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PREFACE

THE FIFTH EDITION.

It is now more than six years since this book was last
published, and I think the time has come for a new edition.
Press of daily work having prevented me from undertaking
this, I have handed over the matter to my son, Mr. Herbert
William Allingham, being thoroughly convineed he is espe-
cially well fitted for the task.

He has not only assisted me in my practice for more
than seven years, but has over and again performed all the
operations pertaining to rectal surgery.

My son has written several entirely new chapters ;
amongst them may be mentioned those on ¢ Incontinence
of Feaces,” ‘Excision of the Rectum, and ‘Inguinal and
Lumbar Colotomy.” He has also re-arranged the book and
added considerably to every part of it.

I wish it to be clearly understood that the essentially
praetical character of the book has in no way been departed
from, anatomical and pathological questions only being
considered when important in diagnosis or treatment. In
order to facilitate the comprehension of the various opera-
tions, my son has made numerous fresh diagrams, which I
believe will add greatly to the value of the work as an
endeavour to teach.

WILLIAM ALLINGHAM.

25 Grosvesor BTreET, GrosveNon Squane, W.
July, 1888,
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DISEASES OF THE RECTUM..

CHAPTER 1.

INTRODUCTORY.

Recran DIsEAsES are among the most common that affeet
civilised humanity. They are of rare occurrence in bar-
barous countries. From information obtained when travel-
ling in South Africa, I have reason to believe that the
natives of that part of the world very seldom suffer from
these affections, but some of my medical friends practising
in India, and also in China, have informed me that the
natives of those countries are not exempt, and that severe
cases of various kinds of rectal disease are not uncommon.
The native doctors treat bleeding piles by thrusting a red-hot
skewer into the centre of each tumour. It is curious that
a somewhat similar plan has been advocated by a London.
gurgeon. Improper food and alcohol, sedentary indoor
oceupations, and defects in clothing, have much influence in
the causation of these maladies, which, though not actually
dangerous to life, certainly give rise to a vast amount of
suffering, by which I mean not only pain, but also the dis-
tress arising from inability to work for daily bread. Both
laborious and sedenfary occupations are often rendered
almost unendurable.

It is true that the majority of these affections are very
amenable to proper treatment ; the amount of benefit that
can be conferred by a well-skilled surgeon is really remark-
able, but there is the opposite proposition to be considered.
When diseages of the rectum are neglected, or when the
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2 DISEASES OF THE RECTUM CH. I.

surgeon preseribes confection of senna and gall-ointment in
every case, cures do not frequently result.

An accurate diagnosis in rectal diseases is all-important,
and to preseribe for patients suffering from these maladies,
without examining them both ocularly and digitally, is not
only false delicacy, but radically wrong, and likely to bring
the treatment of these diseases into contempt.

It still constantly oceurs to me to see patients who have
been for a long time under treatment by qualified practi-
tioners, and for whom medicine and ointment have been
plentifully preseribed, yet no digital examination has been
made ; perhaps only a look has been vouchsafed, and the
disease diagnosed and treated as piles, whereas fistula, or
ulceration, or even malignant disease has been present.

Some forms of rectal disease are much more common
than others, notably fistula and piles. The popular mind
seems, indeed, to recognise the existence of only these two
diseases of the rectum, for all affections of this part are
generally classed by the public under one or other of these
heads. The following is a table showing the relative pro-
portions found in 4,000 cases taken from my own practice
at St. Mark’s Hospital.

Analysis of 4,000 consecutive cases observed by Mr. Allingham,
in the out-patients’ department of St. Mark's Hospilal.

Fistula . : : . 1208
Abscess, 196 (of thﬂsa 1.11 hemma ﬁﬂt-’l.ﬂi& the rest
probably werecured) . . . . . 45
Heemorrhoids, internal . : . : A il
o external . A : - ; . 102
Fissure or painful uleer - R . 446
Syphilitic diseases of the anus nnd rectum . . 848
Uleeration (neither malignant nor syphilitic) < 190
Uuuatlpatmn : . = - . - : . 185
Pruritus ani . - 180
Stricture of the 1+ac:tum {w1t]1 or w1thnut uInarﬂ.
tion) - - : - 3 . ; lTEii
Cancer of the 1ac:tmn - - : : . .. 105
Procidentia . - . s - . - 53
Polypus without ﬁssum . S e : 16
Hemorrhage (cause not nscart.a.meﬂ} : 4 : 15

Impaction of fieces ’ - . . . : 14
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Neunralgia . R : : : g : 12
Dysentery . 12
Spasmodic r:nntractmn l}f the Ephlnﬂtar {rm ﬂssum} 8
Proetitis 7
Foreign bodies in t.ht:s ractum 5

Necrosis of bone (sacrum, and tuheromt:,r uf t.he

ischinm) . 4
Bodent uleer . 2
Viearious menstruation Emm the ractum 2

4000

Of these cases of fistula there were 172 that presented more or less
marked symptoms of affection of the lungs—viz. hmmoptysis, frequent
cough, or want of resonance in some part of the chest.

Some of my critics have thought the above table mis-
leading, and that hsmorrhoids are more common than
fistule. I do not say that this may not be the case if we
take into consideration the middle and upper classes as
well as the labouring population, whose cases alone are in-
cluded in my table. Slicht cases of piles do not offen
present themselves at the hospital, for the labouring man or
woman struggles on under an attack which would certainly
bring the well-to-do to the surgeon. In my private prac-
tice I find I have treated a few more cases of hemorrhoids
than of fistula, but it must be observed that a large number
of the former were of a very slight nature, or suffering only
from external piles, and not requiring any, or more than
trivial, operative interference for their cure.

n 2
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CHAPTER II.

EXAMINATION OF PATIENTS.

THERE are certain questions which it is desirable to ask the
patient when investigating a case of rectal disease, in order
that nothing may be forgotten or overlooked.

It should be remembered that we have not done enough
when we have discovered that a patient has a certain
malady ; it is our duty then to find out if any other disease
coexists. Thus, I often see a correct diagnosis made, as
far as regards piles, but at the same time, a fissure, or
fistula, or uleceration, or even malignant disease of the
bowel has escaped observation.

A patient naturally wishes to tell the history of his case,
and this is good and reasonable provided that the sufferer
keeps strictly to the malady about which he 18 consulfing.
This may be soon found out, and if the relater be brief and
to the point, the history may be of great value in assisting
in the diagnosis, but should he wander from the subject
I think it better to proceed at once to the following ques-
tions, which I always ask :—Is there any pain? If so, of
what character ? Where is it ? at the verge of the anus,
or up the bowel? Let the patient deseribe it—leading
questions should be avoided. Does the pain exist always,
or is it intermittent or paroxysmal? Is the pain set up
or increased by defmcation ? Does it come on as the bowels
are acting, or does it follow immediately or some time after
the action? How long does the pain last? does it pass
away entirely, only to recur on again going to stool ? Does
anything protrude on the bowels acting, or on making
exertion ? If so, does it bleed? Is the blood mixed with
mucus ? Is it profuse or does it only streak the motion ?
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Is it eonstant or oceasional ? Does the protruding part go
back spontaneously, or has the patient to return it ?

Is there any discharge? if so, what 1s its nature ? 1s it
of offensive odour ? Is the patient constipated, or does he
suffer from diarrheea? If he is afflicted by diarrhcea how
frequently does he go to stool ? is the diarrhecea more fre-
quent in the morning when rising, or during the day ?
Is there a sense of relief when the contents of the bowels
are evacuated ? Is there much straining ? what are the
results of this? Has the patient incontinence of wind or
feces 2 What is the character of the fmeal evacuation, as
to size, form, &c.?

Having asked the local symptoms, a few questions
as to the general condition of the patient, or as to any
hereditary complaint, may be instructive. Is there any
hereditary tendency to rectal disease ? Does the patient
cough, or is there any proclivity to chest affections? Has
he had syphilis ? Ascertain the state of the liver; and
should an operation be in view never fail to examine the
urine ; any advanced disease of the kidneys will in all
probability render an operation inadmissible.

But it should be remembered that a little sugar or
albumen in the water should not negative an operation, for
these conditions may be set on foot by the rectal disease
the patient is suffering from. For example, should it be
piles that are frequently bleeding. This loss of blood may
give rise to changes in the kidneys, and these latter be
greatly benefited by prompt operative procedure. It not
uncommonly oceurs to me to see patients who have been
warned by medical practitioners on no account to have
these bleeding piles removed, because they are in such a
bad eondition of health ; but have been advised to wait until
their strength improved. Such advice, I need hardly say,
is unwarrantable, for the only treatment that can do good
is to stop the hemorrhage by removing the piles ; to wait,
simply makes the operation more dangerous when the
sufferer at last submits, or tends to assist him on his down-
ward course—perhaps even to the grave. This is a most
important point, and although I wish to warn my readers
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against operating upon patients with grave funetional
disease, yet I would also impress upon them the necessity of
prompt treatment in suitable cases. No one would hesitate
for one moment to amputate a limb in which the joint was
destroyed by suppuration—lardaceous kidneys a probable
result—and the patient fast sinking. We know that after
such a source of irritation and drain has been removed,
the sufferer usually at once begins to recover. The same
rules as in general surgery should be applied to rectal
cases, the fons et origo mali dried up, and the patient saved.

At the present day much is aseribed to gout, and it is
well to bear in mind that a gouty person suddenly confined
to bed is liable to get an attack which may, at all events
unpleasantly, ecomplicate the cage. Lastly, inquire into
habits, especially with reference to the econsumption of
alcoholie drinks. Tam by no means one of those who think
a moderate indulgence in beer or light wine damaging to
the hard-worked man, but a patient saturated with aleohol
i8 the worst subject a surgeon can have to deal with. In
such a case I always insist on four weeks’ total abstinence,
and at the same time the patient should be subjected
to preparatory treatment before anything in the way of
operation is attempted.

In women, inquire into the condition of the uterus, and
if any suspicion is aroused make such investigation as will
satisfy yourself.

Always inquire into the state of the bladder, for it is
not uncommon for stone, cystitis, prostatitis, or urethral
stricture to give rise to rectal symptoms, which may be the
most prominent, leaving the patient to imagine that his
troubles are in the rectum, while all the time it is his
urinary apparatus that is at fault.

When your verbal interrogations are concluded, malke
your examination. There are various postures and
methods in which this examination can be conducted.
Some surgeons prefer the patient to kneel on a chair and
lean over the back, others to kneel on a sofa, the head
being lower than the buttocks, others the lithotomy posi-
tion, but on the whole, I think, the most comfortable and
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delicate position for the patient, and that most generally
convenient for the surgeon, is to lie on the right side, the
face and chest turned downwards towards the couch, the
right arm behind the back, and the knees drawn up to
the abdomen. This places the buttocks in an oblique
position, and enables the surgeon to obtain a good view of
the anus.

In special examinations to discover growths or strictures,
I often direct the patient to stand up and bear down; in
this manner the diseased parts will be brought nearer to
the anus, and so enable you to reach nearly a couple of
inches higher than you can when the patient is lying in the
usual position, even if he strain down.

Great gentleness is highly desirable when examining a
patient. He will, then, be less nervous; the anus will not
be foreibly contracted, and will allow of a more thorough
inspection than would be the case if he were handled
roughly.

To commence. HExternally, what is to be seen ? Note
any discoloration, the condition of the anus, patulous, con-
tracted, or nipple-shaped. Look for tumours, uleeration, or
fistulous orifices; feel around outside the anus with the fore-
finger for induration. If there be any, where is it situated ?
Is it tender, hot, or fluctuating? If there are any opening
or openings, does matter exude on gentle pressure ? Can a
probe be passed into them ; if so, in what direction ? Next
press on the very verge of the anus, for a painful spot may be
found, perhaps indicating the position of a fissure ; now, with
the hands placed upon the buttocks and the fingers quite close
to the anus, firmly separate the former, at the same time
telling the patient to bear down; such a procedure everts
the anus, and so exposes to view the orifice and the mucous
membrane for half an inch up the bowel. By this means one
may discover a fissure, piles, or polypoid growths. Finally
examine the interior of the bowel with the finger, which
should be well anointed, and the patient told to bear down
while it is being inserted. B y bearing down, the sphincters
are relaxed and the entrance of the finger effected with-
out pain. Never neglect this. Much information—to the
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initiated generally all that is needed—is to be obtained by
passing the instructed and practised finger into the rectum;
internal fistulous orifices, polypi, minute ulcerations,
fissures, &e., can all be easily detected.

At first the finger should be passed just into the
entrance of the anus, the tightness and breadth of the
sphincters observed, and a careful examination made in
the space between the internal and external sphincter, as
this is the most common position for openings of fistule,
ulcers, &e. These, however, may be passed by if the finger
is at once inserted high up the bowel, as is so frequently
done by the unskilled in these matters. The finger should
now be passed higher, the prostate examined, and the upper
parts of the rectum thoroughly explored. If a tumour can
be felt, try if it can be indented by the finger; scratch
slightly with the nail, to detect what matter comes away in
it, for impacted feeces may give rise to symptoms of cancer,
and the fact of being able to indent the mass or remove a
small portion of it with the finger, may settle the diagnosis
and frequently prevent the surgeon from arriving at an
erroneous conclusion; also observe whether the discharge
upon the finger be blood, pus, or mucus.

In examining a patient I generally use the right forefinger
for the front wall of the rectum, but prefer the forefinger
of the left hand for the posterior aspect of the gut. By so
doing the pulp of the finger ecan with ease be swept over all
the mucous surface.

All this may be done without previously giving the
patient an enema, but should, upon insertion of the finger,
the rectum be found filled with feces and the diagnosis
obscured, an enema is imperative. By its use growths
may be made to protrude and the upper part of the bowel
investigated.

With Although personally I very seldom use a speculum in
#pecslan) diagnosis, in some cases it is a valuable aid. I have
had many varieties of that instrument constructed, to
be used with or without artificial light; but for ordinary
use the plated metal speculum employed at St. Mark’s
Hospital is, in my opinion, the best. It 1s open up one
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side and at both ends, and has a well-fitting wooden
plug; the whole is so shaped as to resemble, as much as
possible, a forefinger. It is made by most instrument-
makers—Ferguson, Weiss, Krohne, and Dtha_ra. ‘ Some
surgeons prefer the bi-valve gpeculum, m?d I hka'ﬂ; also ;
its only drawbacks are some difficulty of ln’smduﬂ_tmn, ?.nd
the risk of injuring the mucous membrane during with-
drawal. '

When you desire to explore the rer:turq high up you
may, with advantage, use a long metal tube with the interior
<nickelled,” one end being trumpet-shaped and large. The

FiG, 1.—MnA, ALLINGHAM'S FOUR-BLADED SFECULUM, FiG, 2.—SPECULUM ANL

smaller end may be about three-quarters of an inch in dia-
meter, and it is very easily introduced into the bowel by
using as the plug a small india-rubber bag, which you can
inflate with air by means of a syringe. Useful as the above
is, to make a thorough examination of the rectum for the
purpose of diagnosing the existence of uleerations, malig-
nant or other growths, too high up the bowel to reach with
the finger, it is best to place the patient under the influence
of an anmsthetic, and in the prone position, with the hips
well elevated upon hard pillows, so that the intestines will
gravitate towards the diaphragm, and then gradually and
gently by palpation to dilate the sphincters, taking four
or five minutes in accomplishing this operation. When
thoroughly done the rectum is opened to view, and, if one or
two retractors are also used, nothing in the rectum can eseape
_ careful obgervation. Ineed scarcely say, before any thorough

L]

Use of re-
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examination is made, the bowel must be well cleared out by
aperients and injections, and you must be provided with
sponges mounted on holders to wipe away all discharge that
would impede your view.

Should nothing be found in the lower bowel to account
for the symptoms detailed by the patient, an examination

of the highest part of the rectum and lower part of the

sigmoid flexure may be effected by one of the following
bougies (see fig. 8), with or without the employment of
an angsthetic.

I always first try the gum or the india-rubber bougie
(figs. o and B); these failing to pass, the pewter one (o)
should be used. It must be bent
into the shape of a long S slightly
cork-serewed. On account of its
firmness it can with greater ease be
manipulated beyond the promontory
of the sacrum and enter the sigmoid
flexure. By a practised hand, with
the use of one of these bougies, a
stricture ecan be discovered with the
same facility as one can be detected
in the urethra.

If a growth or ulcer be felt so
high up in the bowel as to prevent
a satisfactory ocular examination, put
the patient under ether and use a
vulsellum. I have thus been able
to draw the upper part of the rectum
right outside the anus, in fact have
intussuscepted the wupper into the
lower part of the bowel, and have so
obtained a good view of the diseased [ 1
portion. Even when this has been R
done, something more may be desir-
able, and that is the introduction of the hand and arm
into the intestine. In the year 1867, I first introduced my
hand and arm into the bowel of a woman at St. Mark’s
Hospital, and found a malignant stricture in the sigmoid
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flexure. From that time I have on many occasions re-
peated this mancuvre and have by this saved several lives.
In one case, which I saw with the late Dr. Wilson Fox
and Mr. Towne of Kingsland, I found and completely
stretched a band of false membrane or peritoneum which
was holding down the bowel as it crossed the brim of
the pelvis; the obstruction was relieved and the patient
recovered.

Up to the year 1878 I had never introduced the hand
into the male rectum, believing that it was impossible that
a man’s hand could be passed through the comparatively
unyielding narrow inlet to the male pelvis; but learning
that the late Professor Simon of Heidelberg had accom-
plished this, I have frequently (my hand being small) fol-
lowed his example without inflicting any injury. It 18 only
the rectum that can be thus explored, for to attempt to
pass the hand into the sigmoid flexure is practically an
anatomical impossibility. At the juncture of the rectum
and the sigmoid flexure there is a considerable contraction,
and the passage of the hand beyond this results, as I have
frequently observed in the dead body, in a rupture of the
gut. When, however, the rectum is very eapacious the hand
may be introduced elenched, but with the first finger ex-
tended. In this way the finger may be pushed beyond the
natural contraction, and so the lower part of the sigmoid
flexure be reached.

I need scarcely say in this proceeding the utmost gen-
tleness should be used, and that a small hand is absolutely
necessary. Dr. Heslop, of Birmingham, relates in the
“ Lancet,” May 11, 1872, two cases of death in women after
passing the hand into the rectum, and, I think, justly infers
that the operation was the cause of rupture of the bowel
close to or above the stricture. I have myself seen death
result from this procedure in a case where I believe no
undue violence was employed. My opinion is that in this
operation where a stricture exists it should not be foreibly
or widely dilated, and that the dilatation should not be fol-
lowed by copious enemata, which will unduly distend the
weak part of the intestine and cause much straining; it is
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.CHJ’;PTER II1.

ABSCESS AND FISTULA IN ANO.

Fistura is, at all events in hospital practice, the most
common rectal disease affecting the adult. Out of 4,000
cases, taken consecutively and without selection at St.
Mark’s Hospital from the out-patient department, there
were 1,057 persons suffering from fistula, and 196 from
abscess, of which 151 subsequently became fistule, so that
more than one-fourth of the whole cases treated were
fistula. I have recently examined the records of the in-
patients at St. Mark’s Hospital during several years, and
these show that two-thirds of those operated upon were
cases of fistula. There is one source of obsecurity in
making deduections from statistics which deserves mention ;
it is due to the fact that many patients suffer from more than
one malady. It constantly happens that a fistula is found
in connection with hemorrhoids either as the substantive
disease or as a complication. Again, a fissure or circular
ulcer often has a sinus running from it, so that it may
fairly be considered as the opening of an internal fistula,
and the case called a fistula, or the sinus is not detected
and the case is called ulcer or fissure, and so error creeps in.

Men are more subject to fistula than women.

This disease is most frequently met with during middle
age, but it is by no means restricted to that period of life.
I have operated upon an infant in arms and upon a man
over eighty years of age.

The causes of fistula, or abscess ending in fistula, are
many and various, and several causes may combine to pro-
duce the result.

These may be generally specified :—Injury to the anus,
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exposure to wet or cold, and particularly sitting upon damp
seats after exercise when the parts are hot and perspiring.
I have traced many cases of rectal abscess to sitting on the
outside of an omnibus after active exertion. Here I would
observe that sudden and deep-seated suppuration is often
found to occur after severe itching in the part, with only
erythematous redness on the surface. It may result
from the viclent irritation caused by any of the forms of
parasites which frequent the anus and its immediate neigh-
bourhood. Abscess or fistula may also be caused by the
laceration of the mueous membrane resulting from cos-
tive motions and straining at stool. Foreign bodies, such
as fish or rabbit-bones, which have been swallowed and
have reached the anus in an undigested state, are not an
uncommon cause of fistula ; not only from the irritation and
injury to the mucous membrane, but also from the septic
influences which they exert. As a parallel may be instanced
whitlow, which often follows from a scratch inflicted by
the bones.

Other predisposing causes are thrombosed veins and sup-
purating piles. Abscesses and fistulee may likewise super-
vene on fevers and certain depraved conditions of the blood
such as frequently give rise to boils or carbuncles.

Lastly—a matter which should always be prominent in
our minds—abscesses or fistule may proceed from a tuber-
cular or strumous tendency, inherited or acquired.

Fistula in children generally results from injury to the
anal region or from worms, which should always be asked
about and carefully sought for. In the case of worms medi-
cation which will remove them is likely to bring about a cure.

Fistula, in the majority of cases, commences by the
formation of an abscess immediately beneath the skin just
outside the anus, starting primarily in the cellular tissue,
or in the hair or sebaceous follicles. It is generally said to
begin in the isehio-rectal fossw, but I am certain t‘his isa
rare, though occasional, situation. It may also begin as an
abscess in the submueous connective tissue of the rectum,
and then burst into the bowel. This is its ordinary termi-
nation, but it may insidiously undermine the rectum in
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anv direction, and I am convinced that the most serious
forms of fistula not uncommonly originate in this manner.
Abscess, and then fistula, may commence by ulceration of
the mucous membrane of the bowel, as seen in phthisical
patients ; when they arise in this way, fecal matter
accumulates in the parts around, and so a sinus is formed,
which opens eventually outside the anus. Lastly, abscesses
may originate in the superior pelvi-rectal spaces, and burst,
so forming sinuses extending in any direetion.

Rectal abscesses may be eclassed, according to their
frequency, as acute, chronic, or gangrenous. The acute
will be attended with the usual symptoms of an acute
abscess in any other part, only the constitutional
symptoms are generally more severe. When they com-
mence in the ischio-rectal or superior pelvi-rectal fosse,
the constitutional disturbances are very great, and pre-
dominate over the local ones, which, in the early stages,
are only indicated by tenderness and pain, followed later
on by redness of the skin and edema. It is in these latter
varieties that very prompt treatment is necessary to obviate
grave after-results. '

The chronic may be months in forming, and be per-
feetly painless, even on manipulation, the only evidence of
an abscess being a fluetuating swelling with thinning and
discoloration of the skin. Again, its presence may be
only shown by a flat, boggy, crepitating enlargement which
can be felt by the side of the anus. This form of abscess
is the most dangerous, as it is apt to be neglected ; it takes
some time to open spontaneously, and so burrows up by
the side of the rectum to some distance, as well as under
the skin towards the perineum or buttock, or both.

All acute and chronic abscesses, if left, eventually open
spontaneously, and the patient then fancies his trouble is
over. The cavity of these abscesses seldom entirely closes,
but sooner or later contracts, leaving a weeping sinus with
a pouting, papillary aperture, which may be situated near
to or far from the anus, and thus a fistula is formed.

Following fevers, or in patients greatly broken down
in health, a very serious condition may arise, viz. acute

Kinds of
rectal
abacess

Acute

Chronic

Gangre-
nous
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gangrenous cellulitis around the anus and reetum, which is
accompanied by low constitutional symptoms, and ends
in extensive death of the tissues in those parts. Fortu-
nately these cases are rare, but when seen they call for free
incisions to allow of the escape of the sloughing cellular
tissue and putrefying pus.

1‘;1&“3;“;1:3 It 1s not often that one sees a rectal abscess very early ;

active either the patient is not aware of the importance of attend-

treatment  ing to the early symptoms, or he temporises, using fomen-
tations or poultices; or even, when seen by a surgeon, the
proper treatment is not always promptly adopted. I have
seen large abscesses painted with iodine, under the idea of
obtaining absorption. It is well to remember that as soon
as pus is formed, there is only one method of treatment to
be for a moment entertained, and that is incision. It is
certainly less damaging to cut into an inflamed swelling
near the anus where no pus is, than to let a day pass
over after suppuration has commenced ; the longer the
abscess is left unopened the greater the danger of the
formation of lateral sinuses. Before any pus exists, rest,
warm fomentations and leeches may cut short the attack,
but such a result is very rare.

Method of When opening an acute abscess—which should be freely

reotal - done, if you find lateral sinuses—it is better to leave them

abscess  a1ome, and wait until the active attack has subsided, be-
fore attempting to lay them open. To operate upon them
at that time would be of little avail, as more burrowing
generally takes place. Very small abscesses can be well
and easily opened in the following way :—Place the patient
on the side on which the swelling exists ; pass the forefinger
of the left hand, well anointed, into the bowel; then place
the thumb of the same hand below the swelling on the skin.
Now make outward pressure with your finger in the bowel,
and you render the swelling quite tense and defined, it
being, in fact, taken between your finger and t-hL!.lILh. A
straicht bistoury is then to be gently pushed into the
abscess, being held perpendicular to it; then, with a sawing
motion, open the abscess freely. Such a method causes
very much less pain than when a knife is rapidly stabbed
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into the inflamed and tender swelling. The incision should
be made at right angles to the anus, beginning near the
anal orifice and cutting outwards. If the part be thoroughly
frozen by the ether-spray, this operation, otherwise painful,
may be rendered almost, if not quite, painless; but the
objection to the spray is the intense suffering the patient
experiences when the frozen parts are recovering, similar
to the pain felt after a frostbite.

The method of operating above deseribed is by no
means suitable to a severe or deep-seated abscess; I can,
however, safely say that if a patient suffering from this
latter form will allow me to act in my own way, I can
almost guarantee that no fistula shall result. The following
is the method to be adopted. The patient must take an
angsthetic, as the operation is very painful. I first lay the
abscess, oufside the anus, open from end to end, and from
behind forwards, i.e. in the direction from the coceyx to the
peringum. I then introduce my forefinger into the abscess
and break down any secondary eavities or loculi, carrying
my finger up the side of the rectum as far as the abscess
goes, probably under the sphincter museles, so that only
one large sac remains ; should there be burrowing outwards,
I make an ineision into the buttock deeply, at right angles
to the first. But I must here remark, that in very severe
abscesses or gangrene one should not cut away the sloughs,
but let them separate. Removing them may cause trouble-
some h@morrhage, as the larger vessels are kept open by
the indurated and inflamed tissues. Moreover, if on re-
moving sloughs the surrounding inflamed tissues be cut
into, the lymphaties, which are blocked at the sloughed
portions, may be opened. Absorption of the putrid matter
takes place, and pywmia may result. After the incisions I
syringe out the cavity and carefully fill it with wool soaked
in carbolised oil, one part in twenty ; this I leave in for a
day or two, then take it out and examine the cavity, and
dress again in the same manner, taking great carve that
during the healing process the eavity fills up from the
bottom. 1f there is any premature contraction of the ex-
ternal orifice, a drainage-tube may be used with advantage.

o
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In a remarkably short time the patient recovers; the
sphincters have not been divided, and he therefore escapes
the risk of incontinence of fwces or flatus, which sometimes
oceurs when both the sphineters are deeply incised. I
could cite numbers of cases of very unfavourable aspect,
and in old persons, that have done quite well, treated as I
have described.

To give your patient the best possible chanee of recovery,
you must keep him on the sofa, if not in bed. I always
think it advisable to clear out the bowels once, and then
confine them by an astringent dose of opium for three
days; you thus secure entire rest to the parts, and give
every opportunity for the cavity of the abscess to fill up.
After a time the carbolised oil should be discarded, and
lotions used containing nitrate of silver, copper, zine, or
friar's balsam, which last does great good. I find boracie
acid ointment, not strong, or a solution of thymol advan-
tageous ; you must be prepared to ring the changes between
these and many other applications. Always remember
never to stuff an abscess, but put in a little wool very
lightly, taking care to carry it to the bottom of the abscess-
cavity.

The questions naturally arise, Why do abscesses about
the anus usually fail to close up? Why do they form
sinuses? There are doubtless several reasons, but the fol-
lowing may be sufficient—the mobility of the parts, caused
by action of the bowels and movement of the sphincter
muscles, almost at every breath, and the presence of much
loose areolar tissue and fat. The vessels also near the ree-
tum are not well supported, and the veins have no valves ;
there is therefore tendency to stasis, and this is inimical to
rapid granulation. We know that abscesses are always apt
to degenerate into sinuses when situated in very movable
places and in any lax areolar tissue, as in the axilla, neck,
or groin. :

1f the sinus extending from an abscess is recent, 1t may
be lined with granulations and the pus is healthy.

After an abscess has long existed the discharge loses
its purulent character ; it becomes watery ; the abscess has



CH. IIL ABSCESS AND FISTULA IN ANO 19

cradually contracted, and now only a sinus, very often
formed of dense tissue, remains. If this sinus be laid open,
you may observe that its interior resembles in appearance
the inner coat of an artery, so glistening and smooth has
it become. When this is the case, from its rigidity and
loss of vitality, healing cannot take place unless a healthier
condition is procured by destroying the sinus by caustics
or by laying it open.

If now a probe be passed very tenderly into this sinus,
allowing it to follow its own course, and after this is done
the finger be placed in the rectum, you will probably find
that the probe has traversed the sinus, passed through an
internal opening, and can be felt in the bowel. In this
case you would have a typical, simple, complete fistula ;
and this is by far the most common variety, very few
fistulee that have existed for more than three months being
without an internal opening.

When the fistula is complete, wind may pass through
it, and also fmeces if the bowels are relaxed ; as a rule, how-
ever, this symptom does not oceur, in consequence of the
smallness of the internal aperture, its situation, or its val-
vular form. It follows that, though the passage of wind is
a certain indication of a complete fistula, the absence of
this symptom should not
induce the belief that there
is no internal opening.

These complete fistule
may be eclassed under
several heads, according
to the way in which the
sinusges run into the bowel,
and according to the posi-
tion of the internal opening.

The most ecommon one
(a8 shown in diagram 4)
has its internal opening
between the external and internal aphincters, and results

from an abscess formed in the cellular tissue just outside
the anus.

Fi. 4.

a2
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The ischio-rectal fistula (as shown in diagram 5) starts
in the cellular tissue of that fossa, and generally bursts
higher up in the bowel above the internal sphincter,

Fia. &,

Again, a marginal abscess may burrow under the mucous
membrane, entering the anus just within the external
sphincter, and perhaps passing through a few of its fibres
(see diagram 6).

There is some variation in the shape and position of
the orifice of this kind of fistula. The external opening
may be small and little depressed, or be slightly elevated
and teat-like in form. Again, it may be hardly perceptible,
being hidden away beneath tags of skin, or may open be-
tween external piles and so be lost to view. The internal
opening in like manner may vary in shape.

Besides this common form there are two other deserip-
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tions of fistula, viz. the blind external fistula, and the blind
internal fistula.  In the blind external fistula there is an
external opening, and it is therefore called an external
fistula, but no internal opening, hence ‘a BLIND external.’
In the other variety there is an internal opening, conse-
quently it is an internal fistula, and there is no external
opening, therefore it must be called ‘a BLIND internal’ fistula.

I have so often seen
confusion in the use of
these terms that I have
been particular in describ-
ing them ; and, considered
_ in the way I have put it,
I think there ecan be no
misconeeption.

: The blind external fis-
=~ tula may be represented by
diagram 7.

It may be a simple
track, or have a dilated upper extremity, the remaing of
the original abscess. As before, the orifice may vary in
position or shape.

The blind internal fistula is figured in diagram 8. It
is the most painful, though fortunately the rarer form.
Its aperture may be seated
anywhere in the rectum,
but generally between the
internal and  external
sphineters. The circum-
ference of this opening
18 frequently as large as a
threepenny-piece, its edges
being sometimes indurated,
at others undermined. The
feces, when liquid, pass
into the sinus and create
great suffering—a burning pain, often lasting all day after
the bowels have acted. Moreover, these fistul® are fre-

Blind
external

Blind
internal
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quently severe, in consequence of the burrowing caused by
the irritating matters which get into them.

This form of fistula results usually from some injury to,
or uleeration of, the lining membrane of the rectum, or
abscess in the connective tissue beneath the mucous mem-
brane, and is most commonly found in subjects who have
consumption, or who are predisposed to it.

Fio. 6.

Besides the forms shown in the above diagrams any of

Complex  these fistule may be complex. :
Heeny The complete fistula may have many sinuses, as In dia-
gram 9, some running outwards and causing several open-
ings far from or near to the anus, or running up the bowel
nnder the mueous membrane, or even travelling round the

gut and opening in the other buttock, giving rise to the so-
called horse-shoe fistula.
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In the same way the blind external may be complicated
as shown in diagram 10.

Diagram 11 represents the ramifications which may
oceur in the blind internal.

Now, these terms, ‘complete,’ ‘blind external,” and
“blind internal,’” are useful, but surgically they are of little
moment. There is a very much more important division
which affects the character of the fistula as regards its
seriousness to the patient and also to the surgeon, viz. as

to whether the sinuses are low down in the rectum or in
the surrounding tissues; or open high up, as a result of an
abscess in the ischio-rectal fossa (diagram 12) or in the
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superior pelvi-rectal space which is above the levator ani
muscle (diagram 13).

Fig. 13,
E:;u;;irna- We will now imagine that you have a patient with fistula
fistula before you. Proceed to examine him thus:—Place him

upon a hard couch on the side upon which the disease is
supposed to be situated, the buttocks being brought close
to the edge of the couch, and the knees drawn up. Look
at the anus and the surrounding parts carefully, to detect
any visible malady. You may see the orifice of a sinus, or
some discoloration of the skin may show you the site of the
disease. Then feel gently all round the anus with the fore-
finger, and you will often, by the induration, detect the
course and position of the sinus, which feels like a pipe be-
neath the skin. Having satisfied yourself in these respects,
pass the probe into the external aperture; hold the probe
with a very light hand and let it almost find its own way.
If it does not pass easily, bend it and see then if it can be
coaxed along the sinus. In many cases, as I have before
gaid, it will pass right into the bowel; when the probe
has been passed as far as it will go without using any
force, introduce the forefinger of the left or right hand,
whichever, according to the position of the patient, is most
convenient, into the rectum ; do not, as is often done, intro-
duce your finger before the probe; if you do, you will excite
contraction of the sphineter, and the sinus will be drawn up
or contorted, and eonsequently the passage of the probe is
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obstructed. When the finger is in the bowel examine carefully
all around the anus and rectum for an internal opening.
If any spot can be felt that may lead you to suspect such
an opening, place your finger upon it and pass the probe
towards the finger. Make sure that the fistula is a com-
plete one by feeling the probe impinge upon your finger.
There may not be an internal opening; if not, see how
near the probe comes to the mucous membrane.

This is of great importance in deciding whether the
fistula ought to be attacked at once, or if it may be safely
allowed to remain for some time unecut, should the patient
be unable to lay up immediately ; and in answering the ques-
tion as to the advisability of trying palliative treatment.

A blind external fistula is the safest to leave ; but, at the
same time, in deciding the above questions one should re-
member to take into account the amount of induration of the
tissues about the anus, for if this is extensive, burrowing will
continue. Another important feature to be observed is the
nature and quantity of the pus discharged. If it be laud-
able and profuse, an operation ghould not be delayed, for
the fistula is active and burrowing. But should the pus be
watery there is not such need for immediate action. In
any case, however, one gshould not leave the fistula too long,
for it may at any time resume an active state and commence
to burrow.

Usually it may be said the longer a fistula is left the
more does it burrow, and the more difficult is it of cure;
therefore I think it unwise to tell a person to have nothing
done as long as he is not suffering—advice which I fre-
quently hear is given to patients.

Should, upon careful inspection, no external opening be
found, but the patient deseribe the symptoms of a blind
internal fistula, viz. great pain on defmecation and profuse
discharge of pus, together with, or without, induration
about the anus, an ulcer, which may be the opening of an in-
ternal fistula, must be sought for in the bowel. Thoroughly
explore this with a probe, either straight or bent into the
shape of a hook; for a sinus may be running out of this
uleer towards the skin or up under the mucous membrane.

As to the
necessity of
palliative
oroperative
treatment
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If there be mo sinus the sore is only an uleer, and an
attempt may be made to cure it by palliative measures. If,
on the other hand, you do find a sinus, an operation is im-
perative to relieve pain and prevent further mischief; for
the sinus being funmnel-shaped, with the larger end of the
funnel opening into the bowel, fieces readily pass into it,
and inflammation, much pain, and extension of the disease
will certainly ensue.

In a fistula with an internal aperture it is usually situ-
ated just within the anus, in the depression which exists
between the external and internal sphincters. 1 do not say
that it is by any means invariably so placed, but I am sure
that this is its common situation; and one reason why the
opening is not felt when the finger is inserted is because
the search for it is made too high up the bowel.

I think the reason the internal opening is situated so
often in the position I have named, is this. The abscess
forming, in most cases, just outside the anus, does not
burrow deeply, but passes close under the external sphincter;
it then is prevented from aseending higher up the bowel by
the thick band of the internal sphincter, and consequently
is turned inwards, and makes its way through the lax
areolar tissue, in the space between the two musceles. When
the abscess really commences in the ischio-rectal fossa, it
burrows deeply, and then most usually passes above the
internal sphincter, and opens, if at all, high up in the
rectum.

Occagionally more than one internal opening exists, and
I have now many times seen what the late Mr. Syme
declared could not oceur, viz. two internal openings in
the same patient at the same time; at St. Mark’s I have
treated many cases in which there was an internal aperture
at each side of the bowel.

Tt is all-important that this internal aperture be felt
with the finger (so that in operating it may be included
in your ineision), for not unfrequently from the tortuous
nature of the fistula the probe cannot readily be got
through it ; this is markedly the case in the horse-shoe form
of fistula, which is not uncommon. The sinus here runs
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round—generally dorsally—from one side of the anus to
the other, so that the external and internal openings are
placed on opposite sides of the bowel. This variety, if_nﬂt
properly diagnosed, is rarely cured by operation, the sinus
being laid open on one side of the bowel, and left untouched
on the other; this mistake may generally be avoided by a
careful examination with the finger externally, as you can
feel a hardness on both sides of the anus; the patient will
also sometimes assist you by telling you that he has felt
something like a ¢ piece of wire’ on both sides of the bowel.

When you pass your finger into the bowel to search
for the internal opening, never forget to carry it higher
up, to see if the rectum be otherwise healthy; you may
find strieture, ulceration, or malignant disease coexistent ;
without this precaution these conditions may be over-
looked.

A fistula may be a very trivial matter indeed, which
you can operate upon in the out-patients’ room, and send
your patient home afterwards, or it may be a really serious
affair, demanding extensive surgical interference. I have
often seen a buttock so riddled with sinuses as to resemble
a miniature rabbit-warren more than anything else.

Fistula may exist for years without eausing much pain
or inconvenience to the patient. I have met with many
persons who have had rectal sinuses for ten years and up-
wards, and never had anything more done than the occa-
sional passing of a probe when the external aperture got
blocked up, and pain was caused by the formation and re-
tention of matter.

When the tissues around the sinus become very dense
there may be, for a long period, an arrest of burrowing,
but an attack of inflammation set up at any time will cause
a fresh abscess.

I am often anxiously asked by sufferers if a fistula can
be eured without an operation, or, as they say, ¢ the use of
the knife.” To this T reply that T have seen all kinds of
gimple fistula get well with, and even without, treatment,

but these oceurrences are quite exceptions to the rule, and
should not be depended upon.

Palliative
treatment
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4 When fistula in children is the result of worms, which
is frequently brought about by the irritation they set up,
a cure may often be effected without the use of the knife by

adopting the following plan of treatment. Give them every
night a powder consisting of—

L Calomel : 2 3 3 ; - AL
Pulv, seammon. co. 2 . 3 " . Er.AV
Pulv. jalap®e co. . : : : : . gr. iv—M.,

Administer the following enema at bedtime :—

I Liq. ferri perchlor. : e T TN A
Glycerine . g - - ; . g %j
Inf. quassia . . ; ; : : . 0j—M.

and make the child take three of these lozenges during the
day—

Troch. santonini . h . - : . g

It is very advisable at bedtime to tie up the child’s
hands in front of its body, so that it may not by serateh-
ing convey any of the ova from its anus to its mouth.
This course of treatment should be continued for about
one week. I have found this to be eminently satisfactory,
though other means may be employed should it fail.

When the child 18 rid of the worms and the irritation
they occasion, the fistula frequently heals. This, I think,
arises from the greater vitality and reparative powers that
children possess.

In the adult, if the fistula be simple and the patient be
unwilling to submit to any operation, certain methods may
fairly be tried. For the last few years I have been success-
ful, on many occasions, in ecuring simple blind external,
and even complete fistulee, by means of carbolic acid and
drainage-tubes. This mode of treatment, if carried out with
oreat care and some perseverance, offers, in my opinion,
the best chance for the patient. I find it is essential that
the outer opening of the fistula should be much dilated
before applying the acid or using tubes. The dilatation
can be accomplished by keeping in a small portion of sea-
tangle for a few days, or by a small sponge tent. When
the opening is large enough I clean out the sinus well, and
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then rapidly run down to the end of it a small piece of
wool saturated in strong carbolic acid with 10 per cent. of
water. I mount the wool upon a stiff piece of wire set in
a handle and just roughened at the free end. The wool
can, with a little practice, be wound tightly on the end of
the wire, so as to be small enough to go right to the
bottom of the sinus. I then withdraw the wire and put in
a drainage-tube just large enough to fill the sinus, and keep
it in ; the interior of the sinus is, by the acid, induced to
granulate, and if you are successful you will find almost
day by day that a shorter drainage-tube will be required
until the whole sinus is filled up. It may be necessary to
apply the acid more than once, and to use other stimulants,
as friar’s balsam, solutions of sulphate of copper, or nitrate
of silver, &ec., but never strong injections. Care should
always be taken to keep the external opening well dilated.
I thought the heated galvanic wire passed to the bottom of
the sinus would be very effective; but many trials have
convinced me that it cannot be relied on, and that it
causes much pain.

I have now seen many spontaneous cures of simple
fistula, and have also seen an ordinary examination with a
probe set up exactly the quantity of inflammation required
to obliterate the sinus, and a good many of such results
I have had opportunities of watching, and no return has
taken place ; but, on the other hand, the bulk of the so-
called spontaneous eures are illusory and the disease re-
turns in time, and even the same may be said of those in
which treatment, short of division, has seemed effectual.
In my opinion, there is nothing equal to the division of
the fistula and getting it to fill up soundly from the bottom.

I will relate a few cases of spontaneous cure, and also
an example or so of cure by treatment, which have ocemrred
in my practice.

Spontaneous cure of a blind external fistula.—Wm. B—, mt. 49,
a draper's assistant, had had an abscess for five months by the side of
the anus, which was opened, and ever since there had been a discharge
from it ; at times it was very sore and swollen, then it broke, and dis-

charged, whereupon he became comfortable. On examination a blind
external fistula was found, the orifice being close to the external edge

Sponta-
neous
cures

Cases
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of the sphineter ; the sinus ran up quite an ineh, and did not approach
near to the mucous membrane. I was quite sure, from a most careful
examination, that no internal aperture existed.

No treatment was adopted, as I intended to take him into St.
Mark’s when there was a vacant bed. He only had a little calomel
ointment ordered, and a pill to keep the bowels acting. In three
weeks he told me the sinus had healed, and on examination I found it
to be s0; of course I expected it to break out agzain.

I saw him some weeks afterwards, when the sinus remained
soundly healed, and the hardness was fast disappearing.

Two months later the fistula remained quite well; there was no
evidence of where it had been, no mark of the original aperture, and
no induration. My opinion is that the probing in this case was just
sufficient to set up granulation and rapid closure of the sinus. It did
not return, I am sure, as the man would certainly have come again to
me, being so delighted with the result of what he considered my skilful

treatment.

Blind external fistula; spontaneous cure—J. C——, mt. 46, a
porter at the Tilbury Station; admitted into St. Mark’s. Steady man;
sufferer from ague. Six months before had had a rectal abscess, which
had burst, and had continued to discharge more or less up to the time
when I saw him. A sinus was found running some digggnce up by the

bowel, rather deeply situated, and not communieating. T wished to

take him in, but he said he could not lay up then. Ordered a mild
aperient, and some zine cintment. In a fortnight he came again, and
gaid the fistula had healed. I examined him, and found it closed;
moreover, it was not tender.

One month afterwards.—Again examined; found it still well; no
pain; very little hardness; no discharge from the bowel; and T ex-
plored the rectum to see if it could have opened internally, but this
was not the ecase.

I told him to return in another month, when I found him quite
well. T believe he has never had any return of this malady.

Blind external fistula; spontaneous cure.—Jas. L—, mt. 65,
came to St. Mark's Hospital. The external aperture was some dis-
tance from the anus; the sinus passed up beyond the external sphine-
ter, and the probe could be felt rather nearer the mucous membrane.
No particular treatment. The probe was passed again in about a fort-
night after he was first seen. The sinus healed up while he was
waiting his turn to come in. Ikept him under observation for about six
months, when, finding no return of the fistula, no pain, no discharge,
no internal opening, no hardness in the old track of the sinus, I dis-

charged him as cured.

Complete fistula in ano; spontancous cure.—W. H. ]1 . B0,
clerk, admitted into 8t. Mark’s. Not very strong; habits regular.

On examination a small but complete fistula was found on the right,

S
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side of the anus, the external opening being quite an inch from it, the
internal aperture in the usual place between the two sphincters. In
six weeks I took him in as an indoor patient, and on going to operate
1 found the external orifice so firmly eclosed that I could not without
unwarrantable force get a probe into it; I could feel the internal aper-
ture very small. There was no pain, o I left him. A week later I again
examined him, and found the internal orifice also closed. I kept him
in the hospital another week, and still the fistula remained healed, so
I put him upon the out-patient list, and he attended for some time,
when, finding the fistula still closed, and there being no pain and no
induration, I discharged him as cured, requesting him to come again
immediately on any return of pain or swelling. I have not seen him
BlNCEe.

Most of the cases of fistula whiech I have tried to cure
without an operation have ocemrred in private practice.
The reason is, that time is generally a great consideration
to the poor man ; he does not mind a little pain ; he wants
to be cured as quickly as possible, and therefore prefers to
be operated upon at once, in order to get well certainly
and speedily. It is only the rich who can afford the luxury
of three or four months’ treatment,finding themselves
perhaps at the end of that timé in much the same con-
ditien as they were at its commencement. Altogether I
find that I have had about fifty successful cases, and a
considerable number in which I havé failed to effect a cure
after a prolonged attempt ; therefore I cannot say the pro-
spect is very encouraging, but patients who will not submit
to the knife will often allow me fo use the elastic ligature,
and of that I shall have more to say presently.

Cases cured by Treatment.

A gentleman, ®t. 50, a free liver and Very nervous, came to me
with a blind external fistula on the right side. I'could hardly examine
him in consequence of his terror, so I ordered him some sedative
ointment, and requested him to come again in three days. He was
on his second visit less timorous, and T made out that he had an anal
fistula of the blind external kind. I advised division, first by knife,
then by tm-a ligature, but he turned a deaf ear to all I could say.
Cut or (3’ uld not be. The experience of Louis XIV. was no-
thing to him, and he thought very disparagingly of an art which could
r]c_- no better than cut people. He readily assented to my making
trial of any treatment not very painful, so I dilated the opening with
& sponge tent, and then wiped out the sinus thoroughly with carbolic

Cases of
cures by
treatment
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acid. The pain was trivial, only slight burning for a few minutes.
After twenty-four hours I put in a small india-rubber drainage-tube.
He went about as usual, but the bowels I kept confined for six days.
At the end of that time a copious enema of oil and gruel thoronghly
relieved him. The discharge from the fistula had been gradually dimi-
nishing, and the sinus was much less deep. All T now did was to keep
the external opening wide by a piece of sponge, and in three months
the sinus was quite healed. T have good reason to know that this
CASE WAS A genuine success.

A gentleman, ®t. 40, robust, but wonderfully cowardly, came to
consult me. An examination showed a small blind external fistula.
He had suffered from abscess near the rectum, which a surgeon had
opened for him nine months previously, and the pain he had gone
through from that was such as to make him determine that nothing
should persuade him to be eut again. I immediately proposed the
elastic ligature, in which I assured him I had great confidence; but
unfortunately he had, before seeing me, consulted a surgeon, who re-
lated to him an awful case he had experienced with the ligature, which
did not come away for nine days, during which time the patient was
in incessant pain. So he would have none of it. I dilated the external
opening with the tangle, and then put in a drainage-tube, but did not
use earbolic acid or any strong applieation, as the patient feared pain.
For some time this case did not do well, and I was on the point of
giving it up, when I persuaded him to take an ansmsthetic and allow
me to dilate his sphincter muscles (which were very spasmodically
contracted), and apply the carbolic acid. He consented; and the re-
sult of this combined attack, and keeping him in bed a week, conguered
the sinus, and it healed quickly. As I never heard from him again
I imagine he remained well.

A difficulty in these cases is to keep the external
orifice very large without irritating too much; and my
late friend Mr. Clover, with his usual ingenuity, effected
that object wonderfully well in a case I saw with him, by
inserting a bone collar-stud into the opening. When this
was slipped in, it remained fixed, and the patient wore it
and went about without complaining even of discomfort.
Since seeing this case I have fried the collar-stud on many
occasions, but have had a small hole drilled through from
end to end, in order that no pus might be retained in the
sinus, and it has answered the purpose I desired viz., to

keep the external orifice large.

A lady was sent to me from the country with a small abscess,

which had been opened, and & sinus running up the bowel for quite an
inch. She was most desivous to be cured, but would not have the
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knife, and feared the elastic ligature. I was able, after a little dilatation
of the orifice, to get the bone stud in, and in ten days the sinus had
healed. To give her every chance she kept her sofa, and I confined
the bowels for seven days. I saw this patient some years later, when
she was still quite well.

I must remind my readers that simple blind external
and even complete fistula may occasionally be cured by
forcible dilatation of the sphincters. This dilatation, when
- combined with the application of carbolic acid, is especially
useful when the patient is unable to lie up for some time.
By these means I have been sucecessful in curing several
cases. The patient need only rest for two days after dila-
tation, and can then return to his work. I need hardly say
that this is a very uncertain mode of treatment, and should
only be adopted at the urgent request of the patient.

In all cases of fistula the further the external aperture

is from the sphincter the more likelihood is there that the

sinus may be healed by palliative measures.

i

Dilatation
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CHAPTER IV.

FISTULA AND THE TREATMENT BY ELASTIC LIGATURE.

Originator A8 I have been eonsidering the treatment of fistula without

of elastic
ligature

cutting, I think, before describing the usual methods of
operating, I had better relate my experience of the
use of the elastic ligature, its mode of application, and
endeavour to point out what really it can do and what it
cannot be expected fo do. And at once I will freely confess
that when I read a paper before the Medical Society of
London, in February, 1875, on the treatment of fistula
and other sinuses by the elastic ligature, I anticipated a
wider use for it than I have found. Still, I must assert
that the ligature is most valuable in many cases, and fre-
quently invaluable as an auxiliary to the knife.

Professor Dittel, of Vienna, may certainly be called the
apostle of the elastic ligature, but he was not the discoverer,
as Mr. Henry Lee and also Mr. Holthouse had previously
used it for the removal of nevi and in anal fistule. When
I read Professor Dittel’s paper 1 came to the conclusion
that the india-rubber ligature might be found very useful
in the branch of surgery to which I had paid special atten-
tion. I therefore determined to make a fair trial of it, and
have now employed it in more than 180 varied cases. I
can truly say I have over and over again been very glad
that the utility of the elastic ligature had been brought
forward by Professor Dittel after it had quite fallen into
oblivion.

Ligatures of thread have been employed for a great
many years, even, we may say, from the time of Ambrose
Paré, for eutting through certain structures, mainly ar-
teries: but hmmorrhoids, nevi, warty and pedunculated
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growths have constantly been removed by the application
of a ligature, and the reason it has not been more exten-
sively available has arisen from the fact that only a com-
paratively limited thickness of tissue can be cut through
by one application of the ligature, which, as suppuration
takes place, becomes loose, and then does not penetrate
further unless it be re-tightened ; it is therefore only small
and soft growths that can be safely and advantageously
treated by the inelastic thread ligature.

Various means have been devised to overcome this
inherent defect, and make the thread ligature cut, by con-
stantly or frequently tightening the thread. BSuch means
are shown in Ricord’s instrument for the treatment of
varicocele ; and Mr. Liuke’s double screw, which he invented
for cutting through rectal fistule which ran so high up the
bowel as to be considered dangerous in division with the
knife. A variety of methods, of which a spiral spring is
the essential, have also been employed, from a wooden
gpiral-spring letter-clip up to the very ingenious sarcotome
of Dr. Ainslie Hollis.

To all these methods, comparatively good as they may
be, some very strong objections can be raised. From con-
siderable experience, I know that Mr. Luke’s double screw,
advantageous as it has proved, causes very intense pain ;
the daily or frequent necessity for tightening the ligature
inflicts upon the patient a torture often unendurable, and
on many occasions the knife has had to complete what
the ligature began, the patient being unable to endure the
long-continued suffering. Another very grave objection to
the intermitting application of pressure is the frequency
with which secondary absecesses oceur. I have noticed this
result in my own practice, and seen it also in that of other
gurgeons,

Dr. Hollig’s sarcotome is very superior to the others in
action, but even this requires tightening or re-setting from
time to time; it acts likewise only in one direction, and
therefore lacks the even, circular pressure exerted by the
india-rubber. Another important objection is its size and
weight, which render it under many conditions inapplicable.

n 2

Improvers
of elaztic
ligature
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It must be evident, on reflection, that the pressure of
the india-rubber band or loop is not always the same during
all the progress of the ecutting—in fact, it diminishes
gradually as the loop of the ligature becomes less in ecir-
cumference ; but practically the pressure up to the moment
of separation, if the loop be properly adjusted at first, is
sufficient for its work.

The greatest pressure exerted by a solid india-rubber
ligature of the thickness of 1-10th of an inch, stretched to
the utmost, only equals 2} Ibs. weight; for example, 6
inches of india-rubber, when stretched to its utmost, i.e.
3 feet, exercises a power of 2} lbs.; when stretched to 2
feet, only a little more than 11 lbs.; and when stretched
only 1 foot, or double its length, % 1b.; and even this power
is quite sufficient, as shown by experiment, to pass through
any ordinary tissue, in consequence of its unremitting and
even pressure in every direction.

I have for a long time now used only solid india-rubber,
so strong that T cannot break it ; and I put it on as tightly
as I can and fasten it by means of a small pewter clip
pressed together by strong forceps. The ligature cuts
through in about six days, i.e. that was the average time
in ninety cases of fistula. The shortest time has been
three days, and the longest fourteen days, and in the
latter case a solid portion of flesh, three inches in length
and two inches in thickness, was cut through without any
tightening of the ligature. You may be sure that those
who find a difficulty in getting the ligature to cut quickly
and painlessly are ignorant of the proper method of apply-
ing it.

What are the advantages of the ligature? Briefly
these, that in simple cases there is little or no pain inflicted
by the operation; the patient can walk about without
danger. I have had many cases proving that nervous
persons will often submit to the ligature when they will
not to the knife. There is no bleeding—a manifest
advantage in dealing with patients whose ftissues bleed
copiously on incision. 1 have found it useful in several

such cases. In phthisical cases it is, in my opinion, the
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best means of dividing a sinus. In very deep, bad fistule
the elastic ligature is most valuable as an auxiliary to the
knife. I now most frequently use it in this way—avoiding
hemorrhage in sinuses running high up the bowel where
large vessels are inevitably met with. I have had many
examples of this, and have readily and painlessly divided
vascular structures without any danger of bleeding. In an
unusually bad case sent me by Dr. Wm. Price, of Margate,
a timid lady did not know the ligature had been used until
it came away on the seventh day, as she had absolutely
suffered no pain worth complaining about, and certainly
not more than when the knife is used alone. I have now
operated on thirteen medical men, and they all have told me
that there had been no pain, and even very little discom-
fort from the ligature, and it had been a great advantage
to them, as they were able to get about in a moderate way
and see their patients. One mistake committed by those
who oppose the use of the ligature is this: they think the
wound does not commence healing until the ligature has
come away. Nothing is further from the truth. When the
ligature, if it has been well applied, has cut its way out,
the wound is often very nearly healed. I beg to refer my
readers to a monograph by Professor Courty, of Montpelier,
in corroboration of my statement. This gentleman has
used the elastic ligature frequently, and has been most
successful. Now, what is the great objection to the general
use of the ligature in fistula ? It is this. It is very
difficult, or even impossible in many instances, to be abso-
lutely sure that only one sinus exists. If there are lateral
sinuses, or a sinus burrowing beneath or higher up the
rectum than the main trunk through which you pass your
ligature, the patient will not get well at one operation. In
these complicated cases the knife alone, or conjoined with
the ligature, is the only trustworthy remedy. So it comes
about that surgeons not very auw fait in the diagnosis of
fistula soon get into trouble, and at once condemn and
throw aside the ligature.

