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PTROLAPSE OF THE RECTUM, 4]

eontaining small intestine, or at all events a pouch of peri-
toneum, anteriorly, should always be borne in mind when
operative measures are undertaken,

[t is interesting to note, in reading the literature of the
subject, that some former writers denied that the muscular
coat of the reetum entered into the formation of the tumour.

Fre., 3.— A Case or ProcineEstia RECTL.

showing uleeration at the apex of the protrusion.

For instance, Copeland* makes the following statement: * In
almost every case of prolapsus ani, it is the internal mem-
brane only of the intestine which descends through the
sphincter musele. The conneetion of the external surface of
* * Observalions on the Principal Diseases of the Huu::um._:t_mi .-”-.:u:.~: 3rd Ed
1824, p. 73, F
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PROLAPSE O@F THE RECTUM. a5

these cases, although, by some authorities, it is stated to
oceur.

Control is greatly diminished, there being often none at
all in those in which the bowel is constantly protruded, the
anal orifice being extremely patulous and gaping widely when
the patient bears down. As a consequence, the bowels
act involuntarily, the patient complaining that he suffers

F1G. 5.—SHOWING THE SLIT-LIKE RELAXED CONDITION OF THE ANAL
ORIFICE AFTER REDUCTION OF THE PROCIDENTIA HAD BEEN
EFFECTED IN THE SAME PATIENT A2 IN Fio. 2.

from diarrhea. In some cases, especially in women,
frequency of micturition together with incontinence of fieces
is complained of. When the surface is ulecerated, pain of a
burning character is experienced whenever the bowels act,
and for some time after the action.











































































50 DISEABES OF THE ANUR AND RECTUM.

from fissure. The disease occurs more commonly in men
than in women, and generally during the fourth, fifth, and
sixth decades of life.

Treatinent.

This should consist in thorough scraping of the surface
with a Volkmann's spoon so as to remove all the tuberculous

Fig. 6.—A TuBeErcorous ULceEr oF THE Axo BeEoran MarGis,

tissue. The undermined edges should then be completely
removed, and the external sphincter should be divided
through the floor of the ulcer. If more than one uleer exist,
a single division of the sphincter is suffticient.
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ULOERATION. 51

After Treatment.

This consists in improving the general nutrition of the
patient by tonies, cod-liver oil, and a light nufritious diet.
Stimulating repair by touching the surface of the wound,
from time to time, with nitrate of silver or sulphate of copper
is often necessary. Should any fresh caseating nodules make

FiG. 7.—Secrion orF TdE Marcin or THE TuBercvLovs ULCER
sHowN IN Fie. 6.
Several typical giant cells are to be seen in the section.)

their appearance during the healing process, they should be
removed by seraping as soon as their presence has been
detected. These wounds usually heal slowly but, eventually,
complete cicatrization oceurs if the patient’s general nutrition
is well maintained. Whenever possible, the patient should
reside in a healthy bracing locality during the healing of the
ulecer. We have found iodoform in powder one of the best
local applications for this form of uleeration.
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- ULCERATION. 51

| scarring causes but little inconvenience. We treated two
of our cases with thorough seraping and the application of

Vienna paste. By this method we had excellent results.

-

Axarn Reciox,

S8—Luvroip ULcer or Tue

Fra.

The Finsen light, formalin, or radium may answer equally
well, but we have not had an opportunity of trying them on
lupus in this part of the body.
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ULCERATION. 71

died a few weeks after his arrival in England, nine
days after coming under our care, and before any active
treatment was adopted by us. He was greatly emaciated,
and at the post-mortem there was a marked absence of

fat throughout the greater part of the body, even in

the great omentum. In several of the cases, a permanent
stricture, usually commencing abouf an inch above the anal
orifice, has resnlted. (Fdematous folds of redundant skin
of the anal orifice are often present (see fig. 10).

Fra. 10. —IxFecTIVE ULCERATION OF THE ANUS AND RECTUOM.

Showing cedematous folds of skin in a case of infective uleceration following an
operation for fissure, in 1896, at one of the general hospitals of London. Some of
the folds on the rizht side were removed five years ago at another hospital.

{Photo taken Feh. 6th, 1904.)
As one of the results of stricture following the ulcera-
tion, an extensive fistula may form, for a 'gc:uod example
of which see fig. 45, Part I, page 123. In one of
our cases—a female—a communication formed between
either the rectum or the sigmoid colon and the bladder,
so that flatus and fmeces were passed per wrethram. This




































ULCERATION. 53

Fic, 11.—NAkKeEn EvE APPEARANCE OF IXFECTIVE ULCERATION OF
THE RECTCM.

(Removed after death fram the same case as shown in Fig. 10,)

The abrupt upper margin of the uleeration is clearly shown as are also two
longitudinal folds of mucous membrane marked a and 0.

(Photo taken March 22nd, 1904.)
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Frs. 12 -KRECTAL TUBES.

