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I, LAST WEEK

Date:

Place:

Time:

Program:

May 21, 1943

Recreation Room,
Powell Hall

12:15 to 1:10 p.n.

"Analysis of Prolonged Anesthe-

sia"
Scott M. Smith

Discussion
Ralph Knight
W. T. Poyton
Fred Hoffbaouer

Attendance: 82

1T,

1.

Gertrude Gunn,
Record Librarian

MEETINGS

ANATOMY SEMINAR

Saturday, May 29, at

11:3%0 a.m.; in roon 226 Institute
of Anatory.

"Scme morphological aspects of the secre-
tory process"

Richard N, Winger

"Diet and leukenmia in nice"

2.

Frederic Lawrason

CENTER FOR CONTINUATION STUDY

Tuberculogis for Public Health Nurses

Jume 1 - 3

Kenny Technique for Physicians

June 1 - 5

Derumatology and Syphilology

Juno 28 to July 3

Kenny Technique for Technicilans

Jure T (nine weecks)

Kenny Technique for Technicians

June 28 (nine weeks)

Kenny Technlque for Physiclans

July 12 - 17

Kenny Technigue for Physiclans

Avgust 2 - 7

357

ITI, NECROPSY PERFORMANCE IN

APPROVED HOSPITALS - 1942

Minnesota hospitals employing in-
terns only had 1,658 deaths and 659
necropsies. Employing both Interns and
residence, 2,281 dcaths, 1,549 nccropsics.
Erploying residence only 1,576 deaths,
748 neccropsies. The University of Minne-
sota Hogpitals were 13th on the list,
The St. Mary's of Duluth was in 10th
place.

Higheost Necropsy Rates¥* in Approved

Internship Hospitals - 1942
Percent-
age
1, Research and Educational
Hospitals, Chicago 97.7

2. Hogpital of University of

Pemnzylvenia, Philadelphia €3.6
3., Trinity Hospital, Minot, N.D. 86.3
L, University of Nebraska Hospital,

Omaha, 84,6
5. Beverly Hospital, Beverly, Mass.82.8
6. Evanston Hospital, Evanston,I11.81.0
T+ University of Chicago Clinics,

Chicago 80.8
8. Mary Hitchcock Memorial Hos-
pital, Hanover, N, H. 79.5
9. Colorado General Hospital,
Denver 77.8
10, St. Mary's Hospital, Duluth,
Minn, 76.9
11, Santa Barbara General Hospital,
Santa Barbara, Calif, 76.5
12, University of California Hos-
pital, San Francisco .5
13, University of Minnosota Hosps. Th.2
14k, Iowa Mcth, Hosp., Des Moines 3.3
15, Presbyterian Hospital,
Philadelphia 73.2
16, Ancker Hospital, St. Paul 71.5
17. Magsachusetts Menorial
Hospitals, Boston 1.3
18, St. Luke's Hospital, Chicago 71.1

19, Strong Memorial and Rochester
Municipal Hospitals,

Rochester, N, Y. 10
Jowish Hospital, Philadelphia 7O
St. Luke's Hospital,

Duluth, Minn, 70.2

20.
21.

*Thirtcen of the federal hospitals ap-
proved for intern training had rates
above TO per cent.
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IV, PRIMARY RESECTION FOR LESIONS O