I had employed the india-rubber ligature in only a very
few cases before I came to the conclusion that if T intended

Disadvan-
tage of the
ligature
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operating frequently, or if ever the method were to become
popular, other and better means than those recommended
and used by Professor Dittel must be devised for the intro-
duction of the ligature through the fistula. Professor
Dittel has described several ways of accomplishing the end
in view ; all of them appeared to be theoretically imperfect,
and I found them in practice difficult of performance,
tedious, and exceedingly painful to the patient. For
complete fistula he used a probe with an eye near its point,
which was to be passed from without to within, carrying
the india-rubber and a strong thread, so that if the india-
rubber broke in tying, another ligature could be drawn by
the thread through the sinus. Another method was to pass
a tubular probe; through the tube a fine wire was to be
introduced, and the end hooked down by the finger passed
into the bowel; the probe was then to be withdrawn, so
that the wire traversed the fistula, one end hanging from
the outer opening, the other emerging from the anus; the
india-rubber was then to be fastened to the wire and drawn
through the fistula. This was really a very difficult task
to accomplish ; sometimes the wire broke and the probe
had to be reintroduced ; it was therefore found better to
attach to the wire a piece of strong thin cord and draw
that through the probe, and then attach fo it the india-
rubber, which, in its turn, was at last got into the desired
position. I need scarcely say that this is a very lengthy,
as well ag painful, mode of procedure, as the thin wire or
cord cuts the inner opening of the fistula. TFor cases of
incomplete fistula Professor Dittel recommends a director
to be passed as far as possible up the sinus, and along the
groove & sharp needle armed with the india-rubber is to be
carried and the bowel perforated, the ligature drawn from
the eye of the needle by the finger, and the needle Iemwm_l.
This, I may remark, if the sinus runs far up the bowel, is
by no means so simple of accomplishment as it may appear.
Being, then, very dissatisfied with these methods of ope-
rating, I set myself to find some better and simpler plan,
and on reflection I came to the conclusion that the india-
wubber could be drawn much more readily from within the
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rectum through the internal opening (or through an artificial
perforation in the bowel) than by commencing to pass it
from the external opening.
This eonviction led me to devise
this simple instrument (which
is shown in the woodeut) for
drawing a ligature through a
fistulous sinus or beneath a
tumour; and Megsrs. Krohne
and Sesemann have, with
much care and pains, rendered
if, in my opinion, practically
quite perfect.

It consists, as will be seen, Allingham
in the combination of a con- strument
cealed hook or noteh, with a fd“lfﬂ‘.lﬂg"'
blunt or sharp-pointed probe, elastighiene
as the case may require. A
shows the curved probe with
the hook concealed by the
sliding canula, ready to be
passed through a fistula, or ¢,
if a sharp point be substituted
for a blunt one, under a tumour.

B exhibits the instrument with
the canula drawn back, and the
previously concealed notch ex-
posed, ready to receive the loop
of india-rubber ; when this is
placed in the notch, the canula
T s B oODOUT STOWNG M. ALLING- is pushed home, and the liga-
IXDLUSUSSER TUROUGH A Fsrona ture 18 held so firmly that it
3 cannot escape. Thus a double

ligature can be readily drawn through a fistula or beneath
a tumour. It is not necessary in fistula to see the hook, for
if the finger, with a loop of india-rubber around it, be passed
up the rectum, the loop can, with perfect facility and without
the aid of vision, be directed over the end of the probe and
caught in the notch. ¢ shows the sharp-pointed instrument
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CHAPTER V.

OPERATIONS ON FISTULA IN ANO.

Berore proceeding to operate upon a case of fistula it is

highly important that the bowels should be well cleared

out, and I prefer, whenever possible, to administer a purge

three days prior to operating, and again the night before.

The purgative I generally use is—

B Pil. hydrarg. : : : S T R, Ty
Pil. col. et hyoseyami . SRR : . gr.iv—DM.

Take two.

An injection ghould also be given on the morning of the
operation.

When operating upon a case of fistula, it is always wise
to have the patient under an angsthetie, for it is sometimes
perfectly impossible to tell how much may have to be done.
The case may seem to be very simple, but upon laying
open the main sinus secondary ones may be found. Now
should the patient not be anwmsthetised he may draw up
the buttocks and the sphincter become contracted. If this
happens you will be unable to find the lateral sinuses, the
operation will be incomplete, and no cure effected. It is
also desirable to have an assistant, for the upper buttock
must be well held up; and if a sinus be found extending
far into the bowel and a large vessel be divided, without
the aid of an assistant great difficulty may be experienced
in arresting hemorrhage.

If the patient refuses to take an anmsthetie, unless I am
convinced he is very strong-minded, I positively refuse to
operate. I always explain that to do so is not fair either
to him or to myself.
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As an example of the folly of operating without ether,
I may cite the following ease:—H. T. had a blind internal
fistula which gave him great pain. With difficulty I
succeeded in laying open the sinus, for he could not resist
screwing up the buttocks and anus. Profuse bleeding
ensued, which I attempted to control, but could not. I
therefore compelled him to take ether, and then dis-
covered two lateral sinuses and very bad piles, which
I of course removed. I will now describe the method of
operating.

The patient should be placed on a hard mattress on
the side on which the fistula exists, the buttocks being
brought quite to the edge, or rather overhanging the edge
of the eouch, and the knees well drawn up to the abdomen.
I have no hesitation in saying that, for the majority of -
rectal operations, this position is by far the most convenient
both for the surgeon and the patient ; B
but oceasionally the lithotomy posture
is preferable, as, for example, in per- B
forming exeision of the reetum, or in
cases in which there is a fistula on
both sides of the bowel.

Now being provided with various
probe-pointed and other kinds of di-
rectors as represented in the diagram,
choose the one most suitable fo the
case; if the fistula is shallow, use a;
if deep, use B; and vary these accord-
ing to the nature of the sinuses which
you may have to lay open.

Qil the one to be used and pass
it into the external opening, through
the sinus and the internal opening, if
possible ; then insert your finger into
the rectum, and on feeling the point
of the director in the bowel, if the
patient be not anmsthetised, tell him to Fi6. 15,
strain down; you will then be able with some difficulty to
turn the point out of the anus. This done, the tissues
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forming a bridge over the director are to be divided with a
curved bistoury.

If the fistula be very deep, running outside and above
the sphineters, you will not be able to get the point of the
probe out at the anus even if the patient be anmsthetised ;
in such a case you must pass the director well through the
sinus, then insert your left forefinger into the rectum, steady
the director, and run a straight knife along the groove,
cutting carefully towards the bowel until the parts are
severed. This is by no means an easy operation, and
requires much practice and experience to accomplish
quickly and without bungling. To the inexpert surgeon in
such a case I recommend my deeply grooved director and
scissors which I shall describe further on (p. 47) ; I may
add that gentle dilatation of the sphincters under these
difficulties gives the surgeon an immense advantage, of
which I now constantly avail myself.

If there be no internal opening, you will almost always
find some part where only mucous membrane intervenes
between the point of the probe and your finger. Should
this be the highest point of the sinus, work the director
through the membrane and bring down the point as before.
If it be not the highest point of the sinus, the probe should
be gently pushed further and then thrust through the
tissues into the bowel, for unless the sinus is laid open to
its entire extent, you will fail to cure your patient. Be
careful not to direet the probe out of the sinus into the
looge cellular tissue : unless you are very careful, this may
be easily done, and an unnecessarily high division of the
tissues ensues. You must not rashly thrust the point of the
probe throngh the mucous membrane, or you will wound
your own finger ; this accident may always be avoided by
a little gentle and patient manipulation, even when the
tissues are indurated. When you have divided the fistula
from the external to the internal opening, search higher
with the probe for any sinug running up beyond the inter-
nal opening ; if this exists you should lay it open.

I know many authorities have stated that it is only
necessary to incise the fistula between its external and
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internal openings, and that the sinus above the internal
opening will spontaneously close; my experience is most
decidedly opposed to this statement.

In the great majority of cases you will not cure your
patient unless you lay the whole sinus open from end to
end. Over and over again I have left the sinus above the
internal opening uninterfered with, and almost invariably
have had fo regret having done so, and to perform a second
operation. It constantly occurs to me at St. Mark’s to
treat cases which have been operated on at other hospitals,
the upper part of the sinus having been left and the
patients not being cured. In such cases fresh or continued
burrowing takes places from the upper track, and a second
operation, often more severe than the first, is rendered
necessary. It needs scarcely be said that in private prae-
tice this 1s very damaging to the surgeon’s reputation.

Having, then, opened the fistula in its whole length
upwards, search with the tip of the finger assisted with
the probe for lateral sinuses extending from the main
track ; also see if there be any burrowing outwards beyond
the outer opening. A fistulous orifice is often not at either
end of the sinus, but somewhere in its course. Examine
carefully to see if there be a secondary sinus beneath the
track of the main sinus. Frequently, in fact nearly always,
in old-standing cases, the deeper sinus does exist, and
unless it is incised with the rest the patient will not get
well.

In cases in which the sinus is very tortuous, the probe
may be passed into the one end and then make a false
passage and enter the sinus again. Now if the intervening
portion be not discovered and laid open, the fistula will not
be cured; for (see diagram 16) the portion left will stop
the healing of the wound, especially if it be an old and
hard track.

Some surgeons have asserted that it is unnecessary
to divide any but the principal sinus, and that if this is
done the rest will heal. On this point I cannot speak
too strongly. Iam certain you ean never guarantee the
healing of a fistula so long as any lateral or deep sinuses
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remain ; and so long as they do remain fresh sinuses are
apt to form. As a rule the best plan is to lay open the
original sinus first and the tributary ones afterwards.

I may confidently assert that it is better to cut too
much into the buttocks rather than too little, in the case
of a fistula ramifying in those parts. This, however, does
not apply to fistule extending high up into the bowel, for
unnecessary cutting in this region may be followed by
incontinence of faeces.

It is impossible in any work to do more than lay down
general rules; every case will call more or less upon the
surgeon’s knowledge, dexterity, and prudence ; but mn thus
strongly expressing my opinion, contrary to the dieta of
many eminent men, I can only say that I am stating what
I see almost every day to be the truth.

When all the sinuses are slit up, with a pair of secissors
take off a portion of the overlapping edges of the skin ; they
are often thin and livid, having very little vitalify. If not
removed, they will fall down into the wound and materially
retard the healing process. It is expedient, for the same
reason, to remove any piles or polypoid growths, for if leff
they will daily drop into the wound and so act as foreign
bodies. They thus constantly irritate the wound and pre-
vent its sound healing, just as a polypus impedes the
healing of a fissure.

I have frequently induced healing in a fistulous track,
which had been only laid open, by paring off the edges of
the skin, which were undermined. It mustbe observed that
I am not advocating ¢ cutting out a fistula,’ as it used to
be called; I am only recommending the removal of any
overhanging, undermined, degenerate skin. When several
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sinuses have to be laid open, I am in the habit of carefully
preserving islets of skin from the edges of which granula-
tions will take place, and by which cicatrisation is materially
hastened. Indeed, I have in many cases practised skin-graft-
ing with good results, though failures have been frequent.

In old-standing cases, where there is much induration,
it is very good practice to draw a straight knife through
the dense track of the fistula, and outwards beyond
the external opening ; it is wonderful how rapidly quite
cartilaginous hardness passes away after this has been
done. This incision was commonly practised by the late
Mr. Salmon. He called it his ¢ back cut,” and although if
carried to excess incontinence of feces may result, I have
no hesitation in saying that Mr. Salmon cured many cases
by this means where other surgeons had failed.

Having completed your operation, take some finely
carded eotton wool, and with a probe pack it well into the
bottom of the wound, packing it into every part, and
being the more particular about this if your incisions have
been extensive, or pass high up the bowel, or if the parts
are very dense and gristly, as they are in old fistule, and
especially in eases operated upon for the second time. A
good firm pad of wool should then be placed between the
buttocks over the wounds, and a T -bandage firmly applied.
With these precautions you need never fear hmmorrhage,
for, if the bleeding be thus arrested by pressure at first, all
will be well ; if, however, the wool be carelessly stuffed
into the bowel without method, it will not be placed evenly
at the bottom of the wound, and then, as soon as the
patient rallies from the shock of the operation, bleeding will
recommence, and both patient and surgeon will be put to
much annoyance, and probably some anxiety. Of course,
if you see a large vessel spirting at the bottom of a wound
it is best to close it by torsion or ligature ; when, however,
the track of the fistula is very callous you cannot secure the
vessel, and a clip-forceps may then be applied and left on.

By careful attention to the details above given, a sinus
may be opened to any possible distance up the bowel, or in
any direction or depth, without positive danger, but on the
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whole, for very deep bad fistule, the elastic ligature is, as
I have before said, generally to be preferred.

If the rectal sinus runs up so high and the parts are so
dense that you cannot get the point of your probe-director
out of the anus, and you prefer to
cut, the safest and easiest way of
operating is with the spring-scissors
and speeial director designed by me
and first made by Ferguson, of
Giltspur Street; with this instru-
ment you can divide fistule high up
the bowel, however dense they may
be, with great facility and quick-
ness. The director is made with a
deep groove, the transverse gection of
which is more than three-quarters
of a cirele; in this the globe-shaped
probe-point of one blade of the
geissors runs. Onee placed in the
groove it eannot slip out ; so, having
passed your director through the
sinus, you infroduce the forefinger
of your left hand into the bowel,
then insert the probe-pointed blade
Fie. 17—Serve Scwmsors, with of the geissors into the groove in the

probe point in the* grooved

director, Ttshonld be observed - . 3 1
e o, Mebouldbeobserved director, and run it along, cutting

remored from the groove by ag you go, the finger in the bowel
the handleof the director.  preventing the healthy structures
from being wounded. By this instrument operations usually
very difficult, and in which, without great caution, you are
apt tobreak your knife, are rendered quite simple. A country
hospital surgeon told me that after seeing my deseription of
this instrument he procured one, and uses it in all his cases
of fistula ; he says it is ¢ operating made easy.” I have not
said a word about the old method of operating, usually de-
geribed in works on surgery, because I consider the mode I

have detailed so much more satisfactory and practicable.
It was in cases of sinuses running high up in the

rectum, or where stricture existed in conjunction with
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fistula (the internal aperture being above the stricture) that
Mx. Luke, in the year 1845, recommended cutting through
the diseased structures by means of a fine piece of strong
twine and a screw-tourniquet. It is an operation by no
means easy of performance, but this is the way in which it
18 done, and it was, no doubt, very useful in some cases.
Introduce a hollow probe through the sinus and into the
bowel, then pass a piece of thin wire through it, hook the
end down, and bring it out at the anus; then withdraw
your probe, fasten the twine to one end of the wire, and
draw on the other end. By this means you get the twine
to traverse the sinus, one end coming out at the anus and
the other at the external opening of the fistula. Attach
the twine now to your tourniquet, and screw up a little
every day or two. In this way you may cut through
very dense structures without any great danger; but the
method is always painful, and is apt to cause inflamma-
tion, suppuration, and fresh abscesses. I have noticed these
results in my own practice, and also in that of my col-
leagues. But in all these cases the elastic ligature is so
very superior, being more easily applied, quicker in action,
and absolutely painless, that I cannot conceive of anyone
using Mr. Luke’s tourniquet now.

In operating upon a blind internal fistula, if you can
feel, by the hardness externally, the site of the abscess, you
may plunge your knife into it, and thus make a complete
fistula, through which, of course, you pass your director.
If you eannot feel any hardness or see any discoloration to
guide you to the situation of the sac of the abscess, the
best way of proceeding is to bend a silver probe-director
into the form of a hook, and then hook this into the
internal aperture, and bring the point down elose under the
skin ; you then cut upon it, thrust it through, and complete
the operation.

This requires a little dexterity and some practice to
manage well, but it is by far the surest way of hitting
off the sinus. These blind internal fistule are very often
not understood, and consequently are mistaken for other
diseases. Not infrequently an internal fistula is con-
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nected with hemorrhoids. I have seen many such cases.
I think when strong applications are made to heemorrhoids,
suppuration may be set up, and then an internal fistula may
form. Here is a case probably of that kind :

A gentleman came to me having great pain in the rectum on
and after defmcation, generally worse after; sometimes coming on half
an hour after leaving the closet. His history was that he had suffered
from hsemorrhoids, which came down and bled, and that about seven
weeks before seeing me he had undergone an operation for the cure of
the piles. The operation consisted in thrusting a eautery iron into all
the piles; great pain followed, and he kept his couch for fourteen days,
when he began to feel better, and his piles did not come down, but
there was discharge of matter. He was told that now all was right,
and 1n a few days he might go about as usual, but after resting another
week he still had pain on and after stool, and lost blood. He went into
the country, but, not getting well, at last songht my advice. On passing
my finger into the rectum, I found a large deep uleer, and a sinus
running from it upwards and downwards; the piles which still existed
were angry and tender, and very ready to bleed. As nothing but an
operation could cure him, I slit up the sinuses, drew a straight knife
throngh the bottom of the uleer, bringing it right out so as to divide
the sphincter freely. I also placed two fine ligatures around the
hemorrhoids. He had no bad symptom, remarkably little pain, and
was quite well in five weeks. In this case, the thrusting of a fine
cautery set up suppuration, and caused an abscess, which, bursting,
made a great ulcer, and which ulcer formed the internal opening to
the sinuses.

These cases of blind internal fistula are instructive. I will
therefore relate another :

I saw, with my late friend Mr. T. Carr Jackson, a professional
brother who had been suffering for some time from pain on defecation,
and burning afterwards, with discharge of matter always upon the
motions; he was also much troubled with his water, having consider-
able irritation of the bladder. He had been operated upon, but with-
out getting better ; there was no uleeration, nor was there any fissure.
On examining this gentleman I at once found what I expected, a small
internal aperture about two inches from the anus; from this a sinus
ran upwards and downwards. The anus (with its outside surround-
ings) was perfectly healthy. Mr. Jackson, assisted by me, at once
alit up the sinuses, and the patient was rapidly and permanently
cured ; all his bladder-symptoms likewise vanished.

_Theac cases of internal fistula require very eareful ex-
ammation to make a correct diagnosis. Often the surgeon
' ¥
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finds an uleer, but does not attempt to pass a probe into it.
Truly it is an uleer, but in addition it is the opening of an
internal fistula, which may burrow in more than one direc-
tion. Operations upon internal fistule also require more
than ordinary care. If you find an internal opening in the
bowel, and a sinus running up higher from it, never lay the
sinus open simply ; in the first place, if you do, you are very
likely, after you leave your patient as you think quite safe,
to have some hemorrhage take place, and the blood will be
retained in the rectum until so much has accumulated that
the patient must pass it. In such a case always bring your
incision out through the anus, that no blood may be retained.
Blood retained in the hot rectum foments the part, and pre-
vents coagulation and closing of the vessels, which are fre-
quently large and increased in calibre by the long-continued
inflammation of the part. Again, if you divide an internal
sinus, you make a deep cavity whence pus or discharge can
never thoroughly escape, and in consequence the wound will
not heal.

Whenever you have to make an incision through the
mueous membrane and into the submucous tissue in the
rectum, without continuing your cut to the outer parts,
beware of hemorrhage. Plug the rectum well and use a
styptic, either the subsulphate of iron or a saturated solu-
tion of tannin.

I have seen one death from this form of hamorrhage
occur in the hands of a very good surgeon, and another
case, during very hot weather, in which a patient most
narrowly esecaped with his life from a like want of care.

Internal fistula, I have already said, may commence
by an ulceration of the mucous membrane; or perhaps,
more rarely, by a small abscess forming in the submucous
areolar tissue; this may be the result of wounding or bruis-
ing by hardened feces or foreign bodies swallowed. I will
mention two excellent examples of this condition. Two
ladies complained of considerable pain in the rectum. On
examination in each case a rounded hard swelling was felt
about an inch from the verge of the anus. On more care-
fully investigating, a very small orifice was found running
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into' this swelling. In both instances foreign bodies, i.e.
fish-bones, had been felt by the medical attendants before
I saw the patients.

I am decidedly of opinion that when internal fistula
commences by ulceration it is most frequently found asso-
ciated with phthisis. I shall not go into this important
question here, intending to devote a later chapter to the
special consideration of this subject.

In operating upon women suffering from fistule (especi-
ally when the sinus is near the perineum), cut as little as
possible, for anatomical reasons; viz. the sphincter vaginz
decussates with the external sphincter of the anus, and by
too freely dividing the latter the point of resistance is lost.
Anything like too free incisions are apt to end in incon-
tinence of fmces, or, at all events, in such partial loss of
power in the sphincter as to prevent the patient retaining
flatus, a result which I need scarcely say is a most dis-
agreeable one. I have been several times consulted by
ladies on aceount of this econdition, and in some cases I
have been successful in restoring the lost power, much to
my patients’ satisfaction. Of very great importance is the
question of incontinence of fmces which may result from
extensive operations on the rectum where the sphincter
museles are freely divided. A patient who suffers from
inability to retain flatus or feces is in a most unpleasant
condition ; in faet, some sensitive persons would not
undergo any operation which was at all likely to induce
such a state, and would prefer any physical suffering rather
than the perpetual fear of being in any way offensive to
others. It behoves us, then, to consider how much we dare
do without danger of damaging or destroying the power of
the muscles at the outer end of the rectum. Should you
feel doubtful about the preservation of this power, you are
bound to tell your patient what may happen, and then
place the good and evil before him; if you fail to do this
and the patient recovers with much loss of the power of
retention, he is justified in complaining of your treatment.
Incontinence of wind or liquid feces results almost always
from cutting the muscles, and prineipally the internal
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sphineter, in more than one place. If you have a double
fistula, .. one on each side of the bowel running deeply
beneath the internal sphineter, and you divide both muscles,
great loss of power you most assuredly will have. If you
can leave ever so narrow a ring of the upper part of the
band of internal sphincter you are fairly safe. On one side
you may divide the sphineters quite through without danger
if you will only take care that your incision is made quite
at right angles to the fibres of the muscles. If youn divide
the muscles at all obliguely you mever obtain good union,
and even in comparatively slight cases you may get incon-
tinence ; I am quite sure this is the secret of operating in
bad eases without destroying the power of the museles.

The subject of the treatment of incontinence of fmces
will be fully dealt with in the next chapter.

After an operation for fistula the bowels should be kept
confined for about three days; a purge may then be ad-
ministered, and full diet allowed. The wool usually comes
out when the bowels act, but if it does not come away
I gently and gradually remove it.

If much wool has been put into the rectum to prevent
h@morrhage, I generally take away a portion of it the next
day, leaving some only at the bottom of the wound. If the
whole plug is left in, the patient will probably be very un-
comfortable, as he ecannot easily get rid of wind, and, the
danger of primary hemorrhage being over in twenty-four
hours, there is nothing gained by retaining a mass of wool
in the bowel. :

Very little dressing is required in the after-treatment of
fistula ; in faet it is better to do too little than too much. If
lint, wool, or any other foreign body is daily thrust into the
wound it is not at all likely to heal kindly. Daily after the
action of the bowels, the wound should be gently syringed
by a warm antiseptic lotion, such as Sanitas, Condy, car-
bolic acid, &e., to remove any feces which may be caught
in the wound and so cause irritation. A little cotton wool
or fine oakum laid quite gently in the whole track of the
wound to absorb the discharge and keep the edges from
uniting, is all that is wanted. I have constantly seen the
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healing process delayed by too great interference—e.g.
probing, and stuffing lint saturated with ointments or lotions
into the sore. I very rarely use anything but a little wool
smeared with vaseline ; only when the wound is unhealthy
or sluggish do I prescribe lotions or ointments; then, accord-
ing to circumstances, black wash, carbolic acid, nitric acid,
the subsulphate of iron lotion, zine or resin ointment may
be advantageous. The compound tineture of benzoin I have
found to be an excellent application. For the first few days
I have sometimes employed carbolised oil, 1 to 20, as it
keeps the wound moist, but you must not go on long, or the
granulations will be destroyed by the acid, and the edges of
the wound becoming irritated, cicatrisation will be thus
retarded. When any irritation is seen around the wound,
there are few better dressings than fresh pure olive
oil ; 1t sheathes the part, is very soothing and grateful to
the patient, and under its use granulation goes on rapidly,
the wound is probably nourished by the oil, and there is a
remarkably small quantity of pus disecharged.

Although the surgeon should not interfere with nature’s
work, he must be always on the watch during the healing
process for any burrowing or formation of fresh sinuses.
The granulation should be firm, not jelly-like, for the latter
condition is of no use for sound healing. The wound may
appear to be quite healed, but may break down again at its
deeper parts and the fistula be re-formed. It is important
to get the granulations into a healthy state, and not to let
the wound close up too rapidly. The development of fresh
ginuses i8 generally indicated by the sudden (and otherwise
unaccountable) augmentation of the purulent discharge.
Whenever a wound secretes more than its surface seems
from your experience to warrant, be sure that burrowing
has commenced, and search diligently for the sinus at once,
for the longer it is left the larger and deeper it will get.
Sometimes it is under the edges of the wound that it com-
mences ; at others at the end of the wound internally or
externally, and occasionally it seems to dive down from the
base of the main fistula. When the sinus is found, I need
scarcely say that, as a rule, it should be laid open at once.
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One other point: always encourage your patient to tell
you directly he has any pain in or near the healing fistula :
never make light of his complaints; often he will be the
first to discover, by the existence of some unpleasant sen-
sation, the commencement of a small abscess or sinus, and
will be able also to indicate its situation. I had under my
care a gentleman upon whom I operated for severe fistula
on the left side, and which had nearly healed ; during the
treatment he told me he had slight pain on the right buttock
three inches from the anus. I examined but could feel no-
thing, and my patient said all his abscesses on the left side
commenced with the same sort of pain, and he felt sure
another abscess was forming ; and the very next day I de-
tected deep-seated fluctuation. Iimmediately cut down and
let out as much pus as would fill an egg-cup ; had this been
negleeted the result would have been serious.

No fixed rules can be laid down for the treatment of
these wounds; it is in getting them to heal quickly, but
soundly, that the skilful surgeon is shown. When to
administer stimulants, when tonies, to feed the patient
well, yet not to over-feed him, are all points in which
common sense, practical knowledge, and the observance of
apparently small matters will best guide us. There are few
gurgical cases that eall more for intelligence and watchful-
ness on the part of the surgeon than the after-treatment of
a bad fistula. I have often seen patients whom the best
and most eminent surgeons in London have utterly failed
to cure, because they left the patient after the operation
almost entirely in the hands of persons who had not much
experience, and who did not know what to expect and guard
against. During the healing process do not purge your
patient much, but take care that the bowels are fairly
relieved ; this I generally accomplish by a mild alterative
pill and some Friedrichshall water or other gentle laxative.

It is important that the recumbent position should be
kept for some time; its duration must depend upon the
state of health and the extent and depth of the wounds;
too early or too much standing or walking about will not
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only delay, but sometimes entirely prevent, cicatrisation.
The more I see, the more confirmed I am in this opinion.
The sooner you can get the wound to heal the better, for it
stands to reason that the longer the wound remains unhealed
the greater is the chance that some fresh abscess or sinus
may form. You never ought to consider your patients
quite safe until all sinuses or wounds are healed; and if
they go from under my care before that, I always tell them
they must take the responsibility upon themselves. I do
not keep my patients long in bed, but I make them recline
upon the sofa ; this rule is especially advisable in delicate
constitutions.

I cannot help repeating this warning : never, if you can
avoid it, operate upon a fistula that is from any cause
acutely inflamed.

While inflammation is going on, fresh sinuses are likely
to form, the areolar tissue breaking down so readily ; if you
operate under these conditions, failure is almost certain to
ensue. All you ought to do in such a case is to make a free
dependent opening, and keep the patient at rest until the
inflammation subsides, the sac of the abscess contracts,
and the formation of sinuses is for a time completed ; then,
and only then, your operation stands a fair chance of
succeeding.

In old-standing cases of ulceration and stricture of the
rectum, fistule almost invariably form, but the internal
opening 18 very rarely above the stricture, where one would
think it onght to be; sometimes it opens into the stricture
itself, but nearly always nearer the anus than the stricture.
The treatment of these cases will be considered in the
chapters on Stricture and Uleeration.

It is a rule with me never to despise a small fistula,
more especially if it be directly dorsal or perineal; often
when you divide a seemingly most trivial sinus, you find
from the opened track a deeper one passing up the bowel,
and this condition, as I have pointed out, is an obsfacle to
the success of the elastic ligature.

When this is not the case, slight fistulm are not rarely
difficult to heal. I have been many times much troubled

Inflamed
fistula

Fistula in
conjunction
with stric-
tura

Small
fistula not
to be des-
pised
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by them, and generally in cases where they ran through
the fibres of the external sphincter, and not quite beneath
them, so that in operating only a portion of that muscle
was divided. The late Mr. Salmon was in the habit of
saying when he had laid open one of these fistule: ¢ Now
I have made a fissure, and I shall proceed to cure it,” and
he then drew his knife along the base of the sinus so as to
entirely divide the external sphineter. Mr. Salmon was a
man of very acute observation, and T am sure in many
such instances this practice is the best that can be adopted.
I do not say it is always necessary to make a deep incision
through the external sphincter, but I always make one
through the musele in superficial dorsal fistule, and I am
confident if you neglect this precaution, you will often have
difficulty in healing these apparently very trivial sores, If
they do not cicatrise quickly they become very much like
fissures in appearance, and the patient will suffer pain more
or less severe after, as well as at the time of, defecation.
Here is an illustrative case :

A gentleman had been operated upon by one of my colleagues for
fistula and got well, but after some months another abscess formed in
the site of the old wound; this burst. When I saw him there was a
very small fistula, nearly dorsal, not deep, but tunnelling under the
old scar. I opened this; in a fortnight it had not healed ; no burrow-
ing had taken place. I touched the sore with nitrate of silver, and
ordered him some nitrate of mercury and opinm ointment, but still it
did not heal, and in another fortnight he began to complain of pain,
lasting an hour, more or less, after the bowels acted. I now saw thaf
without a freer use of the knife it would not heal at all, and might,
and probably would, get deeper; so I persuaded him to lay up for a
few days, and I drew a fissure-knife along the wound, beginning above
it, and coming below the external end of it, and I took care to go right
through the sphincter. This proceeding settled the matter : in about
a fortnight he was quite well, and he has remained so. This case
made a deep impression upon me, as I saw that the slight incision
throngh the base of a fistula in this class of case is of no moment
when you are operating, and it may save you some anxiety, and per-
haps discredit also, afterwards.

Here is another case :

A gentleman with an apparently very small fistula, situated
antariorly, went to an eminent surgeon; it was so slight that the
surgeon recommended him to be operated upon at once in his eon-
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CHAPTER VI.

INCONTINENCE OF FXECES, ITS CAUSES AND TREATMENT.

IncontiNENcE of fmces and of flatus may result from
injudicious operafions on ordinary cases of fistula, or may
supervene on very extensive and far-reaching fistule which
have been treated by inexperienced surgeons. This incon-
tinent condition 18 exceedingly distressing to the patient,
who often expresses a desire rather to die than to live on,
a burden and a perennial source of annoyance both to
himself and to his friends. In bad cases flatus is passed
without the slightest warning, and before the sufferer can
get to stool the contents of the rectum are discharged. It
is hardly necessary to say that the cure of such an un-
pleasant state must be highly satisfactory both to patient
and to surgeon. However, before deseribing the various
modes of treatment and of operation, I will deal more fully
with the eauses of incontinence of feces, and will narrate
the several symptoms and conditions of these affections.

I. When too deep a cut has been made through both
sphineters the wound may heal in guch a manner as to
cause a deep suleus. The result of this is, that the conti-
nuity of the sphincters is interrupted at one point and their
edges curled outwards by the contraction of the scar (see
diagram 18). While the muscles are still strong, and the
cicatrix soft and pliable, the motions may yet beretained ; but
subsequently the contraction of the cicatrix, and the fact of
the continuity of the sphincter being broken, unite in causing
a loss of muscular power. Such, as is well known, has taken
place when the quadriceps of the leg is ruptured.

On contraction of the sphineters from the muscles being
divided, the sulcus is widened, thus allowing the escape of
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flatus and leaking out of fmces. Added to this, after a
time there is a loss of power, and as this increases there
18 a diminution of
muscular sense. Thus
the patient is then
unable to appreciate
t the contact of feces,
and hence the con-
traction of the mus-
cle may be too late
and too weak to avert
a catastrophe.

II. There may not
be any deep suleus,
but the gphineter may
have been divided in
two places (see dia-
gram 19) and thus a
weak splicing may
ensue, as generally oc-
curs when the muscles
have been divided
obliquely and not at
right angles to their
fibres.

Here again one
may observe a loss of
tone and a consequent
incontinence of feces.
The longer it is left the
greater will become
the paralysis of the
part, as may be noticed
in the case of other
muscles of the body.

The two preceding
conditions may of
course affect both men and women, but the different

anatomy of the latter sex may give rise to another possible
source of incontinence of feces.

Frd, 19,
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IIL. I have cursorily dealt with thisin the last chapter, but
arepetition maynot be altogether undesirable. I refer to the
decussation of the sphincter vagin® and the rectal sphincters.
Owing to this anatomical fact a simple operation on fistuls
in the perineal region may cause the distressing conditions
above narrated ; there- s
fore in the case of
women especial care T
should be taken in
operating. 1 believe
the following isanade- ==
quate explanation of
this cause of incontin-
ence. The anal sphine-
ter has in women a
weak point in the peri-
neum, and its division
at that point may
cause a lack of power.
Therefore if the inner
eircular fibre (see dia-
gram 20) be divided,
the anus is enlarged
and the outermost de-
cussating fibres by
their contraction can-
not completely close
the anal orifice.

Now what do we
observe on examining
a patient affected by the ailment we are discussing? In
Condition I. there is a deep sulcus, perhaps unhealed. On
exploring the bowel we notice that the anus is very large,
and that it is constantly contracting from the patient’s
perception of a sense of weakness therein, and the mucous
membrane may perhaps be prolapsed or a pile appear
outside. On introducing the finger, there is little or no
resistance ; the anus can be easily dilated. The muscles
are not firm, broad, and contractile, but are weak and narrow.

Fra. 20.
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Moreover, at the point where the deep incision has been
made, the tissues may be hard and cicatricial and no con-
traction of the muscles can be felt. It is here that in the
earlier stages the leaking takes place, but later on, from
weakening of the musecles, it may oceur at any part of the
anus. :

Condition IT.—On examination two cicatrices are seen
and felt, one on each side of the bowel, or two on one side
only.

The finger can also detect the same loss of power and
lack of consistence of the musecles as in the previous state ;
but here two points are felt at intervals in the circum-
ference of contractility. In faect the muscles have been
divided into small segments, and the sphincters, as a whole,
have been proportionally weakened.

In Condition ITI.—there may be litfle shown externally,
and indeed little discovered on examining with the finger,
except that you may feel from the scar that the fistula was

S oo N perineal, and in some
== " \ cases may perceive
N that the anus is
a4 X o\ drawn too far back-
wards.

After having ex-
amined the patient
and made your diag-
nosis as to the cause
of incontinency, the
question arises as to
which operation 1is
the preferable one
to perform. Having
carefully considered
this from all points
and made your choice,
you should then warn
your patient that, though one gingle operation may succeed,
many may be necessary, and that even then several months
may elapse before a satisfactory result is brought about ;

. QP-H{. & Ha’{;».
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for the tissues fake time to contract and the patient must
beecome accustomed to the new state of affairs. One thing,
however, you may safely promise—great improvement is
sure to acerue, and there is every probability of a radical
cure of this distressing state.

There are many plastic operations that I have tried in
these cases, but nothing succeeds so well as the application
of the actual cautery.

In the case represented by diagram 21, when the fistula
is cured and the wound well healed, the everted and sepa-
rated ends of the muscle may be freed and the suleus
lessened in depth by :
dividing thoroughly =
across the old sear =~
and allowing the
wound to heal from
the bottom.

In Condition II.
the application of the
cautery to be hereafter
described, affords the
only hope of success.

In Condition III.
Lawson Tait’s opera-
tion upon the peri-
neum may be per-
formed, but the flaps
should be turned into
the rectum and su-
tured together, thus
narrowing that orifice.
But the method my
father and I have
found most satisfac-
tory in all cases, and
the one I shall adopt
in the future, either alone or combined with other methods,
is as follows.

With the patient in the lithotomy position, T first
ligature any lax mucous membrane, or remove piles, 80

Fia. 22,
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as to tighten all the upper part of the bowel, and then with
the Paquelin cautery burn deeply into the external and
internal sphincters in several places, at the same time
cauterising the old scar or sears, and burning deeply into
the tissue just around the anus. When the operation is
completed I dress the wounds with wool thoroughly satu-
rated with olive oil.

The cicatrix resulting from a burn is followed by very
great contraction and consequent drawing in of all the
surrounding tissues, whereas a scar caused by the use of a
knife does not contract nearly so much. T can offer no
explanation of this, except that after burning there is more
extensive destruection of tissues, and thus a formation of a
lowly organised and contracting scar. For the cure of these
cases it is very fortunate this is so, for, by burning, large
sloughs are made, and when they separate the resulting cica-
trix contracts, the anal orifice is narrowed, and power over
the feces is obtained. The after-treatment of these cases re-
quires great attention: the dressing must be carefully done,
and the daily passage of the finger may be necessary, so
as to keep the contraction within certain bounds. Yet it is
astonishing how rapidly complete power over the sphinecter
is recovered. The reason, I imagine, is that the firm
cicatricial tissues caused by the burn afford a sure basis
from which the segments of the sphineters between the
burnt islets may contract and thus gain in power.

I should always advise patients who have undergone
this operation to keep their motions fairly liquid, and if
the bowels do not act for two days, to at once administer
an enema, so as to break up any hard motion that may be
obstructing the passage. Of course impaction in these
cases would cause much trouble, in consequence of the some-
what contracted orifice. If a simple enema should not
prove effectual, I would counsel the patient to use an enema
of oil and fresh ox-gall, of each 3 ozs. The latter ingredient
is very valuable, as it acts upon the hardened fmces and
tends to dissolve them. Should this, too, fail, a medical
man must be consulted.

In the last eight years my father and I have had many
guccessful cases, and our patients have been only too thank-

Result of
nse of
cautery

After-treat-
ment
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ful for their safe delivery from an excessively miserable con-
dition, miserable both to themselves and their friends.
To illustrate the success attending this operation, I will

relate two typical cases out of many that have been cured
by us:

Case I. H. B——, aged 32, came to consult me, giving the following
history : When in South Africa a large abscess had formed in the right
buttock., This was opened, and a fistula resulted. He came to
England to place himself under the care of a surgeon connected with
one of the large hospitals, and was operated upon. After the operation
he lost all power over the anus, and passed flatus and feces without
the slightest warning. On examination I found a large, deep scar
extending from above the internal sphineter on the right side into the
right buttock.

The anus was in the state described in Condition I. (p. 57).
I explained to him that he could be cured only if he submitted to
one, or perhaps more than one, operation. To this he readily con-
sented, as he was anxious to marry, but said he would not do so un-
less he was freed from this pitiable condition. Placing him in the
lithotomy position, I operated upon him, ligaturing four pieces of lax
mucous membrane above the sphincters, and then burning into the
external and internal sphincters, in front, behind, and at the sides. I
also burnt deeply into the old sear. The rectum was then filled with
wool thoronghly saturated with oil, and the bowels confined for four
days. In eight weeks the wounds had entirely healed, and the anal
orifice was considerably narrowed, so that he was able to hold his
motions. Three months later he was perfectly well, and returned to
the Cape.

Case II. Captain C——, of Royal Navy, aged 43, said that when
in the East Indies he had suffered from dysentery and had had fistula,
which was operated on several times. At the last operation it appears,
from his deseription, that the sphineters had been divided on both sides.
This was followed by incontinence, on aceount of which he was in-
valided home. He gaid that if this could not be eured, he would have to
retire from the service, as his position compelled him to entertain. This,
in his present condition, he could only do with extreme discomfort.

On examination I found on the right side the scar of an old fistula,
and on the left side a similar cicatrix. From the latter a sinus ran up
the bowel. The anus was large, and there was loss of power over the
sphincters, This case exactly typifies Condition I1., described on p. .Eﬂ-

He was operated upon, the sinus being laid open and deep burning
made into the scars and into the sphincter in several places. In two
months’ time he had greatly improved ; but as he had not obtained
complete control over those parts, he was operated upon again, and
the mueous membrane above the sphincters well cauterised. In an-
other two months he returned to his ship quite cured.
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CHAPTER VII.

FISTULA IN CONJUNMCTION WITH PHTHISIS.

Frou a surgical point of view I wish to consider phthisis as Opinions as
a complication of fistula. It would doubtless be more }ﬂﬁﬂ?ﬂ“ﬂ}
correct to regard fistula as one of the complications of E_—;ﬁlﬁ“ﬂ
phthisis, but I think it better for my purpose to put it in
the way I have.

This subject is one of considerable importance, and has
scarcely, I think, received from any author the attention
it deserves. The majority of writers upon fistula have
simply expressed the opinion that in phthisical patients no
interference should be attempted with the fistula, generally
contenting themselves by stating that if any operation be
performed the wounds will not heal and the patient’s life
will be shortened. It is the opinion of some eminent men
that fistula has really the power of arresting, or at all
events retarding, the chest affection, and on that ground
they would deprecate any operation. This opens up a very
interesting question, which I shall endeavour presently in
some degree to pursue.

There are other authorities of great experience in con-
sumption who have expressed the belief that the co-exist-
ence of fistula and phthisis is by no means a common one.
Andral and Louis both state that they had very rarely
observed a conjunction of the diseases. Andral, in faet,
says that, out of BOO patients affected with phthisis, he
noticed only one case of fistula. According to Louis,
tubercular ulceration is very common in the small intestine,
and but very rarely found in the colon and rectum. The
same doubt as to the prevalence of fistula in phthisis has
been expressed to me by eminent physicians whose oppor-

F
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tunities of seeing pulmonary affections have been most
extensive. Upon this point I beg to make an observation :
[ have not the slightest doubt that there are immense
numbers of phthisical persons in whom no fistule exist,
but I have also no doubt that there is a very large number
of cases of fistula in which there is tubercular disease of
the lungs.

A patient with disease of the lungs going to any of the
hospitals for phthisis does not say anything about his
fistula to the attending physician—he speaks only of his
chest ; but the same man comes to me at St. Mark’s say-
ing that he has a fistula ; I perceive, perhaps at onee, that
he is consumptive. Of course the physician ecannot see
that the phthisical patient has a fistula, and the question is
very rarely put; of this T am certain, as patients say, ‘I
am attending at such a hospital for my cough.” When
I ask, ‘Did you tell the gentleman you saw, that you
had fistula ?’ their reply almost universally is ¢ No, sir, T
did not.’

For my own part I am quite eonvinced that a very con-
siderable percentage of fistulous patients have more or less
of tubercular lung-affection, latent or active. Thave endea-
voured to ascertain what the percentage is, and I have care-
fully gone over a period of ten years in private practice,
from 1871 to 1880 ineclusive, and I find that out of 1,682
cages of fistula seen by me during that period, 284 had
phthisis either active or latent, or such symptoms as fore-
shadowed the appearance of phthisis—such, for example, as
narrow and flat chests, winter cough, continuing long
through the spring, proneness to take cold, feeble ecireula-
tion, and ineapability for sustained physical exertion, also
that facial expression which is not uncommon; and I
will add that a bad family history was frequently co-
existent.

I will here quote the opinions of those entitled to respect
on the question of operation on phthisical patients.

Dr. Bushe, of America, in his really admirable treatise
observes: ‘It is very apparent that a great many fistul®
depend upon disease of the lungs, therefore we should not
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operate upon them, else the healing will give rise to an in-
crease of the pulmonary disorder and curtail life.’

Mr. Quain says, ¢ When the symptoms of tubercular
disease of the lungs are present the operation for fistula is
not allowable.’

Mr. Curling does not express any opinion upon the
question of operation, although he notices the frequent con-
currence of the two maladies.

Mr. Erichsen in his ¢ System of Surgery’ objects to the
operation save in a few picked cases.

In Holmes’s ¢ Bystem of Surgery’ the subject is dis-
missed with this observation: ¢ If a fistula be cut when a
patient is suffering from phthisis, the wound, in the ma-
jority of cases, will not heal.” This I am bound to say is
not my experience.

Miller says, ‘In phthisical cases the wound in all pro-
bability would not heal, and supposing that it did heal, the
result would probably be most injurious on the system, the
pulmonary disease advancing with fresh virulence on the
closing up of an outlet whence purulent and other produets
had been long habitually discharged.’

Dr. Theophilus Thomson states that the coexistence of
fistula with phthisis appears to retard the progress of the
latter disease, acting as a derivative.

In the recent works on phthisis to which I have had
access there i1s no reference made to the subject I am
treating.

Dr. Bristowe, while mentioning the frequency of tuber-
eular ulceration of the large and small intestines, does not
allude to fistula in econjunction with phthisis.

When we find an opinion go decidedly and generally ex-
pressed by men of acknowledged ability and experience of
the subject on which they treat, we very naturally and
properly hesitate to call in question their judgment; but,
on the other hand, we should never be prevented from
inquiring carefully and diligently as to the grounds upon
which that conclusion has been based; and should oppor-
tunities present themselves we should test whether the
opinion i8 founded on fact. I have always thought that

F 2
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a universally widespread belief, though perhaps exagge-
rated or distorted, has some considerable element of truth
which had served for its origination, but, at the same time,
there is nothing more likely to lead to error and stifle the
spirit of inquiry than a too easy acquiescence in what may
be called ¢ popular creeds.’

It must be obvious to everybody that to operate upon a
patient with confirmed and advanced tuberculosis would be
a positive eruelty, and would undoubtedly hasten his in-
evitable fate; but there are different forms of phthisis,
some evidently not so destructive as was formerly imagined ;
and we know that many persons whose chests at one period
of their lives exhibited undoubted signs of breaking down
of pulmonary tissue, the formation of cavities, &c., ulti-
mately recover, and attain a fair old age. Every surgeon
who has been much in the post-mortem room must be
familiar with the fact that, in old persons who have not
died of phthisis, repaired vomice and cretification of de-
posits, probably tubercular, are not uncommonly found.
I am quite certain that there are many sufferers from lung
affections complicated by fistula, who, because they are
said to be phthisical, have nothing done for the cure of
their fistule, and whose lives, in consequence, are ren-
dered much more wearisome and wretched than they
might have been if an operation had been judiciously
performed.

Assuming, as I think we safely may, that many patients,
the subjects of fistula, have also a tendency or predisposi-
tion to phthisis, it will not be unprofitable to consider for a
moment why this should be the case. The conjunction has
been ascribed to tuberculous ulceration of the bowel, and
no doubt, in some cases, this opinion is correet. I am quite
sure now that many eases of incurable uleeration in the
rectum are tubercular, this portion of the bowel when
examined after death presenting precisely similar conditions
to those which are found in other parts of the intestine well
known to be thus affeeted. The uleers are deep, and spread
at the edges, joining others, and undermining the mucous
membranes, leaving broad or narrow bridges. In this form
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of ulceration, as a rule, pulmonary phthisis does not co-
exist, or, at all events, only shows itself very late in the
disease. In a young gentleman I saw several times with
Sir James Paget and Sir William Gull, the ulceration was
very marked, and extended high up the rectum, but no
chest affection became apparent until three years had
elapsed from the commencement of the bowel disease.
In the many cases of phthisis I have seen in which fistula
formed, there has been no diffused uleeration of the rectum,
possibly because the disease spent itself mainly upon the
lungs; and in the case of tuberculous ulceration of the
rectum, anal fistule are not common.

The rule in my opinion is, that fistula in patients who
have a predisposition to pulmonary consumption commences
by a breaking down of the connective tissue beneath the
mucous membrane of the reetum ; thus a small abscess 1s
formed, and this makes its way into the bowel very rapidly,
leaving a large patulous aperture. Therefore, I think we
may safely say that the same condition of health or consti-
tution which renders a patient liable to pulmonary affections
generally, renders him also prone to fistula. These people
are usually thin and ill-nourished, and have very little
power of resistance against injurious influences ; inflamma-
tion, which in robust individuals would result only in the
effusion of plastic material, in them terminates in the pro-
duetion of numerous and very perishable cells, which readily
form themselves into purulent collections, especially in lax
tissues. Probably, I should say, the want of fat in the
ischio-rectal fossa and its neighbourhood disposes to the
formation of an abscess there. The veins have to sustain
a considerable column of blood, and they are moreover
exceedingly ill supported, so that local congestions and
feebleness of circulation must be a common condition.

Fistule in persons of a phthisical tendency are marked
by certain peculiarities which I think important to notice.
Some have been already casually mentioned, but I will here
state them clearly.

They have a disposition to undermine the skin and

Peeuliari-
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mucous membrane with remarkable rapidity, but not to
burrow deeply. '

The internal aperture is almost always large and open
—on passing your finger into the bowel you can feel it
most distinetly, often the size of a threepenny-piece.

The external opening is also frequently large and ragged,
not round ; it is irregular in form, and surrounded by livid
flaps of skin; when you pass your probe into this aperture
you can sweep it round over an area of more than an inch,
and not infrequently the sgkin is so thin that you can see
the probe beneath.

This 18 a very different condition from that of the
external orifice of a fistula in a healthy person, which is
usually small and pouting, and the skin is not detached to
any extent from the underlying structures.

The discharge is thin, watery, and curdy, very rarely
really purulent.

The sphincter muscles are almost invariably very weak.
When you introduce the finger into the bowel you are
hardly sensible of any resistance being offered. I think
this a most important indication of constitutional weakness,
and from it I derive this practical lesson: When operating
upon a patient with phthisical proclivity interfere as little as
possible with the sphincter muscles, especially the internal. 1f
you divide the sphincter, incontinence of feeces will almost
certainly result.

It is common to observe in these patients much longish,
soft, silky-looking hair around the anus.

With any of these peculiarities strongly marked, I am
always suspicious of my patient's strength; with all of
them, or several of them present, I feel certain of his con-
dition and act accordingly.

Varieties of I have noticed three varieties of fistula in conjunction
P with phthisis or phthisical tendencies. They may be
termed, for operative convenience, the fistula with tuber-
culosis, fistula in conjunction with chronic phthisis, and a
fistula which occurs in patients with a family tendency
to phthisis, viz. some of its members have actually had
phthisis, and others have suffered from strumous joints or



cH. vit. FISTULA IN CONJUNCTION WITH PHTHISIS 71

glandular disease. I should call this case the strumous
variety of fistula.

Now, when a consumptive patient consults me, I think
it most important to discover from which of the varieties
he is suffering. If he is acutely tubereular and probably
cannot live long, an operation is decidedly contra-indicated,
or if any treatment be employed it must only be in the
direction of affording relief from a fistula which is giving
rise to great pain.

For this kind always follows from some tubercular ulcer
of the rectum and develops into a fistula with a large
internal opening, into which feces pass. Not for one
moment would I think of euring, or attempting to cure, this
condition. All that is desirable is to make a large external
opening (but not to divide the sinus) through which the
retained faces may escape and afford velief. This should
be done without keeping the patient in bed for even one
day, and if an anwmsthetic be given chloroform should be
employed, and that only in sufficient quantity to lull the
pain while the opening is made. This treatment enables
the poor sufferer to end his days in comparative peace.

What I have termed the second variety comprises those
cases of fistula in patients who have had h@moptysis and
may at the time of consultation have the remains of a
cavity or consolidation at the apex of the lung without any
very active symptoms of phthisis. It is in these cases that
the fistula begins in the bowel or just at the entrance to the
anus and burrows outwards and undermining the skin, with
an internal and a large external opening which has un-
healthy, overlapping, livid skin. Judicious active treatment
is here called for ; it must stand to reason that the patient’s
body should, as far as possible, be restored to a healthy
condition, in order that the lung may have a chance of
recovering. The drain upon the system which the fistula
exerts, together with the mental worry, necessitates inter-
ference.

As previously mentioned, the anwmsthetic best to ad-
minister in these cases is chloroform, for it does not irritate
the air-passages, and minimises the secretion of mucus:
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whereas ether is an irritant to the respiratory passages,
increases the secretion of mucus, and may cause congestion
of the lungs, cough, and in delicate chests pnenmonia.

I commence the operation by laying open the main sinus,
but avoiding the sphincter as far as possible. Fortunately
it is not usually necessary to eut deeply, as the sinuses are
generally superficial. I then eut off the edge of the unhealthy
skin and scrape the base of the sinus with a Volekmann's
spoon, being careful not to allow the patient to lose much
blood. T do not keep him confined to his bed, but let him
get up the next day. In fact, as far as practicable, I cause
no change in his ordinary way of life.

After the operation let the patient have good diet; by
all means, plenty of eream and milk ; if he can take it, he
may have a little cod-liver oil and steel and quinine, sepa-
rate or combined ; if you can manage it let the bed-room
face south or west, and get plenty of fresh air into the
room, the patient lying well eovered up on a ecouch by the
open window for hours, in fact, nearly all day. Do all you
can to keep him amused and cheerful ; avoid poulticing the
wound ; disturb it as little as possible, keep it clean by
cently syringing with a solution of earbolie acid (1 in 40)
night and morning, and well dry afterwards; dress with
wool ; ointments as a rule do not suit, but astringents are
useful. Do not be in a hurry to get the bowels open, and
manage this rather by diet and laxatives than a purge; if
you set up a diarrheea in these patients, it will give you
trouble and delay the healing of the wound. Unless there
is furring of the tongue, headache, or loss of appetite, I do
not think the bowels need be relieved more than once in
three or four days. All these matters may appear so trivial
as to be almost unworthy of mention, but I am sure that
attention to apparent trifles will make just the difference
between success and failure with these patients.

The strumous variety of fistula may, or may not, have
an internal opening, and generally commences as a chronic
abscess, quite painless and filled with curdy pus. Although
some member of the family may be consumptive, there are
no perceptible gigns of this in the patient himself.
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I do not hesitate to operate upon such a fistula, for it
(like suppurating glands in the neck and strumous testes)
may be at first a purely local disease, and should be at
once attacked, instead of being allowed to remain, and so
perhaps become the starting-point of acute tuberculosis.

You can operate upon this kind as you would on an
ordinary fistula, but you should give especial attention to
all minor details mentioned above.

Those gentlemen who object to operating in any case
upon a phthisical patient give different and rather contra-
dictory reasons for their objections. Some say, ‘Do not
operate, for the wound will not heal, and the increased dis-
charge will be detrimental ;' others, ¢ The healing of the
fistula will be injurious to the patient, as the discharge
prevents or retards the progress of the chest affection.” I
have this remark to make here; that when a fistula has
kindly healed I never kmew a phthisical patient to be
directly the worse for it, 7.e. I have never seen the chest
affection agoravated or suddenly get worse on the closing
up of the wound. I think the idea that the discharge
retards the progress of the lung disease is rather a rem-
nant of the old doctrine of issues, setons, and derivatives,
than a positive fact.

For my own part, I do not think we have many, if any,
clinieal facts tending to show that an operation for fistula
in phthisical patients renders the lung affection worse, or
makes it more rapidly progressive.

I have had several cases, which certainly at first sight
appeared to contradict what I have just stated : the patient
is operated upon, and in four or five days inflammation of
a lung and hemoptysis set in, this being in some cases the
first attack. Now, one is not unnaturally led to conclude
that the operation is the active cause of the sudden acces-
sion of the lung symptoms in these cases; but after all it
may not be go; there are other factors to be considered.
These may be mentioned: the natural excitement pre-
ceding and atfending the operation; the effect of anms-
thetics ; the different, and probably colder and ¢ draughty,’
air of the hospital wards; and the sudden taking to the
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recumbent position, by which, in lungs predisposed to disease,
hypostatic engorgement may be readily set up, and pneu-
monia follow. This last I think a very important element
in the phenomena; and, as I have said, never confine your
patients who have a consumptive tendency entirely to bed.
I let them recline on the sofa, and sit on air-cushions from
the day of the operation, and I really think this precaution
has a great deal to do with the result. You may accept it
as a fact that phthisical hospital patients do not do nearly
so well as phthisical private patients; and good feeding,
nursing, and the comforts of a home may be credited to
a great extent with the causation of the difference.
Although I say that hospital patients do not, as a rule,
do well, yet I have had many satisfactory results, even

where such could hardly have been anticipated. I will
detail some.

A man, ®t. 29, was admitted into the hospital under my care; he
had decided dulness at the apex of the left lung, and had spat blood
frequently, and always had winter cough. He had a complete fistula,
with a very patulous and large internal orifice, into which fieces were
constantly passing, and he consequently suffered much, and was very
anxious to obtain relief, On this ground I determined to operate. I
did not confine him to bed more than a few days. I fed him well, and
gave him cod-liver oil and tincture of the muriate of iron during the
treatment, and I kept him in the hospital only for nine days. He did
very well, the wound healed, and as I have seen him since, I know
that his chest affection has not progressed.

Here is a very unfavourable ease which, by a little
cautious treatment, did well in the end.

A police constable, ®t. 29, came to 5t. Mark’'s one summer. Eight
weeks previously he had been operated upon for fistula at 5t. Mary's
Hospital. He was undoubtedly consumptive; some time ago had
hemoptysis ; he sweated at night, and was very thin and feeble. On
examination an unhealthy wound was to be seen involving the bowel ;
the edges overhung were livid and irregularly ulcerated ; the mucous
membrane of the bowel was undermined to the extent of two inches
upwards. A deep ineision had been made through the sphineter, and
he had no power to retain wind, or his motions if at all relaxed. He
coughed a good deal, and expectorated freely; he was very depressed
in spirits. It is difficult to conceive a more lamentable failure of an
operation ; he was in all respects materially worse for what had been
done. I secarcely think, had I seen the man at first, I should have
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interfered with him at all. The question was what could be done.
Finding that he had friends in the country I advised his going away,
and told him to live in the open air all day long, to drink as much
milk and eream as his stomach would digest, and to take a teaspoonful
of cod-liver oil, and fifteen drops of the muriated tincture of ironm,
three times in the day. He had never been able to take the oil, but I
managed to overcome his repugnance by giving him one drop of
nitro-benzole with every dose, for which hint I am indebted to my
friend Dr. Stone of St. Thomas's Hospital. The patient came back in
about six weeks very much improved in general health ; he had gained
weight and strength. His wound looked healthier, but intrinsically
was in much the same condition. I now did not dare o take him into
the hospital, fearing the confinement and air; but I thought some-
thing might be done to alleviate his condition; so I pared off the
overhanging and devitalised edges of the skin, and laid open the sinus
under the mucous membrane ; I did not confine him to bed at all. A
few days after doing this I painted over the sluggish base of the wound
with blistering fluid, and thus got the whole wound to granulate.
After about five weeks it healed; he recovered very considerable
power in the sphineter, and altogether was in a wonderfully more
favourable condition than when I took him in hand. To show what
an improved state of health he was in I can state that he was able
the whole of the following winter to take his turn of night duty with-
out being once on the sick list.

The mental depression which the rectal affection creates
sometimes oceasions me to operate (when I would rather
leave it alone) on comparatively painless fistulse in patients
with active phthisis. For frequently the sufferer thinks
much more about his fistula than he does about what he
calls *his litfle cough,” and is quite dismayed and brought
to despair when you tell him that you cannot do anything
to cure him. I am certain that few things conduce more
to the rapid progress of phthisis than mental anxiety and
loss of hope.

As illustrating this I will relate the case of a young
man who came to me at St. Mark’s.