LThese tvbes are made of vuleanite. Those shown in the accoms-
panying illnstration are of the actual length and diameter, namely,
three and four inches long. B is half, & nine-sixteenths and
eleven-zixteenths of an inch in diameter. Both the external and the
internal diameters of each tube is the same throughout, thus facilitating
cleansing. The wall of the tube 15 three-sixteenths of an ineh thiek.
Its [res extremity 15 bevelled off with the -:Ii.ic-:-‘. of avoiding a .‘hl'.:l.l'|l
edge. The shield or footpiece is detachable by means of a serew and
measures two inches long and one and a quarter ineh wide, and is
£. Its margin is bevelled. At both exire-

three-eighths of an ineh thie
mities there is a slit-like aperture for securing retaining tapes. The
tubes have been made for us by Messes, 5. Maw, Son & Sons.



STRICTURE
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114 DISEASES OF THE ANUS AN} RECTUN,

matous uleer, as met with in other parts of the body. The
accompanying photograph (see Fig. 14) was takeu.frum 0
typical specimen of the disease, the patient being fifty-seven
years of age.* ;

b The histological characters of the growth are shown in
Fig. 15. The symptoms are those of an uleer which steadily

Fic. 14.—Squamovs-cELL Carcinoymarors Uncer (ErrreELiona)
INVOLYVING THE ANAL MARGIN.

extends, without healing in any part, and bleeds more or less
freely when touched. The inguinal glands on the corres-
ponding side soon become enlarged.

Treatment.

The uleer eannot be too soon or too freely removed. The
anal margin on the affected side should be completely removed,

* Bpecimen No. 173 in the museum of the Cancer Hospital.




MALIGNANT GROWTHS. 115

and no attempt made to preserve the ecorresponding half of
the external and internal sphincters. Complete removal of
one-half of the anal margin, as we have advised, does not
cause stenosis of the anal orifice. Should the inguinal
Iymphatic glands be implicated, or subsequently become so,

they should be completely removed.

Fir. 15.—MICROSCOPICAL APPEARANCE OF A SECTION OF THE GROWTH
sHOWN IN Fia. 14.

CARCINOMA OF THE RECTUM.

Carcinoma 18 the most grave of the diseases of the rectum.
As in carcinoma of other organs, early recognition of the
disease is of paramount importance. The laws which govern
the onset of carcinoma are as yet uniimown, and, for the
present, early and complete removal of the growth holds out
the only prospeet of cure. Accordingly, it is most important
that the earliest symptoms and signs indieating the presence

of a carcinoma of the rectum should be known and recognised.
12
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MALIGNANT GROWTHS. {EAqE

disease being due to the greater discomfort caused by a
growth in this position.

(linical conrse of the .."’h'r_'rlrlnfl‘f.‘:i'?hi.

The adeno-carcinoma of the rectum in an early stage
forms a sessile, rounded or oblong, tumour involving the
mucous and sub-mucous coats of the bowel. In the majority

of instances the surface of the growth is flattened. The

Fie. 17.—Ax Apexo-CancixomaTtous ToMoor oF THE BRECTUM Ix
THE PRE=-ULCERATIVE STAGE.
A the centre of the surface of the growth.
growth inereases in size in all directions and though at first
freely movable upon the subjacent musecular coat of the bowel,
it soon infiltrates the latter and becomes adherent to it. It is
difficult to determine how long after the first appearance of
the growth as a definite tumour, infiltration of the museular
coat occurs, because, in any given case it is not possible to
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MALIGNANT GROWTHS. 123

Fin. 13,

AN Apexo-Cancixosarovs Tomovr oF THE RECTUM SHOWING

SLPeERFITIAL CTICERATION IN THE CEXTRE OF ITS SURFACE,






VMALIGNANT GROWTHS. 125

mean mechanical obstruction of the bowels due to narrowing
or occlusion of the lumen of the rectum, but merely a
departure from the natural habit of daily evacuation. Such
attacks are common enough in many individuals as a result
of their occupation, or of disorders of digestion, etc., and
at first sight it might be thought that little importance

§ i & i =
Fic. 19.—Ax AnpeExo-Cancixovmarovs ULCER EXTENDING XNEARLY

COMI'LETELY ROUXD THE RECTUM FOR ABOUT TWO INCHES IN DEPTH.

The area nmrha:i} Al shows a narrow strip of apparently healthy mucous membrane
setween the two lateral extremities of the uleer.

could be attached to them. But it has been our experience
that carcinoma of the rectum is met with mueh more
frequently in those patients who give a history showing
that, up to a definite date, their bowels had acted every






MALIGNANXT GROWTHS. 14

several weeks from the commencement of the iitial attack
of constipation, frequency in the action of the bowels F:L-;_ri_l'ls.
to manifest itself. The stools are semi-solid and consist
of feces only. Warm fluids appear to excite an action of
the bowels, because the evacunations take place more especi-

ally after breakfast and afternoon tea. During this stage,

Fic. 20.—MICROSCOPICAL SECTION OF THE SPECIMEN IN Fia, 19,
SHOWING INFILTRATION OF THE Muscurar CoAT.
although the bowels may act four or five times during the
daytime, they may not act at night. This fact serves to
differentiate early carcinoma from neglected fibrous stricture
of the rectum, in which disease one or more noceturnal actions
of the bowels is a rule to which there are few exceptions.
The above train of symptoms usually attracts so little atten-
tion that, unless a careful inquiry be made, the patient does









130 DISEASES OF THE ANUS AND RECTUM.

pain is experienced at each evacuation, and persists for some
time afterwards. When the lowermost margin of the growth
is situated more than two inches above the anal orifice, the
pain is less severe, and is chiefly felt as a bearing-down
sensation in the rectum (tenesmus). Dull aching pain is also
frequently complained of in the region of the sacrum, and
occasionally in the glans penis both before and during an
action of the bowels, and also at other times.