THE COLON, RECTOSIGMOID
AND RECTAL AMPULLA

Owon H. Wangensteen

Procedures Under Discussion

Current practice in the Unilversity of
Minnesota Surgical Clinic 1s to try to
regsect all unobstructed lesions of the
colon in one stage, establishing intes-
tinal continuity by oblique end to end
closed (ascptic) anastomosis, without
antecedent or complemental colostormy or
decompressive vonts, other than in in-
dwelling tube., Losions in the recctosig-
moid, whose lower limits are within 10 to
13 centimeters from the anal opening, as
determined by proctoscopic ecxamination,
are treated similarly. In addition, for
sultable carcinomas of the rectal arpulla
between 5 and 10 centimeters from the
pectinate line, I am endeavoring to do a
one-stage abdomino-anal protectomy with
preservation of the sphincters, establish-
ing continuity by variants of methods de-
scribed by others previously., The attain-
ment of good to excellont continence in the
majority of the few patients who have been
oporated upon, suggests that a restudy of
the Kraske and Hochenegg sacro-perinecal
methods (or variants of them), with spe-
clal attention to an abdomino-anal method
of disscction and restoration of intes-
tinal continuity with prescrvation of the
sphincters, is in order, Furthermore,
the emphasis which has becen given to the
upward spread of cancer of the rectum by
the studies of Westhues (1930), Wood and
Wilkie (19%3), Gilchrist and David (1938)
and Coller, Kay and MacIntyre (1940) sug-
gests definitely that operations of this
type are legitimate procedurcs, as long as
one does not compromise on the extent of
the removal, or invoke the procedure in
Instances in which proximal lyrph node
blockage may have permitted retrograde or
downward migration of metastases, Ob-
viously, in lesions in Juxta-position to
the sphincters, and in ampullary lesions
with local extension becyond the bowel wall,
the orthodox abdomino-perineal operation,
In which a liberal portion of the lovator
and ruscle and the sphincter muscle arc
sacrificed, 1s to be preferred to the
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abdomino-anal opcration describod
hercin,

The colonic rescctions reported here-
in have becn done by five surgeons; the
larger nurber, however, wcre done by
two surglical residents and the writer.
The rectosigmoid rescctions and the
abdomino~anal operationg for arpullary
carcinoma werc done by tho writer.

The Rise and Decline of tho
Extoriorization Opcration

The adoption of the exteriorization
operation for carcinora of the colon by
Mikulicz (1903) was, in its time, a
definite forward step in the surgilcal
nanagement of colonic cancer, Bryant
(1882), Block (1892) and Paul (1895,
1912) had previously reported instances
in which the exteriorization principle
had permitted extirpation of colonic
lesions at lesscr risks, It was the
advocacy of the procedure by Mikulicz
and his report of & favorable exper-
ience with 1ts use, in a large serles
of cases, that gave this method of
dealing with colonic ralignancy an
irmportant impetus. Prior thereto, the
nethod in gencral use for lesions in
both the right and left colon was pri-
nary resection oerploying the open anas-
tomosis, In his initial report,
Mikulicz (1903) reported a group of 24
cascs, in whilch exteriorization, accom-
panied by immediatc removal of the
lesion in some of thenm was done, fol-
lowed by sccondary closure of the
colonic storm with a mortality of 16.6
per cont. Mikulicz favored a one or
two-stage rescction for lesions of the
right half of the colon and reserved the
exteriorization procedure for lesions of
the left colon. Up until qulte recently,
the precepts of Mikulicz, with reference
to choice of procedure in dealing with
colonic malignancy, have been followed
quite generally. Lahey (19%2) extended
the éxteriorization plan to lesions of
the right colon, a suggestlon which has
not et with wide adoption or favor.

It was the prevalent high mortality
fronm peritonitis, that persuaded the sur-
geons of a gencration and more ago to
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abandon primary colonic resection in
favor of the exteriorization principle.
Surgery of that time was not ready for
primary resection, Obligue section of the
bowel, with recestablishrment of intestinal
continuity by the closed rpthod of anas-
torosis, has changed all this. Surgeons
who have schooled thomselves in the pre-
cepts of Halsted with roference to in-
testinal suture technique, find that a
satisfactory one-stage, oblique, end to
end anagtomosis can be made anywhere in
the intestinal canal,

Schoersker (1921, 1927), Wilkie (1939),
Carpbell (19%0) and Whipple (1940) have
been ardent advocates of the one-stage
closed anastoroslis, Wilkie and Whipple
favor an auxiliary cccostory or other
external drainagc vent for lesions of the
left colon. Carpbell felt no necessity
for establishment of an external safety
vent. Shoenaker (1927) advised a prelin-
inary cecostoryy for obstructive lesions in
the descending colon. In the cases hero-
in reported, 1t was employed only 3 tines -
all in resections of the pelvic colon.
Appendicostory was done twice and in the
one patient in this series of resections
in which an open anastornosis was made,

a corplemental colostory was done. In one
of the appendicostomlios, infection of the
wound occurred. Therewith, external de-
compressive vents, as an accorpaninment of
colectory was given up altogether,

Cheever (1931) was able to report a serics
of 35 cases of primary resection in the
colon for malignancy in which anastorioses
were made by the now method with a mortal-
ity of only 8.5 per cent. Cheoever felt the
erploynment of an extornal decorpressive
vent irportant; when it was onitted, the
rnortality increased considerably (24 per
cent). The routine erployment of suction
applied to an indwelling duodensl tube
probably has rondered unnecessary the use
of such external drainage vents. Stone
and McLanahan (19L42) report a mortality of
10.6 per cent erploying the closed anasto-
mosis in colonic rescctlons, wheoreas when
the open anastorwsis was erployed the
mortality was 20.6 per cont.