He was in great mental distress because of a fistula for which, a
well-known surgeon had told him, nothing could be done as he was
consumptive. It was true that this man suffered from hmmoptysis
sometimes, and looked far from being a promising patient; moreover
his family history was unsatisfactory. On examining him I found
that his fistula was evidently a phlegmonous one, and not serofulous,
t.£. it began as an abscess, ran an acute course, opened externally, and
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did not eommunieate with the bowel; so I thought, considering his
mental distress, it would be better to operate upon him. The mere
~ fact of his belief that he would get rid.of a most troublesome and
annoying disorder rallied him at once. The day following the opera-
tion he loocked much better than he had done before, and without any
interruption he guickly got well. T watehed the man for more than
twelve months, and most assuredly his lung symptoms had made no
marked advance.

I relate cases which occurred some years since, because
we have the opportunity of seeing how they terminated.

In the spring of 1866 I operated upon a gentleman, a patient of Mr.
Burroughs, of Lee. He was decidedly but not hopelessly phthisical ;
the undermining of skin in this case was very considerable, and he
suffered so much that I had not the least doubt about the propriety of
attempting to relieve him. The wound was large, but we had really
no difficulty in getting it to heal. T saw a relative of this patient some
years after who informed me that he confinued well and had no re-
turn of the fistula. I believe in this case the chest symptoms were
absolutely benefited by the operation.

A young man was brought to me by his friends. He was twenty
years of age, and had a decidedly phthisical appearance; he had a
circumscribed flush on his cheeks; was thin, and had a rapid, feeble
pulse ; he was a railway clerk, and had been leading a rather irregular
life for twelve months previous to his present illness; he had never
suffered from hemoptysis to any extent, but had spat mucus streaked
with blood not infrequently. There was some dulness over the apex
of the left lung, and feeble inspiratory murmur. He took cold on the
slightest provocation; he had lost a sister by consumption, and also
his maternal aunt ; his mother was far from a healthy-looking woman ;
but his father was strong and had no tendency to pulmonary disease.
This was a case I would willingly not have interfered with; but the
patient was suffering so much that I determined to try, after improving
his health, what I could do for him. The fistula commenced as an
abscess, which opened spontaneously. When I first saw him, he had
a sinus on one side of the bowel and an unopened abscess on the other
side, and was suffering a good deal of pain. The abscess I opened at
once. I put him on eod-liver oil and tinct. ferri muriatis, and soon
sent him away into the country. He returned very much better in
health, but the sinus had burrowed round behind the anus and joined
the abscess I had opened, thus forming the not uncommeon horse-shoe
fistula. He was now importunate for something to be done, and al-
though T was very dubious about the result, I yielded to his wishes.
There was one good point in his case which encouraged me, and that
was, the discharge was tolerably healthy. I operated, not making
more ineisions than were necessary, but freely removing the over-
lapping edges of skin. He took full diet—wine, beer, and anything
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he fancied—from the day of the operation, and (with the exception of
a little burrowing under the skin towards the perineum, which I was
obliged to lay open) he made & good recovery. Six weeks after he was
quite well, and was weighed, and showed an increase of fourteen
pounds since the operation. This lad died of phthisis three years
after. The fistula never recurred, and for more than two years he
enjoyed fair health.

A good many years ago I operated upon a patient who was a very
delicate and decidedly consumptive person; he suffered much from
winter congh, and had spat blood several times; there was a history of
phthisis in his family. His fistula was a complete one and caused
him a great deal of pain and inconvenience, interfering most materially
with his taking any walking exercise. I operated upon him, and was
a few weeks later compelled to lay open another sinus, which had
gither formed since or been overlooked by me. The wounds were
slow in healing, and required a good deal of attention, but finally they
cieatrised soundly, and the patient’s health was much benefited by his
freedom from pain and his renewed capability of walking. T saw this
gentleman lately ; he is still delicate, but enjoys a fair amount of health,
and the fistula remains gtill healed :' most assuredly he has not been
damaged by what was done for him.

I operated some years ago upon a patient who was under the care
of the late Dr. Palfrey and Dr. G. Fowler of Kennington. This gentle-
man had undoubted phthisis, with vomie® in his lungs, and at the
same time he suffered so much from an internal fistula with a large
opening that I felt compelled to try and relieve him. Accordingly,
with the coneurrence of Drs. Palfrey and Fowler, I opened the fistula.
The wound slowly but surely healed, and from the day of the operation
he lost his pain, and lived about two years in comparative comfort—a
longer time than was anticipated by his medical attendants.

I saw, in econjunction with the late Dr. Wilson Fox, a gentleman
abont 28 years of age, who had been some time in India, and who had
suffered from pleurisy and pnenmonia, associated with the deposit of
tubercle ; he also had a complete fistula, which gave him great incon-
venience and, at times, pain. He was very anxious to have something
domne for this, and Dr. Fox, as his lung condition was stationary and no
active disease present, was of opinion that there was no objection to an
operation on the fistula; I therefore ent through the sinus with the
elastic ligature without oceasioning the patient any pain or confining
him more than forty-eight hours to his room; four days sufficed for
the ligature to cut through, and the wound soon healed, the patient
experiencing great comfort. After about eight months he caught n
cold, and his chest-symptoms recurred, with much cough, and the cica-
trix of the wound in the part near the anus broke down, but this did
not trouble him much, and from time to time the wound healed and

' Fourteen years after the operation.
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reappeared ; but there was no doubt in the mind of the patient as to
the advantage of the operation, and Dr. Fox could not say that any
disadvantage had acerued. The patient was one of those men who
never will take care of themselves, and who habitually smoke and
drink too much. With all those drawbacks, he lived about three years
after the operation.

The question of cough is a very important one when
weighing the probabilities of an operation doing well or ill.
I believe that severe or frequent cough, no matter from
what it arises, is most inimical to the well-doing of the
patient, and must warn you that phthisical patients will
often assert that they cough very little when their friends
notice that they do so almost perpetually.

A medical man came from the country a short time ago
to be operated upon by me for a complete fistula; there
was not the least suspicion of phthisis, but he had a bad
cough. T advised him to get rid of his cough before being
operated on, but he was anxious to get the matter over,
and thought his cough would not trouble him. However,
although the fistula was a simple one, I could not get
it to heal until his cough was cured, and he was four weeks
in town, whereas, under favourable cireumstances, fourteen
days would have been ample time to have effected the cure.

From this arises a maxim I always adhere to: never,
if you can possibly help it, operate upon a phthisical
patient when the cough is constant; and never operate in
unfavourable weather. If your patient is in good eircum-
stances send him fo some salubrious, genial place, and
perform the operation there. You will find he will get well
in less time, and possibly save you much anxiety.

To recapitulate. In acute phthisis in which the fistula
canses great suffering, you should only adopt palliative or
mild operative measures, the latter being directed to the
relief of pain.

In fistula associated with chronic phthisis an attempt
may be made under favourable circumstances to effect a
cure.

In what I have deseribed as a strumous fistula, an ope-
ration should be performed in order to remove a possible
source of general disease.
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the affection they had to combat, and a correct conclusion
is all-important, especially if any operative procedure be
meditated.

Fig. 26,

ExrerNar HEMoRRHOIDS.

These affections are so prevalent that very few persons, Causes
either male or female, arrive at middle age without having
in some degree suffered from them. They oceur almost
equally in the robust and the weakly, in the rich and the
poor, in the active and the sedentary. No doubt some
oecupations and modes of life conduce to the production of
external hmmorrhoids more than others; still, I repeat,
there is no elass of society or state of constitution which

(23
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can be said to be entirely exempt. The skin around the
anus and the mucous membrane at the verge of that aper-
ture are remarkably delicate in structure, they are also
profusely supplied with nerves and small vessels; from
these facts it arises that anything tending to irritate that
region may readily cause congestion and inflammation of
the part, and result in an attack of piles. To certain
anatomical peculiarities of structure in the rectum and its
veins, supposed to be the predisposing and also the active
cause of hemorrhoids, T shall refer further on.

Obstruetions of the liver or portal system, pulmonary or
cardiac affections, or anything rendering the return of blood
from the rectum difficult, are likely to conduce to the same
end. From this we can readily conceive that a great variety
of ‘causes may bring on an attack of piles. The following
may be mentioned: too good living, especially the con- -
sumption of large quantities of meat, very coarse fare,
indulgence in aleoholic drinks, excessive smoking, vialent
and prolonged exercise, sedentary occupation, or exposure
to wet and cold. Other causes are fmcal accumulations,
constipation, often associated with chronic spasm of the
external sphincter, diarrhcea, discharges from the baxwel
resulting from internal diseases, the pressure caunsed by the
uterus during pregnanecy, uterine displacement. Again,
sitting on damp seats, friction from clothing, excoriation
and irritation, the use of printed paper as a detergent—
especially the cheap papers from which the ink comes off
on the slightest friction—the neglect of proper ablutions
(this is very important; many persons seem to forget that
the anus requires quite as much washing as any other part
of the body), straining, however induced; all these are
among the common causes, predisposing or exciting, of
external heemorrhoids.

I have already said that two varieties of external piles
may be recognised ; the first ought to be called hypertrophies
or excrescences of the skin; the second, sanguineous venous
tumours. When you look at either of these in an uninflamed
state, you would think them harmless enough; in the one
case you would observe around the anal orifice merely-a
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certain redundancy of the skin forming little flaps or tags
more or less pendulous, in addition to the small radiating
corrugations seen in the normal state; in the other case
you perceive blue veins, rather raised above the surface,
and running up into the bowel, resembling, indeed, varicose
veins. Now these conditions, so innocent in their appear-
ance, are prone, at a very trifling provocation, to take on
active inflammation, and to cause the patient an amount
of suffering quite disproportionate to the pathological
appearances.

There is a difference of opinion as to the formation of these
venous tumours, why I do not understand. For the rectal
veins are similar to veins in any other part of the body,
and in like manner may become varicose and inflamed.

A rectal vein becoming varicose is tortuous and dilated
n parts. From some constitutional or loeal cause a clotting
of the blood in the vein may take place, giving rise to simple
thrombosis ; hence the tumour. This may remain quiet,
and cause no pain, but only discomfort. Again, inflamma-
tion may start around the vein, or in its coat, occasioning
periphlebitis or phlebitis. This is the painful kind of san-
guineous external pile, and may subside or suppurate.

In rarer cases, as in other situations, a rectal vein may
become weak at one point and cause a small aneurism of the
vein, in which coagulated blood is contained.

It is very advisable to notice the earliest, or rather the

premonitory, symptoms of one of these attacks, as by this

knowledge it may possibly be warded off, or at all events
much mitigated. Not infrequently a little extra eating and
drinking, without any absolute excess, is the exelting cause ;
an indulgence in effervescing wines or full-bodied ports or
new spirits being especially dangerous. The earliest symp-
tom is a sensation of fulness or plugging up, and slight
pulsation in the anus; there is also a tendency to constipa-
tion, inducing a little straining ; this is frequently followed
by itching of a very annoying character, coming on when
'%1{! patient gets warm in bed, keeping him awake for some
time, and inducing him to serateh the part. In the morning
he finds the anus a little swollen and tender, and if he be
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an observant person with regard to himself, he will notice
after a motion a slight stain of blood. Now all this may
pass off with the simplest care and the slightest medica-
tion ; but if the patient negleet himself, it will surely be the
precursor of a more or less severe attack.

Palliative The treatment in such a case should be abstinence from

treatment 4 otive exercise, rather spare diet, well-cooked vegetables and
fish, not much meat, no beer or spirits, and wine is not
desirable ; if the patient must take some stimulant, a glass
of light claret, with Seltzer or Vichy or Vals water, will be
the best beverage. If he is a smoker, he must cut down
his usual allowance; smoking often causes a sympathetic
irritation of the throat and reetum. He may take a warm
bath, or a Turkish bath, and should wash the anus night
and morning with warm water and Castile soap ; after this,
apply one of the following ointments : —

B Acid. tannici Glycerinum

Ik Bismuthi subnitratis . . : ; : 51
Hyd. subchlor. . . : . : 8 3
Morph. acetatis . ' - : : . griv
Vaseline - : . - : : X F—M.
B Liqg. plumbi subacetatis 1 . - ; 3
Lig. opii sedativi . . : : : : E55—M.

One teaspoonful of the lotion to be mixed with one
wineglass of milk, and frequently applied to the anus.
This is very soothing.

As to medicine, the patient may take

B Pil. hyd. subehlor.eo. . . . .  grijj
Ext. belladonns . ; : : . gr.#
Ext. taraxaci 3 5 - ; 3 q. s.—M. ft. pil. j
or
Ik Podophyllin. ’ : : : : .4
Ext. nue. vom. . - 3 . g or. 88
EEL hﬂ“ﬂ‘l- & - Ll a L # ETI .i'l__I'llfi .ﬂ-l. Pﬂ..j

three times a day, and in the morning, fasting, some effer-
vescing citrate of magnesia, or this draught, which I have
found very useful on many occasions :—
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Boli. mngsioadl & & MS00 Gl s Do ELE]
Potassm bicarb. . . : : B 9j
Syrupl senne : sh e . - - 3ij
Sp. etheris nit. . . ; s : - %88
AuaiadSs S0, IE R e e 3ij—M.

or

1R T o AR S S e R R 33
Pot. nitratis . - - A : : . gr.xVv
Syrupi senng T T G 3 - 5ij—M.

in water every morning. One third of a tumbler of Fried-
richshall water taken fasting, with twice as mueh warm
water, or Carlsbad salts, will also have a good effect.

If the case be neglected, and advice is not sought, Inflamed
active inflammation will set in, and the symptoms will be pies
as follows :—

When the piles are formed of hypertrophied skin, the
small tags will be much increased in size; they may be
very swollen, cedematous, and shiny ; they are exceedingly
painful fo touch; sometimes they ulcerate, or suppura-
tion may take place if the inflammation runs very high,
and hence small but painful little fistul® arise. At times
the cedema is so considerable as to extend into the bowel,
and form a large swollen ring of skin and everted mucous
membrane all round the anus.

So with regard fo the sanguineous venous h@morrhoids,
they are swollen into ovoid or globular bluish tumours,
very hard, and exquisitely painful ; they can be pinched up
between the finger and thumb from the tissues beneath,
and they feel as if a foreign body were present there.
Sometimes, but rarely, they can by gentle pressure be
emptied of their contents; but this proceeding is not
followed by any benefit to the patient, as in a few hours
they beecome more painful and larger than before. More-
over, the attempt to empty them is extremely dangerous, as
a clot may be dislodged and fatal results ensue. These
tumours may be single, or two or three may be present
at the same fime ; by irritation they set up spasm of the
sphincter and levator-ani muscles, so that they are drawn
up and pinched, thus adding much to the patient’s suffer-
ing. Just as he is falling to sleep a spasm takes place, and
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wakes him up—in addition there is a constant throbbing,
and the sensation as if a foreizn body were thrust into the
anus ; this excites the desire every now and again to attempt
to expel it by straining, which, if indulged in, of course
aggravates the pain. Often the patient cannot sit down,
save In a constrained attitude, nor can he walk, and when
he coughs the succussion causes acute suffering. When
the bowels act, and for some hours afterwards, the distress
is greatly increased, and the patient, if not absolutely eon-
fined to bed, is quite incapable of attending to his business.
Accompanying all this there is general feverishness, furred
tongue, and usually constipation. Such, then, are the
symptoms of an acute attack of external piles, and if not
a serious matter, it is one causing great worry and loss
of time, an important point in these hard-working days.
Moreover, one invasion predisposes to another. I have
known many patients who periodically suffer what I have
described.

You will save your patient much time, pain, and after-
trouble, and ensure a cure, by snipping off the inflamed
cutaneous excrescences, or in the case of the sanguineous
tumours, by laying them freely open. The tags of skin
may be frozen by the etheriser, seized with a pair of
toothed foreceps, and quickly snipped off with a pair of
strong scissors ; the pain soon ceases, and the wounds heal
readily under any simple dressing. Care must be taken
not to recklessly cut away too much skin, or contraction
will follow ; you must therefore not make quite a clean
sweep of it, but take off a portion only; that which is left
will contract in the process of healing. The best method
of opening the venous swellings is as follows: Pinch up
the tumour gently between the finger and thumb of the left
hand, transfix its base with a curved bistoury, and cut out;
at the same moment by pressure with the finger and thumb
the clot may be extruded ; place a piece of fine cotton wool
at the bottom of the sae, to prevent it refilling with blood,
and to allow the skin to contract and the sac to heal from
the bottom. If this is not done, the edges will unite and
the pile be re-formed. The pain caused by the ineision
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soon subsides, and the patient makes a speedy convales-
cence. This incision should be made in the direction of
the radiating folds of the anus, in order to facilitate the
confraction of the skin. If these sanguineous tumours
are not interfered with, the blood in them will in time
become absorbed, and they may ultimately form the cuta-
neous flaps already described. It is always well in these
cases to ascertain, by means of an injection, whether there
be any internal piles associated with the external; if so
they must be attended to, or the patient will probably be
made worse by any operation on the external hemor-
rhoids.

If the patient will not submit to the operative treat-
ment I have recommended, the swollen parts to be well

smeared with
B Ext. opii.
Ext. belladonnse
Partes equales—M.

and a warm poultice applied. This in many cases gives very
speedy relief, and, as a rule, is muech more efficacious than
cold applications. But sometimes it happens fhat cold is
found by the patient to be more soothing ; in that case the
lotion of lead and milk already mentioned, or
B Lig. plumb. sub. dil. 3j
Liq. ext. opii 3iv
Tr. belladonnaz —31j—M.

is useful, or ice may be pretty constantly applied. It does
not answer to freeze the piles with the ether-spray, as I have
seen recommended, for as goon as the cold goes off the pain
i8 worse than ever. I have never seen much benefit derived
from leeching. Some surgeons have insisted that the in-
flammation should be reduced before removing the piles by
excigsion. I do not think there is any need for this delay.
Certainly the parts are very tender and sensitive, but the pain
can be overcome by thorough freezing or the use of cocaine,
and I am convineed that convalescence is much hastened
by eutting into or the removal of part of the inflamed and
edematous tissues, and, as far as my experience goes, no
danger of any kind need be apprehended from the operation
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if it be properly performed. I much too often see these
cases treated by drastic purges and gall-ointment ; this, I
am bound to say, is not good practice; in the active stage
it is harmful to the patient.

I have said that one attack of external hemorrhoids pre-
disposes to another; it is, therefore, very advisable for the
patient go to live as, if possible, to ward off this repetition.
Generally he should eat sparingly; and fish, fresh well-
eooked vegetables, and ripe fruit should form a considerable
part of his diet; he should aveid spirits and beer, and take
as little stimulant of any kind as possible; strong coffee
and highly seasoned dishes must be abstained from; hLe
should not smoke, or only very moderately indeed; he
should take plenty of walking exerecise, but it should not be
violent nor eontinued to over-faticue ; he should sleep on a
mattress and sit on a cane-bottomed chair, and never omit
to wash the affected part night and morning with cold water ;
lastly, he should keep his bowels acting daily. If this
latter objeet eannot be accomplished without some medi-
cinal aid, he will find

B Conf. pip. nigr.
» sulph,
»  senne—ii partes equales—M.

a capital remedy ; of this one or two teaspoonfuls may be
taken every morning, or night and morning if required.
I have had great experience in the use of the waters of
Friedrichshall and Carlsbad in these cases, and I think
them very heneficial, particularly in persons who are
prone to congestion of the liver. Another remedy I find
admirable, Pulv. liquiritiee co. 3j, taken in a wineglass of
water, twice or thrice in the week, at bedtime, or the use
of one of the mild purgatives I have already spoken of. A
steady perseverance in the line of treatment I have sug-
gested will, in all probability, eradicate the hemorrhoidal
tendency.
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CHAPTER IX.

INTERNAL HAEMOERHOIDS.

Arr those causes I have mentioned as likely to induce Causes
external piles tend also to the produetion of internal
h@morrhoids, but in addition we may name diseases of the
genito-urinary system, the state of recovery from child-
birth, and hereditary influences; although constipation is

a very general cause, yet piles may occur without any con-
stipation, and be as much of a family idiosynerasy as any

other disease; for it has happened to me to operate at
various times on many of the members of the same family,

some of the patients being quite young.

During pregnancy external venous hsmorrhoids are
frequent, and these may, and often do, pass away affer
labour, in common with varicosities of the legs and labia
vaging ; but the reverse is the case with regard to internal
h@morrhoids : these most frequently make their appear-
ance after parturition, when all the parts are relaxed and
uterine involution is going on. I will not attempt to give
any reason for this peculiarity; I only state a fact I have
repeatedly observed.

Our French confréres for long past have not been at
all satisfied with the usually aceepted explanation of the
etiology of piles, either external or internal. They do not
congider that any causes which are occasional can induce
such an afflux and stasis of blood in the rectal veins as
shall be productive of hemorrhoids.

Neither, say they, sedentary occupation, excesses at the
table, venereal abuses, passive pederasty, the immoderate
and prolonged use of enemata, drastic purgatives, nor habi-
tual and severe constipation, can one or all initiate true
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haemorrhoids. They therefore, with praiseworthy diligence,
sought for the true predisposing cause in the anatomy and
physiology of the rectum ; and Professor Verneuil, the dis-
tinguished Parisian surgeon, says he has discovered that
cause in the peculiar distribution of the veins and the course
they take in the coats of the rectum a few inches above the
anus. The preparations and dissections M. Verneuil made
to illustrate and prove his views are now in the Dupuytren
Museum at Paris; and the correctness of the anatomy, and
the deductions made from it, have, say recent French
authors, not only been supported, but even proved, by the
dissections of Gosselin in 1864, Dubrueil and Richard in
1868, and lastly by Duret in 1877.

I shall endeavour, as briefly and clearly as I possibly
can, to place before my readers the anatomy as stated by
M. Verneuil, because it is considered to give the reasons for
a method of treating hemorrhoids strongly advocated in
France, but, as far as I know, little practised in England :
—1st. Professor Verneuil considers that the superior
hemorrhoidal veins only are connected with the portal
system and solely form internal hsmorrhoids; external
piles being formed from the inferior and middle hemor-
rhoidal, which are connected with the general venous sys-
tem, and do not, or only in the most remote degree, form
connections with the superior hamorrhoidal veins, and thus
the two venous systems, portal and general, are practically
distinet.

2nd. That the superior heemorrhoidal veings commence
at the upper border of the external sphinecter, and lie under
the mueous membrane of the reetum. At a definite height
of about 4 inches (10 or 11 cenfimetres) they perforate
abruptly the muscular coats of the bowel, and unite to form
the five or six large veins found in the meso-rectum ; these
then join the inferior mesenteric veins, which pass into the
splenic and portal veins, and thus enter the liver.

8rd. Where the superior h@&morrhoidal veins perforate
the wall of the rectum, Verneuil claims to have discovered
that they pass through ¢véritables boutonniéres muscu-
laires,” which museular button-holes, not being surrounded



CH. IX. INTERNAL HAEMORRHOIDS 91

by any protective fibroid tissue, have the power of con-
tracting and causing such stasis and congestion in the
superior hemorrhoidal veins as to constitute the ¢ primum
mobile’ in the formation of internal piles. Dubrueil fur-
ther calls attention to the faet, that the muscular button-
holes are double and at right angles to each other, the first
set being formed by the cireular fibres, and the second by
the longitudinal fibres of the rectum. These contractile
button-holes constitute, says Verneuil, not only the passive,
but also the active cause of h@morrhoids; any intestinal
irritation will produce violent and spasmodie contractions
of the muscular apertures, and these contractions are com-
municated to the levator and sphineter ani museles, and a
rapid development of internal heemorrhoids will take place.
Commonly, in addition, those occasional causes (formerly
considered as primary causes) come into play, and the
small varicosities found at the lower border of the internal
sphincter (and present even in infants, say the French)
soon become fully formed piles. The practical outcome,
from the above anatomy and physiology by the French
authors, is very important—viz. that for the cure of the
great majority of internal hemorrhoids, nothing is required
but the gentle and thorough dilatation of the external and
internal sphineter museles; no ligature, no cautery, with
or without clamp, is wanted, and no immediate removal of
the piles need take place. The anatomy of the rectum,
given by M. Verneuil, has been known for many years, but
only recently (in 1874) has the practice of dilatation been
recommended for the cure of hmmorrhoids by that gen-
tleman ; and it appears to me that the discovery of that
treatment was the result rather of accident than of reflec-
tion and deduction from any known anatomy or physiology.
The case which opened the eyes of Professor Verneuil to
the advantages of dilatation is thus related by him: *I
was consulted by a distinguished gentleman who had for
fourteen years suffered from anal pains supposed to be
caused by fissure, but they in reality were caused by in-
ternal hemorrhoids which had become prolapsed and
irreducible ; with this state not only had the patient’s pains

Yermenil's
treatment
by dilata-
tion



Criticism
of theory

92 DISEASES OF THE RECTUM CH. IX.

been redoubled, but he suffered such loss of blood as to
bring him near to death; his anemia was so profound that
I considered the usual operative methods too dangerous to
be undertaken, and as the sphincters were very contracted
I contented myself by dilating them, and from that day the
pain and loss of blood ceased, the piles were cured, and
did not return.” ‘Encouraged by this happy experiment,’
says M. Verneuil, ‘T hastened to put it into practice in
other cases with most excellent result.” M. Fontan a little
later, not knowing, I presume, of M. Verneuil’'s success,
also accidentally discovered that forcible dilatation of the
sphineters cured hemorrhoids ; for, says he, ¢ having dilated
the museles for the purpose of curing a fissure in a patient
who also suffered from hemorrhoids (June, 1875), I found
that with the cessation of the symptoms of fissure, the
h®morrhoids, the constipation, the daily bleeding, and the
prolapsus also disappeared, and I was struck by this un-
hoped-for result.” (Vide ‘ Fontan on the Cure of Hemor-
rhoids by Forcible Dilatation,” Paris, 1877.)

It would be presumptuous in me to dispute the ana-
tomical facts set forth by Professor Verneuil and endorsed
by such men as Gosselin, Dubrueil, Duret, and others;
indeed, the dissections that 1 have been able to male,
induce me to concur in the main points set forth by the
learned professor; but, with all due deference, I cannot
admit as a fact the almost absolute separation of the portal
and general venous systems. I am quite confident that in
the dissection of morbid specimens, near the anus, you do
find a considerable communication between the superior,
inferior, and middle hemorrhoidal veins.

Admitting the existence of the ¢ button-hole’ apertures
through the muscular walls of the rectum, I should demur
to the deduction made by M. Verneuil, that they cause by
contraction an obstacle to the return of blood from the

- lower portion of the rectum ; and, on the contrary, I should

infer, that these contractile apertures really play the part
of valves to support the column of blood to the liver, and
in place of causing stasis, prevent it by opposing regur-
gitation in congested states of that organ. In the second
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place I would rather, in accordance with general physiolo-
gical principles, infer, that the contraction of the circular
and longitudinal muscular fibres of the bowel favours, and
does not retard, the upward flow of the blood; and I am
not convineed that the physiology of M. Verneunil explaing
in a wholly satisfactory manner the causes and pathology
of hemorrhoids. In Professor Verneuil’s thesis he makes
no allusion to the part played by the arteries in the forma-
tion of piles; yet I should think no one could fail to note
that hemorrhoids are not merely varicosities of veins, but
tumours, into the structure of which considerable arteries
enter.

Dealing more fully with the above-cited eases, in which
M. Verneuil and M. Fontan suppose that they cured in-
ternal piles by dilatation, I would observe that the cure
resulted not from the dilatation of the ¢ button-holes,’ which
are natural outlets and not pathological, but from the re-
lieving of the impaction, or rather of the accumulation,
of feces. This accumulation occurs when much pain
accompanies defecation, for pain diminishes reflexly the
expulsive power and thus the patient never thoroughly
empties the bowel. It is well known that any pressure in
the belly may cause a varicose vein in the leg or in the
rectum.

Therefore, as soon as the spasm of the sphineter is
stopped and the bowels act, the pressure is relieved and
the varicose condition ceases. This applies differently to
the several kinds of internal piles to be presently deseribed ;
in the venous variety the removal of pressure affords lasting
benefit, for it allows the blood to return freely. This
treatment is only of temporary benefit in the arterial or
capillary piles, for it simply relieves the venous portion of
these piles, but does not materially affect the arterial struc-
tures, which have become somewhat cireoid or cavernous
in nature.

Internal piles present several varieties in appearances,
gtructure, position, and other characteristics: three
broadly marked kinds may be observed—viz. the capillary
h@morrhoid, the arterial h@morrhoid, and the wvenous
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hemorrhoid; at times all perfectly distinet, at others
united in the same patient.

The first variety I should describe as small, florid,
raspberry-looking tumours, or rather vascular areas upon
the mucous membrane, having a granular, spongy surface,
and bleeding on the slightest touch ; these piles are often
situated rather high in the bowel.

In structure they consist almost entirely of hypertrophie
capillary vessels and spongy connective tissue, and therefore
I think a good name for them is the ¢ eapillary heemorrhoid.’
They resemble arterial nevi very closely indeed in their
microscopie structure, except that they are covered
externally by a very much thinner membrane, and conse-
quently are readily made to bleed. If these hemorrhoids
exist for a considerable time uninterfered with, or if
powerful astringents are applied to them, they lose their
velvety granular appearance, the bleeding ceases or
diminishes greatly, and they remain dormant for a longer
or shorter period; but in most cases they eventually re-
commence growing, and assume a smooth shining surface
resembling ordinary mucous membrane ; at the same time
the main vessels feeding the growth increase in diameter,
and the areolar tissue becomes thickened and more abun-
dant; an exudation of lymph and fibrinous matter takes
place beneath the mucous membrane, obliterating the
capillaries and arresting the bleeding from the surface.
The changes I believe to be the result of slow processes of
inflammation. 1 am here only describing what I have
repeatedly seen, and I think in this way the second variety
is commonly formed.

Thege arterial internal h@morrhoids may be deseribed
as tumours varying in size, sessile or somewhat peduncu-
lated, attaining sometimes very considerable dimensions,
glistening or slightly villous on their surface, slippery to the
touch, hard and vaseular, with an artery, often as large
as the radial, entering their upper part. When they are
villous on the surface they bleed very freely, and for some
reason or other have formed and grown very rapidly. On
dissecting one of these tumours you will find it consists of
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numerous arteries and veins freely anastomosing, tortuous,
and sometimes dilated into pouches, and of a stroma of
cell-growth and connective tissue, the latter most abounding.
These advanced hsmorrhoids are certainly not, as some
have deseribed them, merely dilated vessels with a little
cellular tissue, or sacs, or cells with fluid contents which
can be emptied by squeezing.

The third variety is the venous internal hemorrhoid,
and in this the venous system predominates. The tumours
are often very large. I have seen them quite the size of a
hen’s egg. They are bluish or livid in colour, and they are
hardish ; the surface may be smooth and shiny or pseudo-
cutaneous. Besides these chief varieties it may be well
here to mention two other conditions.

Professor Richet, of Paris, at the Haotel Dien, delivered
a lecture on what he termed ¢ white piles’ (hémorrhoides
blanches), as they did not discharge blood like ordinary
internal h@morrhoids, but a sero-mucous fluid. The
professor stated that the white piles are merely ordinary
piles in a more advanced stage, and consisted principally of
hypertrophy of the papillary bodies of the mucous mem-
brane. The incessant discharge acted as perniciously as
frequent bleeding, being nothing more or less than trans-
formed blood ; and he advised them to be operated on in
the nsual way. For my part, while agreeing with M. Richet,
I do not see any sufficient reason for introducing a new
name in addition to those generally in use.

A state which may very much resemble but is not
actually a pile is a partial prolapse of the mucous and sub-
mucous membrane of the rectum. It differs from a pile in
that there is no definite tumour ; it is neither hard, smooth,
nor slimy, but soft and velvety, and moreover does not
consist of hypertrophied or dilated arteries or veins.

Capillary hemorrhoids are so small and so little elevated
above the mucous surface that they give no trouble by their
size and rarely protrude on going to the closet.

Moreover, there ig no pain unless there be the compli-
cation of uleeration. Although they are go insignificant in
size, the quantity of arterial blood lost from them, though
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small at each action of the bowels, 18 80 continuous as to
oceasion a serious drain upon the patient’s constitution; I
have seen many persons quite blanched by the losses they
sustain.

The persistent arterial hemorrhage caused by these
capillary and also by the arterial piles, is far more exhaust-
ing than venous hmmorrhage from venous piles. The
latter loss of blood often relieves, the former in time always
depresses.

On examining a patient suffering from these capillary
piles, there is little or nothing abnormal to be felt, and they
can only be diagnosed by their symptoms and by ocular in-
spection. These patients complain of frequent pains in the
back and loins, also, in the male, in the spermatie cord and
testicles ; they have great lassitude, and not infrequently the
sexual powers are interfered with. I have seen many cases
in which this was the symptom that induced the person to
seek advice. One case particularly is recalled to my mind
from the fact that the gentleman had paid a large sum of
money to a charlatan who had been treating him for im-
potence, the result of spermatorrhea. In women menstru-
ation may gradually cease, and a condition of profound
anemia result. This is well illustrated by a case that
was sent me by my friend, the late Dr. Chapman, of
Biarritz.

A young lady, wt. 20, formerly robust and healthy, gradually fell

ill ; she beecame languid, fretful, fanciful, and very anemic. Menstrua-
tion ceased almost entirely; only once in three or four months had she
a scanty pale discharge. She did not complain of any pain, except in
the back and legs on attempting to walk. She had taken any quan-
tity of ferrnginous medicines, and had been recommended by various
medical men to try the baths at Sechwalbach and other German water
ing-places, the disorder being supposed to be uterine. Through deli-
cacy she never mentioned that she had lost blood per anum, and she
had never been directly asked the question. Fortunately for her Dr.
Chapman, under whose care she eame, put it to her point blank, when
she admitted that she bled almost daily when the bowels acted. The
mystery was now solved. By the advice of Dr. Chapman she came to
me, and T found that she had three very vascular capillary hemorrhoids.
I removed them—recovery ensued without a bad symptom, and she

soon regained her former health.
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I was consulted two years ago by a physician about his daughter,
who had fallen into a very despondent state of mind, and was also
weak and anmmiec. Menstruation had ceased for some months.
Uterine disease had been diagnosed and treated withont benefit. Lat-
terly she had said something was the matter with her bowel, and ad-
vice was sought. On interrogation it appeared that she lost blood
almost daily, and occasionally in large quantities, so that she had
fainted in the water-closet. Nothing protruded, and she had no actual
pain, only a burning sensation at the bottom of the back,

On examination I found an extremely vascular patch of mucous
membrane over the internal sphincter, about the size of a shilling. Tt
yielded arterial blood at the slightest touch, and the sphineter muscles
were somewhat contracted. Gentle dilatation, and one touch with the

Paquelin cautery, eompletely cured her.

It is these daily small losses which are apt to be over-
looked, and which female patients, aceustomed to their
monthly discharges, scarcely think worthy of mention, hut
which, when added to menstruation, become a serious
matter, and speedily induce chlorosis and an amount of
debility which can be combated only by removing the primary
cause of the malady. Very tiresome constipation is usually
found attendant upon this condition, and often continues
after the patient has recovered her general health. Tt is
only to be overcome by patient attention to diet, exercise,
and the administration of such medicines as give tone and
gently stimulate the colon, without irritating or purging.
I bave found faradisation a valuable adjunct to other
treatment. You do not generally find more than two or
three capillary h@morrhoids in the same patient—very
often only one ; and in women this is almost always situated
anteriorly, and then it is very easily prolapsed. It is this
variety of the disease which is benefited by the application
of fuming nitrie acid—I say benefited, not absolutely cured,
for, in my experience, you cannot by any means be certain
of effecting the latter result. ITad the use of the acid been
restricted to this form of pile, it would not have fallen into
such utter disuse as it has ; it was the unsurgical attempt
to cure large hard hsemorrhoids with it that brought it into
discredit. Ten years ago, when this treatment was in
vogue, it was frequenfly used in the most reckless and

unscientific manner, quite regardless of how much it really
H
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could do. T used to see patients with large, fully developed
rectal tumours, to which acid had been applied half a dozen
or more times, causing great pain, and with the result of
no real curative impression being made upon the disease.
I am sorry to say this method is not yet quite obsolete, for
I once saw with Dr. Playfair an elderly lady with large piles,
who had suffered very severely from geveral applications of
strong acid, made a short time before by a hospital surgeon
of considerable repute.

It is not an uncommon thing for patients to come
with advanced hsmorrhoids, relating this history : * Their
piles had been (as they called it) operated upon a year
or so before with aecid, and for some time they were better,
but that latterly they had become worse than ever ; they
rarely bleed now, although before the acid was applied they
lost a good deal.’

Here is an illustration :—

A patient eame under my eare, who had two very characteristic
eapillary hemorrhoids, and lost almost daily a guantity of blood.
The case was one peculiarly well suited for the nitric acid treatment
which in time pagt was much practised. I applied the acid thoroughly
without causing any severe pain. The result was highly satisfactory,
the bleeding was at once stopped, and the patient left my eare quite happy.

About eighteen months after I had first seen him, he again con-
sulted me, complaining of discomfort in the rectum and of a protrusion
on going to stool. He only very oecasionally lost blood. On examina-
tion after injection I found three hmmorrhoids fully formed, and I
advised an operation by ligature. He, however, objected to that, and
wished me to re-apply the acid; this I declined to do, knowing that it
would not in any degree benefit him. He went away to consider
whether he would have the operation done, but he did not return again
for nine or ten months; he then told me that after seeing me he
gonenlted another surgeon, who applied nitrie acid four times for him,
but that he had gained only very temporary benefit, and that he was
now worse than ever and wished for a radical cure. On examining
him I found five hemorrhoids, three large and of the venous character,
and two small, of the capillary kind, which had formed since I saw
him,

In these small vascular, granular piles, strong earbolie
acid is a very good application, as also is the following
ointment ;—
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B Ferri subsulphatis 3 : : . 3Jss to %)
Vaseline e e L 8 e P : 3i—DM.
or a suppository of
B Ferri sulphatis . : : : - SRR
Gelatinge . . - . : - . parsj
Glycerine . 3 s RSN S N G tpaxtes; =M

or the injection into the bowel of

B Hamamelis . s : : 3
Twice a day.
or the occasional application of chromie acid to the piles.

These act as most powerful astringents, not as cau-

terants. - They cause little or no pain. I have with these
remedies effected many ecures, and materially relieved
numbers of cases where an operation has not been desirable,
or when the patient was too nervous to submit to one.
Rouse and Co., the chemists in Wigmore Street, prepared
for me an excellent Liquor ferri subsulphatis, and I found
it answer admirably as a styptic and astringent in small
ulcerations as well as capillary hsemorrhoids.

In the second and third varieties—viz. the arterial inter- Arterial
nal and the venous hemorrhoids—there are many symptoms e, "
common to both. The suffering occasioned is more direetly Symptoms
associated with the condition of the hamorrhoid itself as
to inflammation or uleeration, and with the state of the
sphineter ani muscles: a relaxed condition, such as frequently
exists in women and in men of lax fibre, allowing the pro-
trusion of even small hsemorrhoids on the slightest exertion.

This may be specially noticed in the common case of a
perineal heemorrhoid in females who have borne children.
In the earlier stages of the complaint, when the piles come
down at stool, they nearly always bleed; but they spon-
taneously return within the sphincter after the bowel is
emptied, or upon the patient resuming the erect posture,
or, at all events, upon lying down and voluntarily retracting
them ; and then the bleeding ceases. Later in the progress
of the disease, the patient is compelled to return them by
pressure, and then they keep up; but in still further
"2
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advanced cases, although returned, they will not remain in
place if the least exertion be made. ‘In this way alone they
cause much discomfort; they also discharge a gummy
acrid mucus; watery when constant, viscid when at stool,
which keeps the part constantly damp, leads to excoriations
around the anus, and favours the growth of cutaneous ex-
erescences ; moreover, it stains the linen, and on this
account is a source of great annoyance to sensitive, delicate-
minded persons. Generally after visiting the water-closet
the patient is some time before he can get at all comfort-
able, often having to lie down, and when he walks about he
18 almost always aware of the faet that he has a rectum.
In health no person feels that he possesses one organ more
than another, unless he has to use that organ; often the
first intimation of impairment of health is the recognition
of the fact that there is a preponderance of sengitiveness or
some abnormal sensation in one member of the body. So
in rectal diseases the fact is always present to the mind of
the sufferer that he has an anus. He scarcely ever feels
that his bowel has been properly relieved, and this feeling
often leads to frequent visits to the closet, and attempts to
procure satisfaction by straining, which ultimately aggra-
vates the malady. The condition of the gphineter ani plays
an important part in causing distress ; if it be strong and
tight, when the piles come down, they get nipped and their
return is rendered difficult and painful ; on the other hand,
if the sphineter be lax, the bowel is constantly coming out-
side on the slightest exertion, as in coughing, stooping, or
even walking ; and in these cases when the bowel is down,
the patient can seldom retain liquid motions. I frequently
meet with patients who say they have to retire to a urinal
and push up the protrusion when it deseends, or they can-
not walk at all. The nature of the employment, of course,
has much to do with the discomfort of the patient; again,
constipation adds greatly to the severity of the symptoms,
and so also does habitual relaxation, which, by causing fre-
quent protrusion induces inflammation and ulceration of the
part. These advanced hemorrhoids are almost always asso-
ciated with cutaneous hypertrophies around the anus, and
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these, being irritated by the discharges, become inflamed and
very tender. Sometimes I have seen a number of polypoid
growths studded over the mucous membrane at the entrance
to the anus ; in a patient of mine at St. Mark’'s Hospital I
counted twelve of these, and recently I have had a private
patient on whom I counted twenty-two exerescences.

In old-standing prolapsed hemorrhoids there is fre-
quently a diffieulty in retaining wind or loose motion ; this
is caused in part by the relaxed, weak state of the sphineter,
but more particularly, I believe, by the loss of the acute
sensitiveness of the mucous membrane at the lower part of
the rectum. This sensibility in the healthy subject gives
timely warning to the sphincter ani to contract when
necessary.

If an examination is made of a patient suffering from
arterial or venous h@®morrhoids, distinet tumours may be
felt, bulging from the rectal wall with well-marked sulei
between them, and on slight outward pressure of the finger
one of them may be made to protrude. If scratched, they
bleed freely ; in the arterial the blood issues per saltum, in
the purely venous pile it only oozes out and runs away.
These tumours vary considerably in size, even in the same
patient ; some are quite small, others as large as a bantam’s
egg. Now having deseribed the general symptoms of these
two varieties, it may be well to mention some symptoms
peculiar to each.

The arterial piles are not so much dependent upon con-
stitutional causes, being more particularly a local disease ;
they are not so affected by excesses in diet, &e., and are,
therefore, less amenable to palliative treatment. The
tumours are not generally so large as in the venous pile.

They have a greater tendency to bleed, the blood being
of an arterial character. They have not the same tendency
to prolapse as the venous, and the sphincters, as a
rule, are tighter, rendering the return of the piles more
difficult.

The venous piles, as 1 have already implied, generally
result from constitutional causes. Constipation plays a
great part both in producing and in aggravating them.
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They are commonly found in women who have borne
many children and who have an enlarged or retroverted
uterus; they often occur about the change of life. They
are also seen in men with enlarged or indurated livers,
in whom the portal system is econstantly engorged, and
the circulation through the abdominal visecera is ob-
structed. This is the form of ha@morrhoid spirit-drinkers
get.

. The tumours are always large. They do not usually
bleed much, but when they do the h@morrhage is chiefly
Venous,

They prolapse very considerably, and constantly come
down upon the slightest exertion ; but as the sphincters are
wanting in tone the protrusion can easily be returned, only
to re-protrude. :

As palliative treatment has but little effect on arterial
internal piles, they may be dismissed for the present;
operative procedure is absolutely requisite to obtain any
permanent benefit. In patients who refuse to submit
to such radical treatment, some of the ointments or
lotions used for the treatment of capillary piles may be
tried.

It is in the venous kind of pile that palliative treatment
18 most likely to be successful, not, perhaps, in always
curing the disease, but in materially alleviating it, as the
malady, as I have previously said, oftens depends upon
uterine or liver affections, and a generally overloaded
congested condition of the system, found in those who habi-
tually eat and drink too much, and who take but little
exercise. These causes may, to a great extent, if not alto-
cgether, be removed, and if they are so, the h®morrhoidal
disorder will be found to be benefited to an equal degree.
A prolonged course of the IFriedrichshall and Carlsbad
waters will be found useful. I have also seen benefit derived
from the oil of sandal wood taken in econjunction with such
remedies as relieve congestion of the portal system, and
depurate the blood generally.

The following are some of the preseriptions I ecommonly
nge f—m
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B Pil. hydrarg.. . : ; : . . gr. j8s
Pulv. rhei . 5 A 3 ; - . gr.jes
Ext. col. co. . . g - - . . Er.jes
OL juniperi . . . ‘ a m J—M.

One to be tuken at hﬂr]tm:e.

B Mag. sulph. . - . . - - +  38s
Polh.mifvatis . +« « + + & . BRIV
Liq. ammon. acet. . . - i . A8,
Liq. ext. cinch. flav. . ‘ . an) bie o P By
Deec. glyeyrrhizs . : : : : ES |

To be taken two or threa times a day.

B Ammon. chloridi o o e 0@ o EEAY
Podophyllin . . . . . . . §r. BB,
Ext. nueis vem. . . . P T
Ext. belladonne . - . ‘ g . gr. +—M.

One pill at bedtime.

B: Sode sulph. . 2
Mag,. sulph. . ' ‘ : 5 . 3%
Acid, mit. dil. ‘ : - . - : nx
Sucei tarax. . 3
Inf. calumb. . 3l

To be taken two or thme tlmea o da;r,r

The patient should be careful as to his diet, which must
not be of a stimulating eharacter, and should be almost
devoid of aleohol. After the action of the bowels a small
mjection of cold water should be administered, and the
piles anointed with astringent ointments.

Although venous h@morrhoids are usually found in
adults, I have geen them in children. Here is a case.

Henry 8——, ®t. 8, was brought to Bt. Mark's Hospital. Henever
was a robust child, and looks delicate now. For eighteen monthe his
mother had noticed gomething came down when he went to stool;
latterly he complained of pain, and there had been slight bleeding.. On
examination nothing abnormal could be seen. Of course I suspected
polypus, and ordered an injection to be given; after the bowels had
acted I found three well-marked venous hemorrhoids had come down
outside. There was slight uleeration of the muecous membranes

between them. Laxatives, cod-liver oil, and steel wine, together with
the use of astringent cintments, effected a cure.

My friend Dr. David Young, of Rome, has recom-
mended glyeerine to be taken internally ag an effective re-
medy in hemorrhoids, even of advanced growth.  Knowing
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what an accurate observer Dr. Young is, I have now, in
many hundreds of cases, prescribed his remedy, but I am
bound to say without any marked success, although I have
persevered with it for months continuously.

Very rarely in advanced states of venous hamorrhoids
is a cure effected without having recourse to an operation,
but T have seen such cases; one particularly recurs to my
mind, from the fact that I had given a most positive opinion
that no permanent benefit could be obtained without
operating. This was a gentleman past middle age, who
had suffered for years; his piles were full-sized, they used
to bleed much, and always protruded more or less at stool ;
they were of the venous passive form, and no doubt were
dependent in some degree on the condition of the liver. In
this case great attention to the state of the bowels, the
patient always lying down to have an action, and remain-
ing recumbent for an hour or two afterwards; care as to
diet ; smearing the piles over with the subsulphate of iron
and other astringent ointments; the occasional use of a
full-sized bougie ; injection of a quarter of a pint of eold
water daily, and the internal administration of Ward’s paste,
tincture of the muriate of iron, and other remedies, in
about four years effected a cure. At least he fold me lately
that he had no trouble now with his piles; nothing came
down at stool, he had no bleeding, and suffered no other in-
convenience. This gentleman was, I must say, able to com-
mand every comfort, and was never in any way compelled
to exert himself ; he had an insuperable objection to any-
thing like an operation, but was most determined, per-
severing, painstaking, and intelligent in carrying out all the
devices I have mentioned. Such conditions are rarely met
with in ordinary life ; and therefore, for all practical pur-
poses, it may be said that an operation is indispensable. 1
have since this case met with others of a similar character,
and some have yielded to general treatment and the internal
use of the chloride of ammonium.

White The so-called ¢ white piles’ and partial prolapse of the
piles and 4 eous membranes of the bowels, may be dismissed with a

partial . ;
prolupse  fow remarks. The white piles are the arterial and venous
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piles that have attempted to cure themselves ; that is to say,
they are hard, non-vascular, and do not bleed. Their chief
discomfort arises from the sero-mucous fluid discharged and
their tendency to prolapse, relief from which is only procured
by removal of the tumours. The partial prolapse has the
same symptoms as the white piles, and before the surface of
the prolapse becomes hard, an attempt at cure may be made
by palliative measures. This failing, operation is requisite.

It must be thoroughly understood that although I have
described all these piles as distinet varieties, yet several of
them may co-exist in the same patient, a circumstance
which, I think, tends to confirm the opinion I entertain
that they are only modifications of one initial disorder.
Nevertheless in these cases of co-existence the palliative
treatment to be adopted should be that peculiar to the
species that happens to be predominant.

Inflamed piles, or piles which are constantly coming
down and getting compressed by the sphincters, ave those
which give great pain to the patient. The amount of suf-
fering depends in a measure upon the state of the
sphincter muscles, as does also the amount of congestion of
the piles themselves. Inflammation is very soon lighted up
in these cases ; unusual straining with a costive motion, a
drastie purge, sitting on a damp seat, excessive sexual in-
dulgence, or a little excess in alcohol or in eating, may be
sufficient to start it. When the part is extruded and gets
nipped by the sphincters, partial strangulation takes place,
and in some cases you see large, inflamed, bluish h®mor-
rhoids constricted by a broad band of everted sphincter
muscle and mucous membrane, and this constriction may
take place to such an extent as to occasion more or less
sphacelus. I have very rarely seen this occur to a degree
sufficient to effect a permanent cure of the malady, although
it may afford great relief for a time.

When called to a patient whose piles have just come
down and cannot be returned, proceed in this way: Place
him flat on his face, with three or four pillows under his
pelvis, to raise the hips well up and allow the intestines to
gravitate towards the chest; then apply to the piles a
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piece of wool saturated with a twenty per cent. solution of
cocaine, and allow it to remain on the piles for ten minutes,
then pass a well-anointed finger into the bowel, and with
the other hand gently apply pressure, trying to empty the
piles of their superfluous quantity of blood; this should be
done very gently, as you would apply taxis to a hernia.
Should this not succeed, place a bladder of ice over the
part, and leave the patient in the position I have recom-
mended for an hour ; then try taxis again, and you will in
all probability return the mass. I have found on several
occasions that freezing with the ether-spray has been an
effective and more rapid method of inducing contraction
temporarily, and removing the sensitiveness so that you
can apply more direct pressure, but I am bound to say this
manceuvre is usually followed by severe burning pain in
the reetum. If your attempts at replacing the piles have
not been successful, try to persuade the patient to have
them operated upon without delay; if he will not accede
to this proposal you may order some leeches or apply to
the piles one of the ointments or lotions recommended in
the treatment of external piles, pp. 84 and 87. If there be
much strangulation, ice should not be kept on very long,
or you may produce more sphacelus than you desire. In
some Instances warm applications with sedatives are more
comforting, and relieve pain sooner than cold.

If, when ealled to a patient, the piles have been down
some time and are greatly inflamed or even sloughing, and
cannot be returned, leave them alone.

If they can be returned but immediately prolapse again,
do not, as I have frequently seen done, attempt to keep
them above the sphincters, as it is useless and harmful.
The treatment in such a case is to apply a piece of lint
smeared with one of the following ointments, and a warm
linseed poultice eovering the lint :—

Ik Ung. elemi { il i dite . . . %88
Ung. sambuel . : : : . : - 35?
Bal. copaibz . . . - : : . g

Ext. belladonne : . . ‘ ) . HEs
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or . Ext. belladonnee : - - a : St
Ext. hyoseyami . A : - . . 3
REEEanntimie Rl RS L e P
Vaseline . . . o s . - . 3.—M.

By the warmth and the ointment profuse suppuration is
caused and a separation of the sloughs quickly procured.

If the patient is much depressed, stimulants and tonics
will be necessary, but the general treatment must be re-
gulated according to the character of the constitutional
disturbance.

For my own part I never hesitate to operate at once in
a case of inflamed and irreducible piles if I can get my
patient’s consent ; a speedy and radical cure of the disease
is thus obtained. I never saw a case of this kind do badly,
although some surgeons have said that inflamed hamor-
rhoids should not be operated upon. I will make an ex-
eeption in cases of protruded piles where mortification has
set in to any extent ; here, although it may be necessary
to operate, eare must be taken, as the tissues are go broken
down that the ligatures will not hold and hemorrhage may
result. In one case I remember the parts were so friable
that the ligatures cut through the piles, and there was con-
siderable difficulty in arresting thg bleeding ; Iaceomplished
it by passing a tenaculum deeply below the vessels and
applying a ligature around it. I then cut the tenaculum
away from the handle and left it in for three days. This
patient did exceedingly well, and was about in less than
three weeks.

I have frequently been consulted as to the propriety of
operating upon h@morrhoids in pregnant women. I think
the operation quite admissible if the patient is losing
much blood or is suffering greatly. I recently had a case
in a woman, five months pregnant, who was voiding such
quantities of blood that she was quite blanched, and it
was absolutely necessary to interfere; she had no un-
toward symptoms after the ligature of five piles, nor was
her recovery much retarded. 1 have operated many times,
always in urgent cases, but only once has a miscarriage
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resulted. I always keep these patients recumbent longer
than ordinary cases, for if they get about too soon the
wounds do not heal well. _

In women suffering from a retroverted or anteverted
uterus an operation upon piles is very undesirable, and
will most certainly end in disappointment unless the uterine
complication be attended to at the same time, or, what is
better, prior to the operation. My experience warrants me
in saying that if you can restore the uterus to its normal
position and size, you will find that the rectal affection
will soon become a comparatively small matter. In my
earlier operations upon women I did not take into suffi-
cient consideration the condition of the uterus, and I could
relate many cases in which I was most grievously annoyed
to find that the patient did not recover, as I anticipated
she would have done. I have found that if the wounds heal
there is but little relief afforded; the same bearing down
and distressing sensation exists in the bowel as was the
case before the removal of the piles. More commonly the
wounds do not heal, and very painful unhealthy uleeration
follows; this will never get well as long as the abnormal
condition of the uterus remains. I will briefly relate a
case or two bearing upon this point.

Mary C—, wt. 84, came under my care, in the early part of the
year 1862, at the Farringdon Dispensary. She was a single woman,
and had suffered for years from hmmorrhoids; they came down at
stool; she lost blood and had mmuch bearing down; she was like-
wise troubled with her water, passed it very frequently and with
difficulty, never feeling that she had quite emptied her bladder. The
urine was not turbid, and she did not have actual pain —only diseom-
fort. On examination four full-sized hmmorrhoids were found (their
character is not stated in my note-book). Aided by my friends, Dr. Frod-
sham and Mr. Charles Smith, I applied ligatures to them. The
operation was followed by retention of urine, and a catheter had to be
passed for the first few days; while she was in bed she seemed better,
but after a fortnight, when she began to get about, she complained of
bearing down in the ‘back passage,’ and much pain in deficcation.
The bowels were very diffieult to get to act. These symptoms I had
expected would pass away when the wounds were quite hen.lad;_ but,
to my dismay, they did not, and two months after the operation I
found there was ulceration of the bowel, and she suffered a great deal.
I had for some time suspected that the uterus was not right, so T
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obtained the opinion of Dr. Edward Cock, who was at that time the
obstetric physician to the Dispensary, and that gentleman prononnced
that she had a fibroid tumour of the uterus (this diagnosis was after-
wards confirmed by many other authorities). I need not prolong this
history—snuffice it to say that she never got well; for years I saw her
occasionally; she always had rectal symptoms and suffered a preat
deal of pain. I do not think the uleeration of the bowel ever entirely
healed. I took her into St. Mark’s Hospital in the year 1867, and by
rest and treatment she got better, but not well ; for the last three years
I have lost sight of her. T believe she gained admittance into one of
the hospitals for incurables. I am quite certain of one thing, 7.c. she
was not benefited, and I am strongly of opinion that she was damaged
by the operation I performed upon her.

Emma N eame under my care in February 1864 ; she was a
single woman, ®t. 24. She complained of great pain in passing her
motions; the pain lasted for hours, and then gradually subsided, and
she was easy until she had again to go to stool. Of course my dia-
enosis was fissure, and I was correct, but in addition I found three large
internal arterial hemorrhoids. I incised the fissure and tied the piles.
She went on very well and left the hospital, feeling quite comfortable,
and being free from pain on the bowels acting. In about a month
she came again to me, saying that her old symptoms had returned ; but,
on examination, I could find no fissure or uleeration, or anything the
matter with the rectum. She complained of pain and straining when
the bowels acted, and a sensation of not being relieved afterwards;
the only thing I could find to account for this was a tendency to intus-
susception of the upper part of the rectum on her bearing down. I
treated her with laxatives, sedative injections, suppositories, and other
remedies, but with very little benefit; what seemed to do her most good
was rest in bed, Suspecting uterine disease, I recommended her to see
an obstetrie physician, and she came under the care of my friend, the late
Dr. Palfrey, and that gentleman found that she had retroflexion of the
uterus. She was under his charge for a very long period, and under-
went some operative treatment at the London Hospital. After this I
took her into 8t. Mark’s Hospital, but eould never find any organie
mischief in the rectum, although she still suffered pain and much dis-
comfort in connection with defmeation. I have recently heard that
this patient is now better, but for years she was incapable of doing
any work. It was said that masturbation was the primary caunse of
this woman's suffaring; it might be so, but I cannot say that I am
prepared to endorse that opinion.

Mrs. B—, a patient of my friend Mr. Charles Waller, of Syden-
ham, was operated npon by me for severe hemorrhoids, Mr. Waller
asgisting me. I knew this lady was suffering at the same time from
vaginismus, but I thought that the removal of the rectal disease might
be generally beneficial to her health, which was very much deteriorated
by the losses of blood she sustained., After the operation she was much
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better for a few weeks, but the wounds in the bowel healed with great
difficulty, and after some time she had a good deal of pain on defreca-
tion, and the bowels were very confined. I could not discover any
disease of the rectum, althongh her symptoms were directly referable
to that organ. A year or so later she was operated upon by Dr. Barnes
for the cure of the vaginismus; but I know that she has never re-
covered good health, and is an invalid to this day, her sufferings being
most prominently rectal.