(4) Difliculty in obtaining complete or satisfactory evacua-
tion of the rectum.—When the growth involves the rectal wall
above the level of the sphincteric region, its presence gives
rise to the sensation that the bowel has not been completely
evacuated, and consequently the patient continues to strain
down after the rectal contents have been voided. Such
tenesmus is very distressing to the patient and is also charac-
teristic of the disease. As the growth infiltrates the rectal wall
more extensively the lumen of the bowel is diminished,
and then some of the rectal contents are retained in spite
of persistent straining. When the growth invades the anal
canal defecation is so painful that spasm of the sphincters
ensues and prevents complete evacuation of the rectum,
oceasionally terminating in fecal impaction.

(5) Progressive loss of weight.—Soon after disintegration
of the surface of the growth has commenced, the patient begins
to lose flesh in a more marked and recognisable manner.
This loss of weight usually begins to show itself in from six
to twelve months after the initial attack of constipation.
When much blood is being lost or when suppuration is profuse,
emaciation sets in sooner and is frequently rapid. As a rule,
however, the patient notices that he is steadily losing
weight long before symptoms, pointing to the serious nature
of the disease, manifest themselves. In those instances in
which the growth completely encireles the bowel, intestinal
obstruction may occur before there is appreciable loss of
welght.













134 DISEASES OF THE ANUS AND RECTUM.

diseased portion of the bowel, and it differs materially from
that observed during the early stage. Thus, whenever a day
passes without an evacuation, the abdomen hecomes distended
chiefly with flatus, and paroxysmal efforts on the part of
the intestine to overcome the obstruction give rise to
more or less severe pain. The obstruction is nearly
always due to a hard mass of fieces having become impacted
in the narrowed lumen of the bowel, thus preventing, for a
time, the passage of either flatus or even liquid fmces.
After a period varying from twenty-four or forty-eight
hours to four, five or more days, the impacted fwcal mass
is softened by an inereased secretion of mucus from above,
and then a more or less liquid stool is evacuated. There
is now generally some admixture of blood and other discharge
with the fmces. The liquid motions persist for a day or
two or longer and then cease. The abdominal distension
i8 also relieved and the attacks of pain disappear. Later on
the bowel becomes again obstructed and the eyele of symptoms
is repeated, but often with increased severity. Thus it is that
alternating attacks of constipation aud diarrheea indicate that
the stage of approaching obstruction has been reached.

It is perhaps well to point out in this place that, with each
successive attack of obstruetion, the bowel becomes more and
more distended above the area of the growth and its coats at
the upper border of the growth are often more or less deeply
ulcerated. This fact can be verified either in the post-mortem
room or among musewm specimens. It is, therefore, particu-
larly dangerous to administer any form of aperient with a
view to overcoming any such attack of obstruction, lest
rupture of the wall of the bowel immediately above the
diseased area should result from the violent peristaltic action
thus engendered. We have seen this accident happen in
more than one case, when an aperient had been given
for the purpose of clearing out the bowels preparatory to
the operation of colostomy, a practice which awe strongly
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after the operation profuse hmmorrhage oceurred, which
caused the patient’s death. At the autopsy the colon was
found filled with blood clot, the h@morrhage having taken
place from the growth in the rectum,

(4) Increasing abdominal distension.—One of the surest
signs that the lumen of the rectum is becoming oceluded by the
growth is distension of the abdomen. Despite the fact that he
18 losing weight rapidly, the patient complains that he is becom-
ing stouter in the abdomen. On examination the reason for
this is soon discovered. The abdomen is tympanitic, especially
in the course of the transverse colon. The emeum is found on
percussion to be markedly distended, especially in some
instances. The distension, however, is not entirely due to
flatus, and it is often surprising how great an acecumulation
of fecal matter the large intestine is capable of holding. In
one of our eases, that of a ecabman, who was admitted into the
Metropolitan Hospital suffering from chronic obstruction due
to carcinoma of the rectum, this aceumulation of feces was well
exemplified. His bowels had not acted for nearly three weeks.
At the operation left iliac colostomy was attempted, but
could not be performed because the descending colon and the
sigmoid were so greatly distended with firm feces. In fact,
this part of the colon presented the appearance of a large
German sansage. Cmcostomy was therefore performed, and,
during the three or four subsequent weeks, large quantities
of fmces were evacuated through the artifieial anus.

(5) Rapid emaciation.—During the second and third stages
of the disease loss of weight is evident and progressive,
though perhaps slow, but as soon as the lumen of the bowe
begins to be lessened in diameter it becomes more rapid. The
emaciation observed during this stage is chiefly due to three
causes, viz., disorders of digestion, irregular actions of the
bowels (i.e. diarrheea alternating with constipation), and
want of sleep. When the obstruetion has been relieved
by colostomy the patient increases in weight for a time,













140 DISEASES OF THE ANUS AND RECTUM,.

conjunctiva appears, death takes place in from six weeks to
three months, Accordingly in these cases, when the jaundice
is thus manifest, a decided prognosis may be made as to the
further duration of the patient’s life.

