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32 ABDOMINAL OPERATIONS,

about three or four inches of the transverse colon, are exposed.
Over the swabs and the edges of the wound the rubber and gauze
sheets are now carefully laid, so as to isolate the operation field
completely.

The first step in the procedure of the removal of this length
of the gut consists in the loosening of the ascending colon—its
“mobilization" after the manner practised upon the duodenum

Fig. 218.—Colectomy. Removal of cecum and ascending colon. together
with a part of the ileum (Friedrich's operation). ‘The parts having been freed
the ileocolic artery is secured,

by Kocher. An incision is made along the posterior wall of the
abdomen, about one inch to the outer side of the ascending colon,
through the peritoneum. The inner edge of the peritoneum is
stripped upwards towards the middle line, the fingers, covered
with gauze, separating the parts easily. The process of gtrip-
ping is carried behind the ascending colon in all its length, until
the hand can pass beneath the colon quite to the middle line.
The ureter is to be displayed and stripped carefully so as to en-
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ABDOMINAL OPERATIONS.

The same principle has also been recently advocated by
Lockhart Mummery (‘‘Lancet,” 1908, i, 1403) and by Donald
Balfour, of Rochester, on behalf of W. J. Mayo, who has used this
method on several occasions during the last few years ("' Annals
of Surgery,” 1910, li, 229). A very useful form of rubber tube

for this purpose with one end made hard and stiff, has been intro-

Fig. 226 —Anastomosis between sigmoid and rectum. Rutherford Morison's
method (after Balfour).

duced by Lockhart Mummery. A metal one consisting of inner
and outer parts, the upper ends of which are made on the principle
of a Murphy button, may also be used.

After-treatment.—The chief point which requires attention in
the care of patients, after colectomy has been performed, is con-
cerned with the supply of fluid to them. We drink with our

large intestine, and if a great part of this, especially of the prox-
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Diagrams shewing sectional views to illustrate the mechanism of the sutur-
ing and drainage. A, Transverse section through the fistula and lavers of the
abdominal wall: B, lengitudinal section in line of the incision shewn in the
previous picture; C, result following losure of artificial anus (Coffey in Annals ot

Surgery).


































OPERATIONS UPON THE APPENDIX. 163

appendix is then held vertically by means of a clip by the as-
sistant whilst the surgeon crushes it at its junction with the
czecum in a Doyen's clamp. Re-
moving the clamp 1t will be
found that the mucosa has been
pressed away and that only a
ring of the serous coat remains.
At this point a fine ligature is
applied, and about !4 inch be-
yvond this a clip is placed. The
appendix i1s divided just distal
to the ligature; the clip prevents
-any escape from the appendix.
It is important to remove all

Fig. 258.—The crushed stump of the
: appendix to be buried,
the appendix. In cases related

by Treves, and in several upon which I have operated, a por-
tion of the appendix, a stump 34 or 1 inch in length, has been

Fig. 259 —The appendix stump is buried in the wall of the cacum

left behind by a former operator, and, owing to the presence
of a stricture at the valve of Gerlach or a calculus or con-



164 ABDOMINAL OPERATIONS.

cretion the symptoms had persisted, unaltered, after the opera-
t1o1m.

The ligature at the caecum is now buried either by a purse-
string suture or by a continuous Dupuytren suture of fine catgut—
preferably the latter. The stitch infolds about 1 inch in length
of the caecal wall; in the centre of the line of suture is the ligature,
applied at the base of the appendix. This ligature can be buried
by either a clip or a special “‘pointer,’”” which is withdrawn at
the moment the invaginating suture is being pulled tight. As

Fig. 260 —0peration complete.

a rule, it 1s desirable to put in several interrupted sutures so as to
make the sealing-off secure.

This is the operation as practised in the ordinary case.
It may have to be modified to meet altered conditions in various
cases. In one patient upon whom I operated the appendix
had become very adherent to the caecum near its junction with
the ileum. On separating the adhesions the raw surface left
behind had to be covered in by a continuous suture. As a
result, a high degree of narrowing of the ileocacal junction®















































































































































































































































































254 ABDOMINAL OPERATIONS.

was not very severe, excepting when I burnt into some of the
larger veins. Each of these, when opened, I was able instantly
to close by my left forefinger. Then, temporarily laying aside
the cautery, I passed a catgut ligature under each by means of
a Hagedorn needle, and one of my assistants tied it slowly but
firmly. Five ligatures were thus applied. Three of the veins
required ligation of both of the divided ends. The hemorrhage,
except from these large veins, was arrested by the Paquelin
cautery, except that occasionally, when I laid aside the cautery

Fig. 288.—Dr. Keen's case of carcinomatous left lobe of the liver removed by
operation (‘‘Annals of Surgery’').

to apply a ligature, temporary packing with iodoform gauze was
of great service in arresting the parenchymatous heemorrhage.
The amount of blood lost I judged to be about eight to ten ounces;
but as I feared that there might be a severe loss of blood before
I got through, as soon as I began the hepatic portion of _the
operation Dr. W. J. Roe began an intravenous saline injection,
throwing a quart of the solution into the circulation. Of
course, the surrounding tissues were well protected against the
cautery by wet aseptic gauze pads.
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ABDOAINAL OPERATIONS.