Tripartite disease of the reectum, uterus, and bladder or
urethra, is very common. I attended a lady of middle age,
who had hemorrhoids and fissure; after the operation she
still suffered pains in the rectum, and I suspected disease of
the womb, as she had difficult and painful menstruation.
She was seen by a distinguished gyn@cologist, who found a
contracted os uteri, and she underwent an operation which
for a time did good ; then she suffered from spasm of the
urethra and great pain on micturition. Dilatation of the
urethra was performed, also with temporary benefit, but
her rectum, although perfectly sound, was every now and
again very painful, and always so at her menstrual period.
I know this lady consulted most of the eminent men in
London, and had all kinds of treatment, and still she
comes to me from time to time, and it is many years since
I first saw her, with all her old symptoms, not merely
subjective, but objective, as inflammation of the rectum,
uterus, bladder, and urethra—one or all at the same

time.

I have had a lady under my care, who suffered from subinvolution
of the uterus, with uleeration of the os and painful profuse menstrua-
tion : she had also hsemorrhoids, which prolapsed and bled, and a eir-
cular uleer in the bowel. It was agreed that an operation should be
performed, and T removed her hemorrhoids with the clamp and eautery
and incised the uleer. The healing was most difficult and tedious ;
nleeration took place, and such contraction as to eause atricumha, which
after some months I was compelled to divide. She also acquired in-
flammation of the bladder, after having a catheter passed only a few
times, so that great pain on micturition was added to hm:- other
troubles; only after the most constant attention, and cnmpe]lm_g her
to oceupy the recumbent pogition for more than four months, did she
recover. Parallel cases are so common with me, that I counld relate
many more, but I only want to show how complicated and difficult to

treat these cases are.
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In drawing this chapter to. a close I feel compelled to
repeat what I stated in the chapter on examination of
patients: I refer to those patients with bleeding piles who are
often supposed by their friends, and even by their medical
attendants, to be in a condition of health too bad to allow
of an operation. For they are daily losing blood, and this
hsmorrhage having continued for some time, the results
are extreme ansmia, palpitation, attacks of fainting, and
even albumen in the urine. Now to advise them to wait
until they gain greater strength is altogether mal-practice,
for even a day's delay may entail greater risk for the
patient when he, weakened instead of strengthened by the
medicine prescribed for him, comes to a surgeon as his last
and only hope. I must apply to this use of drugs, when
the patient is losing blood, the familiar and appropriate
saying, ‘ Stopping at the spigot, and letting out at the
bunghole.’

I have often operated upon patients almost dead from
the constant hemorrhage caused by piles. If the operation
be quickly performed by the ligature method, which can be
rapidly done little loss of blood ensues. In a very short
time palpitation vanishes, fainting fits cease, and the albu-
men speedily disappears from the urine.

Here is an instance of the fatal results of the use of
drugs when an operation was imperative as the only chance
of life.

Colonel H—— came to consult me, and his waxy complexion
and feeble condition at once showed me that he was a sufferer from
frequent losses of blood. On interrogating him I found that this was
indeed the case. Tle had for many months lost blood from the
bowels, not only when they acted but sometimes even when walking.
On examination I found he had large and very vascular arterial
internal piles, which bled at the slightest touch. Needless to say I
urged him to have them at once removed and the source of bleeding
stopped. On leaving me he saw a physician, who said he was then
too ill to undergo an operation, and advised recuperative medieal treat-
ment. He took this advice, and, the piles continuing to bleed, in a
month’s time he was dead.
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CHAPTER X.

OPERATIONS UPON INTERNAL HEMORRHOIDS.

WrEN you have determined that there is no constitu-
tional impediment, and that an operation is positively
necessary to effect the cure of your patient, you will then
have to decide what proceeding will be best suited to the
case you have in hand. From this you will conclude that,
in my opinion, no particular method of operating can be
always wisely employed to the exclusion of all other modes.

As a preliminary to operating upon all kinds of internal
h@morrhoids, it is most important, as far as possible, to
get the large intestine emptied.

For this purpose I tell my patients to take two of the
following pills thirty-six hours before the operation, and to
have an enema of warm soap and water administered a
few hours before the operation.

B Pil. hydrarg. . . . ; - - . grj
Pil. col. et hyoseyami . : : . . gr.v.—M.

With plethoric patients, and in those whose piles are of
the venous variety, a longer course of preparatory treatment
is advantageous. If the liver is in fault I prescribe careful
living, abstinence from aleohol, a course of Carlsbad waters,
and the ‘wet pad’ over the liver, together with shampoo-
ing and the cold douche; also the chloride of ammonium
may be very useful (3 or 4 grains three times in the day).
In women any uterine complication should be attended to.
I administer for three or four nights a five-grain blue pill,
and in the morning a modification of the old-fashioned
black draught. This may seem to be rather rough treat-
ment, but I see the most beneficial results accrue from it;
and I am confident that patients thus served do better
than many others; again and again I have been perfectly
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astonished at the rapidity with which they recover. Should
the patient be very anemic from great losses of blood, any
preliminary excessive purging is harmful; a mild laxative
and an enema before the operation are all that are advis-
able. Whenever it is possible I operate early in the morn-
ing, for then the patient will not have to miss a meal,
recovers from the ether and pain before nightfall, and
therefore has the chance of a fair night’s rest.

The position for operating is as follows: the patient
should lie on the right side at the edge of a hard couch,
with the back towards the light, and the knees drawn well
up to the abdomen. The assistant should stand with his
back towards the patient’s head and raise the upper buttock
with the right hand, the right elbow being at the same time
hooked over the pelvis so that he can control movement on
the part of the patient and keep him in a good position,
the left hand being free to assist the operator. This is
generally the best position, but in Whitehead’s operation
the lithotomy posture is preferable.

There are several distinct operations and modifications
of them from which to choose, and most of them have been
advocated by surgeons of repute, well skilled in their art
and worthy of consideration. I shall first name the opera-
tions and then proceed to describe them, and I trust
fairly to express my opinion as to their various merits or
demerits.

1. Excision with knife or scissors.

2. The écraseur of Chassaignac or the wire of Maison-
neuve.

3. The application of various acids and caustic pastes.

4. The injection of ecarbolic acid or other caustic or
astringent fluids into the body of the pile.

5. Cauterisation ¢ ponctuée’ of Demarquay, Mr. Reeves,
and others.

6. Cauterisation ¢ linear ’ of Voillemier.

7. Removal by the galvanic cautery wire.

8. Removal by the clamp and scissors, applying the
actual cautery to arrest hemorrhage.

9. Dilatation of the sphincter muscles.
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10. Removal by means of the serew-crusher.

11. Whitehead’s operation.

12. Allingham junior’s modified method of performing
Whitehead’s operation.

13. Ligature.

1. Eaxcision by the knife or scissors.

In days gone by excision was performed by Dupuytren,
Sir Astley Cooper, and others, but they all acknowledged
the danger of the operation, and many fatal cases are re-
corded as having oceurred even in the hands of such masters
in surgery. With the aid of ansthetics, with our newly
devised modes of operating, and especially of arresting
hemorrhage, we can now in many eases perform the opera-
tion of exeision without incurring any extraordinary danger,
and therefore it need not be summarily dismissed from our
congideration.

For my own part, I think it is one of our best opera-
tions, and I have now records of numerous cases in which
I excised internal piles with remarkably good resulf.
Little pain has been experienced, and the recovery has
been so rapid that nearly all my patients have been
absolutely well by the seventh day ; by this I mean that the
wounds were all soundly healed. I consider this the only
test of perfect recovery—to say that they were convalescent
and could go about would not express the whole truth—the
word ¢ convalescence ’ is very elastic as regards its signifi-
cance, and is often erronecously used as synonymous with
¢cured.” I do not recommend excision in cases where
the hsmorrhoids are very large, vascular, or unusually
numerous. In my cases there existed one, two, or at most
four piles. In performing excision I first gently but fully
dilate the sphineter muscles, and employ a retractor to keep
the anus well open ; I then seize the pile deeply by its base,
eut it off below the level of the vulsellum, and do not let it
go until all bleeding is arrested by torsion of the arteries;
rarely more than two vessels spout and require twisting.
I wait for a little while to see that all bleeding has ceased,
and then I treat the other piles in a similar manner.



cH. X. OPERATIONS UPON INTERNAL HAMORRHOIDS 115

After all the arteries have ceased to bleed, I place a piece
of cotton wadding, previously saturated in a solufion of
tannin and water (strength, one ounce of fannin to one
ounce of water), within the anus as high as my scissors
have eut. In no case did any recurrent h@morrhage take
place. This operation must be done slowly and carefully,
and therefore occupies more than the usual time, which,
however, is of no moment, as the patient is insensible. As
far as my present experience can lead me to judge, I am of
opinion that numerous cases are amenable to this treat-
ment. The single perineal hsmorrhoid, so frequently
found in women, the so-called white pile, and partial
prolapsed muecous membrane, are peculiarly well suited fo
this operation. I have used several times the ingenious
toothed scissors of Dr. Richardson, but I do not like them.
The theory upon which they have been constructed is
excellent, but the practice is bad, the hamorrhage is not
always controlled, and often very nasty irritable wounds
result. If is in these simple cases of excision that cocaine
may be used should the patient object to an anmsthetie.
It is only of real use when mucous surfaces are to be
operated upon, as cocaine does not sufficiently deaden the
sensibility of the skin to make it of practical service. 10
minims of a 10 p.e. solution should be injected into the
pile with a hypodermic syringe, and a piece of wool
thoroughly saturated with the same solution applied for
10 minutes previous to the removal of the pile. 1 must
warn operators that the use of cocaine is not altogether
safe, as a serious fainting condition may supervene.

2. The chain or wire écraseur.

I really do not know any sufficient reason for the
continued practice of this mode of operating on piles.
I have called it ¢ barbarous and unsurgical,’ and I eannot
see why I should modify that expression. The chain is
undoubtedly worse than the wire, but neither is definite in
its action; they remove either too much or too little. Thus
I have seen several cases of most intractable stricture follow,
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and, on the other hand, eases in which nothing eurative had
resulted, a timid operator taking away only two or three
small portions of mucous membrane, and really leaving the
hemorrhoids almost untouched. A Brazilian gentleman
was sent to me eight weeks after he had been operated on
by a distingunished French surgeon with the écraseur; the
h@morrhoids still existed in abundance, and he was losing
much blood. T have seen at least half a dozen such failures.
A metropolitan surgeon of eminence told me he had ob-
tained success with the écraseur, but upon interrogation
his idea of success did not ecome up to my notion of the
word. Another objection to the éeraseur in hamorrhoids
is the intense and prolonged pain which follows, especially
when gkin is removed. An Italian surgeon related to me
a case where death ensued in a woman from shock and
pain in less than twenty-four hours, and I ean quite eredit
his statement. I once saw a woman die in St. Thomas's
Hospital from the same cause, after an operation by liga-
ture applied in the old way—I mean by transfixion and
ligature of skin as well as h@morrhoids. The patient was
operated upon by Mr. Simon on November 19, 1859. She
was a pale, feeble woman, ®t. 53 ; she died on the morning
of the next day; she had suffered intenmsely. I have no
note of what was done to relieve the pain. The post-
mortem examination, made by Mr. Sydney Jones on the
21st, was as follows :(—

¢ Some piles had been the subject of operation by liga-
ture—the ligatures were present. Nothing abnormal was
detected in the veins leading from the ligatured piles. The
thoracie visecera were healthy. There was some congestion
of the posterior part of the lungs. The liver was rather
large and pale. The kidneys were healthy. The peri-
toneum and intestines were quite healthy.’

T do not think the death in this case could be attributed
to anything but shock and exhaustion from excessive pain.

8. The application of various acids and caustic pastes.

The treatment of hemorrhoids by acids or caustics may
searcely seem to justify the use of the term ! operation,’




o, X. OPERATIONS UPON INTERNAL HAEMORRHOIDS 117

but as some manual dexterity is necessary in order to apply
them properly, I must beg permission of my readers to
allude to them here. For many years acids have been
used in attempts either to destroy or cause such consolida-
tion in piles as should lead to their cure. The acids chiefly
used have been the fuming nitric acid, the acid nitrate of
mereury, chromie, and more recently carbolic acid. It was
thought at one time that even large piles eould be destroyed
by acids, and many cures were published ; but I very much
doubt if any lasting cures of developed hemorrhoids were
effected by such means. I have seen numbers of cases in
which the attempt was made, but the patients were either
not relieved at all, or only very temporarily benefited.
Hemorrhage was often arrested, but it generally recurred,
and on many occasions, after the free use of acid, violent
bleeding took place on the separation of the sloughs, and
patients were brought nearly to death’s door. If the appli-
cation of acids were restricted to cases of small granular
piles, or patches of villous, bleeding mucous membrane, I
should not object to their use, as often patients will submit
to such freatment when they will not to anything more
formidable, and relief and even cure in this stage of the
disease may be obtained; but no satisfaction can resulf
from touching large h&morrhoids with any acid known to
me. A few years ago I had an opportunity of testing all
the acids I have mentioned in the case of an old Indian
general, who had three prolapsed arterial h@morrhoids
of vascular surface and considerable size. His shattered
health, with partial paralysis, forbade any serious operation,
and he was unwilling that more than external applications
should be made. For three months I persevered; I
managed not to cause him much pain, though the diseased
mucous surfaces were painted freely and frequently. The
method in which I applied the acids I will mention, as I
think it a good way to avoid pain. The piles being fully
prolapeed (he could strain them down easily), I surrounded
one with a piece of wool soaked in a saturated solution of
bicarbonate of soda ; the surface of the pile was then dried,
and the aecid applied with a small wooden brush several
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times, waiting between the applications for the part to dry.
Fach pile being thus treated the parts were washed, well
oiled, and returned within the sphincters. On one or two
occasions troublesome bleeding followed the separation of a
slough, but usually it came away in small portions ; by this
mode of using the acids I never caused any burning of skin
or healthy structure. At times the patient thought himself
better, but the final result was a failure.

I came to the conclusion that the chromie and ecarbolic
acids were better agents than nitrie acid and acid nitrate
of mereury. Still more recently I had a good trial with
acids on a gentleman who had one hemorrhoid placed
anteriorly, which was always prolapsed and consequently
bled, and gave him much annoyance, but no great pain.
I really expected to obtain a fair result here, but all failed.
My friend Dr. B. W. Richardson had recommended me to
try the application of his ¢ Iodized Colloid’ as a remedy in
internal heemorrhoids ; he told me the resulting pain would
be considerable, but that a dozen touches would generally
suffice for the ecure. I made trial of this in the above case,
but the pain experienced was so great that my patient
became restive and refused to persevere. While in that
humour I suddenly proposed to excise the offending pile;
he consented, I at once removed it, twisted the vessels, and
he was quite well in a few days.

Caustic pastes.—Personally T have litfle experience of
this practice as applied to hemorrhoids, but in France and
(Gtermany it has been freely recommended. To my mind
the uncertainty of the result, added to the great pain in-
flicted by caustics, is sufficient to deter one from using them.

Caustic pastes are mostly formed by adding an inert
material to some chlorides—=zine, calecium, &e. Ricord’s
paste (sulphuric acid and carbon) is a favourite with some
surgeons.

Dr. Laroyenne, of Paris, in the ¢ Gazette Hebdomadaire
de Médecine,” No. 84, 1872, passes in review the usual
methods of treating bleeding internal piles, and considers
them all to have many objectionable features and dangers,
and recommends, as Bonnet and Valette have done, the
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use of Vienna paste and chloride of zine; but instead of
applying the caustic all over the pile, he uses it in the fol-
lowing manner. When the part is prolapsed, several lines
are drawn along the surface of each hamorrhoid with
Vienna paste, the lines converging towards the orifice of
the anus. After two or three minutes, the application is
followed by placing small fragments of chloride of zine
paste where the Vienna paste has been. KEight or ten
caustic lines are sufficient to cure the largest prolapsus.
In this manner deep radiating cauterisations are produced
without destroying much of the surface of the piles. The
application remains for seven or eight hours. The only
painful period, says Dr. Laroyenne, is during the appli-
cation of the Vienna paste. He has employed this method
fourteen times without the slightest ill-effect resulting, all
the patients being cured, and he believes the treatment to
be less often followed by h®morrhage, py@mia, and other
aceidents than any other. I am sorry I cannot concur with
Dr. Laroyenne, and submit that his experience is far too
small to justify his belief.

4. The injection of carbolic acid or other fluids into the
substance of the pile.

I have read in American pamphlets that the injection
of carbolie acid into internal piles for the purpose of effect-
ing radical cures is very commonly practised in America,
and that ‘shoals of quacks’ perambulate the country,
armed with a hypodermic syringe, and a bottle containing
a so-called secret remedy, this remedy being carbolic acid
diluted in different ways and of differing strength; the
favourite formula is equal parts of strong carbolic acid,
glycerine, and water. This treatment is strongly advocated
by Dr. Cook, of the Kentucky School of Medicine, who
obligingly sent me his essay upon the subject. I most sin-
cerely hope he is in error as to the ‘shoals of quacks’ who
employ this remedy; but if radical cures are effected, and
no evil results, the only objection I can see is that the legi-
timate practitioner loses his fees.
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After carefully reading Dr. Cook’s pamphlet I did not
feel quite satisfied that he had made out a good case for the
carbolic-acid treatment—in faect, he only relates the his-
tories of two persons on whom he had performed injeetion ;
he generally uses the formula I have mentioned, and squirts
through a large needle ten to twenty drops of the solution
into the substance of the pile; he does not inject all the
h@morrhoids at once, but one or two at a time every other
day until all are done. Many American surgeons who
come to see the practice at Bt. Mark’s have repudiated the
treatment in round terms, and call it uncertain and dan-
gerous. Dr. Matthews, of Louisville, has kindly sent me
his pamphlet, read before the Kentucky State Medical
Society in 1878, and in that paper he endeavours to show
that the injection of the aeid into a pile ig painful and in-
efficient, and that death is to be feared () from peritonitis,
(b) from embolism, (¢) from pyemia. In support of his
assertion he relates a case under the care of another prae-
titioner, where in twelve hours violent inflammation fol-
lowed, but the piles were not cured, for in twenty days
after the injection one tumour had to be removed by liga-
ture. He also cites another case of peritoneal inflamma-
tion, and says embolism and py@mia have been known to
result from injecting n@vi with solution of iron, and deaths
have occurred from injeeting internal hemorrhoids with car-
bolic aecid. For my own part I am much inclined to agree
with the opinion of Dr. Matthews. I have tried the injec-
tion plan in many cases, but the result was generally much
pain, more inflammation than was desirable, a lengthy treat-
ment, and the result doubtful ; ecertainly not a radical cure.
For it must be borne in mind that though the injection of
carbolic acid into the interior of piles may in some instances
stop the bleeding for a time, yet it cannot and does not
in any way remove the tumours. It consequently does not
prevent prolapsus and the discomfort arising from that con-
dition, which generally causes more trouble to the patient
than slight bleeding.

It appears to me that all attempts to destroy vascular
growthis by eausing coagulation of blood or inflammation
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in them, while they are not shut off from the general eir-
culation, must be franght with danger. You ean have no
guarantee that the coagulum may not break down, and
minute particles of dead tissue find their way into the vas-
cular or lymphatic systems, and result in embolism or
py@mia, or both. Perchloride and persulphate of iron in
solution have been used in the same manner as carbolic
acid, but a similar risk 18 connected with them, and this I
submit far outweighs the advantages they are said to offer.

5. Cauterisation * Ponctuée.’'

As far as I can ascertain, M. Demarquay, in the year
1868, practised and strongly advocated the use of a red-hot
cantery as a cure for internal hemorrhoids. The iron was to
be thrust deeply into each pile twice or thrice. He had not
much suceess. I have been informed by several friends in
military and civil practice that the native doctors in China
and some parts of India treat hemorrhoids according to
the plan of M. Demarquay, and possibly have done so for
hundreds of years. My informants have not been able to
satisfy me as to the results of the treatment, only my friend
Dr. Beaumont said, € he thought that many died.’

In 1878 Enrico Bottini, of Novare, published a thesis
entitled ‘Il galvanico caustico nella pratica chirurgica.’
I make the following extract on h&morrhoids : ¢ The
operator, providing himself with a galvanic cautery heated
to a fine red, applies the point of it to the hmmorrhoidal
tumonr, and introduces it slowly and progressively to a
depth varying from ten to fifteen millimétres. When the
point of fire has arrived in the interior of the tumour he
moves it around, allows it to remain for a few seconds,
and then rotates as it is withdrawn; he repeats the treat-
ment in the same manner and with equal precautions to all
the piles. If the tumours are extensive he again introduces
the cautery parallel to the rectum.” A case of pymmia fol-
lowing this operation is related in full detail by Verneuil.
A similar operation was performed in 1878 by E. Lartigen,
a pupil of Verneuil.  Mr. Reeves, of the Soho Hospital for
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Diseases of Women, has brought this method forward in
an article in the ‘Lancet’ of February, 1877. He calls it
‘immediate ' and ‘new;’ the one is just as correct a de-
finition as the other. Wishing to see whether the conical
cautery attached to the * Paquelin’ instrument was better
than the hot iron of Demarquay or the Chinese, within a
fortnight of the appearance of Mr. Reeves's paper I used it
in three cases. One was a patient of Dr. Hills, of Abbey
Road, St. John’s Wood ; another was a case which I left to
the care of the late Mr. Ernest Carr Jackson, seeing the
patient only twice or so myself; and the third was a hospital
case. I am bound to say that, although Meyer and Melt-
zer made my cautery, and I rigidly followed Mr. Reeves’s
directions, these cases were all failures—great pain, re-
tarded recovery, and abscesses occurred in two; in one a
cure did not result. I was only pleased nothing worse
happened, as the same objection applies to this mode of
treatment as I brought against the use of injections of
acids into piles—viz. you produce a slough or inflammation,
the extent of which you cannot measure or control, in the
interior of a vaseular tumour not cut off from the general
circulation.

Although this method of treatment is not efficacions
with arterial and venous piles, yebt I think the actual

. cautery in the vascular capillary pile may effect a cure.
. The point of the cautery should be applied over the entire
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ColLlerisa-
Liomn

bleeding area, but the burning ghould not extend deeply
into the walls of the bowel.

6. Cauterisation ¢ linear’ of Voillemier.

The operation of Voillemier, I think, is ¢unique,” and
I feel I cannot do better than translate from ¢IL’Union
Médicale® (1874) such portions of his lecture as shall make
his method quite elear to my reader.

I must express my pleasure at the straightforward
manner in which M. Voillemier describes the advantages
and disadvantages of his operation. He does not hesitate to
say that the patient may be one month in getting well; he
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states that in very bad cases two operations may be neces-
sary, and further considers the dangers which may arise.

¢ The patient, whose rectum has been emptied in the
morning by means of an injeetion, ought to be chloroformed ;
but if he prefer to remain awake, it is of little importance,
as the operation lasts only some seconds. He is laid on an
edge of the bed, with one leg extended, and the other bent,
as if he were going to be operated on for fistula. The
assistant raises the disengaged buttock, the surgeon paints
the anus and the surrounding parts freely with ecollodion,
whilst another assistant, by means of Dbellows, drives
off the fumes of the ether, which are sure to catch fire
when a highly heated cauteriser is brought near them.
During these preparations, two knife-shaped cauterisers
have been placed in a small furnace, full of chareoal or burn-
ing wood. The blades of these cauterisers should be two
centimétres long and one wide ; the tip and edge should
be blunt, as in ordinary cauterisers, but the back should
be four or five millimétres thick, so as to hold enough heat.
The surgeon takes one of these cauterisers when it is white
hot, and introduces it about one centimétre into the anus,
bearing with the shoulder of the instrument rather more
on the cutaneous than on the mucous orifice, and makes
four cauterisation lines, before, behind, on the right, and
on the left. The operation is terminated when it has lasted
five or six seconds. The patient is brought back to con-
sciousness, and simple water dressings only are applied to
the anus. We must premise that, under the influence of
the congestion produced by cauterisation, the heemorrhoidal
tumour will appear the first day or so, and may sometimes
be larger than usual, but no notice need be taken of it.
We can relieve the pain of the patient, pain which has
no relation to the cauterisation, only by coating over the
ha#morrhoids with a nareotie ointment, and covering them
up with a poultice. The tumour soon ceases to be painful,
and is at last completely and spontaneously retracted.
The time necessary for cure varies only according to the
size of the hemorrhoids, the relaxation of the anus, and
the age of the patient. It has never exceeded one month,

Operation
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and has sometimes been much less. In some subjects,
even when circumstances have made suceess doubtful, cure
has taken place as in simple cases, The patient ought to
be chloroformed, particularly in private practice, where the
assistance is less efficient than in a hospital, for though
the operation is rapid it is also very painful. The patient
may struggle after one or two applications of the cautery,
and even refuse to allow others to be made, so that the
operation would remain incomplete. The orifice of the
anus and the surrounding parts must be painted with
collodion. This is a very important preeaution. All sur-
geons have affirmed the difficulty of preventing the effects
of radiated heat. To preserve the parts from these effects,
cloths steeped in cold water, and thin plates of wood, have
been used ; but not only are these in the operator’s way,
but they are, as a rule, inefficacious. Collodion, on the
contrary, even when applied in a thin layer only, forms an
artificial epidermis scarcely permeable to heat and suffi-
ciently protecting the skin.

“It is necessary to dissipate the ether vapour, or it
would take fire as soon as the heated cauteriser is brought
near the anus. The accident would not be of much im-
portance, for the burning vapour is easily extingnished by
blowing it out; but it is better to avoid it altogether. It
is easy to understand the importance of the use of collodion
in relation to the pain which succeeds the operation. The
patient cannot feel pain in the parts to which the iron has
been applied, for the tissues are dead, but he suffers in the
surrounding parts which have been attacked by the radiated
heat, and the painful nature of superficial burns is well
known. The burns, however, are not very serious, and
the pain lasts only about four days, being principally felt
at the time when the inflammation necessary for the falling
off of the sloughs develops itself, or during defrcation after
the sloughs have fallen off. The cauterisers ought to be
knife-shaped, or even with round points. To ensure the
rapidity of the operation they should be heated to white
heat. One operation is frequently enough, but more than
two are never necessary, how large soever the haemorrhoidal
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tumour may be, for we do not act directly on the latter, but
on the anus.

¢In some cases the tumour cannot be reduced before
operation, or can be only partially replaced, the involuntary
contractions of the muscles causing it again to protrude.
No notice need be taken of this accident. The cauteriser
is slipped between the tumour and the walls of the anus,
for it is of little consequence if the hemorrhoids should be
lightly cauterised by the back of the instrument.

¢ Sometimes the shoulder of the ecauteriser implicates
the entaneous cireumference of the anus, but that is of no
importance ; it is even sometimes useful when the anus is
considerably relaxed. There is no need to dread hemor-
rhage, for the caunteriser interferes only with the mucous
membrane, the submucous cellular tissue at the entrance
of the anus, and the skin at the edge of the orifice. At all
these points the vessels are small, and when the hemor-
rhoidal tumour is touched by the back of the cauteriser, it
is in so light a manner that no vessel of any magnitude
can be opened.

¢ If any accident is to be feared it would be stricture of
the rectum ; but the four cicatrices which have been formed
at the enfrance of the anus, although possessed of great re-
tractile power, are made linear and in the direction of the
intestine. Between them are intervals occupied by highly
elastic tissue, and the presence of these renders siricture
imposgible. It may be objeeted that, if the anus remain
sufficiently dilatable, the patient may have a relapse. This
accident is certainly not impossible, but it is the business
of the surgeon to estimate the state in which he finds his
patient. If he be going to operate mpon an old person
having a large and old-standing tumour, and whose anus
has little resilient power, he should lean a little more heavily
on the cauteriser, so as to implicate a greater thickness of
tissue than in ordinary cases ; by this procedure he will be
sure to avoid a relapse.’

I will only remark that I have no doubt the operation
is efficient. But I should not advise its use, as there are
many others quite as sure, and far safer and easgier of
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performance. The recovery is rather long and the pain is
considerable, but by experiment I find that the application
of collodion does away in great degree with the pain usually
inflicted by radiation of heat.

7. Operation by the Galvanic Cautery.

Likiyanie The galvanic cautery may be employed for the removal

i of hmmorrhoids, the division of fistula, and other surgical

operations about the reetum. I have myself some per-

sonal experience in its use. I fail, however, fo see any

good reason for the adoption of this method of operating

in ordinary cases. If a cautery be required, I cannot fell

why the galvanically heated wire should be preferable to

an iron heated in the fire, or to any form of platinum

cautery rendered hob by the rapid ecombustion of benzoline,

as in the ¢ Paquelin ’ ingtrument. In my humble opinion,

in almost all cases the ¢ Paquelin cautery’ is superior to

any other. As a matter of course, the person working the

cautery must thoroughly understand the mechanism of the

instrument, and have had some practice in its use. All

the failures 1 have seen with it have been consequent upon

the small knowledge of those who were working it. An

expert can at an instant give any heat you may require
from white to black.

The galvanic cautery requires a cumbersome battery ;
it is exceedingly apt to fail; you may at the supreme
moment get either too much or too little heat, and this
difficulty will oceur even in the hands of a specially trained
assistant. There is still another objection, which applies
chiefly to simple cases, as, for example, the removal of
piles ; there seems an amount of fuss and pseudo-scientific
show about it to which my mind is exceedingly repugnant.
The only battery at all reliable is Daniell’s.

8. The removal of hemorrhoids by the clamp and scissors,
the bleeding being arrested by the application of the heated
wron.

Clamp and This operation is generally known as the ¢clamp and
eantery  cantery’ operation, and is now most frequently associated
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with the name of Mr. Henry Smith, although, in truth, it
was devised in its entirety by Mr. Cusack, of Dublin, and
was first introduced into Liondon by Mr. Henry Lee, of
St. George’s Hospital. In its perform-
ance each pile is seized by a vulsellum
and drawn well down ; the clamp is then
applied so as fo embrace its base, the
portion above the elump is eut off with
a pair of scissors curved on the flat, and
a cautery-iron heated to a dull red heat
is freely applied to the stump until all
the vessels are well seared.

In my opinion, this operation has
little to recommend it. As regards
danger to life—after all the issue of
the greatest moment—as far as my most
careful researches have led me to a
conclusion, it is quite six times as fatal
as the ligature properly and dexterously
Pz, 27T, —Mi. ALLINGHAM'S &p[_lllﬂd

A e D There are, moreover, these disad-
vantages. The burning causes very great
pain after the operation, especially if the skin is involved ;
secondly, hemorrhage is more likely to occur than after
the best modes of operating ; greater sloughing of the parts
takes place, and a longer period is required for healing.
The after-results are likely to be unsatisfactory, for con-
traction is eommon, and, as with other burns, this is
troublesome to overcome, for the scar-tissue, being of low
vitality, is non-elastic and very liable to ulceration.

9. Dilatation of the sphincter muscles.

The treatment of hmmorrhoids by the complete dilata-
tion of the external and internal sphincter muscles has
been strongly advocated in France by many eminent
surgeons, and notably by Verneuil, Fontan, Panas, Gosselin,
Monod, and others.

The benefit resulting from dilatation seems to have

Disadyan-
tages of
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been accidentally discovered, and 1 cannot admit that the
rectal physiology of Verneuil gave by any means the clue
to this treatment. For my justification for this statement
I must refer my readers to pp. 92 and 98 of this work.

I have now no doubt that, in certain cases of h@mor-
rhoids, dilatation, full but gentle, of both sphineter museles
will give wonderful relief, and I have myself in many cases
seen great good acerue; but, on the other hand, there are
cases in which no good has resulted, and reflection would
lead one fo conceive that such would almost certainly be
the case.

When, for example, in old-standing disease the hemor-
rhoids easily prolapse at stool, and on walking, stooping,
coughing, and other common physical acts, the sphincter
muscles become so dilated that more dilatation could not
possibly mend matters. For here no strangulation or pres-
sure takes place; the piles themselves are large, but they
do not swell and become livid when outside the body, and
the discomfort and suffering result not from any ¢ pinching,’
but from the exposure of mucous membrane to accidental
frietion or injury, and from the mucous and muco-sangnineous
discharge; and I have often seen such eases where no
remnant even of the sphineter museles could be detected,
and when the h@morrhoids were returned a large patulous
opening could be seen, into which the hand might easily be
passed. To cure these patients it is necessary not only to
remove the growths, but often also to obtain contraction of
the anal orifice by applying freely the hot iron, so as to
produce several linear cauterisations, after Voillemier’s plan.

The eases best suited to dilatation are the very opposite
to those just described. If, when the piles protrude, they are
tightly embraced by the sphineter muscles, and immediately
become swollen and livid, and perhaps bleed freely, the
patient being able only with much trouble and considerable
pain to return them, it is manifest that dilatation of the
sphineters may afford speedy relief and even result in
a eure. In such a case the museles around the lower inch
or 8o of the rectum are, from irritation, in a state of almost
constant spasmodic contraction, consequently all the vessels

- D
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are engorged and the return of blood from the rectum is
areatly impeded, and the hsmorrhoids grow with much
rapidity. Complete dilatation is to be effected in the fol-
lowing way :—

The patient being fully under the influence of ether,
you insert both thumbs into the rectum and dilate gradu-
ally, first in the antero-posterior, and afterwards in the
opposite direction, using an amount of force sufficient
thoroughly to overcome the spasm. You continue to mani-
pulate the sphincters until the muscles feel as if reduced to
a thoroughly pulpy condition ; care must be taken to act
high enough up in the rectum, so as to include the whole of
the sphincter. The result is that the state of contraction
is abolished and no spasm can occur ; in fact, for the time,
as in any overstretched muscle, paralysis has been in-
duced. With practice and great gentleness the desired
result may be accomplished without tearing the mucous
membrane, or even drawing blood, but a little extravasation
is usually noticed around the anus'for a few days. After
this, place an opium suppository in the rectum, and keep
your patient recuambent in bed. What takes place? First,
all the blood returns freely to the liver, no stasis remains,
the piles diminish in size, the pain passes away, and in four
or five days your patient may rise and go about his business
wonderfully relieved. If at the end of two or three days
you examine the sphincters, you will find them both capable
of acting, though gently; there is no spasm. When you
insert your finger the muscle closes upon if, but does not
grip it; the spasm, indeed, which before the operation
rendered it difficult for you to get your finger into the
bowel, has gone, and with care and judicious treatment
may never return, in which case the patient would, at all
events for a considerable time, be cured of his heemorrhoids.

When, in addition to piles, a fissure or ulcer exists,
more immediate benefit is obtained, as great pain on going
to stool will no longer be felt, and in the majority of cases
the sore place will heal. In the early conditions of hemor-
rhoids, when there is little or no protrusion, and, as often
happens, only oceasional loss of blood and spasm of the
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sphineter, the dilatation will, as I have personally found,
really cure the patient, or at all events postpone for an
indefinite time the growth of the hemorrhoids. In the
case of a gentleman, recently under my care, painful in-
ternal h@morrhoids existed as a complication of cancer of
the rectum. Careful dilatation cured the hamorrhoids
and made him comparatively comfortable.

I strongly recommend dilatation in the following condi-
tions : in the early stage of h®morrhoids when the symp-
toms are not sufficiently severe to necessitate a radical
operation; and in bad ecases of constipation, which, by
pressure, cause piles, mainly of the venous kind, the
sphincter being hypertrophied and the anal orifice eon-
tracted. It is also useful treatment for old people whom it
would be dangerous to put to bed for long and whose arte-
ries are atheromatous. In the later months of pregnancy,
when the protruding piles become pinched by the sphincter
and so cause profuse bleeding, dilatation is the safest
operation to employ. In cases of advanced cardiac or pul-
monary disease, in diabetes, or bad albuminuria, or when
it might not be wise to entirely stop the bleeding, but where
relief from the pain, consequent on the pinching of the pro-
truding piles, is necessary, dilatation may be used with
safety.

Again, when in children piles result, as they frequently
do, from congenital contraction of the anal orifice, a cure
may be effected by careful dilatation. I am of opinion that
this is really an admirable method of treatment, devoid, as
it is, of danger, causing only frifling pain, and not keeping
the patient in bed more than a very few dajys.

10. The treatment of internal hemorrhoids by crushing.

In the ¢Lancet’ of July 8, 1880, Mr. George Pollock,
of St. George’s Hospital, advocated treatment by erushing.
He says: ‘It is now some two or three years since I com-
menced to put into practice my views as to crushing. The
earlier attempts to erush the base of the pile were partial
failures as regarded the perfect freedom from hamorrhage.
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From want of proper construetion the elamp did not effee-
tually spoil the tissues at the base of the piles; seldom,
however, were more than two or three ligatures necessary,
and there never was troublesome or reeurring hemorrhage
encountered.” Mr. Pollock proceeded to state that the
subsequent pain is much less than that which usually
follows the use either of the ligature or of the clamp and
cautery, and he recommended a form of erushing pincers.
A plan of treatment advocated by such a sound surgeon as
Mzr. Pollock I could not but eonsider worthy of a fair and
extended trial, and I at once procured the crusher from
Messrs. Wright, of New Bond Street, and immediately
commenced to operate, following strictly Mr. Pollock’s
directions. After operating on about ten cases at St.
Mark’'s Hospital, I came to the conclusion that even this
instrument did not sufficiently ecrush the base of the pile,
and that more or less hemorrhage nearly always resulted.
In one bad case concealed bleeding took place (i.c. hemor-
rhage into the bowel without any escape from the anus).
Some hours after the operation the patient said he must
go to stool, and he evacuated a large quantity of arterial
blood, and this hsemorrhage continued until the clots were
got rid of by injection of cold water, and plugging the rectum
with wool and perchloride of iron was resorted to by the
house-surgeon. As the pincer-crusher did not sufficiently
arrest heemorrhage, although I kept it applied in bad cases
for two minutes, I conecluded the instrument was faulty, and
therefore devised a new form of erusher, in which a serew
movement was substituted for the lever action. We then had
an instrument capable of exercising an almost unlimited
amount of crushing power (see woodeut on following page).
It was constructed by Messrs. Krohne and Sesemann, and a
good many were made before anything like perfection was
attained, but now I believe that the screw-crusher is a per-
fectly safe instrument, provided that due care be taken in
operating. I may say it is most important when buying one
of these erushers to see that the edges of the sliding bar are
bevelled—for if they are not, when the bar is serewed home,
the piles may be eut off instead of being erushed.
K 2
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A few words about the method of using the erusher.
As above stated, in my first dozen or more cases I followed
rigidly Mr. Pollock’s directions, but afterwards I thought
it better to avoid erushing skin, and therefore made an
incision where the mucous membrane joins the skin. T
also commenced the operation by gently it fully dilating
the sphincters—a plan I always adopt when operating on
internal piles. The hemorrhoid is drawn into the serew-
erusher by means of a wvulsellum or hook, and this being
entrusted to an assistant, the bar 1s pushed up and serewed
home as tightly as possible. The pile ought to be crushed
longitudinally and not transversely. The projecting portion

KROHNE & SESEMANN LONUON .

Fri. 28, —SCREW-CRUSHING INBTRUMENT,

The crosher {2 made of solid steel, forming an open square at one end, between the
sides of which a second plece of steel slides up and down, Thig bar is connected
with the serew, which brings it firmly home against the distal end of the square,
first by sliding and then by screw-notion (lithotrite action), and exerts great
ernpshing power upon any tissnes which are bronght between tho two opposing

gurfaces,

Fi1. 29 represents the spring forceps used in bringing into the clamp the portion
7 of pile to be romoved.

of the pile is cut off with the knife or scissors, and the
pressure may be kept up as long as the operator thinks fit ;
usually I now keep the instrument applied for about twenty-
five seconds only. The upper part of the instrument should
rest within the rectum, go as not to drag on the mucous mem-
brane. It is from its capability of being introduced into the
rectum, together with the great pressure it exerts upon !':he
base of the pile, that this instrument is superior fo the pin-
cers, which are clumsy and large, and also to the ingenious
instrument devised by Mr. Charles Smith of Brighton. In
this operation care must be taken not to remove too much
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tissue. If this precaution be not attended to, some amount
of uncomfortable contraction is sure to take place. This,
in my experience, is a great drawback to the pincer-clamp,
which is difficult of adjustment; consequently more tissue
may be taken away than the operator is aware of.

I have now operated upon a large number of cages, and
I shall continue to employ the crushing method in selected
cases only, as I am by no means convinced of its universal
applicability or advantage. As regards freedom from pain,
it varies considerably ; in some cases there was but little
suffering directly after the operation, and, as a rule, the
pain after action of the bowels is not so severe as after
the ligature. In other cases the immediate pain was quite
as severe and prolonged as that caused by the ligature.
(Edema of the external parts, when many or large piles
were removed, was very marked in some of my cases;
often the external swelling did not show itself until after
the first action of the bowels. T think that the patients
recover more rapidly than after ligature, taking, on an
average, for a complete cure, 18 days. Contraction, so
as to require the use of bougies or dilatation by the finger,
occurred about as frequently as after any other method of
operation upon piles, but far less than after the cure by
the actual cautery. As to hemorrhage, when Mr. Pollock’s
clamp was used, ligatures were necessary in nearly all
severe cases, and in two the bleeding was so free a few
hours after the operation as to necessitate plugging the
rectum with a tube. I cannot say that with the screw-
crusher bleeding has never oceurred, but it has not done
80 to any extent, and ligature of a vessel has rarely been
required, torsion usually sufficing. On the whole, in my
opinion, crushing is a satisfactory method of removing
internal piles, and is in every respect superior to the
clamp and cautery. I consider it a perfectly safe operation
in chosen cases,

Some surgeons use this method in all cases; this, as I
have before said, is not wise. I will therefore endeavour
from extensive experience to offer a few suggestions as to
the cases in which it can be adopted with advantage. It
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may be used when the piles are small and not numerous,
say three in number. It may be applied to remove a pile
or two when operating for fistula. White piles and partial
prolapse of the mucous membrane fall within the same
category.

I should not advise its use in cases of very large vascular
piles, in which, from exeessive hemorrhage, the blood is
poor and non-coagulable.

In cases of anemia as a result of hemorrhage, in which
recurrent or secondary hemorrhage would probably cost
the patient his life, this method of treatment is decidedly
dangerous. It should not be used to remove inflamed
piles.

It is not wise to erush piles when the patient is at a
distance from skilled assistance, for fear of hzmorrhage
coming on.

11. Walter Whitehead's method of removing hemorrhoids
by excision.

Mr. Whitehead, in a paper written upon the subject,
published in the ¢British Medical Journal,” February 6,
1887, after discussing the supposed disadvantages of the
use of the ligature, and clamp, and cautery, went on to
deseribe his method of operation. I cannot do better than
quote his own words :—

¢1. The patient, previously prepared for the operation
and under complete influence of an ansmsthetic, is placed on a
high narrow table in the lithetomy position, and maintained
in this position either by a couple of assistants or by a
Clover’s eruteh. »

9. The gphineters are thoroughly paralysed by digital
stretehing, so that they ean leave no gap, and permit the
hemorrhoids and any prolapse there may be, to descend
without the slightest impediment.

¢3. By the use of scissors and dissecting-forceps the
muecous membrane is divided at its junction with the skin
round the entire cireumference of the bowel, every irregu-
larity of the skin being carefully followed.

o
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¢ 4, The external and the commencement of the internal
sphincter are then exposed by a rapid dissection, and the
mucous membrane and the attached hemorrhoids, thus
separated from the submucous bed on which they rested,
are pulled bodily down, any undivided points of resistance
being snipped across, and the hemorrhoids brought below
the margin of the skin.

5. The mucous membrane above the h@morrhoid is
now divided transversely in successive stages, and the free
margin of the severed membrane above is attached as
soon ag divided to the free margin of the skin below by a
suitable number of sutures. The complete ring of pile-bear-
ing mucous membrane is thus removed.

“ Bleeding vessels throughout the operation are twisted
on division. This brief description comprises the several
stages of the operation.

¢ It will be observed that, beyond the chloroformist, the
operation requires no skilled assistance ; a single nurse is
quite sufficient, and I have on more than one occasion
dispensed with assistance altogether.

‘ Contrary to general recommendation, I prefer the
lithotomy position, with the legs well flexed on the thighs,
and the thighs on the body. This raises the whole pelvis,
and gives the surgeon a commanding view of the field of
operation. I sif in front of my patient with my work on a
level with my shoulder.

¢ It is better to commence the separation of the mucous
membrane from the skin at the lowest point and deal with
the two sides in succession, before completing the ecirele
above, so that any oozing that may occur shall be below
the work as it proceeds. The incisions must be made
through the mueous membrane and not through the skin.
It is very important that no skin ghould be sacrificed, how-
ever redundant it may appear to be, as the little tags of
superfluous gkin soon contract, and eventually cause no
further inconvenience. If this precaution be taken, there is
no fear of stricture.

*The attachment of the mucous membrane and piles to
the sphineters is so slight that I either employ the closed
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scissors as a raspatory, or use my fingers in their separa-
tion. The firmest adhesions are always found at the
highest and lowest points where the fibres of the external
sphineter converge. With a very little patience the whole
of the hemorrhoidal plexus can be isolated and the mem-
brane drawn down, leaving the external sphincter almost
bare and cleanly dissected. Up to this stage of the opera-
tion there is practically no h@morrhage, for, as is well
known, the arteries which supply the rectum run imme-
diately beneath the muecous lining, and not in the loose
tissue separating it from the sphineters. They are, how-
ever, necessarily cut in the next step, which consists in the
transverse division of the mueous membrane just above the
piles. To prevent hemorrhage it is advisable to eut through
the bowel by degrees and to twist each bleeding vessel as it
is divided. After seeuring the vessels, before making any
further incision in the bowel, I attach the free edge of the
piece of mucous membrane first divided to the correspond-
ing portion of skin at the verge of the anus. This procedure
is repeated until the entire eircumference of the bowel is
secured to the skin., By this means I almost invariably
secure healing by first intention.

¢ Before closing the wound I insufflate iodoform between
the raw surfaces, as I find it checks any tendency to san-
guineous oozing, and facilitates primary union. For the
purpose of suturing the mucous membrane fo the skin, I
always employ carbolised silk, and I never take out the
stitches, as I find they come away of themselves without
creating the needless alarm to the patient which their
removal generally oecasions. Indeed, after the operation,
there is no real necessity ever to look at or touch the parts
again.

¢ Whilst the patient is still on the table, I introduce into
the reetum a suppository containing two grains of extract
of belladonna, give the external parts a final dust with
iodoform, and place over all a strip of oiled lint, which 1s
retained in position by a T-bandage.

‘For the first few days, with highly neurotic patients,
[ keep a bag of ice in close proximity to the rectum, and 1
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generally recommend a dose of castor-oil to be taken on an
empty stomach on the morning of the fourth day. The
patient sits up on the fourth day, and is in a condition to
resume work within a fortnight.

‘I rarely find that the patient suffers much pain after
the operation, though this depends chiefly on the nervous
susceptibility of the individual. Some aching in the back
may be complained of, as in other pelvic operations, but
this is generally relieved by change of posture. If the
change of posture does not answer, a hot water-bag or hot
salt applied to the back will generally give immediate relief.’

Mr. Whitehead then goes on to claim the following
advantages for the operation :(—

‘1. That it is the most natural method, and in perfeet
harmony with the most approved principles of surgery.

2. Exeision, in addition to its simplicity, requires no
instrument which is not found in every practitioner’s
pocket-case.

¢3. It is a radical cure. It removes the peculiar pile-
area, and I believe recurrence to be impossible.

‘4. Though no operation is absolutely devoid of risk, I
consider that excision in this respect is at least on a par with
the safest method yet recommended for the removal of piles.

5. The pain after exeision isslight in amount, of short
duration, and, I believe, less severe than follows any of the
other operations.

“6. The loss of blood at the time of operation is so
small as hardly to merit notice; though perhaps in this
respect it must give precedence to the ligature and clamp ;
but, so far as secondary hemorrhage is concerned, the risks
are unquestionably less.

“In conclusion, allow me to recapitulate briefly what
my contention is. I contend that the internal hmmor-
rhoids, which are generally regarded as localised distinet
tumours, amenable to individual treatment, are, as a
matter of fact, component parts of a diseased condition
of the entire plexus of veins associated with the superior
hemorrhoidal, each radicle being similarly, if not equally,
affected by an initial cause, constitutional or mechanical,
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‘I am of opinion that, when surgical treatment beecomes
imperative, the extent of the mischief can only be appre-
ciated and effectively dealt with by a free exposure of the
diseased vessels, and that no procedure fulfils this purpose
short of a deliberate dissection of the lower rectal area.

¢ And, finally, T consider that any operation, which has
for its object the removal of h®morrhoids, is not complete
which does not provide for the readjustment of the healthy
tissues, with the object of securing primary union and
rapid convalescence.

“ The dread of hemorrhage in excision of hamorrhoids
is a delusion which has been fostered and sustained by
potential authorities, who have, I consider, for the last
thirty years, indulged in unjustifiable departures from the
sound principles of general surgery.’

In criticising this operation, which I can now do, having
performed it in what I considered to be suitable cases, I
come to the following conclusions : As with all other modes
it 1s absolutely wrong and extremely unsurgical to treat
all cases of piles by this operation. For piles vary
as much as any other disease. Indeed, surgeons who
are experienced in reetal practice offen find piles com-
plicated with fistula, fissure, &e. To adopt this method of
Mr. Whitehead’s in such cases would be unwise, for it is
important to treat, together with the piles, the other affec-
tions by a division, &e. This will, in many cases, render
impracticable the plan we are diseussing. Again, when
in a simple ease of piles there are only one or two tumours
to be removed, it is unnecessary to subject the patient to
the exeision' of the mucous membrane of the lower part of
the rectum. I do not admit that there is always the pile-
area above spoken of, nor are all the arteries of the rectum
enlarged because one or two happen to be so; the same
applies to the veins. If there are many piles in the bowel
there may be only a small amount of intervening mucous
membrane left unaffected ; indeed sometimes the whole lower
aspect of the bowel is extremely vascular. In such cases
Whitehead’s operation may be used. Nevertheless, I am not
ab all sure that the operation is so radical as is supposed,
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for when the ligature method is employed a surface is left
to granulate after the piles have been separated up to
their bages. This granulating surface leaves scar-tissue,
which, like all other scar-tissue, contracts slightly and has
not so much vitality as normal tissue. This tends fo
strengthen any weakness in the lower part of the bowel,
supports the vessels, and is less likely to allow them to
become varicose. Again, when the tissues within the anus
are attacked with this vaseular condition, the vessels which
supply this area must also be enlarged. Now if the area
is excised and the mucous membrane drawn down, the
enlarged vessels, which are contained therein or just under-
neath, in consequence of their gize will be likely to start the
piles again. On the other hand, if they are ligatured high
up and a splice of sear-tissue is let in, from the greater sup-
port given to the lower part of the gut the large vessels will
be probably unable to dilate or increase. For they do not
have to nourish such an active, soft, and elastic area.

Mr. Whitehead terms his operation simple. Simple it
may be, but difficult to perform ; for with the anus, rugose
and elastie as it is, even after dilatation of the sphineters,
it is not at all easy to separate the mucous membrane from
the skin. The length of time required for the operation is
an objection : this process takes on an average at least thirty
minutes, whereas a skilled surgeon can operate with the
ligature in less than five minutes. The hemorrhage by
this method far exceeds in quantity the amount lost when
the ligature is used, and this is of great importance in those
patients who have already lost much blood from their
piles.

Mr. Whitehead uses silk ligatures to attach the mu-
cous membrane to the skin, but does not think it neces-
sary to remove them. If they are not removed, they can
only come away by uleeration, which causes pain, and may,
as I bave seen in one ease, result in fistula.

Two or three days after the operation the parts not un-
frequently become swollen, and the mucous membrane then
tears through the ligatures and retracts away from the
skin. This leaves a large granulating surface, which may
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oceupy the enfire circumference of the bowel, and cause
troublesome contraction.

To sum up: in suitable cases—viz. those in which the
whole area of the lower part of the bowel is affected with a
vascular condition—this operation is no doubt a good one;
but in ordinary cases, where the piles are separate and there
is no so-called ¢ pile-area,’ it is unnecessary and not to be
recommended.

12. Allingham Jun.'s Modified Method of performing
Whitehead’'s Operation.

After I had performed a few cases of Whitehead's opera-
tion in the manner he deseribes, I discovered many diffi-
culties in the process. The chief obstacles were the lax
and irregular condition of the anus and the resulting
trouble in separating the mucous membrane from the skin,
the time required in twisting the vessels if the case was
a bad one, and the length of the operation. If was after
observing all this that it
oceurred to me to try and
improve upon the opera-
tion. I wished to see how
the vessels might be se-
cured, and how the opera-
tion might be performed
with greater facility. To
effect this I designed the in-
strument (see diagram 30),
made for me by Messrs.
Krohne and Sesemann,
which should be used as
follows : —

The patient being in
the lithotomy position, the sphincters are dilated with the
thumbs ; then, with the instrument closed, attach one of
its arms to one part of the bowel just where the mucous
membrane joins the skin. Do the same with the three other
arms. Next serew open the instrument so as to make the

Fie. 30.
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arms square and the tissues tense. Then the anus is dilated
and square-looking, as is represented in diagram 31.

Now, with a small knife—with a finger in the bowel
to guide the knife and not allow it to perforate the
mucous membrane—eut along at the junction of the skin
and mucous membrane all round the anus. This can be
easily done with the parts thus held tense. This separa-
tion of mucous membrane from the sphineter should be
effected by eutting into the submucous tissue up to the

Fic. 31.

level of the internal sphincter. The assistant should turn
the instrument away from the side which is being eut, so
as to give more room.

When this section has been completed all round, the
resulting state is ag is represented in diagram 82. Then
opposite the position of any large pile, take up the skin at
p with a needle fitted with a medium catgut ligature; pass
it through the mucous membrane at ¢, and then round the
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stem of the pile. Return it again through the mmuecous
membrane at B, and lastly through the skin at A. Thus
you have a loop inside the bowel, with the two ends coming
out through the skin. Now tie up the ligature just tight
enough to prevent hmmorrhage when the piles are cut
off. Treat each large pile in the same way. Then the
drawn-out pile-area still attached to the dilator is to be cut
off just in front of the ligatures. Finally, put in a few

Fii. 32,

catgut sutures so as to bring to the skin the mucous mem-
brane between the piles.

By this mode of operating the important arteries in the
piles are secured, there is no difficulty in separating the
skin from the mucous membrane, little blood is lost, and the
operation can be rapidly executed.

I use catgut sutures rather than silk ones, because they
are more elastic, and relax if there be much gwelling.
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There is no necessity to frouble about removing them, as
they are readily absorbed.

Whenever the entire circumference of the rectum is
to be excised for piles, I am sure that this is the easiest,
quickest, and safest method to employ.

13. The treatment of internal hemorrhoids by lLigature.

In expressing, as I most unreservedly do, the opinion
that the ligature is the safest and best operation for the
great majority of cases of hemorrhoids, I must be under-
stood to mean the operation usually performed at St. Mark’s
Hospital, viz. ligature combined with ineision. The opera-
tion was devised by the late Mr. Salmon, and has been
practised at that institution for more than fifty years.

The patient having been previously prepared by pur-
gatives, is placed on the right side on a hard couch in a
good light, and is completely anmsthetised ; and then I always
gently, but completely, dilate the sphineter muscles. This
completed, the rectum for three inches is within your easy
reach, and no contraction of the sphincters takes place, so
that all is clear like a map before you. The hamorrhoids,
one by one, are to be taken by the surgeon with a vulsellum
or pronged hook-fork and drawn down ; he then with a pair
of sharp scissors separates the pile from its connection with
the muscular and submucous tissues upon which it rests;
the cut is to be made in the sulcus or white mark which is
gseen where the skin meets the mueous membrane, and this
incision i8 to be carried up the bowel, and parallel to
it, to such a distance that the pile is left, connected by
an isthmus of wvessels and mucous membrane only (see
diagram 33).

There is no danger in making this incision, because all
the larger vessels come from above, running parallel with
the bowel, just beneath the mucous membrane, and thus enter
the upper part of the pile. A well-waxed, strong, thin,
plaited silk ligature (Turner’s No. 6) is now to be placed
at the bottom of the deep groove you have made, and the
assistant then drawing the pile well ount, the ligature is

Method of
operating
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t1:ed high up at the neck of the tumour as tightly as Pos-
sible (see diagram 83). Be very caveful to tie the ligature,

F1g. 38.

and equally eareful to tie the second knot, so that no slipping
or giving way can take place. I myself always tie a third
knot ; the secret of the well-being of your patient depends
greatly upon this tying—a part of the operation by no
means easy (as all practical men know) to effect. If this
be done, all the large vessels in the pile must be included.
The arteries in the cellular tissue around and outside
the bowel are few and small, as they do not assist in the
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formation of the pile, being outside it. These vessels rarely
require ligaturing. The silk should be so strong that you
cannot break it by fair pulling. If the pile be very large
a small portion may now be cut off, taking care to leave
sufficient stump beyond the ligature to guard against its

Fia. 34.

slipping. When all the hemorrhoids are thus tied, they

should be returned within the sphincter; after this is

done, any superabundant skin which remains apparent may

be eut off ; but this should not be too freely excised, for fear

of eontraction when the wounds heal. 1 always place a pad
L
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of wool over the anus, and a tight T-bandage, as it relieves
pain most materially and prevents any tendency to strain-
ing. By this I do not mean that the anus is to be stuffed
with wool, but if the parts are very vascular, a small piece
may be introduced just within the anus. If much wool is
inserted, it causes spasm of the sphincter and a great desire
to expel it.

It is advisable to commence operating upon those piles
that are situated inferiorly as the patient lies, in order that
the others may not be obscured by blood, but when the
h@morrhoids are numerous, and there is a small pile either
anterior or posterior, as is frequently the case, it is better
to tie the small ones first, as there is danger of their being
overlooked, and if they are left they are likely to grow, and
a return of the piles may be confidently anticipated in a
few months. I have seen many cases in which this has
occurred.

When separating the pile from the bowel preparatory
to applying the ligature, it is most important that the base
to be ligatured should be as narrow as is consistent with
the non-divicion of the chief arterial supply to the pile
(diagram 85, A). For it will be seen that if there are many
piles to be ligatured, and their bases are left large and
broad (diagram 36, B), when tied up they draw the mucous
membrane together and cause a great narrowing of the
rectum. If this is done, on introducing the finger after
the operation, it is found nearly impossible without force
to pass it beyond the tied-up parts.