Phlysical Lzamination,

In nearly all cases of rectal carcinoma, the anal orifice is
relaxed, somewhat patulous and of a darker colour than the
surrounding skin. This condition is probably produced hy
frequent actions of the bowels, to some extent by the pro-
trusion of co-existent internal piles and by obstruction to
venous return. The peri-anal skin usually presents a sodden
appearance. The anal canal, except in advanced cases, is
usually found to be free from disease and therefore when the
examining finger is introduced into the rectum spasmodic
action of the sphincters is not induced and there is no pain.
The cavity of the rectum below the growth will usually be
found to be free from fweces.

These points having been ascertained a careful examina-
tion of every part of the rectal wall is made with a view to
determining the position, extent and characters of the neo-
plasm. In most instances the lower border of the growth is
within three inches of the anal margin, but in some the
disease is situated at so high a level that it can only just be
reached by the finger. With the exception of the carcinomata
situated at the junction of the rectum and sigmoid colon, the
growth will seldom be found to involve the whole circum-
ference of the bowel, there nearly always being a well marked
strip of apparently healthy mucous membrane intervening
between its lateral extremities (see Fig. 19). The extent of the
cireumference involved is an important factor in the estima-
tion of the duration of the discase and therefore of the
probability of the growth having extended beyond the limits
of the rectal wall at its seat of origin. If the growth be small,
involving less than a sixth of the circumference of the bowel,



















146 DISEASES OF THE ANUS AND RECTUM.

(a) CASES IN WHICH EXTIRPATION IS
PRACTICABLE.

In deciding whether a given case is suitable for removal, the
most important points for consideration are the depth of the
infiltration of the rectal wall and the position of the upper
border of the diseased area. In early cases the growth is
confined to the mucous coat and the sub-mucous tissue, and
there is always present a certain degree of mobility upon the
muscular coat. Such growths as these, in whatever part of
the reectum they may be met with, can be removed. Similarly,
cases In a later phase, z.¢., when disintegration has com-
menced and infiltration of the museular coat of the bowel has
oceurred, as evidenced by the fixation of the ulecer to the
muscular coat, are amenable to removal so long as the disease
has not extended to the peri-rectal tissues, causing the
rectum to become fixed to neighbouring structures, such as
the sacrum behind, the pelviec vessels and nerves laterally
and the prostate, bladder or vagina and uterus in front.
The difficult cases upon which to express an opinion are
those in which the disease is situated high up, and extends
upwards beyond the reach of the finger. We think a good
gunide in estimating whether the disease has extended
beyond the upper part of the rectum is for the surgeon
to ascertain if he can, with his finger in the rectum, touch
the promontory of the sacrum. If so, and the uppermost
limit of the disease still remains out of reach, it is
clear that the sigmoid colon is involved, and, therefore,
an attempt at removal from the perineum will be not only
dangerous, but, in all probability, will be speedily followed by
a recurrence of the disease. At the same time, it does not
follow that all cases in which the uppermost border of
the disease can be reached are suitable for removal. It
sometimes happens that a growth, by completely encireling
the bowel, eauses sufficient stenosis to produce invagination of



















152 DISEASES OF THE ANUS AND RECTUM,

the after treatment. We prefer simple suture, as it enables
us to leave a small portion of the bowel unsutured pnﬂtm‘im‘l.y,
into which opening a tube ean be introduced, and kept there
until the healing of the remainder of the wound is well
advanced. By this means the possibility of the formation of
the fiecal fistula in other parts of the circumference of the
bowel is greatly diminished. When Murphy’s button or Mayo
Robson’s bobbin is used no such provision can be made. As
soon as the anastomosis has been completed the strips of
gauze are removed, the wound thoroughly irrigated with a
solution of perchloride of mercury (1 in 500), and afterwards
carefully dried.

(5) Completion of the operation.—When the united bowel has
been replaced it will be seen to lie free in a large
deep wound. It is clear from this that primary adhesion to
the surrounding tissues will not readily take place. Hence,
care must be taken to provide for free drainage. The
skin wound, therefore, should not be completely closed, the
portion opposite the lower end of the sacrum being left
open and a drain inserted. We advise the adoption of this
precaution, even when a Murphy's button or a Mayo Robson’s
bobbin has been used, and it is an absolute necessity when
an opening has been left in the posterior wall of the bowel.
A thick absorbent dressing should now be applied.

Resection as a method for removing malignant growths
of the rectum ecannot be often practised, because so very few
cases come under observation at the stage when they might be
suitable for it. In order to effect end-to-end anastomosis in
the rectum, the length of the excisable portion is necessarily
limited, and, therefore, if a growth be found during the
operation to extend farther up the bowel than was antiei-
pated there is a danger of the operator being induced to
remove less than is required if, under such ecircumstances,
this operation be proceeded with. Conservative surgery in
this respect increases the liability to recurrence, and it is
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musele affords mechanical resistance to the escape of flatus.
When simple suture of the divided ends of the lowel
has been employed and a gap has been left posteriorly,
adequate provision is made for the escape of flatus, but when
either a Murphy’s button or a Mayo Robson’s hobhin has heen
used flatus ecannot escape in this way. In those cases a short
rectal tube should be inserted into the anal canal and kept
there during the greater part of the after-treatment, but
should be removed occasionally for cleansing purposes. The
administration of opium in small doses at short intervals
is especially serviceable in these cases on aecount of its
action in causing the faces to become liguid at the end of
nine or ten days. When opium is thus used, there
i3 no need to relieve the bowels by either aperients or
enemata, and consequently the danger of too great a strain
being thrown upon the recently united bowel is done away
with. Our plan is to administer twenty minims of the
tineture of opium as soon as the patient has recovered from
the anmsthetic, and to follow it up by five minim doses every
four hours for the next twenty-four, every six hours for
the succeeding twenty-four, and every eight hours during
the remainder of the period until the bowels act. We
have found that at the expiration of from eight to ten days
an action of the bowele oceurs naturally and without any
griping pain or other discomfort. The material evacuated is
frequently of the consistence of tar and is dark in colour.
The action of the opium may be facilitated by injecting one
ounce of olive oil into the rectum every night at bed-time
commencing about the sixth day.

