operator requires, otherwize both aides will
have to be ncised, and this 18 nearly always unnecessary ~ We have
never had to do 1t

The vagma should be meised at 1ts lower half, the vulvar
orifice should be cut close to the fourchette

(b) Ciroular snosion of the vagina sbout the middle, but this
depends on the infiltration of the vagina The incision should be
made about 8 cenfimetres below the part mfiltrated with the growth,
8o that the vagma 18 divided 1n healthy tissue

(¢) Separation of the Vagina —The vagina 18 dissected from the
rectum and from the bladder, up to the 1sthmus of the uterus

(d) Closure of the Vagina —A compress sosked m ether or m
10dine should be introduced 1n the vagnal fornix, which should be
sutured below the compress

() Lagature of the utersne artery, which should be well 1solated

(f) Openang of the pervtoneal culs-de sao, anterior and posterior

(9) Dimson of the Broad Ligaments —They should be divided
beyond the adnexa, but if there be any difficulty 1n meking a pedicle
to the latter, the hgaments should be divided between the uterus and
the adnexa

(h) The adneza bang firmly caught by forceps, should be tightly
ligatured with strong slowly absorbable catgut, or by mik.

(%) Closure of the Perstoneum —This should be mncomplete, at the
night and left extremities of each side of the transverse suture, the
stumps of the broad ligaments should emerge

(4) The stumps of the broad lhigaments should be tred together, g0

sthat they raise the perrtoneal suture which occupies the bottom of
the vagina

(1) Closure of the floor of the vaging (transverse opening) by some
nterrupted stitches

()) Suture of the vertical wall of the vagina, of the levator am,

of the fatty tissue, and of the skin
Collargol ontment 15 per cent should be used as a dressing
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xy yor Caworr or taE Crevix Uremr
and muoons inclsdon. Tt the valva at the right of the fourchetta,
the lower half of the and outs the parallel to the median line to s spot often
than the anus. of the eutanecus inoislon should be to

Ligae €' inclaion=Line of kncislon
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Relevewr
o (anud

Fio 188.—Exrexava Vaiorrar, Hystmezcroxy rom Cixere or mm Oxxvix Urmar
Inciston of the vulvs and of the vagina, The levatar anl will be divided.

Reevewr dalenns=Lavator anl
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Fio. 101 —Exrmoxsrer Viorvat Hystaxecrouy rox Caxces or TRE
Cxxvrx Urzan
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-5 Dupret

Fro 183—Exrexsve Viomar HYsreercrowy rom CANCER OF THE
Crzvix Urrmr.

Ligature of the utanne artery The ureter ks isolated and palled aside.
UrtiremUreter  Ralief de Putirag=Outlin of the uteras A ridre stérizemUterine artery
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\ - Cul-de sac) ANA

ve3tco
wuier:

Fia 19L—FExrevarce Viorsan Hysrereoroxy ror Cixces oF mum
Crzvix Urenn

Opening of the antermor and posterior ¢culs-ds-sac. The uterus falls down.
Cul-detas véncoutérin=Cal-desao between the bladder and the uterm Cul-dessc piritonial

dmufnn-?crﬁmedculd.—uchﬁmtbebhddﬁmdth:ntem Utérus=Uteros
VagismVagine,  Cul-desac de Dovglas=Docglas pouch,
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/?, ligne de

N / ;ucc:on de
M ce5ae

Division of the broad Hgament 1t shounld
they are dificult to form fmto & a3 was the case m the patient who served
as & model for thin operation, inchion ahould be mads between the uterus
and the ednexs. Aote the réle of the stromg duodenal forceps,
never gdip,

Ligne ds aaction du ligameni large punche=Line of divislon of the left brosd ligumeat

Utirus=Uterus.
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Aeritorne
suture | R

Pedroule
annewtel

~5 Dupgret

Fro 198.—Emaxgrn Vicrrr Hrsrxrrorony ror (uweme or TR
Cxavix U

TERL
Thoe two stumps of the broad ligument should be knotted together outslde
L the pectionsal suture.

Parof copinalewVaginal wall, Péritoine suturd = Pedtonsum sutared. Pldiculs enneria =
Pedicls of tho adnexa.
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Releveur

de lanus

Fra. 199 —Kxrevaves Viaoar HYSTERrcroxy roR CANCERE OF THE

Paroi voginale=Vaginal wall.  Bedowsar deTenss=Levator ol
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Fio 200 —Extexsiva Vaiorurl HrmrxexcroNy ror CARCER OF THA
Crrvx Uremt.

Sature of the mueous membrane and of the skin of the vulva and of the perfnaam.