I can best explain this by diagrams. Should there be
many piles to be tied, you get in C only very slight narrow-
ing, but in D great narrowing.

In C there are islets of untied mucous membrane be-
tween the piles; in D there are none ; consequently after
the operationin C there is little or no pain, in D great pain.
Again, upon the action of the bowels, the motion in C can
easily pass, but in D it has actually, from the non-elasticity
of the part, to tear its way past the obstruetion caused by

the ligatures. ' _
I have arrived at the above conclusions from observing
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that when one or perhaps two piles only are ligatured, the
pain is slight, whereas when many have been tied, unless
one takes the precautions just explained in A and C, great
pain is suffered, both after the operation and upon the
action of the bowels.

Upon the patient being anmsthetised, it sometimes hap-
pens that the protruded piles slip up into the bowel again.
I have seen inexperienced operators much worried by this,
but you need give yourself no anxiety about it; for when
the sphincters are carefully dilated, as I have before recom-
mended, the whole rectum is fully exposed and even every
abrasion can be seen ; moreover, the spasmodie pain after
the operation, by this dilatation is almost entirely done
away with.

Spasm of the sphineter musele is in a great degree the
cause of pain and its long continuance—my patients now
never have pain after about three, or at most four, hours.
The only suffering that may remain is caused by spasm of
the levator ani, which will act from time to time, and a
retraction of the anus into the rectum takes place, attended
with momentary darting pain. I was never certain why
it was that patients who had suffered long from large pro-
truding piles, which they could not keep up, scarcely ex-
perienced any pain after ligature; now I know that the
sphineter musecles caused most of the pain, and those who
had practically no sphineters did not have a tithe of the
pain the person with a strong sphincter had.

I may also add that in patients who have very strong
sphincters, and in whom it is sometimes difficult to procure
gufficient temporary paralysis, the spasmodiec pain should
be minimised by carrying the vertical incision above the
internal sphincter, so that the piles are tied above that
musele.

I do not think in the whole range of surgery there is
any procedure worthy of the name © operation * which can
show a greater amount of success or smaller death-rate
than the ligature of internal heemorrhoids.

In the year 1865, I published, in the ¢ Medical Times
and Clazette,” some statistics of the practice at St. Mark’s
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Hospital, which showed that, in 1,768 operations upon
hsemorrhoids, there had been 5 cases of tetanus, 4 occurring
in the spring of the year 1858 : 2 in March, and 2 in April.
From the year 1858 to 1882 about 2,250 operations were
performed, and there was not a case of tetanus; and in
these 4,018 cases there was but one case of doubtful pysmia.
This death occurred in Mr. Gowlland’s practice. An old
Hebrew was operated on for bad piles with the ligature.
A few days after, diarrheea set in and he died exhausted.
Py®mia was suspected, but no necropsy was made, as the
Jews object, so there is still an element of uncertainty in
the case. The in-patient books at St. Mark’s have been
excellently kept, and anyone interested in the matter could
easily satisfy himself that the statistics of operations and
deaths resulting are worthy of entire confidence.

Let us see how the matter stands. In 5t. Mark’s Hos-
pital the death-rate from all causes in operations on in-
ternal h@&morrhoids by ligature during a space of more
than forty years is just 1 in 670. Now, hospital practice
18 notoriously more fatal than private practice, yet what a
brilliant result has been obtained ! Referring to the four
cases of tetanus oceurring in St. Mark's in the months of
March and April, 1858, they must be considered quite ex-
ceptional, as since that year no case of the disorder has
appeared. Mr. Curling, in his work on ‘¢ Diseases of the
Rectum,” says : ‘In the year 1858 tetanus was very rife in
London.” I have only had 8 fatal results from the ligature,
both in my public and private practice, which now extends
to more than 2,000 operations.

Copeland, in his work, mentions that he had only seen
one death.

Bushe never had a fatal case with the ligature.

Sir Benjamin Brodie, whose experience was unusually
large, stated he had never lost a case.

Mr. Syme has stated: ‘In the whole of my practice
I never met with a case which either terminated fatally, or
even threatened to do so.’

Mr. Cuarling, in the last edition of his work, affirmed
that, ‘with one exeception, no fatal case of operation by
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the ligature has occurred either in my public or private
praetice.’

Mr. Quain had only one patient succumb in his practice
with the ligature.

Mr. Ashton has not recorded a single death from his
method of operating by ligature.

Mr. Gowlland, who has had a very large experience in
rectal surgery, has had a most remarkable success with the
ligature in hemorrhoids ; and after a prolonged trial with
the clamp and cautery, has finally abandoned it.

My friend, Mr. Alfred Cooper, with large opportunities
for arriving at a eorrect judgment, informs me that he has
never had a fatal case with the ligature, and now does
not employ the eautery. Mr. Goodsall is also at one with
me in preferring the ligature.

Let us for a moment see what our American confreres
think :—

‘Gross, in his great work on surgery, says: ¢ The opera-
tion (ligature) is as simple of execution as it is free from
danger and certain in its results.’

Dr. Van Buren, so well known here, and whose expe-
rience in the treatment of rectal disease is very extensive,
says : ‘I have never had an unpleasant symptom.’

Bodenhamer states: ‘I have yet to encounter my first
gerious accident.’

I could go on citing the favourable opinions of my
American friends with regard to the safety of ligation, but
1 feel I need not add anything to what I have written to
prove the great success in every way of the operation when
properly performed, and when the patient is well treated
and placed in good hygienie conditions.

In leaving this mode of treatment, I must repeat what
1 have previously said: this is the safest and quickest
operation to employ in all cases of well-formed hemor-
rhoidal tumours. For by this method of ligature there is
hardly any danger of bleeding, and hence it is especially
advantageous when hemorrhage—primary, recurrent, or
secondary—would be particularly dangerous, e.g. in angemic
patients, and in those for whom it might be difficult to
immediately obtain surgical aid.
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CHAPTER XI.
TREATMENT OF PATIENTS AFTER THE OPERATION FOR PILES.

It seems to be a custom with many surgeons to think that
after a case of piles has been operated upon, no further
treatment is requisite. The parts are rarvely looked at
again, and after about a fortnight has passed without any
examination, or only a very cursory one, the patients are
supposed to be well and are allowed to go about their work.
It is in consequence of the frequency of this that I have
determined to give in detail the treatment of a case after
operation ; for it is only by careful attention that a satis-
factory cure can be assured.

After the operation the bowels should be confined for
three or even four days. I find a solid one-grain opium pill
given half an hour after the operation, and repeated every
two hours twice, the best to begin with ; the pill arrests or
prevents vomiting ; later on, if required, a draught may be
administered. The formula I often use is the following :—

Pulv, crete aromat . . ., . . Sl )
Liq. opii sedativ. . : : : : . MxEV
Spt. sether. nit. I ol AR e R T S
Mist, eamph. ad . . . 5 . . Ejss—DM.

To be taken night and morning or three times in the day
for two days. In very bad cases and in delicate persons I
occasionally keep the bowels quiet for a much longer period
than four days. I have done so for a week or ten days,
and I think, in some instances, with very manifest advan-
tage. The diet at first should be light : soup, beef-tea, a
little boiled fish, milk gruel, tea and toast, will be quite
sufficient ; no aleohol at all should be taken; perfect rest
in bed enjoined.

Conflning
boweals
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It is not uncommon for retention of urine to be con-
sequent on operations upon piles. This retention is by
no means unusual in women, but I have found it occur
much oftener in men. When this difficulty occurs, male
patients should be told to kneel up in bed, and warm
flannels may be placed above the pubes. The bandage
applied at the operation should be loosened, as it may
press upon the perineum, and so stop micturition. Much
straining must be avoided under any eircumstances, and if,
after a fair trial, the patient is still unsuccessful, a Jacques
catheter should be passed. After a few days, generally
when the bowels have been opened; the power to pass
water will return, but I have seen nervous patients suffer
from retention for ten to fourteen days.

On the morning after the operation, on visiting my
patient I remove the outside pad of wool, and if I find any
wool in the anus or sticking to the wound, I apply a
poultice to soften the dried blood and assist in loosening
the wool ; moreover, if there is any pain, the application
of a poultice greatly relieves it. Sometimes the patient
suffers from spasm of the levator ani, which may be caused
by a small piece of wool beecoming fixed within the sphincters.
Again the wool should be removed on the second day, and
even on the first, if there is no pain, a pad of wool soaked in
ganitas, Condy, or thymol, &e., should be applied to the part,
for it keeps it moist, and tends to lessen the smell which is
generally present. On the third or fourth night, according
to the state of the patient, I always order the following

aperient :—
B Pil. hFdI:E.fg . - . . - . gr,j‘-i
Pil. col. et hyoseyami . : 1 ; . gr. viij—M.

and the next morning I give, if necessary, one of the ape-
rient mineral waters, or the ordinary black draught.

It is highly important to administer a purgative which
is sufficiently powerful to compel the bowels to act irre-
spective of any will on the part of the patient. If the
purgative is not strong enough, the moment the bowels are
inclined to act, the patient may resist in consequence of the
pain.
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When the bowels act the patient may get out of bed,
and sit on a night stool, for the sitting position aids in the
expulsion of the feces. If, however, he 18 Very an@mic or
ill, the motions should be passed while he i8 in the recum-
bent posture.

It is well to tell your patient that some temporary, and
possibly rather acute, pain may be experienced on the first
action of the bowels, and also that a slight discharge of
blood may take place (it by no means always oceurs); if you
neglect this, needless alarm is often created, the patient
imagining, if he sees any blood, or has much pain, that all
his old trouble has returned.

Sometimes, when the bowels are acting for the first Cause of
time after the operation, there is great and persistent il
straining with little result. When this occurs the bowel
must be examined, for a hard mass of fieces may be block-
ing up the anus. If such an obstruetion be found it should
be broken up with the finger, and an enema of warm gruel
and olive oil should be administered ; to keep on repeating
strong purgatives (as is too commonly done) is absolutely
useless and detrimental, until the obstruction has been
broken up and removed by enemata.

After the first action of the bowels, apply a warm poul- Treatment
tice or the lead and milk lotion (mentioned in the chapter jeton of
on External Piles), whichever is most comforting to the Powels
patient.

The bowels should now be kept acting daily by means
of gentle purgatives such as

Pul. glyeyrrhize co. . : : 2 . 3] to 3ij

0. 1.
or Podophyllin . . 2 : : . . gr.}
Ext. belladonne . : : < : . BY. %
Ext. tarax. . ; L ’ : : . gr. 1i)

0. 1.
or Liq. ext. cageara sagrada. . . . . Jss

In water at bedtime.

or any of the mild purgatives previously mentioned.
On the fifth day the wounds must be treated according
to eircumstances ; if they are inflamed, sedative lotions or
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ointments should be used. When the ligatures have sepa-
rated or when sloughs have come away, the wounds, after
the action of the bowels, should be gently syringed with a
weak solution of Condy, carbolie, sanitas, &c. This washes
away any motion that may have been caught in the wounds.
Then each separate wound should be dressed in the follow-
ing way : a small strip of wool smeared with ointment must
be passed with a probe and allowed to rest gently upon each
raw surface.

The patient can greatly assist in the dressing by bearing
down while the wool is being inserted.

It is hardly necessary to say that the ointments and
lotions should be varied according to the nature and state
of the wound.

After the first week, the finger, well anointed with the
ointment in use, must be passed into the bowel every day,
to make sure that no contraction is resulting from the
operation. This is most important, for when rapid healing
is taking place contraction will sometimes ensue.

For the first week after the operation the patient should
be strictly confined to his bed; then, if all has gone well,
he may get up daily and lie for a few hours on a sofa, but
he should not be allowed to walk about or remain long in
the erect position, for although the patient is convalescent
his wounds are generally still unhealed.

For years I have digitally examined all my patients
upon the thirteenth or fourteenth day after the operation,
and in the great majority I have not found the rectum
perfectly sound ; frequently some unhealed sore remains,
and in my opinion such a patient cannot be said to be well
and allowed to go about his ordinary avocations, without
incurring considerable danger. The veins of the rectum
are destitute of valves, and only badly supported by areolar
tissue ; these sores, therefore, much resemble in their
condition varicose ulcers of the legs; and we well know
in such ecases rest in the horizontal position is absolutely
necessary to ensure a speedy and certain cicatrisation.
When, from a low condition of health, or from a too early
return to the erect posture, wounds in the rectum are long
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in healing, ulceration will in all probability take place, with
contraction as an almost certain result. Itisin consequence
of the great risk they run when allowed fo get about before
the wounds are completely healed, that I impress upon my
patients the necessity of perfect rest until the bowel is
sound. Nevertheless I have had patients who have gone
about their business with ligatures on their hemorrhoids,
and have sustained no injury. Here is a case of that kind.
A gentleman on the Stock Exchange was operated on by
me some years ago; it was rather more than an average
case ; five ligatures were applied. On the day following
the operation some sudden turn of the markets rendered it
absolutely necessary for him to go to town. When I called
upon him, to my surprise I found that he had left home ;
and for three days consecutively he went to his office and
remained there for five hours transacting his business, as
he afterwards assured me, with very much less inconveni-
ence than he had frequently experienced before the opera-
tion, when the piles came down. He was, in the end, none
the worse for his temerity, but it is an example by no
means to be commended or followed. On another occasion
a naval officer found himself compelled to go on board his
ghip on the third day after operation, journeying to Ports-
mouth for the purpose. This gentleman did not suffer any
gerious inconvenience. Mr. Quain, in his work, relates a
parallel case.

Pain after the operation varies according to the consti-
tution and nervous sensitiveness of the patient, and also as
to the condition of the parts before the operation; but, as
ﬁ_[ have said, by performing gentle and full dilatation, pain
18 very considerably alleviated.

If pain should be acute at first, push your opium or
hypodermic injection (Morph. gr. }, Atropine gr. ¢4 is my
favourite formula). A sponge wrung out of very hot water
and applied to the sacrum nearly always affords relief, and
however sharp the pain may be at first (it is always exag-
gerated by the want of moral control brought about by the
inhalation of ether), in two or three hours it will have sub-
sided, and you may comfort your patient by the assurance
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CHAPTER XII.

COMPLICATIONS OF HEMORRHOIDS.

Tae heading of this chapter must not lead my readers to
think that the complications to be mentioned only occur
in conjunction with piles. Such a supposition would be
erroneous, and I have only chosen this phrase because com-
plications are more frequently found together with piles.

It must be understood that a case is called one of piles,
if the piles predominate; but it does not follow from this
that a fissure, fistula, or polypus may not also be co-exis-
tent. In like manner, if a fistula is the chief cause of a
patient’s pain and trouble, his case is said to be one of
fistula, but piles or fissure may also exist here, and may
require quite as much treatment as the fistula. If compli-
cations are not carefully looked for, although the patient’s
predominant ailment may be skilfully and thoroughly
treated, yet he will not recover his full health in conse-
quenee of other accompanying rectal maladies.

I. Complications in conjunction with h@morrhoids.

Fissure, or small painful ulcer, is very often associated
with hemorrhoids, and a careful examination is needed to
detect it, as one of the tumours may overlap the fissure so
as entirely to conceal it. Always suspect fissure or uleera-
tion when your patient tells you he suffers pain on defmca-
tion, or pain econtinuing long after the bowel is relieved.

In operating on hemorrhoids, when fissure or uleer was
found to exist, I always used to divide the superficial fibres
of the sphincter muscles so as to set them at rest. I now
find this unnecessary, as the dilatation I make of those
muscles allows the fissure or uleer to heal. It is well in
these cages not to omit examining the upper part of the
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fissure, to see if any sinus runs up from it ; if so, it must
be laid open.

Fistula is not so common a complication, but T have
often seen it. If the fistula be well marked there is no
difficulty in the diagnosis, but if it be of the blind internal
variety, or if the external orifice be very small and con-
cealed, as it may be, by an external flap of skin, it is quite
possible to overlook it. I have frequently met with ex-
amples of this. I will relate a case in point.

A gentleman consulted me on the recommendation of Sir Risdon
Bennett. His statement was that three months before he was operated
upon for piles, and was pronounced by his surgeon to be eured, but he
still had oceasional pain and throbbing in the anus; there was also a
constantly recurring discharge which soiled his linen; it ceased for a
day or two and then returned. He had mentioned this to the gentle-
man who operated upon him, and had been told he wag only enffering
from a little weakness of the bowel, which would soon right itself; of
this, however, the patient eould not feel convinced, and he was alarmed,
thinking that he would have a return of his hemorrhoids. The fre-
quent discharge and staining of his linen gave him great concern, and
worried him to a degree which seemed almost absurd, and quite dis-
proportioned to the gravity of his ease. This I have often observed in
persons of refined feelings. In hospital practice patients do not often
complain of a discharge unless it be very copious or accompanied by
pain. On a careful examination of this gentleman I detected, just at
the verge of the anus, and hidden by a small tag of skin, a minute
orifice ; a fine probe passed into this and through a short sinus, not
quite three-quarters of an inch in length, into the bowel. From the
history of the case (there having been always the same purulent dis-
charge) I had no doubt that this slight fistula had existed in conjunc-
tion with the hemorrhoids, but the major malady had masked the
minor one. I laid open this sinus, and in a week the patient was
quite well and relieved from his annoying discharge.

Polypus or polypoid growths are sometimes found in
conjunction with hseemorrhoids. I operated some fime back
on the wife of a well-known physician, who, in addition to
haemorrhoids, had a large-sized, hard, pedunculated polypus.

When the polypoid growths exist, they may be found
on the piles, or be situated in the sulel between them.
They must always be removed, as they cause great irri-
tation, and from dropping into the wounds may prevent

their healing.
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Impaction of feces is gometimes met with on com-
mencing an operation for piles; for although the patient
may have been freely purged, and may assure you that the
bowels have acted well, nevertheless, the motion may have
been only liquid and have left behind a hard mass of dried
fieces. If such a mass be discovered, it must be broken up
and washed away with an enema before proceeding with
the operation. If it is not removed, it will retard healing
and cause great pain and discomfort.

A lax and feeble condition of the sphincters is some-
times found in old people, and in cases in which large
venous piles have existed for a considerable period and
have been constantly prolapsed. In these instances it is
not advisable to perform the preliminary dilatation, and
occasionally, instead, it is expedient to remove some of the
loose mucous membrane and skin, so that slight contraction
may follow the operation.

When examining a case of hsmorrhoids, never omit to
pass the finger well into the bowel to ascertain that no
stricture, ulceration, or malignant disease is present. I
have made the same remark before, but I do not mind re-
peating it, as I have so often seen this grave error com-
mitted. It has many times occurred to me to find that
patients have been operated upon in metropolitan hospitals
by eminent surgeons, for piles, when they were suffering at
the same time from cancer or ulceration of the bowel. 1
need searcely say that an operation under such conditions
cannot be of any lasting benefit to the patient.

A healthy-looking young man, ®t. 28, came into my consulting
room, sent to me as a case of piles for operation; a few questions,
however, satisfied me that there was something besides the piles.
An examination revealed carcinoma high up the rectum, the lower
margin not being nearer than three inches from the anus. The ter-
mination upwards could not be reached, but by using my ball-staff

I found indications of contraction and great hardness at the upper part
of the rectum or commencement of the sigmoid flexure.

II. Complications following upon operation for hemor-
rhoids.

I need only mention the chief direct complications that
may follow the operation for piles.
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They may occasion you considerable anxiety if you are
not aware that they may sometimes arise.

When large h@morrhoids have been removed, the pa-
tient may at first experience a sense of weakness and a
slight loss of power over the anus; this may be explained
by the fact that the piles acted as a plug, but at the same
time caused, from their prolapsing, a weakening of the
sphineters. Now when the plug has been removed by the
operation, the only gnard against the passage of fwces is a
weakened sphincter.

Moreover, the change that the operation has effected in
the mucous membrane gives rise to a dulness of apprecia-
tion when fmces come near the anal orifice. Thus the
patient cannot contract the anus quickly enough to prevent
some discharge of wind or motion.

This need not cause any apprehension, for in a very
short time the power of the sphineter will return, and the
appreciation of contact become acute.

This may be hastened by bathing the anus night and
morning with cold water, and by injecting daily into the
rectum about one ounce of some stimulating lotion.

Impaction or accumulation of faces in the rectum or
colon is another complication worthy of mention. I have
gaid that, prior to operating upon piles, the bowels ought
to be thoroughly cleared; this precaution is too often
neglected, or, in consequence of the patient’s state of
health and the eondition of the rectum, it is sometimes
impossible to completely empty the colon. Although at
the operation no fieces may be found in the rectum, yet
they may soon descend from the upper bowel and become
blocked in the rectum. It is astonishing what large and
hard masses of fecal matter may have been retained in the
large intestine for some considerable time, when there is
any affection of the rectum. Therefore the surgeon must
always be alive to the possibility of impaction after the
operation. For my own part, I am tolerably certain that,
in the majority of those cases where the healing process
does not go on kindly, a loaded colon and congested liver

are the chief canses.
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I saw with a professional friend a lady upon whom he
had operated for slight internal hemorrhoids, and in whom
the wounds became unhealthy and refused to heal. Prior
to the operation the patient was not in bad health, and
might reasonably have been expected to do well.

Before examining her rectum I inquired as to the state
of the bowels for some time past, and from the account
given I was quite satisfied that a good clearance had not
been effected. Moreover, although action had taken place
since the operation, there had been only scanty relief, and
when the patient got out of bed and stood up, she expe-
rienced inelination to go to stool, and abortive straining on
doing so. On introduecing my finger into the bowel I found
it quite blocked up by hardened fces. This impaction was
got rid of by manipulation and enemata; then aperients
were given by the mouth, and a large quantity of lumpy
feces was evacuated. When I saw this patient again in
about ten days the wounds were nearly healed.

I operated for hemorrhoids upon a young gentleman whose bowels,
he said, generally acted fairly, and had done so freely before the opera-
tion ; but at the end of a week he complained of abdominal pains and
desire to go to stool, without having a satisfactory evacuation; this led
me to examine his abdomen, and I found his colon quite dull on per-
cussion, nearly throughout its course. A brisk purge administered
daily for three days, and followed by enemata, produced most copious
action, and soon improved his general condition, and hastened the
healing of the wounds.

Another marked instance of this complication ocenrred in a lady
recommended to me by my friend the late Dr. Daldy. She was a delicate
person, who had long suffered from the frequent combination of uterine
and rectal disorder. Bhe had a considerable and painful prolapsus of
the bowel when she came under my care, her uterine malady having
been previously greatly ameliorated, if not eured. The bowels acted
daily and, according to her statement, sufficiently. She had the usual
aperient administered, and also an enema prior to the operation, with
good effect ; but about the time of the separation of the ligatures she
was seized with severe abdominal pains and straining, and on examina-
tion I found the rectum blocked up by hard, dry, friable lumps of fieces,
which were with very great diffieulty got rid of; after this aloetie
aperients procured the evacuation of a really enormous collection of
fieces ; it seemed aa if the whole colon had been fully charged. All this

delayed her recovery, and eansed a great denal of pain, but eventually
she got well.

M
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Egﬂtg;:: . It sometimes happens that, after a severe operation upon

i internal hmmorrhoids, contraction takes place in the howel
on the healing of the wounds. This contraction is not
usually at the anus, nor does it affect the skin, but mucous
membrane only; time alone will generally remove it, but
as it may occasion straining and distress to the patient, I
advise the passing of a bougie for a few nights, or what
answers as well, and is less alarming, I direct the introdue-
tion of the forefinger, well anointed, into the bowel night
and morning. In rare cases, when the wounds have been
long in healing, and also if a great deal of the bowel has
been removed longitudinally, a tight hourglass-contraction
takes place, leaving an aperture sometimes only sufficiently
large to admit a No. 12 eatheter. The contracted part may
or may not be uleerated, the patient suffers much pain, has
obstinate constipation, cannot sit up without a sensation of
bearing down and great discomfort, and sometimes suffers
from eczema caused by the unhealthy discharge. This is
the form of stricbure which I have so frequently found
following operations when heated irons are applied, but it
may also arise after any other operation if eare be not
taken to pass the finger daily when the wounds are healing,.
I very often see this result in the practice of others, and
have had it oceur in my own cases. To get them well
requires great attention, gentleness, and perseverance ;
usually constitutional treatment is required as well as
mechanical ; the patients are nearly always weak and
unhealthy, often strumous. The malady is more com-
mon in women than in men, and the uterus therefore
usually requires attention. Sub-involution, retroversion,
and anteversion, with flexion and chronic endometritis,
are the diseases frequently complicating the rectal mischief,
and no surgeon can hope to cure those patients who does
not take into consideration the state of the uterus.

Here is an instance of contraction :—

T. H., =t. 82, was operated upon by me for very bad internal piles,
He was left under the eare of his general practitioner. I did not see
him again until three months after the operation, when he called upon
me one morning and told me he was not quite well. T asked him to
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relate his symptoms, which were as follows: Great straining on going
to stool ; the bowels only acting after severe purgatives, with the feel-
ing that, after they had acted, the rectum was still unemptied. He
had oceasional discharge of watery matter, which caused extreme
irritation about the anus. I at once asked him if the bowel had
been examined with the finger since the operation. To this he replied
in the negative. On examining him I found, as I expected, a firm
contraction about 1} inches up the bowel, through which I was unable
to pass my finger. As his condition was so bad, and as three months
had passed since the operation, I most strongly advised him to lay up
and to allow me to divide the contraction. This I did in geveral places,
and after the passage of bougies (increasing in size) for fourteen days,
I dilated his rectum up to its normal calibre. I also eounselled him
to pass a full-sized bougie once a week for the next two months., I
have seen him since, and he was perfectly well.

This eertainly would never have oceurred had the finger
been passed daily until the wounds had healed, commencing
a week after the operation.

Uleeration, or a single uleer or fissure, with or without Ulceration
contraetion, may follow upon the operation for piles, if the
patient is allowed to get up before the wounds are healed.
An ulecer may become indurated, and may necessitate
another operation to effect a cure. This shows how im-
perative it is to keep the patient quiet until his wounds
are well.

James B——, @t. 80, consulted me because he was not well from
an operation of piles performed two months previously. He told me
that the surgeon kept him in bed for only fourteen days, and then urged
him to resume his work, assuring him that he was quite well, although
he informed the surgeon that he had pain lasting for half an hour after
each action of the bowels. On examination I found a well-marked
ulcer sitnated just between the internal and external sphincters. This
I attempted to cure by palliative measures, but after a fortnight, find-

ing my patient no better, I got his consent to divide the uleer, which
soon cured him.

I have sometimes seen abscess and fistula in the bowel Abscoss
follow the operation for piles. These should always be 9 fistula
looked for when the suppuration is more profuse than is
consistent with the separation of sloughs or the healing of
wounds.

Bubo, or pelvie suppuration, may also be a sequela of Bubo
these operations, and is most likely to arise in patients of
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a strumous nature. T have seen geveral such eases. Here
18 one :—

F. M——, =t. 50, was operated upon by me for bad bleeding piles.
At that time he was weak and broken down in health. The wounds
healed well, but after the operation his temperature kept high and he
suffered from very obstinate constipation; but there was no contrac-
tion or complication about the rectum. About three weeks later he
complained of pain in the left iliac fossa, but nothing counld be felt.
I was afraid he might have malignant disease of the sigmoid flexure,
but eould not detect this by the passage of bougies or by deep pres-
sure into the iliac region. Very soon his left leg became contracted, and,
as the temperature was continuously high, I felt certain some suppura-
tion was going on in the pelvis. Accordingly ether was administered,
and then I found a fluctuating spot about three inches below the
anterior superior spine of the ilinm on the left side. This I carefully
cut down upon, and pushing back the peritoneum, I let out about two
ounces of pus. After this he got quite well.

I may mention that I have in the previous pages only
narrated in full the complications that most usunally follow
on the operation for piles ; but pysmia, erysipelas, &e., may
of course supervene, as they do on operations in other parts
of the body.



CHAPTER XIII.

HEMORRHAGE AFTER OPERATIONS UPON PILES.

Trrs will occasionally take place, and it may be either
primary, recurrent, or secondary.

Just as in midwifery you may go on for years without
the oceurrence of an untoward event, and then get a batch
of troublesome cases, so it is in this operation—you may
perform it a large number of times without the slightest
unpleasant symptom resulting, and then have a run of
cases which cause you more or less anxiety.

When called to cases of hemorrhage, always arm your-
self with a full-gized, bell-shaped sponge and plenty of
cotfon wadding ; take also some subsulphate of iron, or,
if you have not that, powdered alum or tannin.

If the operation for piles be carefully done, primary
hemorrhage is very rare; occasionally, when large and
very vascular hemorrhoids are ligatured, and there is also
much superabundant skin cut away, a small vessel, even
after pressure has been applied, may continue to bleed.

When a bad case of piles has been operated on there is
frequently an oozing of serum and blood from small vessels
and capillaries of the surface from which the piles have been
removed. To those unaceustomed to these operations this
may occasion needless alarm, and cause them to loosen the
bandage, take off the pad of wool, and try to find the vessels.

If, an hour after the operation, one looks at the bandage
and wool applied to the anus, he will generally see that they
are stained with blood. Should this be seen, place more
wool upon the parts and tighten the bandage. The wool,
however, may be soaked with blood, and there may be some
trickling of blood from between the skin and the pad. This
must take place if the sphineters have been dilated prior to
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operating, for there cannot be retention of blood in the
rectum without some of it oozing outside, as there is no
contraction of the anal orifice. In cases in which this
trickling cannot be stopped by tightening the bandage, the
nurse should be told to place her hand over the parts and
continue this pressure for an hour or two. That failing
to arrest the oozing, it is then necessary to remove the
wool to see if there is any large vessel that is causing this
trouble. Should no important vessel be discovered, a little
wool, powdered with subsulphate of iron, alum, or tannin,
must be introduced into the anus and pressure continued.
The buttocks should be exposed and an ice-bag applied.
This is generally sucecessful.

But a much more serious matter is recurrent hamor-
rhage. Although the bleeding may have been completely
arrested at the operation, and none may have oceurred for
some hours or even a day—yet, when the patient recovers
from the operation, the arterial tension inereasing and per-
haps the temperature rising, recurrent hemorrhage may
Bupervene.

When the surgeon is called to such a case, he should at
first employ the treatment already described, but at the
same time wait awhile to see if the bleeding continues. If
it does, and especially should the patient express a desire
to pass wind or fmees, and if he complains of feeling
distended and uncomfortable in the abdomen, then, most
probably, there is internal bleeding going on. Prompt
action is then necessary. At once remove the bandage,
pass the finger into the bowel, and tell the patient to bear
down. This is generally followed by a great outpour of
dark blood and clots. Syringe the rectum well with cold
water, for this empties the bowel of warm, fomenting
blood, and may cause contraction of the vessels, and thus
arrest the hemorrhage. If the bleeding still continues
pass two fingers into the rectum and examine round the
bowel until you find the part where pressure controls the
hzmorrhage.

If another medical man is near, send for him at once
to administer ether, all the while keeping your fingers on




cH. x1tt. BLEEDING AFTER OPERATION ON FPILES 167

the bleeding part. When such aid is not procurable, let
the nurse apply the digital pressure and give the ether
yourself. As soon as the patient is thoroughly narcotised,
let the nurse continue administering the ansthetic, which
she may safely do if you watch the patient’s breathing.
Then with a vulsellum pull down the bowel and pick up
the bleeding vessel. If this ecannot be found, tie up, or
leave clips on, the piece of mucous membrane at the place
where pressure with the fingers arrested the hmmorrhage.
If this, too, proves ineffectual, the bowel must then be
plugged in the following manner :—

Having passed a strong silk ligature through your cone-
shaped sponge near its apex, bring it back again, so that
the apex of the sponge is held in a loop of the thread.
Then wet the sponge, squeeze it dry, and powder it well,
filling up the lacun® with the iron or other astringent.
Pass the forefinger of your left hand into the bowel, and
upon that as a guide push up the sponge—apex first—by
means of a metal rod, bougie, penholder, or a rounded
piece of wood, if you can get nothing better. Now, this
sponge should be carried up the bowel at least five inches,
the double thread hanging outside the anus. When this is
so placed fill up the whole of the rectum below the sponge
thoroughly and carefully with cotton wool well powdered
with the alum or iron. When you have completely stuffed
the bowel, take hold of the silk ligature attached to the
sponge, and while with one hand you pull down the sponge,
with the other hand push up the wool. This joint action
will spread out the bell-shaped sponge, like opening an
nmbrella, and bring the wool compactly together; if this
18 carefully done no bleeding can possibly take place either
nternally or externally. Half-measures in these cases are
worse than useless, as valuable time is thereby lost. This
plug should remain in at least a week, and it may be
retained a fortnight or more. It may be thought that
much straining and pain would be caused by it. I assure
you this is not the case; if you keep your patients fairly
under the influence of opium they very rarely complain.
The only trouble may be wind, and this often will find its
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own way out. If you fear this, and have a male catheter or
flexible tube handy, you may introduce it through the centre
or by the side of the sponge, packing the wool around it.
I have done this several times, and found the patients
passed not only wind through it, but also broken-down
blood and liguid feces. I am sure you need never
fear a ecase of hemorrhage if you only plug methodically
and thoroughly. I think very highly of the subsulphate of
iron; no styptic in my opinion answers as well. It is
far superior to the perchloride, as it does not cause burning
or pain.

Practitioners who are not frequently operating on
heemorrhoids cannot be expected to possess all the most
modern appliances, but I can recommend my friend Mr.
Gowlland’s tubeg, which are made of vuleanite, shaped like
a bougie, seven inches in length and about one inch in dia-
meter ; the base terminates in a rim, which is perforated, so
that it can be sewn to a bandage. I have had tubes made with
holes two inches from the apex, so that sponge ean be sewn
on around them. When this is passed up the rectum you
pack wool all around it. The advantages are obvious ;
flatus, liquid feces, and broken-down blood can pass; you
can also inject frequently a weak solution of Condy’s fluid,
which will keep the part clean and sweet; do not use
carbolic acid, as it frequently gives rise to much irritation.

Of late years I have had recurrent h@morrhage oceur
much less frequently. As a rule, I should say what we
have most to fear is secondary hemorrhage, which usually
comes on at or about the time of the separation of the
sloughs. This form of bleeding occurs generally in elderly
people of broken-down econstitutions, or in those who have
been very free livers. I may say, as far as my experience
goes, that this hemorrhage is usually more venous than
arterial. Of course there are exceptions to the rule of its
occurrence in elderly people.

This bleeding generally takes place internally in conse-
quence of the sphineter having partially recovered its
tightness, and thus preventing the escape of blood. The
patient will tell you he feels something running inside the
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bowel, and this may continue until the rectum (and even
the sigmoid flexure) is full of clots and fluid blood. He
then has intense desire for his bowels to aect, and passes a
quantity of blood, which may be the first indication of
h@morrhage having occurred.

I have found it utterly futile in cases of secondary
hemorrhage to try and place a ligature round the vessels,
as the tissues are generally so rotten. It is usually the
large veins or venous sinuses which are opened by slough-
ing or uleeration, and when you attempt to tie or clip the
vessels, they break away.

The bowel must at once be syringed out and plugged
with a sponge, as previously deseribed.

The after-treatment of these cases requires considerable
care and attention to details ; generally the patient is very
greatly alarmed at the bleeding, but his fears will be soon
allayed if he finds you are prompt and confident of your
own powers to succour him. After the hamorrhage is
arrested by the plugging, the recumbent position must be
maintained, and on no account whatever should an upright
posture be assumed. If the packing be tight, frequently
retention of urine will occur, and you must pass a catheter ;
but you should, if possible, at once teach the patient to
introduce the instrument for himself, A Mercier’s flexible
coudée catheter goes so readily into the bladder that any
but the most timid person may in one lesson acquire the
art. The buttocks and lower part of the back should be
kept cool. I employ dry cold, by means of ice in an india-
rubber bag, applied to the sacrum. If the patient is ex-
ceedingly collapsed do not apply cold. I have found hot
sponges to the sacrum advantageous, and a hot bottle
placed to the head wonderfully revives patients who are faint
from severe heemorrhage. Stimulants may be given, but it
is better, if possible, to wait for some hours and observe
what amount of reaction takes place; this is sometimes
considerable, and will make you wish that you had withheld
aleohol or used it very sparingly. As soon as it can be
taken, nourishment is to be given, and Liebig’s cold soup,
which can be quickly prepared, I have found a wonderful
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restorative.! Hot liquids, I need scarcely say, are to be
avoided. I do not think it necessary to keep these patients
entirely on fluid diet ; directly they can take solid food let
them have it, but it should be nourishing and easy of diges-
tion. As secondary hamorrhage generally oceurs in persons
whose blood and tissues are deficient in plastic material,
the aim of treatment must be to remedy that defeet, and
thoroughly nutritious food judiciously administered is, I
imagine, the most valuable means to that end. :

I do not place much trust in the internal use of astrin-
gent remedies. The hypodermic injection of ergotine I
shall use when I have a case that I consider not very
urgent, but I always preseribe iron, not only as a hemo-
statie, but also for its blood-repairing property. I prefer
either the tinet. ferri perchloridi, or the liq. ferri per-
acetatis. If the stomach bears this well, full doses may
be given twice or thrice in the day; in addition, a pill con-
taining one grain of solid opium night and morning, or at
night only, if the bowels do not exhibit any tendency to act
and there is no straining, will generally meet the require-
ments of the case.

The methods of arresting hemorrhage that I have
already narrated are the best to employ in all cases, but 1
may add to these a few other suggestions which have some-
times succeeded.

Primary and recurrent hemorrhage following the use of
the ligature, may sometimes be stopped by drawing down
the bowel by the ligatures, the patient assisting you by
straining. You will then, in all probability, be able to see
the bleeding vessel and tie it. If you do not see it, or if a
general oozing is apparent, pass all the ligatures through a
hole made in the middle of a small round sponge, then tie
them across a piece of stick, and twist this round. In this
way you construet a sort of tourniquet, and can make firm
and strong pressure with the sponge, so that no bleeding can

' Liebig's cold soup is prepared thus: Take 8 oz. of raw lean beef,
finely mineed, put it into 20 oz. of cold water, add 10 drops of strong hydro-
chloric acid and a little salt; let it stand half an hour and then strain.
One or two ounces may be given every half-hour.
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take place. In a few hours after it is all arrested the stick |

may be removed.

In the old plan of operating with a double ligature and
transficion of the base of the hmmorrhoid, bleeding used
from time to time to oceur from perforation of a vessel—
usually a vein—by the needle. When this takes place, on
the ligatures being tied, the vessel would be more or less
torn open, and bleeding would oceur at the time, or shortly
afterwards.

I have more than once heen called to see a patient to
whom this accident had occurred. 1t is easily remedied by
drawing down the piles by the ligatures, and placing one
ligature above the spot where the bleeding heemorrhoid was
transfixed.

When h@morrhage follows on the use of the elamp and
cautery or the crusher, it is unwise to search long for the
bleeding vessels, for this searching is very likely to disturb
other areas or crushed porfions, and so cause bleeding from
many points. Therefore, in these cases, if simple means
fail I at once plug the bowel.

After Whitehead’s operation, primary or recurrent
hemorrhage must take place outside the bowel, as the
mucous membrane has been stitched all round to the skin.
Thus the hemorrhage is very easily stopped by pressure.
But when secondary hemorrhage takes place, it can only be
due to the faet that the stitches have not held, and so the
mucous membrane hag slipped back up the bowel. In this
state plugging must be resorted to.

In women h@morrhage from the rectum may be con-
trolled by passing two fingers into the vagina, and making
backward pressure against the sacrum. When the hemor-
rhage is from the anterior wall of the bowel, this can he
made visible by pressure effected from the vagina towards
the anal orifice.

I will now relate a few cases of hemorrhage.

I once had a rather startling accident occur after operating. A
gentleman eame up from the country, and was operated upon by me
f‘{" piles ; it was o bad case, and five ligatures were applied. The
night following the. operation he was attacked quite suddenly with
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qﬁllri“m tremens, and in a paroxysm of mania tore off three of the
ligatures. The loss of blood was very considerable, When I arrived
at the house I found the patient, the bed, and the floor of the room
covered with blood. I had much difficulty in replacing ligatures on
the bleeding vessels, as the patient, although very collapsed, was
capable of offering resistance. Curiously enough, he did exceedingly
well afterwards; I do not think that the accident delayed his recovery
a single day. He had not been an habitual drunkard, but the fear of the
operation induced him, for about a week before he came up to undergo
it, to drink quantities of champagne and brandy ; this, with the chloro-
form and the shock of the operation, brought on acute delirium.

Another case of accidental hemorrhage oceurred to a patient of my
friend Mr. Blackman, of Highbury. I operated for him upon an elderly
gentleman who had a very large hemorrhoid, which had undergone
fibroid degeneration ; it was situated dorsally, was as large as a hen’s
egg, and always came down at stool, giving a great deal of trouble.
Uleeration had taken place at the upper part of the pile. I placed a °
ligature upon if, and then cut the tumour off. At the time of tighten-
ing the ligature I felt that the tissues were very friable, and I examined
the site of the ligature to see if it had cut through much, but could
not discover that it had done so, and there was no bleeding. When I
saw the patient in the morning with Mr. Blackman, we found that con-
siderable hemorrhage had faken place since 4 a.., the cause being
probably as follows: He had not passed any water, and feeling a very
urgent desire, he jumped quickly out of bed, and strained viclently to
empty his bladder; at the time he was doing this he felt something
give way in the rectum, and on getting back into bed his wife observed
that he was bleeding. With a wvulsellum I drew down the bowel,
and placed another ligature above the first one. This at once arrested
the bleeding, but the next day but one, it recurred to an alarming ex-
tent, and I found the parts so soft and sloughy that no ligature would
hold ; under these circumstances I plugged the reectum. This plug
was retained for about ten days, and he had no more hemorrhage,
and eventually did well, although for some time he gave Mr. Black-
man and myself no little anxiety.

A gentleman, #t. 23, had all his life suffered from rectal disease :
when a child from procidentia, and by the time he was eighteen from
bleeding h®morrhoids. When I saw him he had a prolapse of the
lower part of one side of the rectum, which came down on very slight
exertion ; he was very thin and weak, and subject to fainting. I put
two ligatures upon his prolapsus, assisted by my colleague Mr. Goodsall.

This gentleman went on very well indeed until the sixth day, when
the ligatures came away on the bowels acting. Soon after this—he had
returned to his bed—he said he felt faint, then that he wanted to go to
stool ; and on being assisted up to do so he nearly filled the pan with
dark blood and fainted away. I was sent for in great haste, and
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directly saw that he had lost, and was still losing, a large quantity of
blood. This was not a case in whiech one could afford to temporise, so
I at once plugged his bowel with cotton-wool and subsulphate of iron
which T had with me. I was quite sure that it was no use to search
for the bleeding vessel or vessels. The plugging immediately arrested
the hemorrhage, and I kept the wool in for ten days; I then carefully
removed it, and no further bleeding took place. The patient soon got
quite well. This is the only ease of severe secondary hemorrhage I
ever had in & young person.

An elderly gentleman came from the country to be under my care.
He had been much in hot climates, had led rather a dissipated life, and
worked very hard. He was only fifty-four, but he looked sixty-five at
least. He suffered from a constantly prelapsed hemorrhoid. I saw no
reason why it should not be removed; accordingly I applied a ligature
in my usual way. The patient did capitally until the fifth day, when
the ligature eame away on his going to stool. I saw him in the after-
noon and he was very comfortable, and said he should get up and lie
on the sofa. I made no objection, and he did so.

At night T was summoned hastily, as he was bleeding. When I ar-
rived I found him quite collapsed, and the blood was literally pouring
out from his rectum. The hemorrhage had come on suddenly when
he was moving from his sofa in the sitting-room to the bedroom on the
same floor, I plugged instantly and arrested the bleeding; he suffered
a good deal of distress from flatulence, and I was compelled to remove
the wool and sponge on the sixth day. To my intense annoyance,
after twenty-four hours the hemorrhage recurred quite as badly as at
first, I was thus obliged to re-plug the rectum, but this time, not
wishing to remove the plug early, I adopted the precaution of intro-
ducing a full-sized elastic catheter at the side of the wool, so that he
was able to get rid of flatus through it. This was all retained for
nineteen days, when I gradually and carefully drew the plugging out :
there was no further bleeding. I am free to confess that this was a
VEry anxious case.

A man, #t. 42, was operated upon by me. He was a feeble man and
had no power in his sphincter muscles. He suffered from prolapsed
hz#morrhoids, which were always down. I used a crushing instrument.

On the first night heemorrhage commenced ; at first the blood was
small in quantity, and passed only when he moved or coughed ; it came
away flnid, and also in small elots : it was venous in character. Ice-
water with perchloride of iron was injected, but failed to arrest it.
‘When I saw him he was very pale and faint, and the hemorrhage was
nearly constant, the blood slowly trickling out of the anus. On exami-
nation I found the bowel full of blood. I plugged the rectum fully
with cotton wool, into which was dusted the subsulphate of iron: this
at once stopped the bleeding. The plug was retained for six days, and
when it was removed there was no return of hemorrhage, This
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patient was very weak and ill for some time, and he suffered from an
attack of purpura. He rallied, however, under good diet and stimu-
lants, and finally quite recovered.

In the year 1866 I operated at St. Mark's with the clamp and
cantery upon a really severe case of internal heemorrhoids. The parts
were very vascular, and I had considerable diffienlty in controlling the
hemorrhage, having to apply the cautery a good many times. When
the patient left the operating table there was no bleeding at all; but
in the evening I was sent for by the house-surgeon, as very free
arterial heemorrhage had come on. The patient was very timid and
the parts tender, so that I had much trouble to introduce a speculum ;
and when I did I could not find the spot whence the blood came. I
ordered the injection of ice-water and perchloride of iron; this had
the effect of arresting the flow, but only temporarily.

‘When I saw the patient early in the morning I was told that he had
lost a good deal of blood during the night, and the flux was still going
on, 80 I determined to find the vessel if it were possible. Accordingly
I passed my finger into the bowel, and on that I guided a vulsellnm,
and, catching a good hold of the rectum, I pulled that part down;
while that was held I used another vulsellum on the other side of the
bowel, and thus suceeeded in bringing the inside of the rectum well
into view. This done, I found two points from which the blood es-
caped in jets, so T placed ligatures upon these vessels, and the hemor-

rhage was arrested.

I leave the reader to imagine how much pain the patient
must have suffered from this proceeding. He had such a
tendency to faint that I was afraid to give him chloroform,
and ether was not then in vogue.

But in these days ether should always be given, as it
is a direct stimulant to the heart. Moreover, when the
patient is under ether, hemorrhage is easily controlled ;
whereas an attempt to find vessels when the patient is nof
under ether, is cruel, only inereases the shock, occasions
great pain, and does not give the surgeon a fair chance of
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CHAPTER XIV.

PROCIDENTIA RECTI.

As there 18 sometimes a confusion of ideas occasioned by
the use of the words procidentia and prolapsus, I will point
out the distinetion between them, for they are very different
in appearance, and hence it is most important to retain the
two names. For by so doing we thoroughly understand
what affection we are speaking about; moreover, the best
operative methods for obtaining a radical cure of the two
diseases are very different from one another. Prolapse, as I
shall describe it, may best be treated by excision, whereas
procidentia requires the use of the actual cautery.

By prolapse I mean a protrusion outside the anus of a
portion or portions of the mucous membrane, not in its
entire cirecumference, and unaffected by piles.

Internal hemorrhoids, when they have come down
outside the anus, are said to be prolapsed, and the case
ghould be termed prolapsed hemorrhoids.

To these two conditions only I would restriet the term
prolapse ; they may and should be eured by removal.

I would confine the term procidentia to a descent of the
whole circumference of the rectum.

This may take place in three ways :—

First, when the entire circumference of the mucous
membrane, or all the coats of the rectum, appear outside
the anus.

Second, when the upper part of the rectum degcends
through the lower part, and then appears outside the anus.

Third, when the upper part of the rectum descends

through the lower part, but does not appear outside the
anus.
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These two latter conditions are kinds of intussuscep-
tion, but had better be described as forms of procidentia.

Fia. 37,

Symptoms Proeidentia, when it occurs agis represented in diagrams
in 1st

Stan® 87 and 88, presents the following symptoms: When the
bowels act the mass protrudes and in old cases frequently

Fie. 38.

bleeds. Constipation is the usual symptom in children,
but in the old a nasty, teasing diarrheea is more commonly
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present. There is then often a discharge of mucus. In
children the mass generally protrudes only on going to
stool, but in adults is constantly down or comes down on
the slightest exertion, and therefore may become ulcerated
or inflamed.

In very old and bad cases of procidentia more or less
incontinence of fmces always exists. As I have before
said, there may be two reasons for this symptom. First,
loss of tone in the sphincters; the frequent protrusion
stretching these muscles so that they lose a great deal of
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Fia. 30,

their contractile power; and secondly, the mucous mem-
brane gets so altered in structure as to lose, in a great
degree, its natural sensitiveness; thus when fmcal matter
comes into the lower part of the rectum, the sphincters are
not stimulated to action, nor is the patient aware of its
presence,

Procidentia varies greatly in size ; it is sometimes very
large ; T have seen it in a woman larger in circumference
than the feetal head, and seven or eight inches in length.

In the third kind of procidentia (diagram 89), the
symptoms are as follows : There is no protrusion of the
mags from the anus ; there is generally obstinate constipa-
tion unrelieved by purgatives ; a sensation of burning and
fulness in the bowel attended with tenesmus, straining, and
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difficulty in defsecation with occasional discharges of blood
and mucus.

The diagnosis of the first two kinds is obvious. The
third variety (fig. 39) is not always easy to diagnose, as the
mass never appears outside the anus. Upon a patient
presenting himself with the symptoms above deseribed,
this condition of procidentia should be suspected, and sought
for in the following manner. Direct the patient to stand
up, introduce the finger into the bowel, and then, keeping
the finger close to the anterior or posterior wall, pass it up
until you meet with an obstruetion, i.e. it has passed into the
cul-de-sac ; then slightly withdraw the finger and examine
the centre of the gut until you find the orifice, into which
the finger or a bougie may be passed for some inches, high
up into the rectum. If the intussusception is rather far up
the rectum, tell the patient to bear down.

Procidentia of the rectum is more often seen in children
than adults, although it i8 by no means a rare affection in
women—particularly those who have borne many children—
and in men in advanced years. Procidentia in children is
much favoured by the formation of the pelvis, the sacrum
being nearly straight. Moreover, all infants strain violently
when their bowels act, even when their motions are quite
soft. There appears to be some physiological necessity for
this, which I do not pretend to explain or understand ; but
these facts are not quite sufficient to account for the prone-
ness of children to this malady; there is always, in
addition, some inherent weakness or extraneous source of
irritation present by which excessive straining is caused.
We may mention diarrhcea—often the result of strumous
inflammation of the intestines—worms, stone in the bladder,
phimosis, polypus recti, &e. There are many cases, how-
ever, in which we can assign no special cause, where the
child is not manifestly unhealthy, and no source of irrita-
tion can be detected.

I am sure that the very bad custom of placing a child
upon the chamber utensil, and leaving it there for an
indefinite period, as practised by many mothers and nurses,
is a fertile cause of procidentia.
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I think some possible cause of procidentia, both in
children and adults, may be found in the length of the
mesentery. We know that the second portion of the
rectum is normally covered by peritoneum only on its
anterior surface, and is fixed to the sacrum at its posterior
part. Now should this portion of the bowel during the
course of development become completely covered by
peritoneum, as it sometimes is, and be connected with the
sacrum by a mesentery, here there might be a condition of
itself likely to cause a procidentia.

The circumstance that children generally recover from
proeidentia, but sometimes do not, may be explained by the
following line of argument. First, as growth takes place
and the sacrum becomes curved, this curve adds a support
to the bowel. Secondly, the growing intestines may increase
in a greater proportion than the mesentery, and so become
fixed to the sacrum, or at least be not so freely movable.
In a similar way hernia in children is frequently rectified
by advancing development giving increased strength to the
weakened parts.

In women who have borne children, procidentia may be
occasioned by the loosening of the parts consequent on
pregnancy.

In men the pelvie muscles may keep up the rectum
during youth, but when age causes a loss of tone in these
muscles, proeidentia may then arise, and in those who
have an abnormally long rectal mesentery, doubtless the
above explanation of the etiology of procidentia requires
verification. This, I am sorry to say, I have been
unable to obtain, on account of the rarity of specimens of
this disease, and the little attention this subject has met
with.

Sometimes when a large portion of the bowel comes
down, there is much difficulty experienced in returning it.
I have found, on several occasions, that the passing up the
bowel of a large, flexible bougie, so as to carry before it the
upper part of the descended gut, is of great service; gentle
taxis should at the same time be used, and in this manner
the mass can generally be returned. When the gut comes
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down, and the patient eannot get it back and does not seek
assistance, it gets tightly girt about by the sphinecter, great
swelling takes place, and sloughing may ensue. I have
seen many cases of this kind, but, as far as my experience
goes, the sloughing is partial, and only the mucous mem-
brane separates. After a few days’ rest, with the buttocks
well raised to favour the return of blood, the part can be
replaced, and considerable benefit may result. The only
case I ever saw where anything like dangerous or deep
sloughing took place was in consultation with a medieal
man who had most assiduously and constantly applied a
bladder of ice to the protruded part, and this had so much
favoured sphacelus that nearly the whole mass came away,
and there was free secondary hamorrhage. In this case
the sloughing was so considerable that a very intractable
stricture resulted. This shows the necessity of care in
the application of ice; if it be too long continued, or if the
patient be old or of feeble constitution, dangerous results
may ensue.

I have had, in my own practice, many eases of proeci-
dentia in which there was a hernial sac in the protrusion,
and in all it was situated anteriorly, as from the anatomy
of the part, of course, it must be; you could return the
intestine out of the sae, and it went back with a gurgling
noise.

Directly the bowel is protruded you can tell that there
is a hernia also present by the fact that the opening of the
gut is turned towards the sacrum; when the hernia is
reduced the orifice is immediately restored to its normal
position in the axis of the bowel. I have seen several
gimilar eases in the practice of my colleagues at St. Mark’s ;
the eondition is therefore not very uncommon, but I have
never found it in children.

In children the palliative treatment is generally success-
ful. It should first be addressed to the removal of any
source of irritation ; this accomplished, a cure is speedily
effected. When no source of irritation can be discovered,
the general health must be attended to. The child should
never be allowed to sit and strain at stool ; the motions
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should be passed lying upon the side at the edge of the bed,
or in a standing position, and one buttock should be drawn
to one side, so as to tighten the anal orifice while the feces
are passing. This device I have found to be very useful ; it
is recommended in Druitt’s ¢ Surgery,’ but upon whose
authority I do not know.

When the bowels have acted, the protruded part ought
to be well sluiced with cold water, and afterwards a solu-
tion of

Alum, sulph. . : : - : - . 3]
Dec. querciis . : : Sl B . . Oj—M.

to be increased in strength if it can be borne ; or an infusion
of matico, krameria, or weak carbolic acid, should be tho-
roughly applied with a sponge. The bowel must then be
returned by gentle pressure, and the child should remain
reecumbent for some little while, lying upon its face on a
couch, before running about. If there be any intestinal
irritation, I generally order small doses of

Hyd. c..cretd . : : . : R Y|
PU.].'\F. rh’Ei & E 1 # * ® # gT. iij _I.'Il

at bedtime, and steel wine two or three times in the day.
When the child is very #ll-nourished, cod-liver oil does much
good ; the diet should be nourishing and digestible.

If mild measures do not suceceed, I find the application
of strong nitrie acid the best remedy. Chloroform should
be given, and the protruded gut well dried. The acid must
be applied all over it, care being taken not to touch the
verge of the anus or the skin. The part is then to be oiled
and returned, and the rectum stuffed thoroughly with wool ;
a pad must after this be applied outside the anus, and kept
firmly in position by strapping plaster, the buttocks being
by the same means brought closely together ; if this pre-
caution be not adopted, when the child recovers from the
chloroform, the straining being urgent, the whole plug will
be forced out, and the bowel will again protrude. When
the pad is properly applied, the straining soon ceases, and
the child suffers little or no pain. I always order a mix-
ture of aromatic confection, with a drop or two of tincture
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of opium, so as to confine the bowels for four days. I then
remove the strapping, and give a teaspoonful of castor-oil.
When the bowels act the plug comes away, and there is no
descent of the rectum.

I have had experience of this treatment in a great many
cases ; I never knew it to fail if properly carried out, and
only on two occasions have I had to apply the acid more
than once. The result, also, is not a temporary but a per-
manent benefit.

Procidentia in the adult is a very much more unman-
ageable affeetion, and is supposed in many instances to be
quite incurable.

Sometimes a proeidentia oceurs conjointly with internal
hemorrhoids; in this case, when the procidented gut is
gently returned, there still remains outside the anus a ring
of hiemorrhoids, or loose and thickened mucous membrane ;
and I may mention that when the procidentia is small, it
will almost certainly be cured by ligature of the piles. This
was clearly shown by the late Mr. Hey, of Leeds.

Numerous operative procedures have been recommended
for the cure of this malady in its advanced stages, but I
cannot say that I am satisfied with any of them, save one
to be presently described ; all the others I have seen fail.
The application of fuming nitrie acid, or, what I think pre-
ferable, the acid nitrate of mercury, often does mueh good,
although, unfortunately, the relief is usually only tem-
porary; I have had patients to whom the acid has been
frequently and very thoroughly applied, but without effect-
ing a cure. The use of the acid in such cases is not at all
painful if the skin be not touched ; it causes only a burning
sensation, which soon passes off. As in children, the gut
should be oiled before returning it, and the bowels should
be confined for a few days.

In old persons, or in those with a broken-down con-
stitution, a very free application of the acid is to be de-
precated, as a deep slough may form, some vessel be
opened on its separation, and severe hsmorrhage take
place. This complication occurred to me in the person of
an elderly woman of feeble powers; she lost very much
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blood, and the flux was arrested only by plugging the

rectum.
A stricture of the rectum may result from the use of the

fuming nitrie acid ; I have seen this occur on several occa-
sions, and very notably in a girl at St. Mark’s Hospital, to
whom acid had to be applied three times, and in whom a
stricture formed about three and a half inches from the
anus ; this gave us much trouble, as, although the bowel
did not ecome down, the symptoms were quite as distressing
as those of that affection.