EXCISION OF THE RECTUM.

This is the best way of treating a carcinomatous growth
of the rectum which is suitable for removal. By it the
diseased organ is either partially or completely extirpated,
and an artificial anus is established. No attempt should be
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kept in position by means of the straps and buckles. The
thighs ave then bent on the abdomen and a soft leather strap
passes over the head and one shoulder, and the free ends
being then buckled to the cruteh, the strap is then tightened
50 as firmly to fix the thighs in a bent position. The
instruments required for the operation consist of a strong,
curved, sharp-pointed bistoury, a straight bistoury, a
pair of blunt-pointed scissors, a pair of strong curved
seissors, two pairs of large, strong, vulsellum foreeps, a
steel-wire écraseur, the benzoline cautery, artery forceps,
and ligatures. The left forefinger being passed into
the rectum, feels for the tip of the coccyx: the curved
bistoury, held in the right hand, is passed into the bowel, the
point being guarded by the finger-nail; the handle of the
knife is then raised, and, with a little jerk, the point is made
to protrude through the skin on a level with the tip of the
coceyx and exactly in the middle line. The whole of the
intervening tissue between this part and the margin of the
anus 1s eut through. If this cut be made with a clean sweep
as near as possible in the middle line, little hemorrhage will
result. The left hand of the operator is now placed on the
right side of the buttock, so as to draw the anus ountward,
and streteh the tissues at the line of junction of the mucons
membrane with the gkin. The portion of the rectum or anus
through which the lateral incision is to be made must depend
upon the distance from the anus of the lower margin of the
disease, and, if possible, should be at least half an inch from
the growth. The point being seleeted, the knife is made to
cut deeply by using firm pressure, a ecrescentic ineision
extending from the margin of the first cut round the anus to
a point in the middle of the anterior margin. This eut
should be made boldly, and of sufficient depth to extend well
into the fat of the ischio-rectal fossa. The forefinger thrust
into this incision will readily separate the bowel from the
surrounding tissue, except at the insertion of the levator ani,
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of the division of the sacrum is curved. It begins on a level
with the third posterior sacral foramen, and then runs inward
and downward in a curve, with its concavity to the left, past
the lower border of the third sacral foramen, and throngh
the fourth, as far as the left cornu of the sacrum. In this
way no nerves are injured, the anterior branch of the third
sacral nerve is spared, and the sacral canal is not opened.
The rest of the operation is performed with the patient in a
dorsal position, with elevated buttocks, as in the methods of
Bardenheuer and Kocher. After dividing the posterior wall
of the rectum in a longitudinal direction, the access to its
upper part is now so free that one can easily amputate it,
under eonstant guidance of the eye, at the point of transition
into the sigmoid flexure, or resect it in continuity with pre-
servation of the anal portion. It is better, in the latter
case, not to divide the lower, sound part of the rectum. After
the extirpation is completed, the upper end of the intestine
is drawn down into the wound, or united with the anterior
circumference of the lower end by a few tension sutures. If
the lower part of the rectum is divided longitudinally behind,
this open part of the rectum is closed, not by suture, but by
a later plastic operation (by means of double flaps from the
skin on both sides). If the anal portion is preserved, and
has not been divided posteriorly, the two ends of the intestine
may be united by cireular enterorrhaphy, or sutured only at
their anterior circumference.”

Kraske’s original operation has been modified by several
surgeons, according to their particular requirements. The
best of these is that described by Bardenheuer.*

Bardenlheuwer's method.

“The patient lies in the lithotomy position, with elevated
buttocks. The skin inecision runs in the posterior rhaphe
from the anus to the middle of the sacrum. If the anal

* Ibid.. p. 173.
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the growth involves the anterior wall of the bowel, great
care should be exercised in the separation, lest injury
be inflicted upon important structures. If the growth be
adherent to the capsule of the prostate gland, the capsule
itself and part of the gland tissue, may with safety be
removed, provided that the prostatic portion of the urethra
be not damaged. A metal catheter or sound introduced into
the bladder, and held steadily by an assistant, is of the
greatest service in protecting the urethra from injury. Part of
the muscular wall of the vagina may be removed, but care
should be taken to leave the vaginal mucous membrane intact,
The attachments of the levator ami, first on one side
and then on the other, are now divided and the ischio-rectal
fossee are thus opened up. The inferior heemorrhoidal vessels
are isolated and clamped as far outwards as possible. A
circular ineision is now made round the anuns, at least one
inch from the anal margin, commencing and ending in the
lower extremity of the preliminary incision. The fatty tissue
in the ischio-rectal fosse and the ano-coecygeal ligament
are then divided, and the rectum removed.