An irportant advantage of primary
closed resection over the extericrization
operation ig in the amount of mesentery
constituting the lymphatic drainage area
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which can be sacrificed. Rarely, if
ever, need the surgeon compromise on the
extent of excision of mesentery in
primary resection; whereas, obviously,

in the exteriorization operation, there
are practical limits to the amount of
mesentery that can be excised without
rigking the viability of the bowel brough’
through the abdominal wall,

The Operation

The material embraced in this report
covers a two-year period (April 1, 1941
to April 1, 1943) during which time 60
primary resections were done for car-
cinoma of the colon and recto-sigmoid.,
The closed or aseptic method has been
in use in this clinic for a longer period
of time., Only within the period of the
study, however, has the policy been
consistently followed of attacking adher-
ent growths by rermoving the tissue in
Juxta position to it. In other words,
gtudied attempts have been made to avoid
contanmination during operative procedures
occasioned by coming unexpectedly upon a
perforated lesion., In instances in which
preliminary dissection disclosed probable
perforation of the lesion against the
abdominal wall, mescntery, ureter,
uterus or bladder, a part of that struc-~
ture would be sacrificed rather than
accopt the risk of spillage and bacterial
contanmination. The hope lent that sul-
fonanldes, such as sulfaguanidine and
succinyl sulfathliazole, would sterilize
the intestinal content of the colon and
render spillage through contamination of
perforated lesiong innocuous, has not
been borne out in the writer's experience.
The only reliable safeguard against the
contingency of opening such perforated
lesions is to adopt the arbitrary policy
of sacrificing even such important struc-
tures as a ureter or an addltional loop
of bowcl. This principle of operation
envisages the performance of more radlcal
procedures but with a greater economy of
life, Econory of the surgeon's time be-
comes a relatively unirportant consildera-
tion when weighing the element of hazard
to the patient presented by two alterna-
tive schermes of procedure. Also, only
during the two-ycar period under consider-
ation have the surgeons in this clinic
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become familiar enough with the nutri-
tional needs of the debilitated patient
to eliminatc largely the losses sus-
tained on this score in earlicr years.
The iten of preparing patients satis-
factorily for operation, who have lost
considorable wéight, and the problem of
meeting caloric and nitrogen requirements
of such patients are mattcrs of major
importance in dealing with poor risk pa-
ticnts who fregquently require formidabido
operative procedurcs,

Meeting Caloric and Nitrogen

Requirements

-ation.

Patients who have beon supported by
thoir own fat stores for falrly long
pericds and whose eoxistence night be de-
scribed as having been autocannibalistic,
frequently, at operation, arc found to
have fatty livoers. And patients with
fatty livers tolerate strenuous opera-
tive procedures very poorly. A systema-
tic and careful inquiry into the char-
acter of food ingestion and the extent of
welght loss are, thercfore, oxtraordinar-
ily important. The greator the porcentile
loss 1n body weight, the longer musct bo
the period of prcoperative preparation.
Weight losses in excess of 25 per cent of
the initial body woight demand a long
period of preoperative feeding of a high
protein, high carbohydrate, low fat diet,
Patients with acute obstruction, obviously,
must have an antecedent decorpressive oper-
Patients with mild obstruction,
who exhibit large weight losses and who
require a long period of preoperative feed-
ing, also should have an antecedent colos-
toryy; occasionally, however, if the weight
loss is not large, intravenous feeding of
a 20 per cent glucose solution, amino aclds
and plasma will suffice and make a terpor-
ary colostomy unnecessary in patients with
mild obstructive syrptoms. The precepts
of Madden and Whipple (1940) and Ravdin
(1940) and their associates have guided us
in meeting the caloric and nitrogen re-
quirements of patients who have sustalned
large weight losses. My assoclate, Dr. R.
L. Varco (1942), has compounded two diets
which in our experience have met the ro-
quirements of proparing hospital patients,
who have lost considerable weight, for
operation. In gastric cases with obstruce
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tion, tho problem is even rmore difficult;
in paticente who have lost 30 to 35 per .
cent of their body weight, a minirum of
three weoks usually has been erployed in
replacing depleted body stores with a
high protein and carbohydrate and low fat
diot. Successful gastric resection has
been carried out latterly on two patients
exhibiting recent weight losses, consti-
tuting 35 to 37 per cent respectively of
the body weight.