I have used strong carbolic acid in these cases ; it is not
likely to produce a slough, and you may apply it frequently
—in fact, every day, if you desire to do so; benefit results,
but the effect is not, in my opinion, so permanent as that
derived from the acid nitrate of mercury.

Injections of various irritants into the cellular tissue in
the ischio-rectal foss@ have oceasionally been reported to be
beneficial. Dr. Ferrand recites a case in which he injected

Glycerina . } -
Aiin i . ; ; ; . 15 parts
Alk, hydrated extract of ergot : - 2

into the ischio-rectal fossa beside the procidentia. Four
injections were given at intervals of twenty days, with the
result of effecting a cure. Injections of ecarbolic acid or
any other astringent may be used with occasional benefit,
for they set up a low form of inflammation which binds the
tissues together.

I do not recommend these injections, as they are not at
all certain in their action, and may cause abscesses around
the anus without euring the procidentia.

In the eonditions of procidentia represented in diagrams
87 and 88, when the cases are slight, good may be effected,
but unfortunately of a temporary nature, by dissecting off
triangular or elliptical portions of the mucous membrane,
and bringing the edges together with sutures of horsehair
or carbolised eatgut. Care must be taken in performing
this operation not to remove more than mucous membrane,
for if you earry your knife into the submucous tissue, yon
will get very profuse hemorrhage. If you like you ecan
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clamp portions of the gut, cut them away and use the
actual cautery, or you may apply a ligature. I have tried
all these methods, but I can only say that I have achieved
very partial success; the patient may leave the hospital
very well, and you may congratulate yourself upon having
effected a cure, but in a few months the bowel will again
protrude, in all probability as badly as ever. .

Dr. Kleberg relates, in the ¢Arch. fir klin. Chirurg.’
vol. xxiv., that in very bad cases of procidentia he has used
the elastic ligature for removing the mass. He says: ‘1
carefully examined about the rectum at the junction of the
skin and mucous membrane, in order to discover the
sphincter ani—a procedure that was more difficult than one
would think, because it had become so stretched and atro-
phied that I could only make it out by feeling under the
fingers the coarser fibres running across the longitudinal
axis of the bowel. Nothing like the normal muscle was
to be discovered.

¢ An assistant, at this point, surrounded with all the
fingers the prolapsus from above, the points of the fingers
being directed towards the free end of the prolapsus, and
pressed as hard as possible into the gut at a point perhaps
half an inch below the supposed sphincter. Immediately
in front of the ends of the assistant’s fingers I then placed
a good, fresh, unfenestrated drainage-tube of rubber, one
and one-half lines in diameter, around the prolapsus, and
drew it only as tight as seemed necessary to stop the eircu-
lation. The elastic ligature was brought to the necessary
tension by means of an easily untied slip-knot of silk thrown
under it.

¢ The agsistant now had both hands free ; and from this
time on, the operation was performed under the carbolic
spray. A few lines beneath the ligature I now made a
longitudinal ineision two inches long through the prolapsed
gut, and in this way opened the sac formed by the drawing
down of the peritoneum. Then I seized the elastic ligature
with the forceps and fixed it firmly. It was thus an easy
matter to push back into the peritoneal cavity a protruding
loop of intestine without the slightest bleeding taking place

sl e
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into the wound or any air entering the peritoneal cavity ;
because the elastie pressure follows so rapidly all the move-
ments that no opening can exist anywhere.

¢ After I had convinced myself that the peritoneal sac
was empty, and that no invagination of the intestine was
present, but, on the other hand, only that part of the gut
which was to be removed lay in front of the ligature, I
thrust the largest size Luer’s pocket trocar through the
prolapsus, immediately below the elastic ligature, from be-
fore backwards, and passed through the canula two elastic
drainage-tubes of one and one-half lines in-diameter, and,
after removing the canula, tied them as tightly as possible,
one on the right side, the other on the left. These knots
were secured against slipping by means of the knot of silk.
The first provision against hemorrhage—the elastic ligature
applied after Esmarch’s plan—was then removed, and the
prolapsus cut off with the scissors one inch in front of the
permanent ligatures. After a few minutes’ time, during
which I kneaded the parts which still remained and lay
above the ligatures thoroughly, and as far as possible re-
moved the fluids from them, I covered the parts around
the stump with cotton, and soaked that part of the prolapse
which still remained above the ligature with a solution of
chloride of zine, dried it, squeezed the soft parts once more,
thoroughly applied the chloride of zine again, and then
covered the whole with dry cotton-padding, giving the
patient instructions to remove this as soon as it became
moist and to replace it with dry, and to give the air all
possible aceess to the parts.’

Dr. Kleberg goes on to say that the ligatures separated
one on the fifth, the other on the seventh day, and that in
a short time the patient was perfectly cured.

Large procidentia have also been removed by the
écraseur. These methods should only be employed as a
last resort after several applications of the actual cautery,
as I shall presently describe, have failed to meet with
success. But even when such is the case, I should prefer
to boldly eut off the mass, sceuring the vessels as I divided
them, and then stitching the bowel to the anal margin.

Ecraseur
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I intend now to describe in detail the operation with the
hot iron or Paquelin cautery, as first recommended by Dr,
Yan Buren, of New York. I will fully discuss the manner
in which I operate upon the various forms of procidentia.

‘When operating upon cases as represented in diagrams
87 and 38, the patient is put under the influence of ether,
and if the part be not quite down it can be readily drawn
fully out of the anus by the vulsellum. I then, having the
intestine held firmly out, with the iron ecautery at a dull
red heat, make four or more longitudinal stripes from the
base to the apex of the protruded intestine. I take care
not to make cauterisation so deep towards the apex as at
the base, because near the apex the peritoneum may be
cloge beneath the intestine, while a deep burn near the base
is not dangerous. I take care to avoid the large veins
which can be seen on the surface of the bowel. If the pro-
cidentia be very large I make even six stripes. I then oil
and return the intestine within the anus ; having done this
I partially divide the sphinecters on both sides of the anus
with a sawing motion of the hot iron, and then insert a
small portion of oiled wool. From the day of operation I
never let the patient get out of bed for anything; the
motions are all passed lying down, consequently the part
never comes outside. If the wounds have not all thoroughly
healed in a month, I continue the recumbent position for
two weeks more, by which time it very rarely happens that
all is not healed. The patient can then arise and get about,
but still for some time I enjoin that evacuation of the
motions should be accomplished lying down. The reason
for the success of the treatment is simple enough. When
the burns are all healed, the bowel, by contraction of the
longitudinal stripes, is drawn upwards, and circumferential
diminution also takes place. In these cases before opera-
tion the sphincter muscles have quite lost power, the anus
is large and patulous; by sawing through the anus with
the iron the muscles contract and regain their power, the
patient having strength to cause the anus to close at will
and even to some extent to squeeze the finger when intro-
duced. Should one operation not succeed, a repetition of
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the burning must be tried. With this method of treatment
I have had great success, many persons being quite cured,
while others have been greatly benefited so as to be able
to work, by only wearing a pad of cotton wadding.

In the condition represented in fig. 89, that is to say,
when the procidentia does not appear outside the anus,
benefit may sometimes be derived by applying the cautery
in the following manner :—

Place the patient in the lithotomy position, dilate the
sphineters, keeping them dilated with retractors, and intro-
duce a Sims’ speculum. Then catch hold of the procidented
part with a vulsellum and pull it down as near to the anus
as possible, being careful to ingert the speculum between the
mass and the lower rectal wall. Now with the actual cautery
burn the mass in three or four places, adjusting your specu-
lum with each burn, so as to prevent injury to the lower part
of the bowel. Should the part of the rectum below the proci-
dented mass appear to be lax and capacious, burn it too in
three or four places. This method is only practicable when
the mass approaches to within two inches of the anus. If,
on the other hand, a procidentia is situated high up in the
bowel, I would suggest the trial of the following treatment.
These patients suffer such misery from the constipation and
the other symptoms of this condition previously enume-
rated, that I am sure many of them would be only too glad
for some attempt to be made to remedy the affliction.

I have already stated my reasons for thinking that
procidentia arises from the presence of an abnormally
lengthened reetal mesentery. As it is somefimes im-
possible to cure this third condition by the application of
the cautery, it has occurred to me to make a small incision
through the anterior abdominal wall on the left side just
above the outer third of Poupart’s ligament. I would then
introduce the fingers into the abdomen, catch hold of the
rectum and pull it up. When it has been pulled up as
high as possible—in fact sufficiently to straighten the rectal
tube, and so remedy the procidentin—I1 should then pass a
silk thread through the mesentery, and fasten the latter to
the abdominal wall. 1 would next close the wound after
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the method pursued in abdominal section. By such a pro-
cedure I should hope that a firm adhesion would be formed,
and that thus the upper part of the rectum would be pre-
vented from becoming intussuscepted into its lower portion.
I must admit that this is purely a suggestion of mine, and
that I have not lately seen a case in which the procidentia
was sufficiently high up to necessitate such a trial. Never-
theless, at the first opportunity I meet with, I shall put this
plan info practice.

Sinece Dr. Yah Buren’s plan of treatment with the actual
cautery came into vogue I have operated by his method in
twenty-six cases, with most satisfactory results. But I have
also seen several patients in which the procidentia was situ-
ated high up in the bowel, and was only able to alleviate

Relief of  their sufferings, by directing them to pass a bougie prepara-

E;ﬂ;&i‘gd“l’ tory to their bowels acting, which should be performed in
the reeumbent position. The next case of this kind I
see, I shall certainly operate upon by the above suggested
method.

I am not aware of any internal remedy which is of much
use in cases of procidentia ; but in patients broken down in
health, or old people, small and frequent doses of opium
with eonfection of black pepper may be of benefit.

Powdered acorns I have used frequently with advantage
for the diarrhea. The acorns should be baked and grated
to powder, and the dose is one teaspoonful in half a tumbler
of milk every morning. I have found this answer better
than either gallic or tannic acid. :

The frequent and bountiful application of cold water in
these cases is to be most strongly recommended. Ordinary
astringent lotions are not more useful than plain water.
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CHAPTER XV,

POLYPUS RECTI AND POLYPOID GROWTHS.

Poryrus was formerly looked upon as a very rare disease; Compara-

recently, however, it has been considered rather more
common, and it is supposed that, in times gone by, rectal
maladies not being so well understood, many cases of
polypus escaped diagnosis. I still, however, maintain that
polypus is a somewhat rare disease, accompanied with other
rectal ailments. For my statistics at 5t. Mark’'s Hospital
show that in 4,000 cases of rectal disease there were only
sixteen of polypus without fissure.

It has generally been believed that polypi are much
more frequently found in children than in adults; this has
not been so in my experience, as out of 84 cases operated
upon, 48 existed in children under fourteen years of age,
and 86 in older persons. This may be explained by the
fact that children nof infrequently shed their polypi.

By the word * polypus’ I must be understood to mean
a pedunculated growth attached to the mucous membrane
of the reectum, and generally situated not less than an inch
from the anus. I have seen them quite two inches up the
bowel, but only occasionally more than that distance. In
the majority of cases the polypus grows from the dorsal
portion of the rectum, but I have found it on the perineal
and lateral segments, or, when they are multiple, all around
the bowel.

My friend Dr. Daniel Molliére, of Lyons (whose work on
rectal surgery surpasges all others in its pathology), says :
‘ There is no word in surgery that has been more abused in
its use than the word polypus, especially when applied to
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tumours of the rectum. As a matter of fact, the term
“ polypus of the rectum ” is used to deseribe any neoplasm,
no matter whether benign or malignant, hard or soft, pro-
vided only that it adheres to the rectum by a stalk or
relatively limited base.’

A most valuable and original account of polypi in
children by the late Dr. Bathurst Woodman, and founded
on his experience at the North-Easterm Hospital for
Children, may be found in the *Medical Press and
Circular,” May 5, 1875. He names five kinds of polypi—
1, the soft or gelatinous; 2, the cystic; 3, the papillo-
matous; 4, the dermoid; 5, the sarcomatous. To these
I would add the fibrous, and would also state that all of
these may be found in adults. From my own experience
I should say that in the great majority of eases I have found
either the soft gelatinous or the fibrous polypus. I shall,
therefore, chiefly confine myself to a description of these
two kinds. Polypi may be single, or two or three may exist
at the same time in the rectum; and I have on several
occasions removed between twelve and sixteen from the
same patient. Yet I have never met with such a large
number of disseminated polypi as have been observed by
Fochin, Richet, Van Buren, and Cripps. Specimens of
disseminated polypi may be seen in the museums of
Middlesex, Guy’s, and King's College Hospitals.

The soft or gelatinous polypi are small vascular tumours
with a peduncle often two inches long. They are about
the size of a raspberry, and resemble a small half-ripe
mulberry more than anything else; they bleed very freely
at times, and occasion in the young great debility. They
are said to be hypertrophies of the glands of Lieberkiihn,
or of the mucous follicles of the rectum.

Fibrous polypi take their origin from the submucous
connective tissue of the bowel, and may vary with
regard to their hardness, some approaching in appear-
ance to the soft gelatinous polypus, while others are
extremely hard. All of these, very hard ones, that I
have seen myself, have been nearly as large as an English
walnut ; they ereak when cut, and the incised surface is of

= I
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a pale colour. The peduncle is about an inch and a half
long, and is always attached above the gphincters. These
polypi have been observed and minutely described by both
French and German pathologists, and may be considered
quite exeeptional specimens of this form of tumour.

Polypi may have two stems with one head only. The
pedicle may be an inch or a little more in length, and is
not uncommonly hollow. Usually in adults the polypi
are neither very hard nor soft, and are easily compressible ;
they are sometimes cystic; a large vessel runs up the stem ;
in some cases you can feel it pulsate. The soft follicular
polypus of childven is rarely met with in adalts; when it is
found it is generally in women, the stem being remarkably
long and rather slender.

The usual symptoms in children are: frequent desire
to go to stool, accompanied by tenesmus, occasional bleeding
with discharge of mucus, and a fleshy mass protruding
from or appearing at the anus when the bowels are acting,.

When the peduncle is more than an inch in length they
usunally protrude at stool, and require to be returned after
the bowels are relieved. They are sure to be deseribed by
the child’s mother as piles, or as ¢ the body coming down.’

They may be dangerous when high up, by oceasioning in-
tussusception of the bowel, with total obstruction and death.

The peduncle is sometimes so slender that it breaks on
very slight traction, and I dare say many polypi become
detached when the child is straining or passing a hard
motion, and are thus spontaneously cured.

In the adult the history, carefully inquired into, may be

found peculiar. The patient will tell you that, without any

previous marked discomfort in the rectum, he all at once
discovered that a substance protruded on going to the closet.
This is characteristic of the malady ; until the peduncle
becomes long enough to allow of the polypus being extruded,
or grasped by the external sphineter, but little or no incon-
venience 18 felt ; therefore the onset of the disease is con-
gidered by the patient as sudden. This is quite different
from the history of hemorrhoids.

When the polypi are of the hard fibrous variety, and

Symptoms
in children

Bymptoms
in adult
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come down near to the anus, the feces as they are passed
may be grooved. These tumours do not usually appear
outside the anus, they do not bleed, but when they do pro-
trude they cause pain, irritation and spasm, and often set
up an ulcer in the bowel. The discharge from them is
of a very ichorous and ill-smelling character. I have not
observed that constipation, that potent factor of bowel
affections, obtains in this malady.

The diagnosis of polypus has been stated to be difficult.
I cannot myself see why any difficulty should arise. The
history of the case and the symptoms will usually lead you
to suspeet what the disease is.

When you examine a patient digitally, Molliére advises
you to pass the finger first up to its fullest extent, and then
gradually to withdraw it, sweeping it round the entire
rectal surface. By so doing the finger will hook the pedicle
and you will thus discover the polypus. On the other
hand, were you to examine from below upwards, the tumour
might be pushed up out of reach.

It is possible to mistake this disease for internal piles,
procidentia recti, or dysentery. An examination affer an
injection will elear up the doubt in the first two cases ; in
the last, the presence of fever, the abdominal pain, and the
appearance of the motions are sufficiently distinetive indi-
cations.

The only treatment to be recommended is the removal
of the growth. I do not think it safe either to cut or tear
polypi off, as troublesome arterial hemorrhage may ensue.
I have seen them bleed very freely indeed, and, as they
are attached at some distance from the anus, it would be
by no means easy to place a ligature upon the bleeding
vessel.

I have used the clamp and actual cautery twice, and it
answered very well, but it is rather a formidable proceeding,
the idea of hot irons frightening the patient, although
really the application is painless, as also is the ligature;
the latter has the advantage of being always at hand. The
simplest method, however, is to seize the peduncle close to
its base with torsion-foreceps and gently twist the polypus
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until it comes away. There is no danger of heemorrhage,
no pain, and scarcely any necessity for resting more than
one day.

If the polypus is of large size, it is expedient to use a
ligature. The polypus should be seized and drawn down;
then pass a threaded needle through a small piece of the
mucous membrane only, at the basis of the pedicle. Now
tie a single knot, after this, surround the pedicle with the
ligature and tie up tightly; then cut the polypus off. By
securing the pedicle in the above manner, there is no
danger of the ligature slipping off when the bowels act. I
think it is very desirable that the patient should rest until
the ligature separates, and I usually order a mild astringent
draught to keep the bowels confined for three days, then I
administer an aperient, and on relief taking place the ligature
comes away. In two cases I have seen abscesses follow
where much exercise has been taken.

Should more than one polypus be felt on examination,
it is well to dilate the sphineters so as to obtain a good view
of the interior of the bowel. If this be not done, other
polypl may escape notice.

Occasionally it happens that polypi recur after removal.
I am inclined to think that most of these are not cases of
recurrence, but are polypi which existed at the time of the
first operation, but were not discovered.

From the polypus of the adult I have often seen abscess,
uleer or fissure, and fistula arise. A short time since a
patient was sent to me with a fistula complete and dorsal ;
the probe passed readily through it into the bowel. On
mtroducing my finger I found the internal opening very
large, a hard polypus as big as a marble projected into it ;
the stem was quite half an inch long, and was attached
near the promontory of the sacrum. I have seen on post-
mortem examinations in both adults and children, full-
sized polypi attached as high as the sigmoid flexure of the
colon, and also in the colon itself; they cause diarrhcea
and may bring on’ obstruction of the bowel by setting up
inflammation, which occasions paralysis of the museular
coat of the intestine. When fissure exists with polypus,

(4
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the removal of the polypus and gentle dilatation will cure
both maladies.

I will now relate a few cases of polypus.

Thos. B—, w®t. 4, was bronght to see me. For more than twelve
months he had what was supposed to be procidentia of the bowel ;
he lost & good deal of blood at times, and was very feeble and anmmie.
After an injection there came down to the anus a spongy, irregular-
shaped, bleeding mass, fully as large as a medium-sized walnut ; it felt
soft but not gelatinous. A tolerably long pedicle connected it with
the anterior wall of the rectum. I applied a ligature and cut the
polypus off. He was ordered an astringent draught to confine the
bowels for a few days, TFour days afterwards he took a dose of
eastor oil, and the ligature came away on the bowels acting, There
was no bleeding.

Jane H——, wt. 7, brought to St. Mark's Hospital. Her mother
said that something came down when the bowels acted, and she lost
much blood ; she was obliged to put the substance back again, After
an injection fwo tumours made their appearance, and I at first thought
it was a case of hemorrhoids ; but on closer examination, passing my
finger into the rectum, I found that they were polypi, arising by two
peduncles from quite an inch and a half up the bowel. One appeared
to be attached dorsally, and the other laterally. I applied two liga-
tures and gnipped off the growths, In three days the ligatures came
away, and she was soon quite well.

Henry de C——. He was six years old, and looked a very feeble,
delicate boy. For two or three years he had lost blood at stool, and
latterly something had protruded after an evacuation ; it had to be re-
turned by pressure, He had taken a quantity of medicine, and been
treated at several public institutions. After an injection a dark-
coloured, very vaseular polypus came into view ; it had a well-defined,
rather thick neck. I applied a ligature and ent through the pedicle;
the tumour was abont the size of a raspberry. The thread separated
in five days, and there was no hemorrhage. T kept him under obser-
vation some time, giving him tonies ; he was ultimately discharged
perfectly recovered.

Hugh L——, w®t. 9, a weak and irritable boy, emaciated and blood-
less, suffered from congh. His mother said he had been troubled for
five years at least with his bowel eoming down whenever he went to
the closet. He returned it himself by pressure. He had been taken
to medical men, and also to hospitals, and she had been told that it
was n wealkness of the bowel, and had used ointments and lotions for
it. The loss of blood he had sustained lately had been very severe.
He did not suffer any pain. When I first saw him his mother said
‘ his body * would come down if he stooped and strained a little, and
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on his doing so a round, vascular, bright-red, villons body, bleeding
freely, was seen ountside the anus. It was not at all painful to the
touch. I found that it was connected with the bowel just above the
internal sphineter by a pedicle of pale colour, at least two inches long.
I applied a silk ligature and ordered him a little aromatic confec-
tion to confine his bowels. In three days the ligature separated on
action taking place. I then preseribed for him some iron and cod-liver
oil. In a fortnight they brought him again, saying that another sub-
stance had made its appearance, and, sure enough, on his straining, a
tumour, almost precisely similar to the former one, protruded from
the anus. To this also T applied a ligature. When I saw him at the
end of a week I administered an injection to see if there were any
more polypi, but I found none, so discharged him as cured.

Dunecan J , ®t. 18, came to St. Mark’s., His health was gener-
ally good. For twelve months he had had something protrude from
the anus on wvisiting the water-closet, and he had lost a guantity of
blood. It retracted spontaneously on his rising up after the action.
He had been under the care of many physiciane and surgeons, and had
always been treated for bleeding piles. He had a pain of a dragging,
burning character in the reetum, but it was not severe. After an in-
jection a large (the size of a walnut) vascular, velvety-looking polypus
appeared at the verge of the anus. The pedicle was rather thin, and
not go long as usnal. I held it with a vulsellnm while a ligature was
applied ; this was pulled so tight that it cut the peduncle at once. I
was apprehensive of bleeding, and so kept him lying down in the ont-
patients’ room for a couple of hours, when, finding there was no

hemorrhage, I sent him home. In a week he came and said he was
quite well.

Martha H——, =t. 25, married ; no children; several miscarriages;
admitted into 8t. Mark’s. She had one perineal hemorrhoid and a
dorsal fibrous polypus, the size of a hazel-nut. The polypus had a
ghortish broad pedicle ; it was situated above the internal sphineter,

and T found some difficulty in applying a ligature. She left the
hospital well.

Mr. James B——, wt. 87, was sent to me by a medical man who
thought he was suffering from piles. After an injection a polypus came
down, resembling much that found in children, but it was firmer and
not so vascular; it was about the size of a raspberry. I placed a
ligature on the stem and cut it off. This gentleman did not rest, as T

advised him to do, for a fow days, and he had an abscess form a week
after the separation of the ligature.

15!. lady, wt. 46, who had been supposed to be suffering from some
ntanr!e affection, was sent to me by Dr. Priestley. He had found on
examination that the patient’s symptoms were due to a polypus of the
rectum ; this was easily felt from the vagina. I removed the polypus,
and the patient soon recovered.

o2
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These cases of polypus forcibly illustrate the desira-
bility of always giving an enema before making an examina-
tion, as it is only by seeing the patient just after the bowels
have acted that you can make certain of your diagnosis.

By polypoid growths are meant small growths protrud-
ing from the mucous membrane of the rectum, but not
absolutely pedunculated. They rarely protrude outside the
anus. These growths are of great importance, as they
oceasion or keep active several diseases of the rectum,
as pruritus ani and fissure. It is only by the removal of
these polypoid growths that the above-mentioned ailments
can be combated. I have noticed two varieties, both of
which must be carefully distinguished from warts, which
chiefly affect the outside of the anus, and are presently to
be deseribed. The one kind of polypoid growth consists of
little tags of mucous membrane, never more than one inch
long, soft, freely movable, and generally situated upon a
small pile, or at the upper part of a fissure. The second
variety is hard and nipple-like, the base being broad at
its attachment to the mucous membrane, and the apex
pointed and hard. On section these growths appear to
be dense fibrous tissue.

It is rarely that patients come for consultation about
the growths themselves ; they only complain of the symp-
toms occasioned by them, viz. discharge of the mueus or
rather a watery, moist condition of the anus which causes
fissure or pruritus ani.

When these symptoms exist a careful examination should
be made with the finger, when the growths may be felt as
tag-like projections from the mucous membrane. If they
are of the soft variety and difficult of detection, they may
be seen by means of a speculum.

The patient should have them removed, and this may
be done by snipping them off with scissors. They rarely
bleed much.

Warts around the anus may be as warts in other parts
of the body, sessile or pedunculated, the peduncle being
single or multiple, the surface smooth or branched.

They may arise like other warts from a natural predis-
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position in the patient, or they may follow on gonorrheea,
leucorrheea, discharges during pregnancy, or in fact on any
watery mucous discharge. They are quite distinet from
condylomata of syphilis. They rarely extend into the
rectum, being chiefly confined to the parts around the verge
of the anus.

Several methods of treatment have been tried: the
antisyphilitic treatment, which is useless, as they are not
syphilitic ; the application of powders to dry them up, or
the cutting them off, which is ineffective, as it does not
destroy the base, and they may therefore recur. The best
treatment is to apply fuming nitric acid to each wart, and at
the same time to scrape them off with the end of a wooden
matech. When this has been done, the acid should be
applied to their bases. This causes little pain, and is a
most certain and speedy cure.
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CHAPTER XVI

PRURITUB ANI.

Pruritus An, or, as it may be well called, painful itching
of the anus, is a most distressing malady. I have often
heard a patient say that his or her life was rendered almost
unendurable by it. In fact, one very nervous invalid told
me that unless he had obtained relief he believed that he
should have gone out of his mind. It is very intractable,
but I am confident that it is always curable if the patient
will strictly, patiently, and persistently follow the advice of
his medical attendant. I can truly state that I have rarely,
if ever, failed to cure a patient who adhered rigidly to my
directions ; and when a person, the subjeet of bad pruritus,
comes to me, I always say—* Unless you intend to conform
most religiously to my directions as long as I think neces-
sary, I cannot cure you, and I had much rather that you
consulted some other surgeon.’

Pruritus is not, by any means, so commmon in women as
in men, nor is it frequently met with in young persons. It
may be caused by various general and constitutional dis-
orders and derangements, hereditary predisposition, as
in strumous individuals in whom the skin is very delicate
and easily irritated, or in debilitated conditions of health.
Gout, whether latent or active, is a very frequent cause of
pruritus. ks

The disorder is frequently induced, or at all events kept
up, by habits of too free eating and drinking, and its sue-
cessful treatment therefore calls for a considerable amount
of self-denial on the part of the patient; and thus it often
happens that as soon as the sufferer gets relieved, he forgets
all his prudent resolutions, and relapses into his old way of
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life—a step which is pretty certain to result in the return
of his enemy in full force. He then usually blames his
doctor, very rarely himself, and either gives up in despair
all hope of cure, or seeks new advice, so that the affection
comes to be considered as not only an exceedingly trouble-
some one, but almost incurable. Although, as I have said,
free living often induces pruritus, I have met with many
cases in very abstemious persons; I have seen a most
ascetic clergyman suffer dreadfully, and I have had under
my care a lady who nearly all her life has been a total
abstainer from alcohol, and is a remarkably small eater,
yet she has been quite a martyr to this complaint. Parti-
eular articles of diet or drink affect some persons in a
remarkable manner. I once had a patient who invariably
got an attack of pruritus from eating lobster or crab, and
of these shellfish he was inordinately fond, but rarely dared
to indulge his taste. I have seen a similar result from
eating salmon. Another of my patients was sure to suffer
if he drank any quantity of champagne or ale, and the
irritation once started was very difficult 1o arrest. Spirits
and coffee are also likely to induce this disease. There is
but little doubt that excesses at table, combined with a
want of active exercise, are not only a predisposing but
also exciting causes. Excessive smoking is another excitant
of the disorder; I have seen several instances (where
patients had a tendency to the malady) of over-indul-
genee in smoking being followed immediately by an attack
of pruritus. In women it may result from uterine dis-
orders.

Doubtless there are many cases of pruritus for which we
are unable to assign an ordinary cause, and it may then be
considered as a pure neurosis, being occasioned or greatly
aggravated by mental worry or overwork.

There are numerous local conditions that may give rise
to pruritus ani. Among these is constipation, which causes
pressure on the h@morrhoidal veins ; this stagnation of
blood may lead to a low inflammation of the skin around
the anus, resulting in eczema, a very potent cause of
pruritus. As a parallel to this may be cited—eczema of the
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legs caused by varicose veins. Piles, polypus, and polypoid
growths, fistula or fissure, may, from the irritation they set
up and the abnormal secretion they oceasion, have as their
sequela pruritus ani; chronie diarrhcea, or in women all
vaginal discharges, may also be a cause. Thread-worms,
pediculi, and other parasites often produce much itching.
Erythema, herpes, any variety of eczema, whether acute or
chronie, or a condition deseribed by Von Hebra as eczema
marginatum, caused by a vegetable parasite (trichophyton)
—from these alone, or together with the above-mentioned
affections, pruritus may arise.

The irritation in the majority of cases is worse at night,
especially when the patient gets warm in bed, so that often
the greater part of the night is rendered sleepless and in-
expressibly wretched ; towards the morning, irritable and
worn out, he falls off into a fitful slumber, from which he
often awakens himself by seratching ; this of course makes
the part more or less raw, and materially adds to his dis-
comfort in the daytime. I need scarcely say that the more
the sufferer scratches the worse he makes himself, although
it is very difficult indeed to avoid seeking the temporary
relief it affords. Many persons have told me they would
infinitely prefer decided pain to the dreadful and constant
itching they have to endure, which really, after a time,
becomes pain of a most sickening character. Excitable
people are often greatly troubled in the day as well as at
night, the itching setting in badly after exercise or on
leaving the cold air and coming into a warm room.

It is generally stated that there is very little alteration
in the aspect of the part affected, and that nothing is to be
observed beyond a roughened, thickened, and more rugose
state of the skin just around the anus. This I think is by
no means usually the case; sometimes there is a distinctly
eczematous, erythematous, or herpetic rash, the part being
always moist from exudation; at others there is a dry,
rugose condition, with bright redness consequent upon
scratching ; occasionally there are a quantity of minute
scales to be seen, forming irregular rings; often cracks are
seen radiating from the anus, and even extending up to the
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sacrum ; but what I consider the characteristic condition—
which may always be noticed when the disease is severe,
and has lasted for any length of time—is the loss of the
natural pigment of the part. To such an extent does this
often obtain, that patches around the anus, extending back-
wards as far as the sacrum and forwards to the serotum,
are of a dull dead white, the skin looking more like very
white parchment than natural integument, and if you will
pinch it up you will feel that it has lost its normal elasticity.

I have seen a similar condition induced by genital pruritus

in women,
When considering a case as to the question of treat-

ment, it is always important to discover the cause of the
irritation. T am fully convinced that the more you treat
pruritus ani as a general disease the more successful you
will be; the difficulty in curing it has arisen in great
measure from its having been considered as merely a local
affection, and only local means having been applied for its
relief.

When there is no ascertainable local cause, and the
patient is of a strumous nature, or in a dehilitated state
of health, much benefit may be derived from lig. potasse
arseniealis in full doses, cod-liver oil, or iron and quinine.

When gout, active or latent, is the cause of pruritus,
diet is a most important element in the treatment. I think
the irritation is best allayed by a strong solution of bicarb-
onate or bisulphite of soda frequently applied in a poultice.
I have formed a good opinion of the usefulness of lithia
water and the effervescing citrate of lithia. In some cases,
where the irritation is very severe, colchicum with alkalies
answers best, but, if it can be managed, a course of waters
at Daden-Baden, Ems, or Carlsbad will be found most
beneficial.

If pruritus be caused by excesses in eating or drinking,
or should the patients be stout and plethorie, a rather low
diet should be enjoined, they should avoid all rich and
highly seasoned dishes, eat but little meat, and take fish,
poultry, vegetables, and ripe fruits. Interdict both beer
and spirits, and restrict the drinking to a little light sherry

Geonoral
treatment
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or claret and Vichy or Seltzer water. Coffee should be
given up, weak tea or cocoa being taken at breakfast.
Enjoin a walk of three or four miles daily, and, if possible,
at such a speed as to induce slight perspiration; let the
patient take a sponge bath every morning, a warm or
Turkish bath once in the week, and every night when re-
tiring to bed wash the anus and parts around with warm
water and tar or Castile soap. If the bowels are at all con-
fined, one of the following purgatives may be beneficial :—

B Muag. gulphiv, © 00 D8 0T e e 4D
Mags ol 100 SRt B ST e
Vin, colehiei , : . . . : . Mv
Syrup. sennme ; : . . E « A
Tinet. card. co. . 2 - < s . 388
Aquam : . e 1ot o e BAEESME
t. d. 8.
Ik Pil. hyd. subehlor. co. . i 5 - . g ij
Pil. rhei co. . . . gr. ij—M,

Every other night for a week.

Mag. sulphite in gr. v., gr. X., or gr. XX.
Onece or twice a day in water.

Borotartrate of potash . : - « 8
In scales.
(Martindales) i . 5 2 : . (in water.)
t. d. 8.
M AZETIRNr seed Saabet e it Sl 0 b ol
Pot. nitratis . - . - . . . grexv
Syrup. senne : : : = . . 3i)
In water every morning.

B Tinct. puc. vom. . . « = =+ TMVY
Liq. ext. cascarasagrada . . . . X
Sode biearb. . ; . . . . . B X
Ammon. carb. : . ; . . . g iij
(G Tl o e R S
Tinet. card. co. . . 53.5
Agquam . B ad Zj—DM.

t. d. &

The mineral waters of Carlsbad, Frieclrinhsha.ll,. Vichy,
Hunyadi Janos, Pullna, &e., are also good remedies, ':md
I frequently employ them. Inwomen the uterine functions
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should be attended to; and I have frequently found the
citrate of iron, quinine, and strychnine very advantageous.

When you have made up your mind that the essence of
the disease is in the nervous system, as I think it often is,
particularly in spare and delicate, excitable people, you
should give arsenic and quinine freely, and be prepared to
push them to their physiological effect. They may be taken
separately or combined. I have rarely failed to cure this
class of case by perseverance in these remedies; at the
same time, of course, using local means to allay irritation.

I once had a very excitable, nervous patient, who fre-
quently got an attack of pruritus when he was mentally
overworked or irritated, and in this and similar cases 1
have found the

Pot. bromid. . . - . . gr. xx to xxx
Chlor. hydrat. . - g : . gr.xtoxv
Agq, chloroforms, ., . . . . 3j—M.

very useful. This mixture, taken at bedtime, generally
ensures a fair night. An extended experience in this
class of cases has induced me to think most highly of the
bromide of potassium ammonium or sodium and chloral in
combination. In alternation with the chloral I have seen
great advantage result from the succus conii in full doses
(one to two drachms given three times in the day); to this
may be added cod-liver oil after meals, by which means I
think you may improve nerve-function and induce a more
regular distribution of nerve-force.

In the treatment of pruritus ani it is well to avoid the
internal administration of opium in any form; you may
procure a night’s rest by its use, but yon pay dearly for it
afterwards in an increase of the disorder.

Having considered the remedies for the constitutional
and general causes of pruritus, I now turn to the local
treatment, for though constitutional derangements alone

may give rise to pruritus, at the same time they may be -
accompanied by local causes. These local changes in the -
parts may require treatment to accomplish a cure. For

instance, a patient may be afilicted with gout, causing
eczema around the anus, and this eczema, when once

Laeal
treatment
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started, may be kept active—although the gout may be
cured—NDy the seeretion from piles, polypoid growths, fis-
sures, &e. In speaking of the local treatment it is impos-
sible to state in what conditions each powder, ointment, or
lotion may be found beneficial. For, in cases which appear
best suited to ointments, the ointments may utterly fail,
and a powder, which you feared would be useless, may
effect a cure. Therefore I must advise my readers to ring
the changes between ointments, lotions, powders, and
caustics.

As a general rule, in acute cases, soothing lotions or
ointments are advantageous, but in chronic cases more
stimulating applications are required.

I will now give a few of the preseriptions I have found
most valuable. Previously to the application of any of the
following remedies, the parts should be washed with oat-
meal and water, and if any soap be used, the best, in my
opinion, is Castile.

B: Hyd. subchlor.

gr. X
Ung. sambuei 3i—M.

B Chloroform. : . . i L e
Glycerine - - 388
Ung. sambuei . : : .+ . 3Zjss—DM.

This is & most useful preparation.

R Sode bicarb. T o N 1 S TJRRP 51]
Morph. hydrochlor. . : - : - 9
Acid. hydrocyan, dil. . : ; ~ ; 5]
Glycerine . . 3 el . - . 53
Vaseline ziij—M.

B Hyd. subehlor. . : : r ; . 51.]
Bismuth. subnit. . 3js8

Tinet. aconit. : - - g
Glycerine . : : : : : . 3ij

Ung. sambuei 3j—M
B Bals. Pern . : - : i b . 5]
Acid. boric. . : ; : ; : = 5
Vaseline zj—M
B Cocaine gr. xv
Lanoline =j—M.
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Lastly, I must not omit to mention earbolic acid, with
glycerine or water and peppermint water, as being very
useful, and also prophylactic, after other treatment has
succeeded.

Powders consisting of oxide of zine, pulv. calaminz,
calomel, bismuth, and starch, or iodoform, may sometimes
be of service.

In obstinate, old-standing cases I usually eommence
the treatment by rubbing the parts thoroughly with a
golution of nitrate of silver, 5ij to the ounce; this softens
the skin and induces a more healthy action and secretion.
At times I have found Condy's fluid, undiluted, useful for
the same purpose: it should be applied twice or oftener in
the week.

When pruritus is caused by thread-worms, they should
be got rid of by the means mentioned when speaking of
them in the chapter on fistula, page 27.

When it is caused by any other animal or vegetable
parasite, it is readily cured by the application of sulphur
ointment; or—what is much cleaner and equally effica-
cious—a lotion of sulphurous acid of the strength of one
part to six of water.

If these do not succeed, the application of Ung. hyd.
ammoniatum, or a lotion made of

Hyd. perchlor. . : 3 = 3 e ST
Aquee caleis T b e s el 1y 1

may be tried.

When the irritation of pruritus is so great that the
patient is quite worn out for want of rest, I have for years
past recommended the introduction into the anus at bed-
time of a bone plug, shaped like the nipple of an infant’s
feeding-bottle, with a cireular shield to prevent it from
slipping into the bowel; the nipple should be about an
inch and a-half in length, and as thick as the end of the
forefinger. This is most efficient in preventing the noc-
turnal itching; a good night's rest is almost sure to result
from its use, but I advise it to be worn only every other
night. I presume that it benefits by exercising pressure
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upon the venous plexusus and filaments of nerves close to
the anus. The idea of this plug occurred to me from
several of my patients telling me that the only way they
could obtain relief and sleep, when the itching was very
bad, was by introducing the end of the forefinger into the
anus, and making pressure; this instantly arrested the
irritation.

If when you examine a patient with pruritus you dis-
cover piles, polypoid growths, or fissure, it is always wise
to tell him that it may not be possible to effect a cure of
the pruritus without removing the probable cause or aggra-
vating agent of the disease. Of course, any palliative treat-
ment advocated above may be tried; but should this fail,
I am perfectly convineed that many cases of supposed in-
curable pruritus may be cured by resorting to operative
measures.

I have over and over again effected a cure of most
troublesome cases by removing piles or polypoid growths.
Even in some cases where there is no discoverable cause
for the pruritus, great benefit may be derived from forcibly
dilating the sphincter.

Complica-
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CHAPTER XVII.

FISSURE AND PAINFUL, IRRITABLE ULCER OF THE RECTUM.

Tais is an excessively painful and by no means uncommon
affection ; it is more frequently found in women than in
men, although not rare in the latter. I have seen fissure
in a baby in arms, and in an old woman of eighty.

Fissure, although really so simple a matter, and its
cure generally so easy, wears out the patient’s health and
strength in a remarkable manner; the constant pain and
irritation to the nervous system are more than most persons
can bear; I have frequently seen women suffering from
small anal uleer, who thought they must have cancer in
consequence of their extreme illness and pain. What
under these cireumstances 18 very extraordinary is the
length of time people go on enduring the malady without
having anything done for it. It is not an uncommon thing
for one to see fissures of many years’ duration, especially
in young women, who, through delicacy of feeling, often
conceal rectal affections.

It is common for fissures to heal for a time and then
break out again, so patients are apt to think a perfect cure
will presently result, and defer proper treatment.

Fissure or uleer may be brought about by an injury or
tearing of the delicate muncous membrane at the verge of
the anus; it may therefore be caused by straining, or by
the passage of very dry, hard motions ; sometimes it follows
gevere diarrhcea.

Gelatinous and fibrous polypi are not at all uncommon
eauses of fissure. The polypus is usually situated at the
upper or internal end of the fissure, but it may be on the
opposite side of the reetum. The origin of many fissures

is syphilis.
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It may also result from a congenital narrowness of the
anal orifice, and is then generally seen in children; or
it may be caused by a hypertrophied condition of the
sphineters, which hypertrophy may have arisen from severe
constipation or any other rectal affection.

Fissure is frequently the sequel of a confinement and is
commonly caused or aggravated by uterine displacement.
I have stated that operations upon hemorrhoids under
similar conditions are not satisfactory; the same observa-
tion applies with quite as much truth to fissure and uterine
disease. I have many times had reason to repent inter-
fering with these cases. The successful treatment of the
uterine disorder may be sufficient to cure the fissure (if no
polypus exist), or at all events the ulcer will afterwards
yield to local applications and general treatment. If the
fissure should be benefited by operation, as long as the
uterine malady exists there will be a constant danger of a
relapse taking place. The most common forms of uterine
displacement in connection with fissure are, according to
my experience, anteversion and retroversion, and asso-
ciated with these I have frequently observed affections of
the bladder, chronie ecystitis, and spasmodic pains in mic-
turition. When you find these three disorders united,
depend upon it you will have a case that will call for
all your gkill and patience to bring to a successful
issue.

I have headed this chapter ‘ Fissure and painful irri-
table ulcer’ because the symptoms and treatment do not
differ whatever form the ulcer assumes, whether it be elon-
gated and club-shaped, oval, or cireular ; but, as a rule, the
small circular uleer is situated higher up the bowel than
fissures are, which generally extend to the junction of the
mucous membrane with the skin; the ulcer being more
commonly found above or about the lower edge of the
internal sphineter,

These ulcers and fissures vary in depth and size, some
looking only as small abrasions of the mucous membrane
and extending to no depth, others being as large as a shilling
and laying bare the muscular fibres. These fissures may he
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simple wounds, or they may be inflamed, callous, mdurateﬂ
at their edges, or even have a sloughy base.

By far the most usual position of fissure is dorsal or
nearly dorsal, although it may be anterior or lateral.

As a rule patients suffering from fissure of the rectum
imagine that their symptoms are due to hemorrhoids ;
they tell you that they have a discharge of blood and
matter, a swelling outside the bowel and pain at stool, and
they believe they have piles. Unfortunately, not infre-
quently the medical attendant is satisfied with the patient’s
diagnosis, and treats the case as one of external hemor-
rhoids.

I should say generally that when a patient complains
of great pain on defmeation, it is not piles he is suffering
from, or certainly not uncomplicated piles.

In figsure the pain on the bowels acting is more or less
acute ; some describe it as like tearing open a wound, and
doubtless it is of a very exeruciating character. 1 have
known patients who for hours could not bear to stir from
one position, the least movement causing an exacerbation of
the pain. This agony induces the sufferer to postpone re-
lieving the bowels as long as possible, the result being that
the motion becomes desiccated and hardened, and inflicts
more grievous pain when at last it has to be discharged.
After action of the bowels, the pain may in a short time
entirely eease, and not return at all until another evacua-
tion takes place; but often it eontinues very severe and of
a burning character, or it is of a dull heavy character, and
accompanied by throbbing, which lasts for hours, some-
times even all day, so that the patient is obliged to lie down,
and is utterly incapable of attending to any business. In
some instances the pain does not set in until a quarter or
half an hour after the bowels have aeted.

The pain may not depend at all upon the size of the
aleer but rather upon its position ; for even a small ecrack,
situated at the anal orifice over the external sphineter and
involving the skin, may cause much greater pain than a
large uleer situated higher up in the rectum.

Why are uleers near the anus so very painful, while
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those situated higher up the bowel are not generally so?
There are two reasons which suggest themselves at once:
1st, the great mobility of the external sphincter ; 2nd, the
supply of nerves. The lower part of the rectum and the
anus are very fully supplied by branches from the sacral
plexus, and more especially from the pudic. These nerves
send numerous branches between the fibres of the sphincters
and immediately beneath the mucous membrane; thus
very superficial ulceration exposes a nerve, and the slightest
touch, contraction, or stretching of the sphincter causes
intense pain.

1 think that in the circular uleer there is less severe
pain at the moment of defaecation, but it comes on from five
minutes to a quarter or half hour after that act, and then in
some cases 1s quite as intolerable as that resulting from the
fissure.

A great many apparently anomalous symptoms are pro-
duced by small painful uleers of the rectum—retention of
the urine, pain in the back, pain and numbness down the
back of the legs, leading to unfounded fears of paralysis,
may be mentioned as not uncommon. When in a fissure
the nerves are exposed the pain 18 most acute at the time
of an evacuation ; when they are not so exposed the pain
generally sets in shortly after the action, in consequence of
the irritation to the sphineter. In many of these ulcers an
examination with a magnifying glass has shown me the
fibres of the external sphincter laid quite bare. Patients
sometimes tell you that the first time they suffered pain was
after a very hard motion, when they felt something give
way with a erack.

With a patient suffering from the above deseribed
symptoms, a thorough examination must be made for
fissure. The usual position on the side is the best. Let
the patient raise the upper buttock with the hand. Then
look around the anal margin, at the part where the skin
and mucous membrane join, for an external pile or warty
growth, as a fissure is frequently situated above them and
is sometimes hidden by them. The patient may greatly
agsist you in your search by placing his finger on the spot
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outside the bowel where he feels the pain. The painful
spot often shows you where a fissure is situated, or even
the position of an ulcer higher up in the bowel. Generally,
the sphineter will appear hard to the touch and hyper-
trophied. When the patient is told to bear down you will
observe that he has difficulty in doing so, for the act of
straining causes pain in the fissure, and the anus will
then be thrown into a state of alternate contraction and
relaxation.

With the forefinger and thumb gently open the anus
as far as possible; you will then be able to see just within
the orifice an elongated, club-shaped uleer ; the floor of it
may be very red and inflamed, or, if the uleer is of long
standing, of a greyish colour with the edges well-defined
and hard.

Frequently at the upper part of the fissure is a small
clavate papilla or minute polypoid growth ; this mustnot be
confounded with ordinary polypus, and although perhaps
not the cause of the fissure, will, unless removed, prevent
its getting well because of its daily falling into the fissure
and go keeping open the wound.

If a polypoid growth be found at the upper part of a
fissure there is no occasion to pass the finger into the bowel,
for, having found a cause of the fissure not healing, such
an examination is unnecessary, as it gives rise to extreme
pain.

If no polypoid growth can be seen, an examination with
the finger is then desirable, in order to discover the cause,
and should be conducted in the following manner : If the
fissure be situated dorsally, the finger should be introduced,
pressure being made towards the perinenm, for by this the
fissure is not so pressed upon as when the finger is inserted
in the ordinary manner. In this waya thorough examina-
tion ean be made without causing the patient severe pain.
Tf the fissure be situated anteriorly or laterally, the finger
should be pressed towards the opposite side of the bowel.

No fissure existing at the external sphincter, a search
should be made for an ulcer situated higher up in the

bowel.
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These ulcers are more difficult to find than the fissures,
as they often cannot be seen without the use of a gpeculum
or getting the patients to strain violently, which they can
do more easily than in the case of a fissure situated at
the verge of the anus. Moreover, the introduction of the
finger or of the speculum is not attended with so much pain.
An educated finger detects these ulcers directly ; they feel
much like the internal aperture of a fistula, but the edges
are harder, and therefore more defined, and there is no
elevation above the surface of the surrounding mucous
membrane, as is frequently the case in fistula. These
ulcers often burrow, and then they become the internal
openings of blind internal fistula.

In children and young persons, unless a polypus or
polypoid growth, or congenital contraction, complicates
the fissure, I think it is almost always curable without
operation. I have had many cases resembling the
following :—

A child, ®t. 4}, admitted into St. Mark's. For twelve months or
more he had been subject to procidentia every time his bowels acted ;
he was usually rather constipated. About five or six months before he
began to suffer pain, which lasted for hours after the bowels had been
relieved ; this was 80 severe that he sereamed and rolled about in his
bed ; he often passed a little blood; the pain was much aggravated
when he was costive. On an injection being given, the rectum came
down, and a very distinct fissure was seen. There was no polypus in the
bowel. Ung. zinei, with extract of belladonna and opinm, was ordered
to be nsed night and morning, and confection of senna with sulphur
to be taken to keep the bowels gently acting. This prescription af-
forded immediate relief; in three weeks the ulecer was healed and the
child perfectly cured.

In children suffering from hereditary syphilis, numerous
small eracks round the anus are common, and they cause
much pain. Mercurial applications and extreme cleanliness
soon cure them, but they will return from time to time
unless anti-syphilitic medicines be taken for a lengthened
period.

If the fissure is of recent origin it may often be cured
without operation, especially if it be situated anteriorly.
In women thig can almost certainly be accomplished. Of
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all the varieties of fissure the syphilitic is most amenable
to general treatment. When of syphilitic origin they are
often multiple.

In all cases, rest in the recumbent. position should, as
much as possible, be adopted. Mild laxatives should be
given, not to purge but to keep the bowels acting once
daily ; this may sometimes be effected by diet alone. The
domestic remedy of figs soaked in sweet oil, or onions and
milk at bedtime, may be sufficient. I often order a com-
bination of equal parts of the confection of sulphur and
confection of senna ; small doses of sulphate of magnesia
or sulphate of potash, half a tumbler of Pullna or Fried-
richshall water taken in the morning fagting, the compound
liquorice powder of the German pharmacopceia, and the
liquid extract of the Rhamnus frangula are great favourites
of mine.

You must be prepared to alternate the medicines as
one or other seems to lose its effect. All drastic purges
should be avoided, but I do not object to small doses of the
aqueous extract of aloes, especially when combined with
nux vomica and iron. It will be an advantage if the
patient can manage to get the bowels to act the last thing
at night instead of in the morning, as the rest is very
beneficial and the pain does not eontinue so long when
lying down. After the action

B Liq. opii sedativ. . : 2 Lok S e SRER
Mist. amyli. : : ; G . . 3ij—M.

may be injected. This is especially valuable if the patient
has the bowels relieved at bedtime. As an applieation I
know nothing better than the following ointment:—

B Hyd. subehlor. . . . : o
Pulv. opii . : : . - : AR
Ext. belladonne . - . . ; . gr ij
Ung. sambuei BRG]l

to be applied frequently. I have effected many cures with
this ointment alone. Another execellent oinfment some-

times used 18 :(—
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Plumb. acetatis . P : B A g
Zinei oxidi . : : - g i Tl <
Pulv. calaminge . . ! : : . ¢ QT 3%
Adeps benzoat. . . . . & . Fss—M.

An oceasional very light touch with the nitrate of silver (not
to cauterise, but to sheathe the part with an albuminate
of silver) is useful, and it relieves pain for some time. If
there be very great spasm of the sphincter, extract of bella-
donna may be thickly smeared around the anus over the
muscle, and this I have at times found effective. If
ointments do not agree with the sore, lotions may be pre-
ferable ; Goulard water with opiates and sedatives may
afford some temporary relief, but one must acknowledge
that the best devised and most carefully carried out general
treatment frequently fails, save in favourable cases.

Some authors specify the time at which this disease
may be curable without operation, and say, If it has
existed more than three months the attempt is hopeless,’
but really the time is not of importance ; the question is,
what pathological changes have been brought about? I
have cured fissure of months’ standing when there was no
great hypertrophy of the museles. Here are some cases :—

Mrs, B—, ®t. 24, was sent to me by Dr. Simpson, of the Old
Kent Road. Five months before she was confined with her first child
after a somewhat lingering labour. The first time the bowels acted
she had pain ; and ever since then she had never had an action with-
out suffering. This had been gradually inereasing, and her life had be-
come almost unendurable, the pain lasting for hours and compelling
her to lie down, so that she was quite unable to attend to her house-
hold duties. On examination a very characteristic dorsal fissure was
seen; there was no polypus or piles. The rectum was generally
healthy, and there was not very marked spasm or thickening of the
sphincter, The bowels were confined. Ordered Magnes. sulph. 5j.,
Ferri gulph. gr, j., Acid. sulph. dilut. nv, Inf. quassiee %j., ter die;
and to use the following ointment—Ung. hydrarg. subehlor. 5j., Ext.
opil, Ext. belladonnes, ai gr. iij.; to be applied affer action of the
bowels and also at night. I touched the uleer every other day with a
solution of perchloride of mercury. In a fortnight the fissure was

nearly l?en.lﬂd. and she had scarcely any pain after defiecation. Soon
after this I heard she had got quite well.

,ﬁ city -:I_ignit.nry consulted me some time back, on the recommen-
dation of his physician. His history was that for eighteen months or
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more he had suffered pain on defieeation ; at times he was much better
and only experienced uneasiness, and then again the pain returned as
bad as ever, Homeeopathy had been tried for some six or seven
months, and he had derived benefit as far as his constipation was con-
cerned, but the pain was no better. He had cultivated the habit of
getting jhis bowels to act about six o’elock in the morning, so that
afterwards hecould return to bed and lie quiet for a couple of hours;
he was then able to get up and come to town by train without suffer-
ing mu-:r:h; but if he had to travel soon after visiting the water-closet
l?e was in pain all day, He was very careful in his diet, drank very
little wine, and was accustomed to take oatmenl porridge, brown
bread, fruits, and vegetables, which I dare say had more effect on his
bowels than the globules of nux vomica to which he attributed his re-
gularity. As he laid very much stress upon the use of these globules,
and was strongly of opinion that he would have no action without
them, I did not oppose their continuance, knowing, as T well do, how
much the belief that a certain drug is beneficial tends to make it so.
On examining this patient I found a small eircular perineal ulcer
situated at the upper edge of the external sphineter; it was clean cut
and inflamed. The rectum was otherwise healthy, and the sphineter
was not much hypertrophied. Taking into consideration the length of
time the uleer had existed I advised incision, but that he wonld not
listen to, so I prescribed my usual ointment, but was speedily obliged
to leave out the extract of belladonna, as he was go sensitive to the
action of this drug as to get dry mouth and dilated pupils with af-
fected vision in twenty-four hours after applying it. After three weeks
‘I found the ulcer was not any better, although I had varied my treat-
ment, touched it with nitrate of silver, perchloride of mereury, &e.; he
had also used lotions of the tartrate and persulphate of iron. T had
observed that there was one minute spot most excessively tender, much
more o than the rest of the sore. There, no doubt, was an exposed
nerve, so I took a hint from the late Mr. Hilton's work on * Rest
and Pain,’ and applied, onee, some acid nitrate of mercury. From that
day the ulcer rapidly healed and soon this gentleman got perfectly
well.

I may here remark that I have several times had a
similar suecess from the fuming nitrie aeid, or strong
carbonic aeid, but I prefer the acid nitrate of mercury. 1
have had very good results from a suppository of black
oxide of mercury.

A lad, =t. 19, came to me at St. Mark’s with double fissure : both
the uleers were very well marked, and there was one on either gide of
the anus. He suffered the greatest pain for hours after defmeation,
On examining him I found that he had a syphilitic rash—squamons
and coppery ; his tonsils were uleerated, and he had also enlarged and
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hardened glands in his groin. He admitted that he had guffered from
a sore on his penis, and had been treated for it at St. Bartholomew's
Hospital; he did not know whether he had taken mercury or not.
The sore on the penis had been well about five months, and the
pain on going to stool had existed for four months. The rectum was
healthy, and there were no mucous tubercles. I put him on a course
of bichloride of mercury and tonics, as he was much out of health; he

took the hospital confection to keep his bowels gently acting, and used
~ strong calomel ointment with powdered opium ; after three weeks’
treatment the fissures had quite healed, so then he ceased to attend,
although his syphilitic symptoms had not disappeared.

In my opinion, if the base of the ulcer be grey and
hard, and if on passing the finger into the bowel you find
the sphineter hypertrophic and spasmodically contracted,
feeling as it often does like a strong indiarubber band with
its upper edge sharply and hardly defined, or if there
should be a polypus, polypoid growth, or any other com-
plication, nothing but the removal of these growths and
the adoption of such means as will utterly and entirely
prevent all action of the muscle, for a greater or less length
of time, is likely to effect a cure of the fissure.

There has been a controversy at various times as to the
depth of ineision necessary to cure a fissure, some advo-
cating a slight cut and others a free ome. There is no
doubt that in some cases a very superficial incision through
the base of the fissure, so as to divide the fibres of the
muscles immediately beneath the ulcer, or even to cut
through an inflamed filament of nerve, may be enough; for
if you carefully examine one of these ulcers or fissures, you
will usually find one or more spots that are most exquisitely
tender ; this is where the nerve is exposed. The lightest
drawing of the knife across the uleer, if done at the right
point, will be sufficient to divide this nerve, and to induce
cessation of the pain for some little time; but the musele
beneath being irritated and hypertrophied prevents, by its
movements, the ulecer from healing, and very soon the pain
will be re-established ; hence the necessity in all but the
slightest cases for the division of the sphincter.

When the muscle is cut the divided fibres retract, and
they do not unite so quickly as the uleer heals; the result
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is that the muscle, being set quite at rest, goon loges its
hypertrophy and irritability. I have often noticed, after a
fissure has been cured, how much reduced in size and thick-
ness both the sphincters have become. The cause of failure
after imperfect division of the muscle is, that entire quiet
is not obtained ; the undivided fibres, though paralysed for
a time, soon recover themselves, and the old contraction is
resumed before the uleer has had time to heal, so that very
speedily it re-assumes its former character.

You need not eut right through both sphineters into the
cellular space beneath, as the older surgeons used to do,
but I am sure that a fairly free incision heals quite as
quickly as a small one, and that it is much better to cut
rather too deeply than too superficially.