(e) Completion of the Operation.—The pre-sacral eonnective
tissue and fat containing lymphatic glands and vessels are
dissected away, and all bleeding points secured. The
skin incision is then closed by silk-worm gut sutures as
far as the lower extremity of the sacrum, and the re-
mainder of the wound left open. After thorough irriga-
tion, the wound is lightly packed with strips of cyanide
gauze and a large pad of aseptic wool, adjusted and kept in
position by means of strips of rubber skrapping and a
broad T-bandage. If the membranous portion of the urethra
has been laid bare or encroached upon, it is well to introduce
a soft catheter (self-retaining) into the bladder in order to
avoid compression of the urethra by the packing in the
wound, as this might lead to retention of urine and to rupture
of the urethra by the catheter passed to relieve it.
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[n suitable cases, i.c., iIn those in which the tissues have
not been much bruised during the process of isolating the
rectum, the cavity of the wound may be obliterated almost
entirely by inserting buried sutures. This procedure greatly
shortens the convalescence. The accompanying illustration
(see hg. 22) was taken fourteen days after such a method

@

FIG. 22.—SHOWING THE APPEARANCE OF THE SCAR FOURTEEN DAYS
AFTER COMPLETE REMOVAL OF THE RECTUM AND A WIDE AREA OF
PERI-ANAL SKIN.
of closing the wound had been earried out and shows that the
wound had closed entirely with the exception of the part

mto which a drainage tube had been inserted.
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and before the granulation tissue has established a sufficient
barrier against septic absorption. When, therefore, preliminary
colostomy has not been performed, it is of great importance
that the wound should be carefully cleansed of freeal material
after each action of the bowels. Pelvi-rectal abscess may,
however, supervene in cases in which a preliminary colostomy
has been performed, and is then due either to septic absorption
taking place from sloughing foei in the wound itself, or
to extravasation having taken place prior to the colostomy. As
pointed out above, the blunt dissection necessary in extirpa-
tion of the rectum sometimes results in extensive tissue
necrosis, and, therefore, unless the wound is frequently
irrigated with antiseptic solutions until all the sloughs
have separated, pelvic cellulitis may oceur. A collection of pus
thus formed may extend and ultimately reach the surface in
one of three directions, viz.: (1) in the gluteal region, having
made its way beneath the gluteus maximus (sub-gluteal
abscess) after leaving the pelvis through the greater sacro-
sciatic foramen; (2) above Poupart’s ligament near the
anterior superior spine of the ilium after having extended
into the iliac fossa; and (3) in the lumbar region above the
crest of the ilium. The treatment consists in free incision
into the abscess as soon as its presence is detected and the
provision of efficient drainage.

(d) Urethral Fistula.—This may result from injury to the
membranous or prostatic portion of the urethra during
the operation, or from the introduction of a catheter for the
relief of retention of urine after the operation. The latter
accident may occur if the urethra has been denuded of its
supporting tissue, and under such ecircumstances can be
avoided by introducing an indiarubber catheter into the bladder
hefore the patient leaves the operating table, and subsequently
taking eare to retain it in situ. A good method of treating an
urethral fistula resulting from excision of the reetum is to
carefully introduce a catheter into the bladder and to tie it in
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for the colon to adhere to. We have employed this method
in many eases but have now discontinued it, because after a
few months the spur recedes so much that at times fwces
pass onwards into the bowel below the colostomny. When the
wound in the abdominal parietes i1s large, it may be necessary
to suture the peritoneum to the bowel to prevent subsequent
extrusion of omentum or coils of small intestine. As we

always make a very small opening in the abdominal parietes

Nt L e - Ay T
Fic., 23.—ARTIFICIAL ANUS RESCLTING FROM DIRECT UNION OF
THE COLON TO THE MUSCULAR PARIETES.

we have never adopted this procedure. When the opening in
the abdominal wall is small, the edges of the parietal
peritoneum need not be sutured to the loop of colon brought
out through the wound, because these structures will be in
close apposition on account of the loop completely filling the
wound. This is the course we now always adopt, and we find
that firm an | nnyeilding union takes place when the colon ad-
heres directly to the aponeurotic and museular structures of the
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abdominal wall. Moreover, the tendency to protrusion is less
and the spur does not recede. Fig. 28 shows the artificial anus
resulting from direct union of the colon to the musecular parietes ;
whereas, fig. 24 depicts an artificial anus resulting from intex-
peritoneal adhesion. It will be seen that whilst in the one
there is hardly any protrusion, in the other it is well marked.

e

Fic. 24.—AN ARTIFICIAL ANUS RESULTING FROM INTER-PERITONEAL
ADHESION,

The spur in the former cannot be readily pressed back, but

in the latter it can be easily made to recede. This practice of

not suturing the peritoneum should not be made use of,

however, in cases in which the ecolostomy is not intended to

be permanent.

