Improving the Operative Mortality Score

Reduction of operative mortality is
essentially the same problem as stopping
the leaks in an -expense account., No
surgeon probably will learn to keep all
the leaks scaled. However, it is very
reassuring to note, as competence in a
Clinic improves in one item after another
in the many problems involved in the care
of surgical patients, how those incre-
ments of gain are reflected directly in
an improved mortality. The best surgeons
of the past generation were content with
a mortality of 10 per cent in formidable
operations for malignancy in the gastro-
intestinal canal. However, small gains
in knowledge here and there, such as im-
proved anesthesia, effectual schemes of
preventing intestinal distention, and a
better understanding of the importance ané
the technique of preparing patients for
operation and caring for them after,
should begin to tell., Avoidance of deaths
from pneumonia and peritonitis, attending
operations of election is almost within
the surgeon's grasp, if he will only be
alert and responsive to the available
nmeans of thwarting these disasters, which
have pursued the surgeon stealthily and
too effectively since the very beginnings
of abdominal surgery. Yet, when one con-
templates the infirmities of age as well
a8 the debility frequently attending
gastrointeatinal neoplasms, the goal of a
low mortality appears difficult of con-
sistont achievement. As the surgeon's
confidence in moethods of preparing poor
risk patients for operation increases, he
is persuaded to accept risks of a strict-
ly borderline character. With advantages
of management, unknown to our surgical
predecessors of a generation ago, we
should be able to improve upon their re-
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cord of accomplishment and still extend
the benefits of operation to a larger .
group of paticnts. A grcater salvage of
life 1is to be achieved obviously through
urging patients with symptoms suggestive
of a colonic malignancy to report for
painstekinz cxaninations at an carly date,
Yot, the surgeon's responsibility 1s to
deal with the problem as he finds it.
Perhaps in no malignant neoplasm in the
body are determined efforts, directed at
excising widely an adherent growth, more
commendable than in the colon. As con-
tragsted with the stomach, the number of
long survivals or apparcnt cures attend-
ing the grubbing out of difficult adher-
ent neoplasms, in colonic malignancies

is large, as the expcrience of many sur-
geons - attests, Long periods of pallia-
tion attending resection, in the presence
of hepatic metastases, In the experience
of the writer is not uwnusual, Survival
beyond 6 montho, when gastric resection is
carried out in the presence of hepatic
metagtases, appears to be distinctly un-
usual, Survival beyond a year, under
similar circumstances when the primary
lesion 1s colonic is not unusual, in this
writer's experiencs.

1. Coloq

Plan of Operation

Preoperative preparation of the colon:
We have trled most of the expedients
which have been suggested for preparing
the colon for operation. None are wholly
satisfactory. In this series of cases,
there have been a falrly large number in
which the preperation was poor - usually
in patlents with low grade obstruction,
frequently unrecognized preoperatively.
Yet, employing a closed or aseptic mode
of suture, the surgeon need not change
his plan of operation becaiise feces are
present in the bowel, It 1s the writer's
lmprossion that, the preoperative admin-
lgtration of a liberal amount of mineral
oil by mouth and the giving of colon
flushes Jjust prior to operation are the
best schemes off insuring an empty colon,
Sulfaguanidine and succinyl sulfathiazole
have been erployed and each has been given
up in favor of the preoperative adminis-
tration of enemas. No sulfonamide is
given prior to operation,

pLal

Indwelling tube: Over a period of
more than 12 years in this clinic, pa-
tients having abdominal operations of
election, have gone to the operating roon
with an indwelling duodenal tube in
place. To this practice, patients with
colonic or rectal malignancy are no ex-
ception. Suction 1s employed prior to,
during and after operation. After gas-
tric resection, the duodenal tube is left
in place three full days after operation;
aftcr partial colectomy, the tube 1is
allowed to remain for five days.