Fig. 135.—Hepatico-duodenostomy (Mayo's method).
































































SURGICAL TREATMENT OF CIRRHOSIS OF LIVER. 365

through muscles and peritoneum, then into the substance of the
spleen and brought out through the j]L'raLm‘Jf_-um near the fixed
omentum, into and through the muscles (not the skin) of the orig-
inal triangular flap, so that finally the muscles along the left
border of the vertical wound will join the muscles of the flap and
cover the spleen. Similar interrupted sutures are inserted

two fingers' breadth distance down the vertical incision. “There
will be three, four, or six of these sutures according to the size of the
spleen. These sutures are not tied at once, but left held by sus-

pended hazmostats.

g o e 3 e e 21 i ;
Fig. 350.—k. P., before operation. Shews the diztension of the abdomen  with
some venous trunks eoursing up towards the axilla (Morison),

Next the mncisions in the belly wall are closed, as in any cceli-
otomy. The sutures begin at the angle of the wound near the
gauze, and silk or heavy catgut is used. The sutures are tied as
they are inserted, except near the gauze at the top and bottom of
the spleen. The sutures near the gauze are left untied for a
few days until after the gauze has been drawn out. As the sur-
geon goes down the wound he meets and draws together and ties
separately the sutures that are in the spleen itself and are 1‘:15;-
tened to the suspended haemostat. The transverse musculo-
cutaneous wound is afterward closed as in any coeliotomy case.
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By the courtesy of my friend, Mr. Rutherford Morison, I
am enabled to give two photographs of a patient upon whom

he operated. The following are the notes of this case:

Fig. sg1.—R. P.; three and one-half years after operation. Shews the
enlargement of the epigastric vein on the right side. The line of the incision
above the umbilicus and the site of the drainage-tube below it are also seen

(Morison).

“R. P., aged fifty-two years, was admitted to the Royal
[nfirmary, Newcastle-upon-Tyne, on February 27, 1899. SIX
months before he had begun to have occasional swelling of the

abdomen, attended by a dull aching pain and swelling of the
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NEQPLASMS OF THE PANCREAS, d27

tion,”" 1910, pp. 315-327) collected 16 cases from the literature
and recorded one of his own. There were g recoveries and 8
deaths in the series; all the deaths occurred in malignant cases.
In three cases a partial resection of the pancreas was followed by
suture of the divided ends.

The following list is taken from Finney's paper.

Case I (Billroth, 1884).—Total removal of pancreas for ma-
ignant tumour of the pancreas. Recovery.

Fig. 367.—0uter surface of tumour IMalcolm's case, Roval College of Surpeons’

Museum, 2836 a).

Case II (Ruggi, 1889).—Woman, aged fifty years, tumour
size of head of an adult; adhesions separated and whole tumour
removed. Recovery. Examination showed it to be adeno.
sarcoma of the head and body of the pancreas.

l’._f.-‘n.HF: III (Terrier, 1892).—Woman, aged ffty-five vears:
tumour 1n umbilical region, slightly movable and found to be at-
tached posteriorly by pedicle, which was severed with cautery.

b W By ' fee | Fooals |
Patient died of shock the same day. Autopsy showed that tu-





















434 ABDOMINAL OPERATIONS.

“Dr. Guthrie treated the child with iron and laxatives, and
in October, 1898, he asked me to see her again. She then had
improved very much in her general condition, had quite a good
colour, and was not thinner. The tumour had increased in size,
but not to any great extent. It distended the hollow of the left
loin, pushing the lower ribs upwards and forwards, bulging the
side outwards, extending across the abdomen as far as the outer
edge of the right rectus muscle, and downwards to below the
level of the anterior superior iliac spines. The greatest girth
of the body was 233 inches a little above the level of the umbili-
cus.  On palpation the mass was smooth and elastic. It could

Fig. 368.—Cut surface of tumour.

be grasped between a hand in front of the abdomen and the other
hand behind the loin, and although it was firmly held, there
was still a slight mobility of the tumour, sufficient to make me
think that I could remove it. There were some easily felt glands
in both axille and in both groins, but they were not enlarged.
The veins over the upper part of the abdomen were distended.
No disease of the heart or lungs was detected. In view of the
greatly improved condition of the child’s general health I told
the parents that she had a tumour of the kidney and explained
that an operation would involve extreme risks. I also told them
that T knew of only three cases in which, after the successful
removal of a tumour of this kind from a child, the patient had
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survived more than a few months. On the other hand, I pointed
out that death must occur soon if nothing were done. It was
decided to accept the risks of an operation.

“0On November 4, 1808, chloroform was admimistered and
the tumour then seemed decidedly more mobile. 1 opened
the abdomen through the upper part of the left linea semilunaris,
and exposed the growth, with the splenic flexure and adjacent
portions of the colon fixed in front of it. The most convenient

Fig. 309.—Shewing portal vein distended with rrowtl

place to open the retroperitoneal space, in which the tumour
lay, was above the transverse colon, and when the peritoneum
n that .'H:nuuyuu was divided, I had no difficulty in separating
the tumour from the connective tissue in which it was looselv
embedded. Some firm adhesions to the lower end of the spleen
were separated, and the new-growth was then easilyv l:.1';|'ﬂ.':h‘. ot
of the abdominal cavity, the tail of the pancreas 1.u-it:; drageed

mt with it, ne tumour was then l.:]|:-; attached to the pan-
































































































































































