194 DISEASES OF THE ANUS AND RECTUM.

colon at night will facilitate the softening in the colon of any
remaining hardened masses of fwees. The patient should now
be instructed to encourage the bowels to act in the morning and
evening by gently massaging the cieeum. If this be persevered
with, in the course of time actions will take place at one or
both of these periods (intermediate actions being the exception)
nothing perhaps beyond a little flatus eseaping during the

Fi16. 27.—Suaowine THE OVAL APERTURE IN THE BELT For THE Cop-
SHAPED PAD AND A180 THE ELASTIC BANDS FOR ASSISTING IN KEEPING
THE PAD IX POSITION,

intervals. He should, later on, be shown how to introduce the
right forefinger to its full extent into the upper opening in
order to prevent possible stenosis of that aperture.

At the end of three weeks he may be measured for a belt,
and as soon as it has been adjusted, he may be allowed to get




up.

Qs
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The kind of belt which we have found to he most service-

able is that shown in figs. 26 and 27.%

=
=

1 28, —SHOWING THE CUOP-SHAPED PAD WITH THE Rl-.'.L‘-E[\'I;lI{ ATTACHEID,

The internal diameter of the india rubber tube between the pad
and the receiver should be not less than one inch

= Made for us by Caoles and Co., 356, Kingsland Road, N.E,

0 Y
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Patients, upon whom the operation of eolostomy has been

115:1‘I|H'!]Ll'lL should iL]‘ﬂ'il._".'H wear an abdominal belt for support

Fic. 20.—INTERNAL VIEW OF 1THE CUP-sHATED PAD, SHOWING

THE BSOLID RUBBER MARGIN Ol RIM, AND THE APERTURE
LEADING INTO THE TUBE.

when they are out of bed. It should have a cup-shaped pad
fved into it at the site of the artificial anus. We have had a
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supervening unless the strietest aseptic precautions have been
observed. Fortunately we have not so far met with that
complication after this operation, although it has been
our practice for many years to make an opening into the
bowel as the final step of the operation, thus showing

that there is practically no risk of peritonitis being  set

Fig. 31.—SHOWING SIGMOID COLOSTOMY ON THE

RIGHT SIDE.

up by this procedure. It must be borne in mind,
however, that the safeguard agamnst leakage from the
colostomy finding its way into the peritoneal -cavity

consists in the accurate filling of the aperture m the
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abdomen on account of great distension by solid feces (see
page 136). As soon, therefore, as a temporary cecal anus has
effected its purpose, by allowing the colon to thoroughly
evacuate its contents, left iliac colostomy should be performed.
After this has been done, the cmcal anus will gradually

Fic. 32.—A PErMANeENT CxeAL ANUs.

In this caze laft iline colostomy waz attempted, but eould not be
carried out because of the distension of the sigmoid colon with
firm fmces.

contract in diameter and, in some instances, may undergo
nearly complete spontaneous obliteration. As a rule, however,
it falls short of this, and the greater part of this contraction
oceurs in about five or six weeks after the sigmoid anus
has been established. The closure of the emecal anus can

'I i
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additional operations are required, and that the convalescence
is prolonged by several weeks,

Method of Operating.

An ineision involving the skin only is made at the muco-
cutaneous junction completely encireling the ceeal opening,
The ineision is then extended upwards for one inch above
the upper angle and also for one inch below the lower angle
of the cmeal opening. The skin is now reflected on both sides
for about three-quarters of an inech. The anus is then closed
by suturing together the margins of the muecous coat with a
continuous cat-gut suture, thus preventing the eseape of
feeces during the subsequent steps of the operation.

The wall of the bowel should then be carefully dissected
away from the abdominal muscular parietes until the point of
union between the parietal and visceral peritonenm is nearly
reached. 'The guestion now arises as to whether the peri-
toneal cavity should be opened or not. This may be done,
and after closing the aperture in the muscular and peritoneal
coats of the bowel in the usual way, the emeum may be
replaced in the abdominal cavity. We do not, however, think
that this is necessary and are therefore content to close the
aperture in the bowel without interfering with the peritoneal
adhesions. The great advantage of so doing is that should
the sutures, for any reason, give way, the escape of the
contents of the bowel into the general peritoneal cavity is
guarded against. Having decided to close the aperture in
the muscular coats of the bowel withont separating it from
the parietal peritoneum, a series of interrupted silk sutures
are introduced after the manner of Lembert, so as to ensure
gufficient inversion of the edges of the wound when the
sutures are tied off. The opening in the abdominal muscles
is then closed by buried silk sutures, and finally the edges of
the skin wound arve brought together by means of silk-worm
gut or other suitable material.
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injections of a solution cf alum (10 grs. to 5 ) with benefit,
the excessive secretion having been checked considerably for
a time. Should it continue, we think the best treatment is
to provide free drainage for the mucus by dividing both the
external and the internal sphineter musecles (linear
proctotomy). After so doing, it is true that there is a constant
discharge from the anus, necessitating the patient wearing a
pad of absorbent dressing, but at the same time he is not
disturbed at night.

() Hemorrhage.—This usually emanates from blood-
vessels of new formation in the growth itself which have been
opened by the ulecerative process. At first the application of
solutions of adrenalin chloride, hemiseine, or perchloride of
iron may check the bleeding, but later on, the best plan is to
serape away with either the finger or a Volkmann's spoon all
the soft portions of the growth. We have found this method
efficacious in preventing further losses of blood for several
weeks. Should a large venous trunk or artery, such as the
internal iliae, be involved by the ulcerative process, an
extremely rare result, the patient’s life is speedily terminated
by profuse hamorrhage.