Whipple (1940) has come to put consider-
able reliance on the Miller-Abbott tube
in colonic surgery. In this clinic, too,
we have learned to appreclate many of

the advantages of the Miller-Abbott tube;
however, as a prophylaxis of intestinal
distention, the ordinary nine-hole
indwelling duodenal tube meets the situa-
tion admirably in most patlients. More-
over, if the Miller-Abbott tube, placed
well down in the reaches of the small
intestine is used as a prophylaxis
against postoperative distention, often
it is found necessary to put an addition-
al tube down through the patient's other
nostril into his stomach, & circumstance
vhich is trying to the patient, his rela- .
tivee and his surgeon.

Anesthegla: Cyclopropane has been
the basal anesthetic agent for abdominal
surgery in this clinic for years. Dur-
ing the past year, a combination of
cyclopropanc and spinal anesthesia has
been employed., The anesthetist's tech-
nique of reducing the patlent's respira-
tory movements to a minimum by artifi-
cilal inflation of the lungs is a scheme
particularly acceptable to the surgeon,
for it insures a quiet abdomen. Improved
ancsthetlc methods have been a great boon
to the surgeon, permitting him to be
more delibeorate and painstaking in his
operative procedures. \

Incisions: The vertical incision has
been used largely; in right hemicolec-
tomies, however, an .oblique incision be-
ginning boneath the left costal margin
and coursing downward and to the right
above the umbilicus is employed frequent-
ly. It affords good exposure and gives
ready access to the midtransverse colon,
where the anastomosis will be made.
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This incision is not a physiologic one
with respect to innervation and blood
supply as is tlc Hoag incision which
courses obliquely downward in the other
direction, paralleling ncrve and blood
supply. The obligue incision herein de-
scribed, however, is supecrior to the Hoag
incision in affording exposure where it is
needed most, a consideration which out-
weighs any other. Surgeons have come to
have far more trust in the transversge or
the oblique, as contrasted with the verw
tical incision in that evisceration with
the latter is more likely to occur,.

3o

as 1t is closed om the bowel. Interesting-
1y enough, Parlavecchio incorporated in
his gnastomosis clamp a refinement which
Mr. Phelan and I digcussed but decided to
omit, viz; a curve in the handles to per-
rit easier rotation of the Ingtrument for
the anterior suture, after completion of
the two posterior rows of suture. Exper-
ience has shown that the straight handled
clarp, which is easier to manipulate,
meets the requirements of the situation
very satisfactorily.

The megenteric angle in end to end

Unfortunately for low lesions in the left _anastomoses and the problem of the intwrn:

colon, only the vertical incision affords
optimal exposure - and good expogsure is
80 lmportant that it becomes a dominant
consideration.

The anastomosls: An end to end oblique
closed (aseptic) anastomosis hag been
erployed to the exclusion of all other
methods of anastomosis in this Clinic,
save In subtotal colectomy in which an
abastomogis is effected between the ter-
minal end of the pelvic colon and the
side of the cecum, For mltiple lesions
of the colon, leaving the cecum and the
agcending colon free, the writer has be-
come very partial to this scheme of anas-
tomoels, TFor idiopathic dilatation of
the colon, so-called Hirschsprung's dis-
ease 1t 1is, I believe, a quite satisfac-
tory operative procedure.

The Italian surgeon Parlavecchio (1898,
1900), the innovator of the closed mothod
of meking intestinal anastomoses noted
the importance of making an oblique sec-
tion of the bowel, leaving the mesenteric
edge longer. On consulting the original
writings of Parlavecchio during the past
year, I was struck with the great similar-
ity between the clarps employed by Parla-
vecchio and those made for me in 1938 by
Mr. John A. Phelan of the Scientific
Apparatus Shop on the University carpus.
Parlavecchio described the use of an in-
strument with well terpered, flexible and
thin blades with biting grooves, Parla-
vecchio erployed "a locklng device over
the shank of the handles not unlike that
in my instrument. The only things missing
in the older instrument are the single and
double ferrules which prevent spread or
geparation of the thin blades of the clamp