Those who are in favour of a slight cut say that incon-
tinence of fmees may be brought about by too free an
incision through the muscles. That may be the case when
the cut is not properly made, i.e. when the muscles are not
cut at right angles to the direction of their fibres. An
incision at right angles will join so as to leave a perfect
narrow sear, but an oblique incision leaves a very weak,
wide sear. I am quite certain that both the internal and
external sphincter museles (on one side only) may be divided
entirely in a healthy person, without any danger of a weak
bowel following.

You may be confident that your patient will not readily
pardon your not curing him at the first operation, and will
be very disinelined to submit to a second incision should
the first have failed. Most likely he will take himself out
of your hands, and seek other advice; it has occurred to
me to have to operate upon patients, both hospital and
private, where eminent surgeons had failed to effect a cure,
and I have found that failure had resulted from one of two
causes, either the too sparing use of the knife, or the over-
looking of a polypus.

When operating, if not very au fait at rectal surgery, I
should advise you to introduce a speculum; you then see
exactly where your knife should go, and the parts are
also rendered tense, so that their division is facilitated. The
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incision should eommence a little above the upper end of
the fissure, and terminate a little beyond the outer end, so
that the whole sore is cut through; as a general rule, the
depth of incision should not be less than a quarter of an
inch. If the outer end of the fissure be marked by a
swollen inflamed piece of skin, it is better to remove that
with a pair of seissors, for by so doing the healing process
is greatly expedited ; the small polypoid growth also, so fre-
quently found in fissure, should at the same time be snipped
off. Please to note that I am not recommending the cutting
off of true rectal polypi. _

It has been suggested that a curved bistoury may be
passed beneath the uleer, and the ecut made from beneath
towards the bowel. I do not see any advantage in this
mode of operating; for my own part, I always insert my
forefinger into the bowel, feel the situation of the fissure,
pass upon my finger a straight knife with a rounded point,
then turn the edge to the base of the ulcer and make the
incision ; or, the knife-blade can be laid flat upon the fore-
finger and both introduced together into the bowel, and the
cut then made; this is a good plan where there is much
spasm of the sphincter. When the fissure is quite dorsal,
the eut should be made not directly through it, but some-
what laterally, by which means you are certain of com-
pletely dividing the fibres of the musele, and the wound
will heal more readily. A small piece of eotton wool may
be placed in the wound, and allowed to remain for twenty-
four or forty-eight hours. It is well to keep the bowels
confined for two or three days.

Usnally the patient should be kept in bed until the
wound is completely healed. The after-treatment must be
the same ag that advocated after the operation for fistula.
It is absolutely necessary when there is any uterine com-
plication that the patient be kept entirely at rest and lying
down until the wound has soundly healed, for, most as-
suredly, if she gets about too soon either the wound will
not close, or a worse result—viz. unhealthy uleeration—ywill
ensue. I have seen many cases showing the good policy of
long-continued rest, and numbers more where bad results
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have followed a speedy resumption of ordinary duties; on

this point I could relate numerous illustrative cases, but
one shall suffice.

Ada T—— was admitted into St. Mark's Hospital. She was
twenty-four years of age, was married, and had five children; she
was in the hospital three months ago, and was operated upon by Mr.
Lane for fissure ; she left not quite well. It was noted on her card
that she suffered from retroversion, and had an enlarged uterus. On
examining her, on her re-admission, rather extensive, but superficial,
uleeration was found to have taken place since her going out. The
uleeration extended above the upper edge of the internal sphineter.
She had a good deal of pain and frequent harassing diarrhcea. There
was no history or sign of syphilis. After three months' treatment by
injections, sedative and astringent, and the internal administration of
iodide of potassium and tonics, she was discharged cured. The uterus
was kept in its place by means of a Hodge's pessary.

I have sometimes noticed three distinet well-marked
fissures in one patient. I have seen in the practice of my
colleagues at St. Mark’s many instances of multiple fissure.
I may here mention that if you are obliged to operate upon
a multiple fissure one incision through the sphincter will be
sufficient.

Dr. Dolbeau, of Paris, is strongly in favour of forced
dilatation of the sphinecter, originated by Recamier, in the
treatment of anal fissure ; in fact he scarcely admits of any
other method.

This method of forcible dilatation should never be
employed without the use of an anwmsthetic. When anss-
thetics cannot be administered, incision is more rapid and
less painful. I just mention this, as my first experience of
this dilatation was in Paris. I will describe literally what
I saw, and it was so repugnant to my feelings that I was
greatly disinelined to it. A male patient was brought into
the theatre suffering from fissure of the anus. The surgeon
introduced one finger into the anus and then another until
he gradually, but with much pressure, got the whole hand
into the rectum ; he then made a fist of his hand and
forcibly drew it out. The eries of the patient were really
heart-rending, and six or seven assistants were employed
in holding him down.
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Of late years I have repeatedly dilated the gphinecter for
the eure of fissure, and as I do it, the operation is not
violent and the result is on the whole very satisfactory.
The patient being thoroughly placed under the influence of an
anssthetie, I introduce my two thumbs, one after the other,
taking care to press the ball of one thumb over the fissure
and the other directly opposite to it; this prevents the
fissure from being torn through and the mucous membrane
stripped off. I now gradually separate my thumbs; then
I repeat the stretching in the opposite direction, .. at right
angles to my first; then in other direetions, until I have
gone round the anus. I then apply considerable pressure
to the sphineter muscles all round, pulling apart the anus
with four fingers, two on each side, and kneading the
muscles thoroughly; by thus gently pressing and pulling,
the sphineters completely give way, and the muscle, pre-
viously hard, feels like a well-beaten beef-steak or even
putty. This will oceupy at least five or six minutes to do
thoroughly ; there is scarcely more than a drop or two of
blood seen, but you can see that the anus is bruised, and
for a few days extravasation is noticed, the part gradually
undergoing the changes of colour usually obgerved in any
bruise. This operation is perfectly safe and almost pain-
less. I place in the rectum a suppository of half a grain of
morphia and apply cold. I am bound to say that sinee 1
have dilated as above deseribed, I have never failed to cure
a patient in suitable cases.

I saw, with Dr. Robert Mitchell, of Lewisham, a gentleman of

more than eighty, who suffered greatly from a fissure of long standing,
in conjunction with some hemorrhoids. He was too old to allow me

:1::- press a cutting operation, but dilatation perfectly cured him in eight
AYS.

A post-mortem examination was made in Paris on a
girl, who died of cholera within a few hours of having
forcible dilatation made for the cure of fissure. The
surgeon—whose name I have forgolten—states that none
of the fibres of the sphincter muscles were in the least

degree torn, though the mucous membrane was slightly
lacerated.
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I will now endeavour to point out the eases which I think
most suitable for inecision, and those suitable for dilatation.

I think it wise to incise all ulcers situated about the
internal sphineter, for only by so doing can a certain cure
be effected. Here are my reasons; if dilatation is em-
ployed the sphineters rapidly recover their power and fecal
matter may collect in the uleer, irritate it again, and pre-
vent healing. But by a complete division of the external
sphineter you ean obtain a somewhat lengthy paralysis and
a good drain, so that motion cannot be retained in the
uleer ; moreover, the uleer can be easily dressed and made
to heal from the bottom.

In old, large, or indurated fissures situated about the
external sphincter, division is the safer operation. When
fissure or uleer is complicated with piles or fistula, division
is best, for the wound caused by the eut heals at the same
time as those caused by the removal of the piles or the
division of the fistula.

Forcible dilatation may be used with advantage in
simple fissures about the verge of the anus over the
external sphincter. It is the safest operation to employ
in the old, in phthisical patients, or those broken down in
health. In children it may be used as a method of cure
when there is congenital narrowness of the anus, or when
the fissures are multiple and probably caused by constipa-
tion. If a polypus or polypoid growth exists in eonjunction
with fissure, the polypus must be ligatured, the polypoid
growth snipped off, and dilatation effected to cure the
fissure.

Many years ago I was in the habit of subecutaneously
dividing the sphineter in cases of fissure, and recently Mr.
Pick, of St. George's Hospital, has spoken favourably of the
method. For my own part, I gave it up because there is
great difficulty in knowing whether enough of the sphincter
museles has been divided. Again, when the patient is
under ether the musecle has little tension, and it is nearly
impossible to cut with precision. I also found much pain
after the operation, and very uncertain results ; abscesses
oceurred in more than one instance.
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CHAPTER XVIIIL.

FISSURE : ITS RELATION TO NEURALGIA OF THE RECTUM.

I can see no reason why neuralgia should not sometimes Neuralgia
attack the rectum as well as any other part of the body.
No doubt many other affections have been erroneously called
neuralgie, and I am ready to confess that I have more than
once considered pains as neuralgic which I later on dis-
covered to originate from a lesion of struecture.

Very slight erosions or even inflammation of a spot in
the rectum may set up much pain; and at the same time

be so difficult to discover as to baffle the closest and most
searching investigation.

Fissures, or irritable uleers, not very uncommonly give
rise to a train of nervous and hypochondriacal sensations,
which continue even after the ulcer itself has healed. I

have seen examples of this in both hospital and private
practice, and both in men and women.

An elderly maiden lady has been seen by me at various times for
the last four or five years, her history being that, fully five years back,
she had a small painful ulecer situated over the upper part of the in-
ternal sphincter musele, which was much hypertrophied and spasmo-
dically contracted. A limited division of the muscle failed to effect a
cure, and after six months’ trial to get the ulcer to heal I again operated,
this time assisted by my friend Dr. Crosby. I made a very free in-
cision throngh both musecles, and after that there was no diffieulty,
the wound healed thoroughly and soundly; but ever sinece then,
although there is not the slightest lesion of the bowel—I have often
examined her with both speculum and endoscope in the most thorough
manner to be sure of that fact—she frequently, indeed almost con-
stantly, complains of her old pain. There is a burning, uneasy
sensation in the bowel, but no local tenderness to touch. She ecannot
walk about much, nor sit long in one position, nor ride far in any
vehicle without suffering. She is stout, looks well, and her general
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health has not suffered. There is no discharge of any kind, mucous,
purulent, or bloody; and, as a rule, she does not have pain on defeca-
tion. There is no abnormal redness or heat of the howel, although
she always has the sensation of great heat in the part. She has no
uterine affection (two eminent obstetric physicians have examined her
and say so), and she has ceased menstruating some years,

Now, what is the matter with this patient ? Some may
call it neuralgia or hysteria; but it has resisted all the
usual remedies prescribed for these complaints, including
hypodermic injections of morphia and quinine ; in fact, she
has taken all kinds of remedies preseribed by other medical
men as well as myself. I have two ideas as to the cause of
suffering in this case : The first is, that it is possible that
gome filament of nerve is ineluded in the cicatrix of the
wound, and thus irritation or inflammation is kept up, as
one sees occasionally after amputations of the extremities ;
the second idea is, that her mind has been dwelling for so
long a time on the state of her bowel that, although now
there is nothing organically the matter with her, she re-
tains the power, by mental concentration, of reproducing
the sensation of pain in the old spot. This may not be
the correct explanation, but there is some evidence, I think,
tending to show that it possibly is so: for instance, the
pain is not always consistent in its behaviour ; the bowels
act generally without pain; the pain does not come on
directly after defecation, but some hours after ; sometimes
the pain sets in before the action, and is removed or relieved
by the bowel being emptied (a condition of things quite
inconsistent with the presence of true ulcer or fissure).
Then, again, when the patient is occupied pleasantly or
intently she has no pain, but it can be produced imme-
diately by excitement of a disagreeable kind ; it is also un-
certain in its coming and going, as well as in its character ;
sometimes it is smarting, then burning, as if the rectum
were very hot; at another time pulsation is the chief
annoyance, or the bowel may feel quite plugged up as if the
anus were swollen ;: and then suddenly the pain is lancinat-
ing, forcing her to eall out: all this leads me to think that

the cause of the pain is mental. _
Whatever may be the explanation, the fact is clear that
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here is a person who has no discoverable lesion of structure
in a part, almost constantly suffering all the pain and misery
which was formerly induced by a marked organic disease.
This patient has written to me stating that she is now quite
well, although nothing special has been done for her. I
have not related this case because it is unique ; I have seen
others precisely similar, both in men and women. I know
for years I was tormented at the hospital by a man, per-
feetly healthy and strong-looking, who used constantly to
attend the out-patient room complaining of a dreadful
burning and painful sensation in the rectum a little way
from the anus; hesaid it kept him awake at night, haunted
him all day, was never out of his thoughts, and made his life
utterly miserable. I examined him many times and could
never detect anything abnormal (he had been operated upon
for fissure, years before I saw him, by the late Mr. Salmon) ;
there was no redness, no discharge, and the thermometer
showed no excessive heat ; in fact there was nothing to be
seen or felt. No remedy did him any permanent good, but
he was always a little benefited by a fresh one. He used
to leave me every now and again and go to one of my
colleagunes, and glad I was to be quit of him, but in a few
months he was sure to come back, and not a whit better for
what had been done for him. I called the malady hypo-
chondriagig, but I suppose that was only expressing by a
long word that I did not understand what was the matter
with him. I can emphatically say that such patients are
about the most unsatisfactory you can have.

Dr. Dolbean, of Paris, considers the essence of fissure to
be neuralgic, and defines fissure of the anus as being a
gpasmodic neuralgia of the anus with or without fissure.’
He states that he has seen cases where all the intense pain
and agony of fissure were present, but no structural lesion
whatever could be detected. For my own part I eannot
wholly subseribe to this view; out of the thousands of
patients who have been under my care suffering from rectal
diseases, I have never yet met with a case in which the
persistent, regularly repeated, intense pain, commencing on
passing or immediately after the passing of a motion, which

Q
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distinguishes fissure, was not associated with an anatomical
lesion, though that lesion might be very slight and difficult
to discover.

I have seen a good many nervous patients who com-
plained of rectal or anal pains severe in character, but still
wanting the essential characteristics of the pain of fissure.
I have also observed cases of spasmodic contraction of the
sphincter indueing obstinate constipation and attended with
pain, but not at all strongly resembling the paroxysm due
to fissure ; often a sudden spasmodic acute stab seems to
run up the bowel just before action, but when the fecal
mass 18 passed a feeling of relief and comfort is experienced.
I do not say that neuralgia may not co-exist with fissure,
and modify or aggravate the suffering, but I think if it
were the essential cause of the pain I should be justified in
expecting that this would oceasionally yield to the internal
exhibition of anti-neuralgie remedies, a result which cer-
tainly is not within the range of my knowledge. I am
inclined, but doubtingly, to express the opinion that the one
essential of the malady in its severest form is an exposed
nerve, and that the spasmodie contraction of the sphineter,
excited by reflex irritation, occasions the peculiar character
of the pain.

I have been in the habit of calling pain in the rectum
or sphincter museles neuralgic when I have not been able
to find out the slightest lesion, sign of inflammation, or dis-
charge of any kind, and where the pain was not aggravated
by action of the bowels ; this I always consider an important
point in diagnosis.

In my casges the pain has been at times severe, at others
absent, and only in two instances was it constant. The
patients have been mostly delicate, irritable, or nervous
people, who have been subject to neuralgic pains in other
parts. I have noticed the attack follow direct exposure to
wet and cold by sitting upon damp grass. One attack pre-
disposes to another; several times in private practice I
have been consulted by the same patient.

Usually you will find in these cases general debility, but
in addition disorders of the digestive organs; very often
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the liver is muech affected ; it will therefore not do to
commence your treatment with tonics and anti-neuralgic
remedies; first of all unload and put the abdominal viscera
into condition, and then quinine, iron, strychnia, and
hypodermie injections of morphia may at once cure your
patient. Attention to this point is all-important; in some
instances, however, one has to confess to an inability to do
more than temporary good ; nothing appears to cure the
malady.

When the pain seems quite confined to the sphincter
muscle there is always spasmodic contraction, and I believe
foreible dilatation of the anus, performed as I have before
deseribed, to be the best treatment. After this is done a
hypodermie injection of morphia will often cure this affec-
tion, which I consider a very intractable form of myalgia
or neuralgia. When neuralgic the dilatation of the anus
stretches the nerves and so may effect a cure, as is the
case when the sciatic nerve is stretched for sciatica.

There are other nervous diseases of the rectum described
by authors, but they are very rare indeed ; one of them,
which is called ‘irritable rectum,” I think is really the
result of a chronie inflammation of the mucous membrane,
as in such cases 1T have observed much heat in the bowel
and tenesmus, as well as a discharge of mucus. These cases
are best treated by very gentle laxatives to keep the bowels
acting, by alkalies with bitter infusions, and by insufflation
of bismuth and charcoal into the rectum. This treatment
will soon allay the irritability, and after this is accomplished
the cure will be rendered permanent by injections of

rhatany and starch, with small doses of the liquid extract
of opium.
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CHAPTER XIX.

PERSISTENT CONSTIPATION CONSIDERED FROM A SURGICAL
POINT OF VIEW.

f:‘rﬂut;gliliﬂ of Many able and interesting papers have been written upon

constipa-  the medical treatment of this common and troublesome

b complaint, for it often greatly affects the constitution of the
patient, making him dull and nervous, deranging the diges-
tive system, and thus giving rise to very severe reflex symp-
toms. No doubt ill-health may be the cause of constipation,
but on the other hand eonstipation may be the primary
cause of ill-health. For retained fmees poison the blood,
and then the body is ill-nourished. Therefore I am certain
that for the cure of constipation the system should be
speedily relieved of the poisonous matter. I have eon-
stantly seen patients who have been purged over and over
again for constipation, or have been treated by stimulating
drugs, such as belladonna, strychnia, &e., when the system
was not fit to properly assimilate them. Drugs, of course,
act differently on people in different conditions ; quinine
given to a healthy person will act more powerfully, being
readily absorbed into the system. DBut in fever larger
doses may be required to produce the effect of a small dose
given to a patient in moderately good health.

In constipation there is a lack of vitality and of fhe
power to absorb or assimilate. As a result of this, the
drugs that have been given may become accumulated and
may only tend to add to the disturbance of the system
instead of relieving it.

It is for this reason that I hold that, previously to the
medical treatment of bad constipation, you should, as far
as possible, empty the colon of its poisonous contents by
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mechanical means. After this your medicine will be more
likely to be properly assimilated, and to prevent a recur-
rence of this distressing complaint.

No doubt the first beginnings of constipation may be
cured by the use of drugs, for then the patient is in a
tolerably normal state of health. But when this consti-
pation has become inveterate and much fieces have been
accumulated, it is then that the system becomes poisoned
and medicines lose their due effect.

I do not propose here to deal with the medical treat-
ment of constipation, but will only consider it from a
surgical point of view.

Spasm with hypertrophy of the sphineters is not at all
an uncommon cause of persistent constipation. This spasm
with hypertrophy may not primarily exist, being first in-
duced by an attack of constipation, and then itself making
the eonstipation persistent and perhaps incurable.

These slight attacks of constipation may have been
brought about by many causes, especially by the irregular
way in which the patient has attended to the action of his
bowels. He does not go to stool at fixed times, or resists
the call of nature. Somewhat later he tries to make his
bowels act when nature is reluctant. As a consequence of
this no evacuation may follow.

Then he waits another day and again does not respond
to nature's promptings. After a time the eolon and rectum
resent this treatment, and fmzces begin to aceumulate.
Then at last the mischief commences. The colon and rec-
tum become over-distended and cannot act with full force.
Moreover, the fluid matter of the feces gets absorbed, leav-
ing the feces themselves hard and dry, and the muscular
tissue of the bowel, being ill-nourished and perhaps poisoned
by the blood which is impregnated with this poisonous
matter, cannot exert sufficient power. The patient, on
going to stool, strains often with little or no result. From
this straining and from the irritation set up by the fweces
the sphincters become hypertrophied and thrown into spasm.
Hence worse constipation.

Spasm with
hyper-
trophy as
8 canse

I have generally noticed that when you tell a patient Examina-

tion
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suffering from constipation to bear down, in consequence
of the spasm with hypertrophy, no dilatation of the anus
will follow. The anus pouts and looks nipple-like, and on
the introduction of the finger the sphincters are found to
be very tight and broad. Not unfrequently in adults a
little proctitis caused by retained fmces may, by giving rise
to induration, assist in promoting this condition ; the same
may be said of patients afflicted with syphilis.

But also this spasmodic hypertrophy may occur with no
perceptible cause, though really due to reflex irritation set
up by the retained faces.

I may perhaps make this matter clearer by citing a
parallel cage.

We know what spasm oceurs in the orbicularis palpe-
brarum when the eye is affected with corneal ulcer. The
explanation of this is not quite certain; but some say that
the irritation excited in the nerves of the cornea, either by
light or by the movement of the lids, reflexly causes spasm
and hypertrophy of the orbicularis palpebrarum. Now may
not the sphineter ani in the same manner become hyper-
trophied, or at least thrown into spasm, by the irritation
of an abnormal amount of feeces in the colon and reetum ?

No doubt the corneal uleer is the primary cause of the
spasm of the lids; but this spasm, when once induced,
keeps the uleers active and prevents their healing. Then
you cannot cure the uleers by attacking them locally or
constitutionally, but must remedy the spasm by division
of the orbicularis palpebrarum.

In like manner slight constipation may be the cause
of the spasm of the sphineter ani, but this spasm, when
once started, keeps the constipation active and prevents
its eure.

Then you cannot relieve the constipation by purgatives,
but must first put an end to the spasm by forcible dilata-
tion or by the passage of bougies.

Congenital Another very important cause of constipation is a con-
of anus naa genital narrowness of the anal orifice, which is generally
cause not sufficiently marked to be noticed when the child is

born. Perhaps the only symptom the mother observes is



CH. XIX. PERSISTENT CONSTIPATION 251

that the child is costive ; this she usually puts down to
errors in diet. Again it is not so noticeable when the child
is very young, for then the feces are liquid and can pass
away more easily. As the child grows older, and the
motions become more solid, the trouble begins. He only
succeeds in obtaining an evacuation when the contents of
the bowels have been made liguid by purgatives. I have
seen patients at the age of twenty, or even older, who say
that they have always been costive, and have rarely ob-
tained relief without the use of purgatives. With such a
history a careful examination of the rectum should always
be made.

In those of feeble constitution, and especially in the old,
constipation may result from atony of the muscular tissue
and of the bowel, combined with a loss of museular sense.

Intussuseeption of the rectum, or what I have deseribed
as the third kind of procidentia, may also lead to severe
constipation, and should be sought for when other causes
are not apparent : malformations of the uterus or enlarged
prostate may also be troublesome causes of constipation,
by mechanically interfering with the passage of faces. All
the above-mentioned conditions may give rise to constipation
unaccompanied by any other symptoms. Thus they will
not be referred to by the patient, and may not be suspected
by the surgeon. I may here mention that constipation
may be one of the results of polypus, piles, fissure, malignant
disease, or stricture. In these conditions the patient gene-
rally complains of the particular symptoms of his ailment,
of which constipation may only be one among many
others.

When treating a case of persistent constipation, I would
strongly advise a thorough examination of the anus and
rectum, for by finding any of the above-enumerated causes
much time may be saved in the treatment and the patient
be pr:rmanﬂntly cured. Unless this search is made, pur-
gatives may, as is too frequently the case, be administered
for years, giving only temporary relief; for if an y of these
causes or perpetuaters of constipation do exist, a permanent
cure cannot be effected until they have been removed,

Atony
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Treatment As an adjunct to all methods of treatment of constipa-
tion, the colon and rectum should be fully cleared out by
Enemata & copious enema. HEnemata are often given in such a
perfunctory manner that I think a few words on their
proper use may not be amiss. To my idea the ordinary
enema-tube is too small—that is fo say, the opening does
not allow a sufficient volume of water to be poured into the
bowel at one pump. Now a large jet of water soon breaks
up a mass of fieces, whereas a small jet only gently plays
upon it and is of no real, material use. Moreover, as a
rule, the part of the tube to be introduced into the bowel
is not long enough, and I should never recommend one
shorter than six inches. The calibre of the tube should be
not less than one-third of an inch in diameter, and the
opening should be at the top. The tube just described is
sufficiently large for administering an ordinary enema, but
in bad cases of constipation a much longer tube is very
advantageous, such as O’'Beirne’s, which varies from two
to three feet in length.
Mode of in- There is frequently considerable difficulty in introducing
o tunss these longer tubes. When passed into the bowel the tube
often curls up in consequence of its impinging on the
promontory of the sacrum. It then bends round again
towards the anus, so that, although twelve inches or more
of the tube have been introduced, it may have reached
hardly any way into the bowel, and its point be near the
anus. HEven if the promontory of the sacrum has been
successfully passed, another diffieculty may arise: the end
of the tube may be caught in the sigmoid flexure, especially
if that has a long mesentery or is much convoluted. Often
on reaching this part the tube is stopped, and, on account
of its flexible nature, no directing from the portion outside
the anus can affeet its point. Thus the tube does not get
up into the colon, where there may be a large accumulation
of feces, and no powerful play of water can be brought to
bear upon the mass or upon any possible intussusception.
T will now describe how the long tube should be used :—
Introduce the left forefinger into the rectum and feel
for the promontory of the sacrum. Then pass the tube
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along the finger and guide it with the latter beyond the
promontory. One probable barrier has then been passed.
Now to assist the tube’'s onward progress through the
sigmoid flexure inject water, simultaneously pushing the
tube up the bowel. By so doing the intestine just in front
of the tube is dilated, and any possible hitching prevented.
However, even in the most skilled hands, there have been
frequent failures to pass O'Beirne’s tube. I have therefore
devised the instrument now to be described. As the
ordinary tube is so very pliable no manipulation of the
base can in any way direct the point with any certainty.
I have had constructed by Krohne and Seseman a pewter
guide to fit into the tube. Pewter was chosen because it is
soft enough to allow of being bent, but at the same time
hard enough to indicate where the point is and to enable
you to guide it ; moreover it does not fracture, and when
bent into a certain position maintains that position.

The pewter staff a fits into an 0’Beirne’s tube, but not
too tightly (see diagram 40). The following is the method
of use. -

The pewter stem having been inserted into the O'Beirne’s
tube, the uppermost part of the tube—that is to say, the
part first to be introduced—should be bent into the shape
of a long §, and at the same time slightly twisted, so as to
present the appearance of a drawn-out corkserew.

With the patient on his right side, pass the tube into the
rectum and turn if about until the point glides by the pro-
montory of the sacrum. Should there be any hitch, slightly
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withdraw it and manipulate again, of course using no force.
By this method the tube can be easily passed into the colon,
however convoluted the sigmoid flexure may be. Through
having the tube stiff, you can make its point project and
can feel it through the abdominal wall. You can then, if
necessary, bend it again by external pressure from the front
of the belly. When this instrument has reached the splenie
flexure withdraw about six inches of the pewter staff from
the O’Beirne’s tube. The top of the tube is then in a flexible
state, and with a little persuasion may be made to pass
into the transverse colon. As the tube continues to travel
along the transverse colon, withdraw more and more of the
staff until the O’Beirne ceases to go any further. Then
withdraw the whole of the staff, attach a syringe, and inject.
While injecting, attempt, if you think necessary, to pass
more of the tube, so that it may go down the ascending
colon. By these manceuvres the cscum may be reached,
and impactions in that region easily broken up. I think
this instrument may be useful as a means of diagnosis as
to whether there is an obstruction in the large intestine,
and, if so, in what part of it. It majy also be advantageous
in the treatment of intussusception.

When persistent constipation is complicated with, or
caused by, spasm with hypertrophy of the sphincters, a
cure may be effected by forcible dilatation of the anus.
This does away with a mechanical obstruction and also
seems, in some manner which I cannot quite explain, to
influence the action of the large intestine. In less severe
cases, or in those who will not submit to forcible dilatation,
some good may be obtained by the passage of bougies daily
inereasing in size.

When one has to deal with constipation caused by con-
genital narrowness of the anus, foreible dilatation or division
of the sphineters, followed for some considerable time by
the use of bougies, is the only satisfactory mode of treat-
ment. '

Constipation in the old or feeble, when if 1s due to a
want of power of the muscular tissue of the rectum and
colon, may be benefited by a systematic course of galvanism,
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one pole being placed in the rectum and the other being
moved about over the surface of the abdomen.

Massage, too, has sometimes proved very serviceable.

In those women whose abdominal walls are lax and
pendulous, from repeated pregnancies, an abdominal belt
will sometimes, from the support which it gives to the in-
testines, materially assist in relieving obstinate constipation.

When it has been found that constipation is the result
of malposition of the uterus, enlarged prostate, intussus-
ception, fissure, piles, polypus, &ec., these causes should, as
far as possible, be removed.

A good deal has been said lately about the efficacy in
constipation of injections of glycerine into the rectum. I
have tried this frequently, but must say that it, like most
other injections, i8 only of service so long as it acts as a
loeal irritant. As soon as the rectum becomes accustomed
to it, it is of no more benefit than the ordinary injection of
warm water.

I will now very briefly relate one or two typical cases :—

Case 1.—Mrs. C , aged 41, consulted me about obstinate constipa-
tion from which she had suffered for many years. On examination I
found the sphincter ani in a state of spasm with hypertrophy. I advised
her to submit to foreible dilatation, to which she readily consented in
the hope of obtaining relief from her burdensome complaint. After
thorongh dilatation, and the administration of enemata in the way
I have described, she soon improved, and is now perfectly well, the
bowels acting daily.

Case 2.—May T——, aged 15, was brought to me by her mother.
She had suffered from severe constipation all her life, and on examina-
tion I fonnd the anus so small as not to admit my little finger. In
this case I forcibly dilated the sphineters, and advised her mother to
pass a good-gized bougie daily for a month, and then once a week for
8ix m‘ﬂntl‘m. The result was perfect, as she was entirely cured of her
constipation.

Cask 8.—Major B—— came to me suffering from obstinate constipa-
tion of years' standing. I found hypertrophy of the sphineters. I advised
dilatation, but he objected; so I recommended the injection of a tea-
spoonful of glycerine. In a week he eame to me delighted with the
reanlt ; but after another week he called and said the glycerine was no
good whatever, and did not act even when he injected an ounce.
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CHAPTER XX.

IMPACTION OF FECES AND CJONCRETIONSE IN THE RECTUM.

Impaction THE result of an attack of constipation may be a collection of
clayey fmces, formed in the emeum or in any part of the
colon ; but the term ‘impaction’ is generally used when the
accumulation takes place in the pouch of the rectum im-
mediately above the internal gphineter musele. This is its
most frequent situation, and here a very large deposit, more
or less globular in shape, is often found. I have purposely
considered the ailment in a separate chapter from that
on persistent constipation. Impaction of feeces may follow
from a single attack of constipation, whereas persistent eon-
stipation may never, or only after a long period, cause 1m-
paction. Again, the symptoms of the two conditions are
very different ; impaction is generally marked by diarrhcea,
whereas in persistent constipation the prominent symptom
is constipation. It oceurs in females more commonly than
in males; old women, and women shortly after their con-
finements, being espeecially liable to it. In aged people very
often one of the first indiecations of failing nerve-power is
loss or diminution of the contractile force of the colon and
consequent inaction of the bowels, leading to impaction.

I have seen some cases of impaction in hysterical young
girls and in middle-aged females. I have also met with it
in elderly men, but until recently I never had a well-marked
example of this disorder in a young man; but I have found
it occur more than once in children. I sawa little boy only
three years of age, who had a veritable impaction, which
cave a good deal of trouble ; but when it was removed the
bowel soon regained its tone, and regular action was after-
wards easily kept up.
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The cause of the accumulation I believe nearly always
to be, primarily, a loss of power of the muscular coat of the
rectaom. This loss of power may have been produced by
the pressure of the child’s head during a long-protracted
labour, or by over-distension of the bowel through neglect
of the calls of nature, in which case the condition of the
rectum much resembles that of a bladder paralysed from
retention of urine.

In impaction spasm of the sphincter always exists, in
some instances to such a degree that when the patient
strained I have observed the anus protrude like a nipple,
and an injection return in a fine stream as if coming out
of a squirt. I have certainly met with cases of idiopathic
spasm of the sphineter, ocecurring for the most pars in
elderly, nervous, single women, and though no impaction
was present, there was always more or less constipation.

The symptoms of impaction are not uncommonly very
obseure, and the malady may be mistaken for something
else. 1 was once called to see a lady labouring under im-
paction, and found that an eminent physician had recently
declared her to be suffering from neuralgia of the bowel, and
had ordered her quinine and steel, and I have heard of
another case which was freated as gout in the rectum. I
have met with several patients who were supposed to be the
subjects of malignant disease of the cmeum or sigmoid
flexure, from the fact of there being a tumour present, and
from the patient’s aspect, which is frequently very sugges-
tive of cancer. I had a very marked case of impaction in a
girl, thirteen years of age, which was supposed to be en-
larged megenterie glands, and was being treated with steel
and cod-liver oil. I attended a gentleman who was believed
by his physician to have incipient disease of the brain, so
much nervousness and hypochondriasis resulted from a very
loaded colon and impacted rectum. I hada case in a young
lady which was said, by more than one medieal man, to be
phthisis, eonstant cough being present, with hectic at night,
and much emaciation. And lastly, a very common but sad
error is often committed : these patients are treated for
diarrheea with tenesmus, as a considerable fluid discharge
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from the bowel is not at all incompatible with great reten-
tion of solid feeces.

In the history of these cases it is not rare to find that
severe pains have been experienced in the right lnmbar and
left inguinal regions. This symptom points to the fact that
the ceecum had been the seat of obstruetion and distension,
and that when this was removed the feces again lodged in
the rectal pouch. The symptoms of impaction might be
expected to be generally those of obstruetion, and resemble
in many respects those of stricture of the rectum, and
sometimes this is so, but the presence of any jelly-like or
coffee-ground discharge is an important point to be noticed
in the diagnosis. The patient often really complains of a
tendency to diarrhcea, liquid motions being frequently
passed, especially after an aperient, but without any sense
of relief, and on assuming the erect position, straining—
severe, continuous, and irresistible—takes place. On lying
down this generally gradually passes off for a time.

Dyspepsia, irritability of temper, nervousness and de-
spondency, the patient supposing herself fo be suffering
from an incurable malady, a very muddy-yellow skin sug-
cestive of malignant disease, morning vomiting, and a
loathing of all food as soon as a few mouthfuls have been
taken, excessive and very painful thirst, are among the
common symptoms of this disorder. A peculiar ringing,
barking cough, particularly in women, and also night-sweats,
are not uncommon. In both men and women I have seen
very obstinate retention of urine caused by impaction. All
these symptoms may continue more or less urgent for
months, and aperients and injections may be given without
affording more than temporary relief.

When examining a patient, if you make careful palpation
over the abdomen, tumours may be felt in the eweum, the
transverse colon, or the sigmoid flexure ; under any circum-
stances, in the majority of cases, if you look at the anus
you will see that it is nipple-shaped, and if you feel around
the anus you will find the sphincter muscle tightly con-
tracted and almost as hard as a piece of wood. It is only
with difficulty that you can introduce your finger into the
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bowel, and having done so you will find a ball of hardened
clayey feces filling up the rectal pouch. This ball 1 have
seen almost as large as a feetal head, and quite movable, so
as to admit of liquid or thin motion passing round by the
sides of it, thus giving rise to the impression that diarrhcea
rather than constipation existed. So deceptive is the feel-
ing this mass gives to the finger, that I have more than
once thought I must be touching a tumour; and I have
been called in consultation several times by medical men,
who had discovered the impaction, but could not believe
that what they felt was only a collection of faeces.

The diagnosis, however, is usually not difficult if obser-
vations be carefully made. There are two points of distine-
tion which may always be noticed: 1st. An examination
from time to time will show that the tumour differs in size
and shape—this the patient will often be the first to remark.
9nd. A very careful manipulation will detect that the
tumour is irregularly soft and has a deecided doughy feeling.
‘When the tumour ig in the sigmoid flexure or reetum the
introduction of the finger will at once clear up the doubt, if
there be any.

In bad cases you must commence the treatment of this
malady by thoroughly breaking up the ball of feces.

The best mode of accomplishing this is first to put the
patient under an anmsthetic and then foreibly but slowly
dilate the sphincters; this done you can get at the inte-
rior of the rectum without any difficulty, and break up
the mass with your finger, or a lithotomy-secoop, or the
handle of an old-fashioned silver-spoon. The spasm of
the sphincters being thus overcome, you can do a great
deal at one sitting—in fact quite empty the rectum.

In women you may assist this process of breaking up
by introducing two fingers of the left hand into the vagina,
and by pressing backwards fix the mass against the sacrum,
go that it cannot slip up the bowel.

After you have thoroughly broken up the impacted mass
you may administer injections of soap and water, oil and
fresh ox-gall, and in this way youw will often get rid of
enormous quantities of fieces. When the ball oceupying

Treatment
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the rectal pouch is cleared away, other masses generally
come down, and I have seen as much as would fill two or
three chamber utensils pass at one operation.

I have found, in several instances, the rectum so much
dilated that the upper part of the bowel opened into the
pouch like a pipe into a bladder.

It is often a considerable time before the rectum re-
covers its power after its great distension, and, therefore,
you must take care that no re-accumulation takes place.

As in the treatment of persistent constipation, injections
of cold water, kneading the abdomen, and the exhibition of
the compound decoction of aloes with nux vomica, will be
found useful. As soon as the bowel is thoroughly cleared
out I am in the habit of preseribing the following pill, which
is very effective in restoring power to the colon and rectum,
thus inducing a regular action of the bowels :—

B: Ferri sulph. exsice. . . : > - Jerid
Quinie sulph. . - 2 . ST
Ext. nue. vom. 3 - : : - . gr.#
Ext. aloes aq. . gr. j
Ext. tarax. . . q.s8—M.

fiat pil.

Take one three times a day after meals. Faradisation is
most advantageous in these cases.

Persons of sedentary habits are especially liable to these
attacks ; exercise in the open air must therefore be taken
daily.

The diet should not be too liberal. An elderly lady
was a patient of mine on three occasions, with impaction
and loaded cmeum, and I am sure it was because she was
a very hearty eater and never took any exercise. I could
neither persuade her to walk more or to eat less.

A very interesting case was sent me by Dr. Frodsham. The patient
was an elderly person from the country, who was placed under Dr.
Frodsham’s care. She had been for a long time ill with severe pains
in the bowels of a colicky character, not especially restricted to one
part of the abdomen, which was much swollen. No tumour could be
detected. She was subject to hiccough and flatulence. This was
attended with dyspncea and palpitation of the heart. She had on

several oceasions fainted away, and fears were entertained that the
heart was not sound. Always, or nearly so, in conjunetion with the
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abdominal pain she had diarrhcea, copions colonred watery stools. For
the correction of this, she had been preseribed opium with earmina-
tives ; a few doses generally gave her much relief. Her appetite was
bad, and she had frequent retching and sometimes vomiting, Dr.
Frodsham, not being satisfied with the case, sent her to me. She was
fifty years of age, not ill-nourished, her face wore an anxious expres-
sion, and the complexion was muddy. Her general symptoms had
existed over two years. The tongue was quite clean and too red. On
examination the heart and lungs were found sound. The abdomen
was much distended and the diaphragm forced upwards, caunsing
dyspneea when she lay down. The abdomen was globular, and there
was no particular prominence in any one part. The skin was not
shiny; on manipulation the abdomen felt doughy ; it was also tender,
so that she could not bear much kneading, but after a little pressure
the transverse colon started into action, and 1t was-felt to be very large.
A flexible tube was easily passed eighteen inches, and on withdrawal,
it was in parts smeared with fieces; on introducing the finger into the
rectum the latter was found filled with clayey fieces. The diagnosis
was great fiecal accumulation and slight impaction. I ordered her a
pill of podophyllin, calomel, belladonna, and pil. coloeynth co. three
times in the day, and, every morning, an injection of a pint and a-half
of thin gruel with two ounces of fresh ox-gall in it. On the third morn-
ing of this treatment she passed an enormous motion, more than
enongh to fill an ordinary chamber utensil. The same pills and enemata
were continued now every day, and were followed by several enormous
evacnations. I really may say that the quantity of fecal matter she
parted with would to most persons appear incredible. After ten days
the medicine was changed to a combination of laxatives and tonies,
which she continued for some time, but at the termination of three
weeks all her discomforts were gone and she was quite slender as
regards the abdomen.

Concretions in the bowel are rarer than impactions,
but when they exist frequently give rise to the latter. They
differ from these in that they are often formed round
some foreign body, and are usually cylindrical in shape.
Concretions consist of animal and vegetable fibres matted
together around a nucleus which may vary according to
circumstances. In one case a quantity of human hair
formed the core; the patient had been in a lunatic asylum,
and in a fit of mania had swallowed the hair. She had
suffered from attacks of intestinal obstruction for months,
and she always said there was something in the bowel
which would not pass through the anus. She was brought
to me at St. Mark's Hospital. 1 forcibly dilated her

It
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sphincter and with a lithotomy-secoop and my finger sue-
ceeded, after some trouble, in removing a conical-shaped
mass more than six inches in length by two inches and a
quarter in diameter ; it was covered with pus and extremely
fetid. On cutting through it, as I have mentioned, the
centre was found to consist of human hair.

Another patient of mine, an elderly gentleman, had an
obstruction of the reetum which I thought was an ordinary
impaetion, but it was not globular in form, and when I tried
to break it up I eould not do so, as it slipped away and was
too tenacious. After dilating the sphincters I was able to
get hold of it with a pair of lithotomy-forceps and gradually
draw it out. The nueleus was a large biliary ealeulus, and
around it were vegetable and animal fibres and dried faeces ;
the whole was covered by a thick coating of mueus and pus.
Bighteen months before, he had suffered from an attack of
gall-stones, and no doubt this caleculus had then lodged in
the bowel, probably in one of the sacculi of the eolon.

I have already related another case of this kind.

One more case I will record, as it is peculiar ; here a
goverelgn formed the nuecleus. The patient, a woman, came
to St. Mark’s Hospital suffering from stricture of the
rectum ; when I dilated the stricture I found a large mass
aboveit. Purgatives and enemata not effecting its removal,
I eventually brought it down with a secoop and my finger;
it was cylindrical in form. On tearing it up to examine its
structure I found in its centre the coin I have mentioned.
Quite fifteen months before, the woman had swallowed a
govereign, and she had sought for it in her motions, but
had failed to find it ; she had not any idea that it had not
passed. I think it very likely that at that time she had
incipient stricture of the rectum, and consequently the
piece of money did not escape from the bowel.

I will not ocecupy more space on this subject ; the cases
are somewhat rare and the treatment simple enough.
When the mass comes down near the anus it must be re-
moved bodily ; you will find it so tenacious that you can-
not break it up like an ordinary impaction. Unless you
dilate the sphincter you will have very great difficulty in
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extracting these concretions; in faet, it will be almost
impossible to do so.

It is very eurious how, sometimes, small substances fail
to traverse the alimentary canal safely, and how, at other
times, very large bodies pass without producing any severe
or dangerous symptoms. There are cases related by Sir
James Paget, Mr. Henry Smith, and others, where a con-
siderable portion of a set of false teeth mounted in gold was
swallowed and not arrested anywhere in the intestines.

There 18 one thing we should recollect when such a case
comes before ns—that is, never give a purge. You should
tell your patient to eat very freely of solid material, such as
suet-pudding, bread, and the like, so as to form full-sized
cohesive motions.

Treatment
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CHAPTER XXI.

ULCERATION OF THE RECTUM.

UrceratioN extending above the internal sphinecter, and
frequently situated entirely above that muscle, is not a very
uncommon disease ; it inflicts great misery upon the patient,
and, if neglected, leads to conditions quite incurable, and
the patient dies of exhaustion unless extraordinary means
are resorted to. In the earlier stages of the malady, care-
ful, rational, and prolonged treatment is often successful,
and the patient is restored to health ; I wish I could say
the same of the severe and long-standing cases. Uleera-
tion of the rectum can be mistaken only for malignant
disease ; but when the symptoms are carefully considered,
and the finger is well educated, there can but very occa-
sionally be any error committed in diagnosis. As the
earlier manifestations are fairly amenable to treatment, it
is of the utmost importance that the disease should be
recognised early. Unfortunately, it rarely is so; the symp-
toms are obscure and insidious, the suffering at first but
slight, and thus the patient deceives, not only himself, but
his medical attendants, by the little heed he gives to the
complaint.

There are various causes of ulceration of the reetum
proper, and each variety gives rise to a specific kind of
uleeration. These, for practical purposes, may be divided
into tubercular, dysenterie, and syphilitic ; the latter will
be discussed in a separate chapter. The history, in the
majority of cases, alone will indicate from which kind of
ulceration the patient is suffering, and too much reliance
should not be placed upon the feel or character of the uleer.

In the majority of these cases the earliest symptom is
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morning diarrhcea, and that of a peculiar character ; in my
opinion it is quite indicative of the disease, and can be con-
founded only with similar symptoms due to cancer. The
patient will tell you that the instant he gets out of bed he
feels a most urgent desire to go to stool; he does so, but the
result is not satisfactory. What he passes is generally
wind, a little loose motion, and some discharge resembling
¢ coffee grounds ' both in colour and consistency ; occasion-
ally the discharge is like the ¢ white of an unboiled egg;’ or
“a jelly-fish;* more rarely there is matter. The patient '
in all probability has tenesmus, and does not feel relieved ;
there is a somewhat burning and uncomfortable sensation,
but not actual pain; before he is dressed very likely he has
again to seek the closet ; this time he passes more motion,
often lumpy, and occasionally smeared with blood. It may
also happen that after breakfast, hot tea or coffee having
been taken, the bowels will again act; after this he feels
all right, and goes about his business for the rest of the
day, only, perhaps, being oceasionally reminded by a dis-
agreeable sensation that he has something wrong with his
bowel. Not by any means always, but at times, the morn-
ing diarrheea is attended with griping pain across the lower
part of the abdomen and great flatulent distension. When
a medical man is consulted the case is, in all probability,
and quite excusably, considered one of diarrheea of a dysen-
teric character, and treated with some stomachic and opiate
mixture, which affords temporary relief. After this con-
dition has lasted for some months, the length of this period
of comparative quiescence being influenced by the seat of
the ulceration and the rapidity of its extension, the patient
begins to have more burning pain after an evacuation, there
is also greater straining and an increase in the quantity of
discharge from the bowel ; there is now not so much jelly-
like matter, but more pus—more of the coffee-ground dis-
charge and blood. The pain suffered is not very acute,
but very wearying ; deseribed as like a dull toothache, and
it is induced now by much standing about or walking. At
this stage of the complaint the diarrhea comes on in the
evening as well ag the morning, and the patient’s health
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begins to give way, only triflingly so, perhaps, but he is
dyspeptie, loses his appetite, and has pain in the rectum
during the night, which disturbs his rest; he also has
wandering and apparently anomalous pains in the back,
hips, down the leg, and sometimes in the penis. There is
yet another symptom present in the later stages, marking
the existence of some slight contraction of the bowel —viz.
alternating attacks of diarrheea and constipation, and dur-
ing the attacks of diarrhea the patient passes a very large
quantity of feeces. These seizures are attended with severe
colicky pains in the abdomen, faintness, and not unfre-
quently sickness.

Patients suffering from ulceration are very liable to
attacks of a low form of peritonitis, attended with consider-
able abdominal pain, often intense for a short period.
There are generally one or more spots that are tender on
pressure ; there is tympanitis, often vomiting, especially
on first assuming the erect position in the morning, and
generally the pain is brought on by standing or moving
about ; these attacks are sure to end in diarrheea.

When making a post-mortem examination in such cases
I have observed effusion into the peritoneal cavity, and often
considerable recent and old adhesions between the intestines;
the peritoneum is also thickened. In bad uleeration you
see what great destruction of tissue has taken place. I have
found the whole of the rectum and sigmoid flexure involved
in uleeration, and great thickening and contraction of the
calibre of the bowel, caused by the attempts at repair in
various parts. The connective tissue here and there is so
removed as to leave large bridges of indurated muscle and
roughened mucous membrane ; and there is ulceration, so
deep in places that perforation must have oceurred but for the
adhesions kindly made by nature to the adjacent parts. In
other situations the muscular coat is laid quite bare, and 1
have seen more than one case in which necrosis of the sacrum
had taken place.

Examina- On examining these cases of ulceration of the rectum,
Bon various conditions may be noticed according to the stage to
which the disease has advanced. In the earlier periud you
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may often feel uleers situated about one and a-half inches
from the anus, varying in shape, some an inch long by half
an inch wide, surrounded by a raised and sometimes hard
edge ; others may be undermined at their edges or punched
out ; there is acute pain caused on touching them, and they
may be readily made to bleed. With a speculum you can
distinetly see these ulecers, the bases greyish or very red and
inflamed-looking or sloughing, the surrounding mucous
membrane being probably healthy. In the neighbourhood
of the ulcers may often be felt some lumps, which, when
syphilitic, may be either gnmmata or enlarged rectal glands.
This is the stage in which the disease is often curable, as 1
shall show when speaking of treatment. Later in the
progress of the malady you will observe deep uleers with
great thickening of the mucous membrane, often also
roughening to a considerable extent, as though the muecous
membrane had been stripped off. At this stage you gene-
rally notice, outside the anus, swollen and tender flaps of
skin, shiny, and covered with an ichorous discharge ; these
flaps are commonly elub-shaped, and are met with algo in
malignant disease; but in the early development of the
disease no ulceration is found near the anus, nor at the aperture.
It is in private practice that we have the best opportunity
of seeing these cases early, and I most positively repeat that
the large majority do not commence by any manifestation
at the anus, such as growths or sores—occasionally a fissure
may be the first lesion, and the uleeration extend from the
wound made in attempting to cure it—this is, however, the
exception to the rule, and I will further on relate some cases
to show that what I have stated is correct. So definite is this
external appearance in long-standing disease, that one glance
is gufficient to enable an expert to predicate the existence of
either cancer or severe ulceration ; these external enlarge-
ments are the result of the uleeration going on in the howel
and the irritation caused by almost constant discharge.
The ulceration may be confined to a part of the circumference
of the bowel, or it may extend all round, and for some dis-
tance up the rectum. Tt also probably will have travelled
downwards close to the anus, and then the pain is sure to
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be very severe, because the part is more sensitive and more
exposed to external influences and aceidents.

When the disease has reached this stage, of course
stricture and most probably fistule will be present, as I
have already mentioned ; and possibly, but not frequently,
perforation into the bladder, into the vagina, or the peri-
toneal cavity, may ocecur. The state of the patient is now
most lamentable; his or her aspect resembles that of a
sufferer from malignant disease, and no remedy short of
colotomy offers much chance of even temporarily prolonging
life. You may relieve these patients, but can rarely do more ;
a cure can scarcely be expected. I have seen ulceration
utterly destroy both the anal sphincters, so that the anus
was but a deep ragged hole. In the earlier stages of ulcera-
tion from whatever cause, save cancer, treatment carefully
selected, judiciously varied, and persistently carried out
may do much good, and in favourable cases even effect a
eure, but the patient must have faith in his surgeon and be
prepared to submit to long-continued watching even when
much improved ; if the sufferer runs about from one doctor
to another his fate is sealed, as he gives neither himself nor
his surgeon a chance.

In all stages of ulceration, I have great confidence in
the efficacy of rest in the recumbent position, and in a
wholly, or nearly, fluid diet, and I consider milk should be
the essential element in such a diet. I could relate many
cases where I have really cured the patients with very little
medication, occasional slight applications of a caustic solu-
tion, the exhibition of bismuth and morphia, and a gentle
regulation of the bowels having fulfilled all the indications.
These patients, confined to the sofa, and fed almost entirely
on milk, often improve in general health and gain weight.
If cod-liver oil or maltine can be taken I prescribe it as an
aid to nutrition, but it must be taken only in small doses.

When the ulceration is deep, and contraction has com-
menced, the disease is much more serious, and a very
doubtful prognosis should be given ; still in all cases a good
deal may be done, and hope may be instilled, if only the
patient will give up everything to treatment for a more or less
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lengthened period. If patients walk about, stand, git, and
attempt to continue their business trﬂnsa,ctmna_, tr_ea,tmgnt
is nearly always rendered inefficacious; one indiscretion
may render nugatory a week’s labour: In these cases, there-
fore, rest is even more important than in ulceration in the
earliest stage. .

Often the ulceration induces such an irritable condition

Fig, 41.-=-IMFROVED AMERICAN OINTMENT
IS TRODUCER.

The scrow A being removed, the box B is
to be filled with the ointment. On in-
troducing the instrument into the rec-
tum, and tiurning the screw, the oint-
ment passes out of the apertures, ns
shown at ¢,

Fia. 42,

of the rectum that nothing will be retained, neither any
injection, suppository, nor ointment ; directly anything is
introduced, uncontrollable spasmodic expulsive efforts are
set up, and may continue long after the offending matter
is rejected ; thus great pain is suffered and the part itself
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damaged. I have found that bismuth and charcoal taken
internally will generally soon overcome this excessive
irritability. Subnitrate of bismuth may also be tried on
the mucous membrane itself, by means of an insufflator
(diagram 42) ; this continuously used may soothe the rectum
and relieve pain. As a rule I prefer ointments to supposi-
tories or injeetions. The little instrument (diagram 41)
obviates all difficulties of introduction, and I am sure
irritates less than other methods of medication ; all kinds
of sedatives, opiates, and astringents may in turn be tried.
I am very fond of the following formula, and have seen it
most efficacions :—

B: Bismuth. subnit. . - T T
Hyd. subchlor. . . . : ; . Bijj
Morph. acet. . - 1 : : : < gr. ipn
Glycerine . - : : : o L G A1)
Vaseline : 5 . ) : : . 3j—M.

This is a very sedative application, and sores seem to be
benefited by it speedily. Subacetate of lead, belladonna
and opium, will be found serviceable ; all sorts of astringents
may be employed—rhatany, friar’s balsam, zine, the per-
manganate of potash, copper, iron, iodoform, nitrate of
silver, &e. The last, carefully used in not too strong solution,
is one of the most admirable applications, often inducing in an
ulcer a healthy appearance, and causing granulation. The
tartrate of iron I also employ for the same purpose. Fuming
nitric acid or strong carbolic or chromic acids applied under
certain conditions, are potent remedies; they often allay
pain and start healing processes afresh, but they are double-
edged weapons and must be used with great discretion, and
with a distinct object in view.

B Cocaine . s : 4 - : . gr. XVij
Lanoline . SRy : . . %88

I have found greatly allay irritation and pain in these cases..

When the uleeration is tubercular, all treatment is
extremely unsatisfactory, but by attention to the above
details patients may be greatly relieved. When, however,
the uleeration becomes exceedingly bad, as a last resource
to rid them of the pain and incessant. diarrheea, inguinal
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colotomy —as presently to be described—may be per-
formed.

In dysenteriec ulceration involving the rectum, I have
found great benefit derived from a combination of the above-
deseribed treatment with the internal administration of large
doses of Pulv. ipecac. co. and copious injection of

Argent. nitratis : : : . gr. xx to xl
Aguarmigiel o oh v s e aiad Ol

which is so strongly recommended and found efficacious by
Dr. Stephen Mackenzie, of the London Hospital.

Syphilitic uleeration requires in its early stages a
thorough course of mercury; but when it is of a tertiary
variety, large doses of iodide of potassium and tonics, with,
changes of air, afford the only hope of improvement. But
in bad cases even these may fail. The baths at Aix-la-
Chapelle are to be recommended.

Dysenteric

Sy philitic
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CHAPTER XXII.

STRICTURE OF THE RECTUM WITH OR WITHOUT ULCERATION.

Stricture with Uleceration.

Arn the different kinds of uleeration mentioned in the pre-
ceding chapter may, after a time, result in strieture; for
as the disease extends, infiltration and thickening of the
submucous and muscular tissues takes place, and there is
consequent diminution of the calibre of the bowel, so that
real strieture of various forms supervenes. Coincident with
all this there results a gradual loss of the contractile
power of the rectum, and almost complete iImmobility, so
that the lower part of the gut is converted into a passive
tube through which the fmces, if fluid, trickle; but, if
solid, stick fast until pushed through by fresh formations
above them. Invariably also there is loss of power in the
sphincters. When diarrheea is present the patient has little
or no control over his motions. Usually by this time
abseesses have formed, or are in process of formation, and,
these breaking, soon become fistule. I have seen persons
with as many as eight external orifices, some situated three
inches or more from the anus.

These fistulous passages pass up the bowel opening into
the uleeration, most frequently below but sometimes above
the seat of constriction. I have seen, for years past,
numerous cases of uleceration with stricture result from
operations upon the rectum. This condition usually takes
place shortly after the operation, and is manifestly due to it.

Stricture without Ulceration.

Qtricture of the rectum without uleeration is a some-
what uncommon affection. We have seen how stricture
takes place after, or in conjunction with, ulceration. The

e i e s il et i i
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thickening of the tissues and the contractions which result
from the attempts at repair must narrow the canal, but it
is not so easy to see how or why a stricture should occur
per se. The rectum is a tolerably large tube (not like the
urethra, where a very little deposit is sufficient to nearly
block up the passage), and a considerable thickening might
take place without causing any great obstruction.

We may, perhaps, suppose that inflammation of the
submucous tissue produces a deposition, and, besides this,
or resulting from this, there is spasm. I am sure this is
often the case ; I haveseen strictures of the rectum so tight
that I could not get the end of my little finger into them,
but when the patients were well under the influence of
chloroform I have been able to pass one or two fingers
through easily

How inflammation and thickening are set up in the
connective tissue of the bowel it is diffieult to say. It may
be that straining to evacuate the contents of the bowel
forces down the upper part of the rectum into the lower,
thus causing an intussusception, and bringing the part
within the grasp of the sphincter museles, and I have often
thought that this condition may be the starting-point of
the irritation.

Possibly, also, inflammation may be induced by the
passage of very dry and hardened feces, though doubtless
this condition may obtain for years—as it often does in old
people—without produecing strieture.

I have seen one case in which the frequent, and perhaps
rather rough, use of an enema-pipe produced a stricture.
This oceurred in an elderly lady who had for years given
herself an injection daily. She did not at first suffer from
constipation, but she had been recommended an enemsa,
and at last she could not get an action without it., I
thought in this instance it was not improbable that the
passage of the bone-tube had been the exciting cause of in-
flammatory thickening of the bowel.

It may perhaps be said that I have assumed inflammation
to be the cause of the exudation into the wall of the bowel.
I must confess that I have, for I have rarely been able to

Inflamma-
tion a8 &
cause
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detect decided symptoms of inflammation of the rectum
preceding stricture. 1 have constantly asked patients
whether they have at any time suffered from pain, sensation
of burning, diarrheea, dysentery, or discharge of matter
from the bowel, and the reply has most usually been in the
negative. On the other hand, I have seen cases of long-
continued proctitis, especially in aged people, not followed
by stricture.