(¢) Pain due to pressure upon or involvement of nerves of
the sacral plexus.—The onset of pain during the later stages
of the disease, is quite distinet from that produced by the
passage of fieces through the diseased rectum and is due to the
extension of the growth into the peri-rectal structures.
Seraping away the growth relieves the pain for a time, when
due to pressure upon the nerves in the pelvis, but when the
nerves themselves are involved in the growth, little ean be done
beyond affording respite from suffering by the judicious use
of morphia. Commencing with small doses of one-sixth grain
every eight hours, the quantity of the drug may be increased
until as much as two or three grains every three or four
hours is reached. The combination of cocaine with morphia
for internal administration is, as Dr. Snow has pointed out,
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The papilloma of the anus is apparently identical with that
met with on the glans penis and the labia majora, as a result
of the irritating effeet of gonorrheeal discharge (gonoryhoal
warts); but there is no reason to believe that those met with

1

Fr:, 834.— PAPILLOMA COMPLETELY SURROUNDING THE ANAL ORIFICE

AND COXNCEALING I'T FROM YIEW.
The patient was A sailor aged 1%
in the region of the anus are due to gonorrhceal infection.
Want of cleanliness and a continual damp condition of the
peri-anal skin appear to be sufficient to produce the papillary
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(b) The fibroma or Jibrous pnfr_.r__i;u.ﬂ.

This growth is composed almost entirelv

‘ f fibrous tissue
and 1s usually attached by a short touwh pediele. The
. £ . i

Fic. 306,—THE MICROSCOPICAL APPEARANCE 0F A FIBROMA

or Fierouos Pornyeus oF THE RECTUAL

tnmour has a complete investment of mueous membrane

when it arises from the rectum or the upper part of the anal
canal, but is eovered with stratified epithelinm when it springs
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tissue alone. Occasionally single, there are usually two,
three or more growths of varying sizes in the same case.
When multiple growths are present, some of them usually
spring from the free edges of the valves of Morgagni and are,
therefore, attached to the wall of the anal eanal, about a
quarter of an ineh above Hiltow's white line. Fig. 87 shows
two such fibromata protruded through the anal orifice and

Fic. 38, —A sMALL FIBROMA OF THE ANAL UANAL SPONTANEOUSLY
PROTRUDEL.
retained outside by means of pressure forceps, whereas,
fig. 88 depicts a single growth spontaneously protruded.

The fibromata met with in the rectum have three sources
of origin, viz.: (1) localized hypertrophy of the fibrous
elements in the sub-mucous tissue; (2) from an internal
hemorrhoid, the dilated veins of which have become
thrombosed and have subsequently undergone fibrous trans-
formation (the fibrosed pile); and (3) hypertrophy of the
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readily detected by introducing the fineer into the anal canal
and sweeping 1t slowly round its entire cirecumference. The
growths are firm to the touch and can be sometimes readily

drawn down and exposed to view (see fiz. 389). In those cases

(o
b -r'-"'.‘“:i':.

Fie. 39.—SHowIixG MULTIPLE FiBrous PoLyrl oF THE ANAL CaxaL.
in which a laceration of the pedicle exists, there is usually so
much spasm of the sphineter museles and levatores ani that
it 1s  difficult to conduet the examination satisfactorily
without an anmsthetic.

T'reatment.

As soon as a fibrous polypus of the rectum iz known to
exist, the patient should be urged to have it removed
without delay, because of the possibility of a laceration of
the pedicle oceurring and a blind internal fistula resulting
therefrom. The growth is easily removed by applying a
licature to its base. When the polypus is semi-sessile 1t 18
best dealt with like an internal pile. When a laceration of
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and females are affected with almost equal frequeney—our
own cases, however, show eight males and four females. In
both sexes the age at which the crowth appears 18 hevond
middle life. |

Fig, 42 —SpowinGg THE STRUCTORE OF THE VILLI.

:.""I_n'p'.'ﬂj'] foms.

The characteristic svmptom of a typical villous growth

in the rectum is the frequent escape of a thin watery
fluid from the bowel, necessitating the patient going to
stool many tunes during the day and night. This
prominent symptom, for which the sufferer seeks relief,
15 deseribed as continuing diarrhoeea. It would be erroneous,
however, to suppose that all eases of villous growth present
this single and characteristic symptom. There are others
which make their appearance insidiously, their duration
extending over many months if nob for several years

(in our cases from ten months to over five years).
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some instances they may be mistaken for eczemu or pruritus,
so that due care should be taken during the local examination
of susplelous cases.

Secondary syphilitic lesions in the reetum itself probably
oceur, but are seldom seen.

Treatment.

Constitutional treatment should be commenced forthwith

and continued as in the treatment of secondary syphilis in

Fic. 44.— SHOWING A SINGLE MUCOUS PATCH ON THE LEFT SIDE
OF THE ANUS, AND A OHANCRE ON THE RIGHT LABIUM

reneral.

MAJUR,
Locally, the peri-anal region should be frequently
cleansed and then kept dry by the application of a powder
consisting of calomel and starch or calomel and oxide of zine
in equal parts. Should the mucous patches disappear slowly,
their resolution may be expedited by touching them with
solid nitrate of silver.


































