The problem of the mesenteric angle in
obligque end to end anasgtomoses throughout
the intestinal canal undoubtedly has oc-
casloned nmany surgeons to adopt the less
physiologic procedure of side to side
anagtomoses. The mesentery is not to be
relied upon to close the mesenteric border
of the bowel; nor should the mesenteric
border present any special problen if

the scheme is followed of denuding the
bowel of its mesentery 7.5 millimeters
beyond the site selected for secction of
the bowel. Furtherrmore, every stitch is
to be placed in the gut wall, Two rows
of sutures, in which the extent of the
inverted bowel does not exceed 7.5 milli-
rcters, constitutcs a satisfactory inturn.
No matter wherec, in the intestinal canal
the anastomosis is made, the surgeon
should set himself the task of erploying
only 5 to 7.5 millimeters of the adjacent
walls of the tubular viscera to be approxi-
mated.,

The epiploic appendages: Despite the
apparent importance of the epiploic appen-
dages in the blood supply of the colon,
in the intercests of placing each and every
stitch in the bowel wall, this writer has
sacrificed these appendages. Grasping a
fatty epiplolc appendage, overlying the
bowel wall in a suture, is not an accept-
able substitute for carcful placement of
the stitches into the subrmcous coat of
the bowel.

Antecedent or complemental colostomy

wnnecessary: If each and every stitch
gragps the subrmcous coat of the bowel and
the sutures arc otheorwise well placed and
the blood supply of the anastomosed seg-
ments is prescrved, there does not appear




to be any necesggity for a preliminary
colostory or little if any Jjustifica-
tion for the go-called "dcfunctioning
colostory" of Devino, A well rade anas-
tomosis will not leak. Only in the pres-
ence of obstruction is an antecedent
decorpressive vent necessary. For acute
obatructions of the pelvic colon with
great distention, it has long been the
practice of this clinie to establish

a transversc colostomy - a procedure
which can be accompllished with little
hazard.

Irplentation of gsulfathiazole: On
corpletion of the anastorsis, a small
amount of sulfathiazole 1s irplanted
about the anastomosis. Inasmuch as most
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Table I

Nature of Leslons

No. of Hosp. Mortal-

Cases Deaths ity

Carcinorma 46 1 2.1%
Regional ileitis

and colitis 4 0
Ulcerative colitis 2 0
Diverticulitis L% 0
Hirschsprung's disease 3 0
Tuberculosis 1 0
Multiple intestinal

fistulas 1 0]
Total 61 1 1.6%

aenastomoses in colonic resections remain
in contact with the small intestine, it
is undesirable to leave a large quantity
of sulfathiazole in the peritoneal cavity
because of the known adhesive stirmlat-
ing quality of the drug. When the
ansstomoges can be extraperitonecalized

corpletely, as in resections of the recto-

slgriold, a larger irplantation of sulfa-
thiazole can be made with no nisgivings
on the score of adhesion formation. Our
usual plan is to irplant not more than a
total of 3 grars in the ordinary adult
patient, the larger fraction being im-~
planted in the abdominal wall. No sul-
fonamide is given prior to operation;

no additional sulfonamide is given after
operation, until after the clapse of 48
hours, when a total of one to two grarms
of sulfadiazine is glven subcutaneously
in divided doges for two or three days
if an indwelling urethral catheter still
rermains in place.

Intraperitoneal vaccination: We have
never erployed preoperative intraperi-
toneal schemes of vaccination in this
clinic. On theoretical grounds alone,
the plan does not appear to have real
nerit. why subject the patient to this
ordeal? It would appear that the neo-
plasm and operation are tribulations
enough for the patiocnt.
end ncke the patient 111 unnccessarily
Just prior to tho trials of operation?

Why provoke fever

*One patient also had regional ileitils
(see text).