I have in some few cases had a suspicion that the long-
continued pressure of the child’s head in labour has been
the exciting cause, bruising of the bowel having perhaps
taken place.

A stricture of the rectum resulting entirely from mus-
cular spasm is what I am very much disinclined to believe
in. I do not deny that such a condition may be found, but
to me it appears to be very improbable, and I feel confident
that in many of the supposed spasmodic strictures there is
really no constriction at all. The operator has been misled
by the bougie catching in the fold of the gut or against the
promontory of the saerum. If you are in doubt about the
existence of a stricture, you should use a long and very elastic
enema-tube and inject fluid as you pass it, so as to dis-
tend the gut and remove any intussusception of the upper
part of the rectum. This condition, I think, has often been
mistaken for stricture, as, unless the bougie goes directly
into the aperture of the descended portion of gut, it gets
into the sulcus at the side, which is a cul-de-sae, and the
instrument cannot be made to pass. I have satisfied myself
on geveral occasions of the existence of fhis source of error.

I have seen in young persons a narrowness of the lower
part of the rectum for some inches (diagram 43), and in
others a semi-cireular or annular band (diagram 44), which
feels to the touch as though the bowel were encireled by a
cord. To these I would give the name of congenital strie-
ture, as they appear to be due to an arrest in the develop-
ment of the lower part of the rectum. Fortunately they
are of rare oceurrence, and generally exist in those patients
who probably have just escaped having a congenital im-
perforate rectum.

r—
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Any hard tumours, as an enchondroma, or exostosis grow- External
ing in the pelvis, may press upon the rectum and so give **“*
rise to stricture, although there may not be any actual
alteration in the walls of the gut.

The coarse symptoms of stricture—viz. straining and Symptoms
difficulty in discharging the motions—have been already
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deseribed. It is stated in some works that the stools are
thin, long, and pipe-like. According to my experience this
is not usually the case in true stricture; spasm of the
gphineter, enlarged prostate gland, and tumours of the
pelvis, much more frequently give rise to flattened and thin
motions. The most characteristic feature in my opinion is
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the passage of numerous very small broken pieces; the
feeces having no actual form, and looseness often alter-
nating with this lumpy condition. The discharge in simple
stricture is like the white of an unboiled egg, or a jelly-fish,
and is passed when the bowels first act. There is no coffee-
ground-looking discharge so constantly seen in ulceration,
nor is there the morning diarrhecea which we get in that
complaint. There is very rarely any pain experienced in
the bowel itself, the symptoms are generally referred more
or less to distant parts, notably the penis, perineum,
bottom of the back, the thighs, beneath the buttocks, and
occasionally the stomach. Fortunately strictures of the
lower bowel are generally within reach and sight, but
occasionally they are found high up in the sigmoid flexure,
or still more distant from the anus. In these cases it
becomes a matter of great importance to ascertain the
situation of the obstruction, but it is a question I shall not
enter upon here.

For some years past, in exploring the rectum for stricture
I have used vuleanite balls of different sizes, mounted on
pewter stems with flattened handles (see p. 10) ; they are
easily bent into any form, they will even bend in the bowel,
and by their use, as in exploring the urethra, you may
malke certain of detecting a stricture. For when they pass,
or on gently withdrawing them, the ball is felt to come
suddenly, and perhaps with some difficulty, through the
constriction. Its length also can be approximately
measured.

In considering the treatment of stricture with or with-
out uleeration, it must be borne in mind that if ulceration
exists with stricture, it must be treated as described in the
preceding chapter, but at the same time the stricture should
be dealt with by one of the following methods.

When the least stricture exists, with ulceration, bougies
may be always employed, but it must be remembered t]qmt,
to do any good, the greatest gentleness must be practised
bythe gurgeon ; indeed, pa.il’l Ell.lght- not to be caused, E..lthl?l.lgh
considerable discomfort cannot, in most cases, be avoided.
A bougie of too large a size should never be employed ; no
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greater mistake can be made than to suppose that the
larger the bougie you can get in the betfer ; keep below
the size that can be well borne rather than at all above it ;
in the one case good may ensue, in the other, irritation and
retrogression are sure to take place. Never give a patient
an ordinary bougie to use for himself, if the stricture be
more than two inches from the anus. I have now seen
two deaths occur from patients thrusting the instrument
through the wall of the rectum ; perifonitis immediately
set in, and they expired in greatagony. Occasionally, when
the constriction is only about an inch or an inch and a-
half from the anus, I let the patient have a short instru-
ment to pass and wear at night, if its introduction can be
accomplished without any severe pain. 1 employ vuleanite
tubes furnished with a collar, to which tapes are fastened
to keep them in the bowel, and at the same time prevent
them escaping into the rectum, an accident I have more
than onee seen occur ; in one case, indeed, a full-sized long
bougie entirely disappeared, and could not be reached by
the finger in the rectum ; its distal end could be felt in the
transverse colon ; fortunately, after a few trials, I was able
to seize it with a pair of long bullet-forceps, and withdrew
it from the bowel, the patient, as may well be imagined,
being not a little frightened.

When strictures are slight, near the anus, and not very
long, but annular, a division in a few places with the knife,
followed by judicious treatment with the tubes, may be
very beneficial and even curative. The division I usually
make at four points, and I take care just to cut through
the induration, and reach the healthy tissues beneath, but
not to go deeper ; the bowel should be filled with well-
oiled lint or wool for twenty-four hours, and then the tube
introduced and worn, only taking it out for the bowels
to act, and to wash out the rectum with some antiseptic
golution. I prefer Condy’s fluid, very dilute, or thymol. I
am of opinion that earbolie acid is always too irritant, if
strong enough to be of any service.

Some years ago a young gentleman, wt. 19, came to me
with an annular congenital stricture about an inch from

8
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the anus ; division as I have described, the use of the tube,
and general treatment eured him in six months, and he has
continued quite well to this day. I have seen several such
cases.

In cases of stricture when there is great spasm with a
small amount of organic disease, much good may be done
by the use of bougies. Before passing the bougie, it is
well to inject into the bowel some sedative, as opium or
belladonna with oil, and to use a stiff lubricant on the
bougie (such as blue ointment); if the instrument eannot
be quickly passed, it is better not to persevere, as irrita-
tion will be set up and damage done; once set up spasm
and all your endeavours may be frustrated; the stricture
must, as it were, be surprised. I do not like any foreible
dilatation in these cases; you may tear or split the stric-
ture with Todd’s dilator, but you are more likely to get
uleceration than permanent benefit to the stricture. On
the same principle I should not cut even in the slightest
degree any constriction where no uleeration existed, save
in cases I will deseribe. If the stricture is high up, the
use of Todd’s dilator is dangerous. I have seen profuse
hemorrhage follow its use, and the bowel might be torn
to the injury of the peritoneum, especially in women.

In these cases I am also of opinion, that retaining a
bougie or tube is not usually advantageous ; you may pro-
duce nlceration, and if this should be done you will perhaps
irretrievably damage your patient. Gentle dilatation, very
gradually increasing the size of the instrument, is the only
safe treatment. The conical bougie is a good form, as
gentle pressure induces this to enter the stricture more
easily ; but you should never cause pain, and you may be
sure that if blood or mucus passes after your manipulation,
your patient will have little to thank you for.

T used to think that twice in the week, or at most three
times, was as often as the instrument ought to be used;
but in obstinate cases its daily use has, in my more recent
experience, been followed by greater permanent good. Et.ﬂl,
in this matter every case must be judged on its own merits,
bearing in mind the axiom, ¢ Never irritate.’
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Annular strictures are so resilient that, even if dilated
to their fullest extent, they very soon return to their
previous state of contraction. It is in these alone that I
consider division advisable, but the incisions should be only
superficial, and dilatation should be commenced on the day
following the operation.

When a stricture is well dilated the patient generally
experiences the greatest amount of relief ; there is no more
straining at stool; comfortable good-sized motions are
passed, and many anomalous symptoms vanish. One
drawback is the rapidity with which all strictures are apt
to return ; the relief afforded iz even much less durable
than that obtained in strieture of the urethra; the patient
should therefore be warned never to be long without
having the bougie passed, and certainly directly any of his
old symptoms recur, at once to obtain treatment. If this
advice be acted upon, but little fear need be entertained of
permanent dangerous relapse.

The only treatment likely to be of any use in bad
uleeration, stricture, and fistula, is linear rectotomy, as
first practised by Professor Verneuil.

I have performed this operation many times, but always
with the knife, never with the écraseur and galvanic
cautery as he has recommended. The whole stricture
must be divided from its upper edge down to the coceyx,
and through its entire depth, the essence of the operation
being that all the coats of the bowel, sound or otherwise,
including the sphineters, should be divided from the upper
level of the stricture downwards. Thus a deep drain is

made, from which all discharges freely flow, and as it heals

up, the ulceration ceases, and the stricture is sometimes
cured. The patient being in lithotomy position, what I do
is simply to pass my finger through the stricture; I then
introduce a long straight knife along my finger, and when
the point is fully above the stricture I cut firmly down right
through it in its whole depth, even to the sacrum if neces-
sary, and bring the knife out at the tip of the coceyx. If you
keep the median line the bleeding is but trifling, and the
whole of the diseased structure will have been ::l.lL.thmugh.

8 2

Rectotomy
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So rapidly beneficial is this operation, that in forty-
eight hours I have often geen night-sweats arrested, and a
patient who seemed about to die rally and eat and drink,
and get well from that moment; morbific discharges,
instead of being absorbed, run out, and the patient is not
poisoned. The wound should be well syringed, and the
parts kept perfectly clean. I always use dry absorbent
cotton-wadding as the dressing, and I only want my patient
washed at most twice in the day ; too frequent use of any
fluid, carbolised or not, soddens and weakens the granula-
tions ; if you want these cases to do well, dry dressings
are those I advise you to employ.

Many of these patients have done well, and I have had
permanent cures; but others have failed, and I have seen
a return after even three or four years. In the after-treat-
ment I often place a tube in the wound, keeping it in at
night, which tends to prevent contraction.

There are no maladies more baffling to the surgeon
than ulcerations and strictures of the reectum, and, as I
have before said, they are often quite incurable, and nothing
affords relief save colotomy. This operation, however,
though doubtless it may prolong life, should not be resorted
to without due consideration.

Colotomy The question as to whether inguinal or lumbar colotomy
is the better operation, and the methods of performing
them, will be fully diseussed in their respective chapters.

Recapitu- - To sum up, all simple strictures should be treated by

Jahan gradual dilatation with bougies; if they are very resilient
glight incisions may be made through the stricture.
Strictures complicated by ulceration, at first should be
treated by bougies ; but this failing, linear rectotomy affords
the best hope of relief.

In extremely severe cases of stricture and ulceration
combined with fistula, in which linear rectotomy has been
of no avail, colotomy should be performed.
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CHAPTER XXIIL.

ONE HUNDRED CASES OF ULCERATION AND OF STRICTURE OF
THE RECTUM, WITH A DISCUSSION A8 TO THE RELATIVE
FREQUENCY OF THE SYPHILITIO AND OTHER CAUSES OF
THESE DISEABES.

Tae following table of seventy cases which have been under
my care at St. Mark's Hospital exhibits, I think, many
points worthy of consideration. 1 have ecollected these
-cases of stricture and uleeration, and deseribed them
separately in this chapter, so that they should not in any
way interfere with the question of treatment referred to in

the two preceding chapters.

ol s s | Comsitiivnst | Sty andwlecmtln, - ompllcatisne i
1|27 | F. |Yes, tertiary |Stricture 2 inches up ; | Fistula ; mucous tuber-
ulcerationabove and| cles: primary infec-

below tion 5 years since.

2 | 45 | F. |Yes, nodes Ulceration from anus ; | Sores on labia : fistula;

stricture 2 inches primary symptoms 5
Years ago.

3 | 89 | F. |Severe cons.|Stricture impermeable | Recto-vaginal fistula ;
syphilis high up colotomy ; lived 18

months.

4 | 30 | ¥. |No history or | Severe ulceration and|No complication; out-
appearance | stricture 2 inches| side parts normal.

from anus

3| 20 | F. |No syphilis; Small uleer; stricture|Outward parts quite
struma 1} inch; ulceration| mnormal; hymen pre-

above stricture sent; nunder treat-
ment 8 years; died,
exhaunstion.

6 | 26 | F. |Cons. syph.;|Stricture 1} inch ; hy-| Ulceration very high ;
nodes on| pertrophyofnymphm| colotomy; lived over
forehead B years.

7| 86 | F. | No history of | Stricture 2 inches ; ul- | Fistule in all diree-
syphilis ceration high up tions, from which

great  induration ;
colotomy ; success.

Table of
Cases
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8 | 44 | F. |Cons. syph. (8| Stricture 3 inches long|No complications; co-
years) 4 inch from anus lotomy successiul.

9 | 37 | F. |No symptoms | Extensive ulceration ;| Attempted colotomy
of syph.nor| twostrietureshighup| (right side); death
history 56 hours.

10 | 25 | F. | Syphilis well- | Strieture 1} inch from |Large flaps of skin out-
marked anus ; uleeration| side, and fistula.

above and below:
hardness

11 | 21 | F. | Ditto Stricture 2 inches from | Recto-vaginal fistula ;
anus ; severe ulcera-| syphilis 7 years at
tion least.

12 | 28 | F. |Probably. Stricture just within|Recto-vaginal fistula ;
Sore-throat| reach of finger; no| anus not affected.
now uleeration between

anus and stricture

13 | 34 | F. |No symptoms | Stricture two inches;|Fistula; no disease of
or historyof| much ulceration Anus; cAme on Aas
syphilis abscess.

14 | 28 | F. |Cons. syph. |Btricture 1} inch from | Anus normal : syphilis
anus ; ulceration| 12 years; had treat-
above ment.

15 | 87 | F. |No symptoms | Stricture 2} inches;|Fistula both gides of

or history bad uleeration above| anus; large flaps of
and below stricture hypertrophic skin ;
discharging.

16 | 36 | F. |No symptoms | Stricture 1} inch; ul-|Large fibroid polypus;
or history ceration near anus ensy cure.

17 | 84 | F. |Cons. syph. |Btricture 14 inch; ul-|Dorsal fistula; anus
ceration deep above| mnormal; syphilis 18
and below stricture mos. ; rashsealy, and

uleeration ontongue.

18 | 29 | F. |None Simple stricture 2|No internal complica-
inches from anus:| tion; division and
much induration but| lasting cure.
no uleeration

19 | 40 | F. |Cons. syph. |Ulceration commenc-|Anus natural; good re-
inglinchaboveanus,| sulf.
stricture 2 inches

20 | 20 | F. |Ditto Tight  stricture 2 |Mucous tubercles; hy-
inches ; ulceration pertrophied  nym-

phee.

21 | 80 | F. |No history of | Very little stricture 2|Verrucm; no sores;
syph. inches ; superficial| speedy cure.

nleeration 3

92 | 42 | F. |Syphilis well- |Stricture 1 inch up;|Fistula; great indura-
marked ulcerationsevere and| tion and swollen

deep lumps around anus.

23 | 28 | F. |None Annularcord-like strie- | No complication ; cure.
ture 2 inches ; ulcer-
ation near anus ! i

24 | 89 | F. |Cons. syph. |Stricture 1} inch from | Largesuperficial sorein

perineum, extending
into anus ; fistula.




cH, xxn1. CASES OF STRICTURE AND ULCERATION 263
and nl tion mplications and

No. | Age | Sex S’;}?ﬂi&lﬂﬂ:ﬂ stﬂut:vuﬂhm fnu.nn:im } Eﬂﬂ'!l‘ﬂﬂmt-iﬂllﬂ

35 | 24 | F. |Hone Stricture 2  inches|Recto-vaginal fistula,
dense and long: ul-| commenced  after
ceration severe childbirth ; colo-

fomy, success.

26 | 53 | F. |Cons, syph. |Stricture tight; no|Fistulain ano;syphilis
ulceration above or| 5 years.
below

27 | 27 | F. |None Stricture just inside|No eomplication.
anus ; no uleeration
cure by incizion and
dilatation

28 | 25 | F. |Cons. syph. |Stricture 2 inchesfrom | Syphilitic rash and
anus; ulceration be-| sores; Y9 years of
low and above syphilis.

29 | 33 | F. |None Btricture 2 inches from | Fistula in ano; been
anus ; ulceration se-| operatedupon several
vere times.

30 | 22 | F. |None Stricture annular, 1}|Procidentia recti; a
inchesup; uleeration| curiousease, it comes
severe through the contrac-

tion.

31| 28 | F. |Cons. syph. |Stricture severe and|Several large external
long, commencing 1| growths and three
inch fromanus ; deep| fistulous sinuses.
and extensiveulcera-
tion

32 | 31 | F. |None Stricture1} inch; much | Outward parts normal ;
soft uleeration died; gradual ex-

haustion.

33 | 50 | F. |None Stricture 2 inches up ; | No complication.
ulceration above and
below

34 | 37 | F. |Cons, syph. |Stricture } inch from|Rupia, fistula in ano;
anus; uleerationhigh| 10 years syphilis.
up

35 | 22 | F. |None Stricture 2% inches up; | Hemorrhoids.
ulceration above and
below

36 | 13 | F. |None Stricture about 2inches | Fissure and polypus.
up; little uleeration

47 | 28 | F. |Cons. syph. |Btricture 2 inches up; |No complication: 10
ulceration above and| years syphilis
below

38 | 25 | F. |Ditto Stricture 1} inches up ; | Fistula through labia
ulcerationabove and| and into  anus;
below growths.

49 | 33 | F. |Doubtful ; no|Stricture just within|Fistula in ano; recto-
history or| reach ;ulcerationbe-| vaginal fistula.
symptoms low

40 | 37 | F. |Cons. syph. |Stricture 2 inches ; se-| Fistula ; growths: eco-
vers nleeration lotomy ; success.

41 | 27 | F. |None Stricture annular, 3|None; cured by ineision
inches up : severe ul-|  and dilatation.

ceration




264 DISEASES OF THE RECTUM CH. XXIII.
L B R el PR e g e
42 | 37 | F. |Cons. syph. |Stricture 1% inch up;|Huge outside growths

verysevereulceration| andlabialfistula; co-
lotomy ; success.

43 | 27 None Striecture 1 inch up ; | None, cured by division
superficial uleeration | and dilatation,

44 | 30 Cons. syph. |Stricture 2 inches up; Recto-vaginal fistula.
uleeration slight

45 | 26 | F. |None Stricture 1} inch up; Club-shaped growths
severe, deep ulcera-| outside around anus.
tion

46 | 25 | I, |Cons. syph. |Btricture 2 inches up : | Fistula in ano.
uleeration above and
below

47 | 356 | F. |None Ulceration so that the | The nterus could not be
o8 and cervix uteri| returned:; she men-
came throogh into| struated through the
the rectum rectum.

48 | 22 | F. |Cons. syph. |Impermeable stricture |Constipation 3 weeks;
2 inches up colotomy ; success.

49 | 30 | F. |Very doubtful | Stricture 2 inches up ; |None
not much uleeration

50 | 30 | F. |Cons. syph. |Btrieture high up; ul-|Fistula and ountside
ceration gevere growths; syphilis 5

or 6 years.

51 | 25 | F. |None Btricture 2 inches; ul-|Internal fistula: bur-
ceration slight rowing up under

stricture.

52 | 24 Cons. syph. |Stricture 1 inch up; Fistula; growths; ru-
uleeration severe pial rash.

58 | 28 | F. |Ditto Strieture 2 inches up:|Fistula; very recent
uleeration onlyabove| stricture, only no-
the strieture ticed 6 months; in-

durated  sores on
nympha.

54 | 18 | F. |Ditto Strieture 1} inch; no|Verrucs;labialabscess.
ulceration at all

55 | 26 | F. |Ditto Stricture 2} inches up; | Hemorrhoids and fis-
ulceration severe| tula.
above and below

56 | 32 | F. |Ditto Stricture very high,|Fistula, several si-
only just to be felt;| nuses; colotomy;
ulceration very deep| success.

67 | 22 | F. |None Stricture 14 inch up;|Disease of uterus.
very little ulceration

58 | 29 | F. |None Stricture 8 inches up ;| Fistula and fissure.
uleeration below
slight

50 | 62 | F. |None Strieture 1 inch up ;|Four fistole around
ulceration above anus, one perforating

the vaginal wall.

G0 | 47 | F. |None Stricture only just to be| Fistula in ano; com-
felt: nlcerationbelow| plete opening below

gtrioture.

61 | 50 | M. |Cons. syph. |Strieture 8 inches from | Numerous __ﬁutulm;
anus; much ulcera-| great debility ; went

| tion home and died.

i
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Stk Complications and

o g s | Gttt | siezpomaiogmuion, | Conplonin,

62 | 53 | M. | Ditto Stricture two inches|Several hard ulcerated
above anus; ulcera-| growths; very badly
tion from anus syphilised, 5 years.

63 | 40 | M. |None Strieture 3 inches;|Bad fistula, fecal mat-
ulceration all around | ter passing through;
rectum colotomy (alive 8

vears after opera-
tion).

64 | 34 | M. |Cons. syph. |Stricturelinch;nlcera- | Ulceration down to
tion above and below| anus; fistula in ano.

65 | 26 | M. | Ditto Stricture 1} inch; uleer- | Stricture almost 1m-
ation severe above passable ; colotomy

(alive 10 years after
operation).

66 | 38 | M. | Ditto Strieture 2 inches ; ul- | Two fistulous sinuses;
ceration severe bad condition.

67 | 29 | M. |None Stricture 1 inch, annu- | Phthisical ; anus lost
lar; slight ulceration| all power.

68 | 19 | M. |Cons. syph. |No stricture ;  all| Phthisis combined with
slonghed away syphilis had played

havoe with him.

69 | 80 | M. | None Strieture  extending | Thought to be cancer,
from anus 3 inches| but dilatation and
up, very hard small doses of mer-

cury cured him.

70 | 50 | M. |None Annular stricture 2| Anus normal; speedy
inchesup ; notsevera| cure by division and
ulceration dilatation.

We may briefly call attention to some important points Syphilis as
in the above table. In seventy patients, sixty were females * *"**
and ten males, a large predominance of the former, but
not so great as has been given by some authors. Now,
you will find on examining the table that thirty-five had
suffered from undeniable constitutional syphilis, while five
had some symptoms, but not decisive, of ever having had
the diaeﬂ,ge, g0 I think this number should be deducted
from the whole number seventy, before we consider the
statistics of the rest, viz. sixty-five, and we find thirty-five |
were most undoubtedly syphilitic, and thirty as undoubtedly
never had contracted syphilis, and many never any venereal
digease.

The males, though small in number, are worthy of a
moment’s congideration ; of the ten males, six had suffered
from some form of gyphilis ; but four had not, and there



266 DISEASES OF THE RECTUM CH. XXIIL

was great probability that they had not been affected by
any syphilis : they denied any venereal taint, and I think
from the way they spoke, and the desire they had not to
deceive me (as I made it a matter of great importance to
them as regards treatment that they should tell me the
truth), I felt bound to believe them.

Ten of my cases were subjected to colotomy in the
lumbar region, and for the most part did well, and I believe
several are still alive. Two of the women have married
since the operation.

Deserip- Of the 30 patients who had never been syphilised, it

;;”mnlﬁf was possible that many more, but highly probable that 13,

Bis had never had any venereal affection whatever. Inocula-
tion in all these cases proved abortive, either there being
no result, or only a small evanescent pimple appearing.

The cases here mentioned are :—

No. 5. Observed for eight years, died of exhaustion;
would not submit to colotomy.

No. 7. Colotomy performed with success, all ulcers
healing ; this patient has been more than seven years in
good health.

No. 16. Had large fibroid polypus with stricture and
ulceration ; removal of polypus and dilatation with ineision
effected a cure.

No. 18. Division effected a permanent cure.

No. 25. Colotomy effected cure, patient watehed for
years and found well; eventually, all the strictures being
cured, the wound in the loin was closed.

No. 29. Division of fistula and dilatation of sfricture
effected a cure.

No. 86. Fissure and pulypus with uleeration and strie-
ture ; operation, subsequent dilatation ; cured, some months
after found well.

No. 43. Stricture and ulceration cured by incision and
dilatation.

No. 57. Digease of uterus, enlargement of fundus, retro-
version, Hodge, dilatation, cure.

No. 59. Stricture and fistula, ulceration, careful division
of fistula and stricture, cure permanent.

.
_
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No. 67. Male, annular stricture and uleeration, phthisis,
relief.

No. 69. Stricture very long and hard, gradual dilatation
of stricture, cure, and no relapse.

No. 70. Annular stricture high up, incision and dilata-
tion of stricture, cure.

With regard to inoculation, I performed it on many
patients in whom severe constitutional symptoms of syphilis
with outside growths existed, and never got a true chan-
eroid as the result; I noticed many small pimples and
sores which healed in a few days, but never a typiecal soft
chanere ; I therefore certainly did not inoculate from a soft
sore.

I know many of these patients died after years of treat-
ment, numbers of them being admitted and readmitted into
the hospital. They die either of some intervening acute
disease, obstruetion in the bowel, or gradually undermined
and broken-down health ; the workhouse infirmary often
sees their end, which may be very rapid. In sixteen cases
I performed Verneuil’s operation of linear rectotomy.

Many cases were treated by dilatation, assisted, in some
instances, by small incisions; great care and pains are
required in the treatment by dilatation, but it may be satis-
factory, and I will relate some cases in which it was emi-
nently so. Stricture of the rectum, however, is a disease
infinitely more uncertain, more prone to relapse, and more
difficult to treat than stricture of the urethra. In some few
cases, immenge good resulted from the administration of
iodide of potassium and mercury ; but, on the other hand,
often when it was expected to benefit, no curative result
followed. On the whole, therefore, I place but little faith
in speeifics.

I think it is very advantageous to compare the results
of our hospital with our private practice, so different are the
patients in many respects—their habits, the food they take,
the houses they inhabit, their cleanliness, sobriety, the
comparatively early stage of the malady at which they seek
good advice—that one often finds the success in private
practice so much greater as fo be really astonishing. I shall

Treatment
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p.rncead as shortly as I can, consistent with elearness, to
give the heads of cases treated in private by me during

some years. Time prevents my pushing my researches
further back than the beginning of 1876.

_GASE. 1.—Female, married, 87. No children, no miscarriages;
stricture about three inches up the rectum; ulceration both below and
above it ; no history of syphilis at all; never had any sores nor dis-
charge more than a little whites; has no pain except such as arises
from straining and frequent desire to visit the closet. The husband, per-
fectly willing to clear up the question, examined: Never had syphilis,
but had gonorrhcea, but not since his marriage eight years Ag0; never
had any soft sore or enlarged gland in the groin. No scars on penis
or in groin. The disease his wife suffered from was complained of
I_!-bnut five years ago; has had advice and bougies passed. I thought
1t advisable to divide the stricture in several places, and kept in a tube
at night. Various plans of treatment were employed, with the result
of a eure in nine months; good reason to believe she continues well.

Case 2.—Female, married, 27. Had children and misecarriages ; at
her last two confinements children alive and appear well. Husband
eontracted syphilis since his marriage, secondaries followed, and his
wife, then enceinte, became syphilitic; child died a few weeks after
birth; it seemed healthy but feeble. She was treated then by her
medical man for secondary syphilis. Uleeration and stricture two
inches from anus; no symptoms of syphilis now. She suffers much
from the bowel. Careful dilatation and treatment of uleeration made
her quite comfortable, but I feel sure to this day she is not quite well.
Seen with Dr. Smith, of Blackfriars.

Case 3.—Female, married, 80. Constitutional syphilis, aequired
from the husband. No miscarriages, but two children had syphilis;
were treated and are now living. Bzamination.—Almost impassable
stricture, obstruetion so great that I performed colotomy, the late Mr.
T. Carr Jackson assisting me; result good, but continued discharge
from the rectum and the stricture very tight. I have been seeing this
patient oceasionally for years. The husband, a dissipated man, has
had all kinds of venereal disorders.

(Case 4—Female, married, 48. No constitutional syphilis, and has
never had any symptoms. Husband healthy, and says never had any
venereal affection of any kind ; married very young, his wife being not
nineteen. Bldest child eighteen, and all family healthy. Ezamina-
tion.—Stricture and some ulceration two and a-half inches from anus
good deal of pain and straining. Slight division and careful dilatation
effected a cure in five months, I am informed that this patient has
continued well since.
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Case 5.—Female, married, 88. No symptoms of constitutional
syphilis; has healthy children; very painful annular stricture near
anus; some swollen flaps of kin extrude ; ulceration extending for an
inch and a-half upwards. The husband confesses to syphilis, but
considered himself as quite well years before his marriage has no
gymptoms now ; division of the stricture; blne cintment with opium
to ulceration and careful dilatation cured her in about two years. 1
have not heard of any relapse.

CasE 6.—Female, married, 87. Strieture and uleeration rather
gevere ; stricture one and a-half inches from anus; suffers much; has
dimness of vision which I found to be eaused by iritis ; has syphilitic
rash ; rupial; is very eachectic and feeble ; one child nine years old
gquite healthy. Her husband was under my care about twelve years
ago for indurated sore; moderate mercurial treatment for six months ;
all symptoms gone, and left off medicine. Seen again after nine
months with secondary rash, rather scaly, and sore-throat; mercurial
treatment again, hydr. cum cret. at bedtime, and blue ointment be-
tween the toes; very soon well, and would not tale any more medieine.
Came to me four years after to consult me about the propriety of
marrying. On careful examination T could find no evidence of syphilis,
so thought he was justified in doing what he liked. He, soon after I
saw him, married, and the only child, born fifteen months after mar-
riage, was healthy, and has continued go. To return to the wife, three
years after her marriage she had a rash and sore-throat. She was
treated by her medical attendant with iodide of potassinm, and she
quickly recovered; the husband during this time had flying attacks of
syphilis, for which he saw me two or three times, but took by his own
prescription iodide of potassium and sarsaparilla. This went on until
the wife, having severe bowel symptoms, was sent to me. The treat-
ment consisted of mercury and iron; the stricture was a little dilated,
and she was sent to the sea-side; great improvement took place in
general health, the iritis got rapidly well, and the stricture was much
modified by gentle dilatation; the ulceration also healed in great
measure, 8o that she suffered but little, and the bowels acted only about
twice in the day. The husband denied any fresh infeetion since his
marriage; slight erops of secondary character were frequent, and he
on one oceagion had an indurated crack at the orifice of the urethra.
The wife eventually was quite cured. I have related the above some-

what in detail, as one has rarely so good an opportunity of watching
such a case so long.

Case 7.—Female, 86, married many years. Sent me by Dr. Play-
fair. Husband says never had syphilis; no symptoms in his wife.
Stricture two and a-half inches from anus; slight ulceration; a very
feeble woman; never any children; tendency to lung affection.
Phthisis in family; has from soon after marriage suffered from in-
flamnmation of the uterus, and has now a fibroid in its posterior wall.
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Has a very spasmodically contracted sphineter, and the stricture is
long, so that one cannot feel the extent of it ; despite all treatment this
case went on to total obstruction, and colotomy was performed. The
case did well ; duration of stricture at least ten Years.

‘ Case 8.—Female, married, ®t. 45, no children. No history at any
time of syphilis. Sent me by the late Mr. Burton, of Blackheath.
Stricture and slight ulceration three inches up from anus; no symp-
tom of present or past syphilis in patient or husband; great relief in
six months; treatment by dilatation and mercurial ointment. This
patient remains well.

Case 9.—Female, ®t, 50. This lady came from Philadelphia to be
under my care. History very doubtful, but has had many and healthy
children, and several difficult labours; no' deaths; no miscarriages;
children nearly grown up. Very bad stricture and uleeration ; linear
rectotomy in the median line; tubes kept in for weeks; eventually a
very perfect cure ; stayed six months in England, and went away with-
out any tendemey to contraction. I heard from this patient a fow
years after she left my care; she continued perfectly well.

Case 10.—Female, married, ®mt. 87. No family, the wife of a
medical man. Strieture near anus, uleeration, swollen tags of skin,
ichorous discharge. The husband had a hard sore and secondary
symptoms not long before marriage, and knew he had affected his wife,
whom he treated from tune to time. Now, after an interval of about
seven years, the first symptom appeared in his wife, the husband at
the same time showing muecous sores on the lip and anus. Treated
for a long time by specifics and local treatment, including division of
the stricture, but only with relief, maintained by constantly wearing
a tube. No permanent cure, I fear, will be effected.

Casg 11.—Female, married, ®t. 29. Severe ulceration; stricture
two inches up the rectum; recto-vaginal fistula. Husband, a dissi-
pated man, confesses to have had syphilis and gonorrhcea many times.
The wife had tertiary sores on legs; mucous papules ; nodes on head ;
very cachectic and feeble. Small doses of mercury were given twice in
the day, with iodide of potassinm and arsenic with decoction of cin-
chona ; good diet and fresh air soon restored her health, and attention
was bestowed on the stricture; it was divided in several places very
lightly and a tube worn, but the tenderness defeated all the treatment,
she could not retain anything. Suppositories or sedative injections
were at once returned and pain was increased. Her health again
broke down, and as a last resource colotomy was performed, but she
lived only three months; relieved from pain, but never rallied.

Case 12.—Female, married, mt. 60 (widow). Stricture a little way
up the bowel, one and a-half inches; slight uleeration. H:ﬂ-E many
children grown up healthy; only for a few years suffered discharge;
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frequent going to stool and general decline of health. Sent me by
Mr. Sloman, of Farnham. Division and dilatation of strieture; mer-
eurial and opiate treatment of the uleeration; wearing a tube at night
effected a great improvement ; in faet, I think there 1s every reason
to hope for a cure. I have since heard this lady is well.

Case 13.—Female, unmarried, =t. 55. Sent me by the late Dr
Lockhart Clarke. TFor many years has suffered from difficulty in the
bowels. FEzamination.—Long and tight stricture two inches from
anus; very little uleceration, but considerable roughness nearer the
anus, evidently the scars of old uleceration; the index finger could be
passed through the stricture after some pressure. The history of the
past showed that she had suffered much in the rectum, pain, bleeding,
discharge of mucus and constipation, alternating with diarrheea. Had
consulted many physicians, and taken enormous quantities of medi-
cing, laxative and tonic; she had taken great care of herself, lying
up much. Extreme caution in diet, living almost solely on fish, vege-
tables, and fruit. She says, on the whole, constitutionally she is better,
but inereasing difficulty in obtaining relief brought her to me. The
case I considered one very amenable to treatment by dilatation and
keeping in the tube at night. This I adopted, and in three months
she was better than she had been for many years. This nleeration
and stricture, I have no doubt from the history, arose from inflamed,
and perhaps suppurating, hemorrhoids, the submucons tissue got af-
fected, and uleeration and stricture resulted. There was no appear-
ance of any tuberculous tendency, and certainly no syphilis, acquired
or hereditary. I cannot see why in many cases a similar condition
may not result from constipation and inflammation,

Case 14.—Female, married, mt. 84. Attended with Mr. Seymour
Haden. Stricture for long time; seen by Mr. Haden one month ago,
when the obstruction was almost total, and she had constant vomiting.
Mr. Haden got a tube through and relieved the obstruction. No
history of syphilis or struma in the patient or husband; the question
of syphilis in my own mind was quite settled in the negative. I at-
tended this patient for some time and she much improved. Her hus-
band was a chemist, and with a little teaching became quite skilful in
passing the bougie. I lost sight of the patient, and do not know the
ultimate result. My opinion was that the cause of the stricture was
very severe labours and long pressure of the child’'s head. It is not
uncommon for women to connect their bowel trouble with a bad or
instrumental labour. Although I should not consider this a common

canse of nleeration and stricture, it ought not to be left out of our
consideration.

Case 16.—Female, unmarried, wt. 27. Seen by me in conjunction
with Mr. Aikin, and afterwards with Sir James Paget. Had been
operated upon for fistula, and ulceration followed, severe in character .



2732 DISEASES OF THE RECTUM CH. XXIII.

got better and worse. Brighton air did her go much service that a
happy result was anticipated ; but, however, she fell back again. When
I saw her with Mr. Aikin the sphineters were quite ulcerated away;
with great difficulty the finger could be got through a stricture two
inches up the bowel. The history led me to conclude that the disease
was tubercular; I advised immediate colotomy. I did not see this
patient until four months later, when she was much worse ; abscesses
had formed in the groin, and a communication was established be-
tween the vagina and rectum ; her condition was so deplorable that an
operation was undertaken only as a means of relief by turning aside
the fieces. With the sanction of Sir James Paget and Mr. Aikin
I performed colotomy. After the operation I pointed out that the
uleeration could be detected from the aperture in loin by passing the
finger towards the rectum. Her history from this period was, some
temporary arrest of the uleeration, but this did not last long, and soon
it could be seen on the bowel in the lumbar opening. Abscesses
formed 1n all directions, and burst or were opened in several places, so
that the interior of the pelvis could be seen. Bhe died just three
months after the operation. To a certain extent relief was obtained,
but not so much as I think would have resulted had colotomy been
earlier undertaken. The ulceration was serpiginous in character.

Case 16.—Female, married, ®t. 84, no children. Was seen by me
in consultation with Dr. T. B. Crosby. She was suffering, and had been
for years, from tertiary syphilis, necrosis in the tibie having taken
place; had not undergone anti-syphilitic treatment for lengthened
periods. There was ulceration and tight stricture in the bowel; the
urethra was nleerated through in nearly its whole length, so that in-
continence of urine resulted ; some communication had taken place
between the bowel and the bladder, as wind freely passed on her
making water or on introducing a catheter. Treatment was under-
taken by passing a bougie, keeping the bladder empty, and her con-
stitutional powers were much improved by small doses of mercury
and tonics. Result of treatment nugatory as regards the incontin-

ence of urine,

Casg 17.—Female, married, ®t. 47, no children. Seen with the late
Mr. Theophilus Taylor. Syphilis undoubted, tertiary sears being present ;
uleeration of rectum and strieture ; very much discharge; great pain,
straining, and constant desire to go to stool ; constitution very much
undermined. The strieture was so tight that division was made in
dorsal median line, and bougies soon after introduced. Tonies (iron
and mereury in very small doses) were administered ; after long treat-
ment great improvement took place. The wound healed and the
ulceration was very slight, so that the discharge became almost nil,
and was mueous rather than purnlent. She was instructed to pass the
hougie (very short one) herself; she could safely do this, as the stric-
ture was not very high up. When last seen was wonderfully improved,
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but had incontinence of ficees if at all fluid. Still, the comfort she had
derived from treatment was most marked and satisfactory to her as
well as to her medical attendants.

Case 18.—Female, married, ®t. 42. Three children, very healthy.
Sent me by the late Dr. Herbert Davies. Suffered for a long time with
constipation and straining at stool; no evacuation obtained without
medicine or enemata; rather thin, but not unhealthy-looking; no
miscarriages; no history or appearance of syphilis. Ezamination.
—Found tight, annular stricture one and a-half inches from anus;
ulceration below the stricture as well as slightly above; some swollen
outside skin, not discharging. The stricture proved very dilatable, so
the use of the bougie enlarged it much in about three weeks, and she
was then more comfortable than she had been for years. The ulcera-
tion also got better by the use of a bismuth, morphia, and pitch oint-
ment. In fact, so much better was this patient at the end of two
months that she has not visited me since.

Case 19,—Female, widow, ®mt. 59. Sent me by Mr. Pinching, of
Gravesend. Long troubled with her bowels; never passes formed
motions, always in small broken pieces with blood and slime on them;
has been getting thinner, but says her health is fair, and if she was
comfortable in her bowels would be quite well. Ezamination.—Strie-
ture tight, .e. could only get forefinger through, and this cansed much
pain ; the edge of the stricture was ulcerated ; many years ago had
been operated on for piles at a London hospital ; she was in poor eir-
cumstances then ; from that day never had perfect comfort in the use
of her bowels. I slightly divided the stricture and introduced bougies
gradually increasing in size, and by the application of cintments the-
ulceration gradually got better, so that she could sleep all night with a
bougie in the strieture. In three months she was quite well ; no trace
of stricture could be felt, but corrugations and roughness, showing the
healing of the uleeration, remained. 1 saw this patient more than a
year after the treatment, and she continued quite well. I have no

doubt this stricture and ulceration was the result of the operation on
the piles.

Case 20.—Matilda G——. Female, married woman, 28 years
of age. Bome years ago she was a patient of mine with stricture
and ulceration. She went on tolerably well, and continued so for
about four years; she then began to suffer much ; had constant pain
and discharge from the bowels ; she either had constipation or diarrheea.
There was entire incontinence of fces. The straining and bearing
down were very distressing; her aspect was worn and sallow ; she was
not very emaciated ; there was no evidence of syphilis or consumption,
On examination a large, ragged, deep hole was seen instead of an
anns; 1t was surrounded by swollen flaps of skin, two of which were
perforated by fistule ; the hole measured about two inches each way,

I
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and there was not a vestige of sphincter musecle left. On introducing
the finger into the bowel, it was found quite blocked up by contraction
and thickening ; only a very small aperture could be felt, but into this
the end of the finger could not be passed. Chloroform being given, she
strained down so wviolently that the strictured portion of the howel
was forced outside, so that the uleeration and stricture eould be
plainly seen. The aperture was not larger than a No. 10 male catheter.
I saw this patient over and over again; she was always benefited by
treatment, but not eured. At length she died.

Cases, in private practice, of ulceration and stricture in males.

Case 1.—Male, t. 28. In the army. Had a hard sore some three
years back and was treated. After a time he suffered from pain on
defmeation, and he went to a surgeon, who said he had a syphilitie sore
and must be operated upon; but after the eutting the sore became
worse, and he came to me. I found the sore unhealed and inflamed,
and, suspecting more, I with difficulty passed my finger up the bowel,
when I found that above the sore which had been divided, there was
quite an inch of healthy mucous membrane forming a zone around
the bowel, then some more ulceration in a zone an inch in width,. He
had no other sign of syphilie but a sore throat. Mercurial ointment,
arsenic, and iron, with cod-liver oil, as he was weak and feeble, soon
made an improverment. In a fortnight a bougie could be passed, and
all healed in about eight weeks.

Case 2.—Male, mt. 40, married. Had never had syphilis, but told a
strange story—that, if he was affected, it arose from taking a Turkish
bath. Very bad ulceration extended two inches up. Stricture was
tight, and he had much pain, and got no relief unless he took large
dozes of purgatives. Linear rectotomy and twelve months’ great care
nearly cared him. I have not seen him during the year and a-half
which has elapsed since the operation, but I have heard he is not well.

Case 8.—Male, ®t. 29, unmarried. Had syphilis, and was treated
by Ricord, of Paris, for eighteen months, and thought himself quite well ;
had lost all rash and symptoms for months, and then discontinued
his medicines. About six months after he experienced pain and
straining on defecation, As he was coming to England he was recom-
mended to me. On examination I found just inside the anus ulcera-
tion, with strieture, very painful to touch; he could not bear the
bongie. The nse of an ointment compoged of bismuth, blue cintment,
and opium soon relieved the pain, and I was enabled to dilate, ia.nd he
kept bougies in. This patient had never had soft sores in his hfei nor
even gonorrheea. He was not a strumonus, nor in any way & delicate
man. The ecase ended favourably, showing the desirability of early
treatment.

e s,
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Oase 4.—Male, ®t. 28, unmarried, a native of India studying medi-
cine in this country. Had suffered from dysentery and diarrhcea fre-
quently, but not severely, in his own country. Had been in England
two years and no severs attack—in fact, much better here than abroad.
About one month ago felt pain on defecation, but took a little laxative,
and found himself better; but still straining was frequent, with mucus
and occasional blood. He came to me; he was a small, thin, agile man
of more than average intellizence. Examination.—Ifound three inches
from anus a stricture through which only a small bougie would pasa.
Injections of opium and starch in very small quantities relieved the
pain, and allowed me to increase the size of the bougie. The stricture
proved very amenable, and he was soon restored to perfect comfort,
and his health improved. I advised the continuance of the short small

-

bougie.

Case 5—Male, unmarried, but who intended to be married, came to
me about an uneasy sensation in the rectum, frequent diarrheea, and
straining ; occasionally mucus passed in abundance; was treated for
syphilis with mercury in various forms by one of our best surgeons ;
now felt himself quite well. Ezxamination.—Stricture an inch and a-
half from anus, above the stricture ulceration. The stricture was hard,
but the uleeration very soft. Had no other venereal affection since the
gsore. Health fair. I found it, after a time, necessary to divide the
stricture freely; then the ulceration, by treatment—topical chiefly—
rapidly improved, and after nine months he was fairly well. During
my treatment I sent him to Aix-la-Chapelle, as he had a return of
syphilitic sore-throat and rash, to be under the care of Dr. Brandish
and undergo baths and mercurial inunction. He came back without
any rash, and with his health greatly improved. The ulceration had

then not healed, but soon after he got quite well, and, I think, remains
sound.

Case 6.—Male, single, ®t. 47, retired captain in the army. Very
bad stricture and ulceration ; feeble and much worn and emaciated ;
says never had any venereal affection whatever, and as he had no
reason for deceiving me, and I could find no trace of syphilis anywhere,
I believed him. For some years he had this affection, and when in
the army in Indin he was treated with bougies, but with very slight
advantage. No history of phthisis in his family. Suffered very much.
A careful course of bougies, keeping them in when he could bear them,
a little division of the strictures (for there were two) in several places,
gradually got him into a state of comfort, but cure seemed hopeless.
He returned to me, and finding him suffering mueh I proposed colotomy,
to which he acceded. The operation proved a signal success.

Case T.—Male, single. Said to have had only soft sore, but as eopious
rash followed, I am fain to believe, although the diagnosis was made
by one of our greatest syphilographers, that an error was fallen into.

T 2
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Two years after this sore he suffered pains on defiecation and came to
me. On examination I found stricture and ulceration commenecing
one inch from the anus, which outside appeared normal. The stricture
was annular, and I divided it in several places and ecautiously dilated.
Blackwash lotion benefited the uleeration, but iodoform did most good,
and he was soon well. I advised the use of the bougie once in the
week for some months. '

Case 8.—Male, ®t. 26, lieutenant in the army. No history of syphilis
or any venereal disease whatever. Ill about nine months. Saw this
patient with Sir James Paget, who agreed with me in the opinion that
the disease was strumous. When I first saw him he had a very tight
stricture close to the anus. This I divided and dilated only to find
another stricture three inches higher up, and plentiful soft ulceration
between the two strictures. Local and general treatment failed to do
good ; avoyage of some months’ duration had a like result. When he
returned he was seen in conjunction with me by SBir William Gull,
whose opinion coincided with Sir James Paget's and my own. He
had never had dysentery nor habitual diarrheea.

Case 9.—Male, :2t. 87, married. History of soft sores under prepuce
and buboes, one suppurating. No hardness observed, and no eruption
or symptoms of constitutional syphilis known. Healthy-looking,
strong man. An interval of eight months elapsed from the cure of his
soft sores until he complained of passing blood and mueus with pain
per anuny, 'This went on for some time, and he treated it as piles,
taking laxative medicines and using lead ointment. Finding no benefit,
he was sent from the country to me. The history was given so truth-
fully that I could not doubt his words. He had no symptoms of
syphilis, but he showed me a wound in the groin where one bubo was
opened. On examining the rectum I could only just pass my finger
through the stricture, and I found ulceration above it, but no trace of
any below ; he had small external piles, but no ichorous growths. The
treatment was slight division of stricture, wearing a bougie all night,
smeared with bismuth and morphia ointment ; to keep the bowels open
by the liquorice powder (Pharm. German), to avoid all aleohol and
meat, and to live on farinaceous food and plenty of milk. Success
soon crowned this treatment, and in three months he was quite con-

valescent.

Cask 10— Male, ®t. 46, first officer in Ameriean line of steamships.
Has suffered for years in his bowels, terrible constipation, and passed
motions with blood; much pain and frequent going to stool; been
treated for piles, and always took sulphur, from which he derives con-
siderable benefit. Very strong, healthy, steady man. Never had any
venereal disease at all. Steadfastly held to this statement. Did not
mean to say that he had run no rigk, but had been fortunate. I _c!m:ld
detect no sign of syphilis, no bubo-scars, or rash, Ewamination of
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rectum.—Tight stricture an inch and a-half from the anus, and there
was ulceration above and below the stricture. I divided the strieture
and dilated, keeping in a vuleanite tube for several days. He became
so much better that at the end of three weeks he again went to sea,
using at night a small tube, which he could wear with comfort and no
danger. I saw this patient many times, and found him always better,
but a slight discharge of mueus still continued; as his constipation
was removed and he suffered no pain, he became quite satisfied with
the result. The only thing that radically benefited his constipation
after the operation and dilatation was a dinner pill, which he took
every other day, composed of extract of nux vomiea, ipecacuanha,
and compound rhubarb pill.

From a study of the history of twenty females treated,
and watched afterwards for some time, it appears that seven
had undoubted signs of constitutional syphilis, and thirteen
had neither the symptoms nor history of any form of
venereal disease; thus there was much less undeniable
syphilis in private than in hospital practice. In the non-
syphilitic patients, the uleeration was mostly tuberculous.
Two patients ascribed the disease of the bowel to many
difficult labours. I cannot see why injuries during labour
should not be a source of ulceration ending in a constrie-
tion ; in fact, I wonder we do not oftener meet with
instances in which this cause alone can be assigned. One
case resulted from an operation performed upon the rectum
long since.

In most cases, having the hushand before us to inter-
rogate and examine, we are enabled to compare his condition
with that of his wife. I am confident that in the majority
of cases the evidence of the husbands was to be depended
upon. In Case 3, which was one of the worst strictures I
ever saw, and in which I was compelled to perform colotomy,
the husband had suffered from all kinds of venereal infec-

tion. Case 6 had iritis and well-marked syphilitic rash. I

knew her husband had suffered from constitutional syphilis,
as I had treated him. The poison probably was quiescent
at the time he impregnated his wife, as the child was born
healthy and has continued so up to nine years of age.
Twenty months after the child was born, the mother suffered
from syphilis for the firgt time. The husband about that time

Question of
syphilis



278 DISEASES OF THE RECTUM CH. XXIII.

consulted me for slight flying attacks of secondary symp-
toms, and he said there had been a crack at the entrance
to the urethra, and, in my opinion, that crack inoculated
his wife ; she was not under my care, and no search was
made for any sore, and it was not until seven years after
she had become syphilised that she came to me.

A few words about the male patients, who were ten in
number : observe in private practice how many more
men in proportion to women than in hospital practice.
Three had decided constitutional syphilis. One had doubt-
ful symptoms. One had suffered from a soft sore under the
prepuce, accompanied by a suppurating bubo, and the
remainder, viz. five patients, had no syphilitic or venereal
taint. Of these, repeated dysentery was probably the cause
in one if not two. Two resulted from tuberculosis (my
opinion in these cases was sustained by Sir James Paget).
One resulted possibly from the hard life of a sailor; bad
feeding, exposure to weather, dysenteric diarrheea at times,
but usually the most intractable constipation ; his rectum
for years was constantly irritated by contracting upon hard
and dried masses of fieces. In such a case injury to the
mucous membrane could not be an unexpected event. It
is often difficult to trace the cause in a case of ulceration,
but really such conditions as I have deseribed must some-
times be either predisposing or exciting. In one case only
was I obliged to perform lumbar colotomy. In one case
also, Verneuil’s operation was done; the success, however,
was more than doubtful, as I have heard this patient is still
suffering. I have found, speaking generally, that a fair
amount of relief is more frequently attained by treatment
in men than in women. Various reasons will suggest
themselves to my readers, as conditions of the uterus,
ovaries, vagina, coitus, &c. Lastly, T would observe that
complete cures are seldom, if ever obtained, but great relief
18 not uncommon, and in favourable cases, by proper atten-
tion, the patient’s life may scarcely be shortened by the
malady. ;

On summing up my own statistics I can, in short, state
that in women forty-two out of eighty had suffered or

P S .
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were suffering from undoubted constitutional syphilis, and
in twenty males, half were in the same condition; thus, out
of the total number of one hundred patients, fifty-two (or
more than half) were syphilitic. This is a greater propor-
tion than I have seen mentioned before, but, as far as I can
ascertain, the truth is stated. What causes brought about
the ulceration, &c., in the forty-eight patients who were not
syphilitic? We have propounded some causes—yviz. tuber-
culosis (not so uncommon as generally supposed) ; dysentery
and diarrhcea, usually following prolonged residence in
tropical climates; obstinate, long-standing constipation ;
injuries to the uterus and vagina in parturition ; operations
on the rectum in persons of bad constitution; but will
these causes account for all the cases? I am obliged to
say I do not think so, and to confess in the majority of
these patients I do not know the cause, nor have I been
able to trace out any definite common state preceding the
malady. If we could answer the question why uleeration
and stricture is so much more frequent in the female than
in the male, we should possibly have a clue; but, for my
part, T cannot see that any satisfactory reply has been
given to this question, nor has it to another question : why
is epithelioma comparatively rarely found in women ?

In eonnection with this part of the subject, I must say
a few words about the view entertained by some French
authorities, and also by eminent American surgeons—viz.
that the vast majority (some say all) of cases of stricture
and ulceration, not eancerous, result from contamination
by the discharges from ©soft gores’ or ‘chancroids.” They
scarcely admit that constitutional syphilis has anything to
do with the cases I have been considering in this chapter.
When a former edition of this work appeared, I well knew
that Dr. Gosselin, of Paris, had published these views; but
I knew also that his eonclusions had been arrived at from
very few observations, that another explanation of his cases,
which I will not mention, could be readily found, and that
his theory had received but feeble support from any of his
confreres, while many of the most eminent authors on
syphilis, as Ricord, Fournier, Molliere, and others, had

Gosselin's
views



280 DISEASES OF THE RECTUM CH. XXIIL

altogether repudiated his doctrines. These I deemed to be
sufficient reasons for not discussing the views in question ;
but sinee I have received a monograph from Dr. Erskine

Mason’s  Mason, of New York, who adopts Gosselin’s views in their

FEERE entirety, I have without prejudice considered the subject,
and observed my cases from the standpoint Dr. Mason
takes, and I must state that I am not by any means
convinced by Dr. Mason, though entertaining a very high
sense of the ability and spirit with which his monograph is
written.

I think I have made it quite clear in the foregoing
pages that in both sexes the most intractable uleeration
and stricture of the rectum may arise without there being
any venereal element whatever in its causation, and I think
I am not alone in this view. It appears from Dr. Mason’s
statistics, as well as my own, that about half the patients
with ulceration and strieture ‘have, or have had’ constitu-
tional syphilis. A fair. inference is, I think, that some
forms of syphilis may cause the rectal lesion. Post-mortem
examinations have revealed, in addition to rectal uleeration,
deposits in the liver, lesions of the brain and membranes,
and diseases of bone; at least probably all these resulted
from the same cause; but I do not wish for one moment to
maintain that in every case when syphilis and ulceration
of the rectum co-exist the latter is caused only by the
former.

It is no sound argument to say that if the ulcerations of
the rectum were syphilitic they ought to yield to the usual
anti-syphilitic remedies, because it is well known that the
latest syphilitic manifestations, or the sequelee of syphilis,
are commonly not amenable to specific treatment, whether
they occur in one or other organ, and in fact the time has
passed away in which any constitutional treatment could
be expected to have much effect.

Dr. Mason says: ‘I have repeatedly noticed the anus
become contracted in women after the healing of several
simple chaneroids involving this portion of the intestine.”
I must say I have never seen such a thing myself.

How can the discharge from a soft sore get into the

S——
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anus and thence to the rectum ? By the discharge rimning
down to the anus? possibly, but I should say rarely.
Through menstruation ? more probably. By direet contact
from the male organ ? most probably. In France this
eannot be uncommon ; I trust it is not common in America.
I cannot say that in this country it is altogether unknown,
but I hope and think it is infrequent. I will make this
assertion without fear of contradiction; in the large ma-
jority of ulcerations of the rectum the disease does not
commence at the anus, but at least an inch up the bowel—
a condition, I would say, quite incompatible with the theory
of inoculation from external discharge, but in accordance
with what one might expect when the discharge was im-
planted by direct contact. Dr. Mason’s own statisties bear
out my statement as to the- usual site of the ulcerating
stricture.

Has anyone seen soft sores on any part of the body
eausing induration and contraction of tissues? do we see
this in soft sores under a long prepuce? Then, once more,
how does phaged@nic ulceration accord with contraction
and fibroid degeneration of tissue, which is one of the
essential characteristics of advanced ulceration and strie-
ture ?

Dr. Mason asserts that he has seen ¢ constriction of the
rectum follow, and that very shortly after the healing
of chancroids had taken place.’ I would ask, is this a
pathological probability ; and is the post hoc necessarily
the propter hoe in such a case ?

I shall but cite some eminent authorities on this very
interesting subject, as space is wanting for further argu-
ment and observations. Time, I am sure, will dispel all
doubt ; but at present, I think we may safely say that the
chaneroid theory does not account for the majority of stric-
tures and uleerations of the rectum.

Ricord has expressed the opinion that many cases of
stricture were caused by syphilitic deposits and uleeration.
Fournier has most positively asserted that stricture and
ulceration of the rectum were commonly caused by con-
astitutional tertiary syphilis, and most rarely by local

Ricord's,
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contamination of any kind. Lancereaux, in his book on
¢ Syphilis, Historical and Praetical,’ states that gummata
have been found in the large intestine, and although inclined
to agree with Gosselin, and regard these ‘contractions of the
rectum’ rather as venereal than syphilitie, yet would not too
exclusively adopt the theory : inasmuch as gummy deposits
are found in other parts of the intestinal canal, there is
no reason why they should not oceur in the rectum. The
English surgeons most experienced in syphilis almost
with one accord adhere to the constitutional theory, and
discard the idea of the loeal origin of uleeration and stric-
ture of the reectum. I have spoken to searcely one gentle-
man who has not given me a similar answer to my ques-
tions on this point.

Lane’s My friend and former colleague, Mr. James R. Lane,

g at my request wrote me his opinion on this subject, and 1
venture to submit that few men have had greater oppor-
tunities for studying the matter than he. Many years
Surgeon to the Hospital for Diseases of the Rectum, the
worst forms of stricture and uleeration are perfectly fami-
liar to him; for a still longer period as Surgeon to the
Female Lock Hospital, he has had an almost unbounded
field for observing every kind of sore to which the 