Division of Cases

The location of the lesions appear in
the tables. The majority of the opera-
tions were undertaken for carcinoma, 1In
the cecal group of resections, there were
four instances of regional 1leitis or
ileo-ceclitis, nccessitating removal of
the terminal segments of the lleum and
the right half of the colon., Amongst the
18 patients with lesions in the pelvic
colon, onc had tuberculosis and 4 had
diverticulitis, One of these also had
a rcgional enteritis involving the ter-
minal iloun and cocum, nccessltating a
simdtancous ileo-colic resection and a
rescction of the pelvic colon. The pa-
tient was dismissed from hospitel 10 days
lator with thc wound healed., The paticnt
with tuberculosis of the pelvic colon
also had two sirmltancous colon resec-
tions -~ one in the right half of the
colon and the other in the pelvic colon.
As indicated in the footnote to Table 11,
of the T patients for whom a onc-stage
subtotal colcctory was done, 6 had non-
cancerous lesions. Of the 60 patients
for whon colonic resection was done, 15
had legions other than malignancy. There
worc no deaths in this group.
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Table II

Locatlion of Lesions

No., of Hospital
Cascs Dcaths

Cecunt 1k 0 *This group includes:
Ascending colon 3 1 One patient with polyposis and rmiti-
Descending colon 5 0 ple carcinoras; 1 patient with diffuse
Pelvic colon (exclusive diverticulltis and diverticulosis;
of rectosigroid) 18 0 2 patients with ulcerative colitis;
Multiple lesions neces- 3 patients with Hirschsprung's disease.
sitating subtotal colec- In 3 of the 7, an end to slde anastorio-
tomy (1 stage) anastomo- sis was made; in thc other 4, the ter-
sing terninal ileun or ninal ileur was anastomosed to the
cecunn to terminal pelvic colon pelvinum end to end.
colon,.* T* 0
Rectosigmoid 10 0
Total 61 1
1.6% mortality
Table III

Types of Operative Procedurcs

No. of Hospital Mortal-

Cages Dcaths ity Researches

Exploratory only 0 0 0

Colostony only 0 0 0

Enteroanastorosis only l 0 0] Perforated lesion with
abscess and metastases,

Two-stage resection 1 0] 0 Perforated lesion with

relinin ontero- abscess.
Bieaisa)
Exteriorization (3 stages) 1 0 0 Severe cirrhosis

Open anastorosls 1 0 0 Closed anastomosis in ileun
‘ and open anastorosis between

rectun and pelvic colon with
regection of bladder for rml-
tiple intestinal fistulas
(Dr. Dennis), also corpleren-
tal colostory.

Primary resection. 57 1 1.7% Antecedent transverse colos-
tory for acute obstruction 6;
complcemental appendicostory 2;
corplenental colostory 1.

Total 61 1 1.6%
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Mortality and Resectability

The total hospital nortality for re-
scctions of the colon and rectosigroid
during this 2-year period was 1.6 per
cent, Of the 61 opcrations, a closcd
primary anastoriosils was done in 57 pa-
tients., (Table III) In 60 of the 61
patients, excision of the lesion was
effected by one method or another.,

Arongot the 61 paticnts, 46 had malig-
nant lecsions in the colon; 45 wore car-
cinoma. Thore was one lyrphosarcora of
the cecum. Of the 46 paticnts with
colonic nalignancy, 42 had a prirary
closed resection., Entero-anastorosis
alone was donc in one patlent; a two-stage
regection in one; an open anastornosis in
one and a threce-stage exteriorization
was done once (Table III), A prirary re-
soection of sorme typec was donc in 43 of
the 46 pationts with malignancy (93.4 per
cent). In all but onc of the 46 pa-
tients, however, removal of the growth
actually was accorplished (97.8 per cent).
This is probably a higher resection rate
than can be Justified by rmore experience.
Five of these patients had hepatic netas-
tases; in 2 of then the hepatic metas-
tases were extensive, but the lesions in
the colon were stenotic enough to neces-
sltate elther resection or its only
alternative colostory. Colncidental total
hysterectory was performed once because
of intimate adherence to a rectosigroidal
lesion. Reroval of a portion of parietal
peritoneun overlying an adherent lesion
is not an wnusual circumstance and rmst
be done if entry into a perforated lesion
is to be avoided. Partial excision of the
wrinary bladder was undertaken twice.

The right kidney was reroved twice for
adherent, perforated lesions of the ascond-
ing colon and hepatic flexure.

In one of these Mr. F.G., aged 49, it
became necessary also to rermove a strip of
the inferior vena cava In addition to the
kidney and ureter and finally, to ry great
ernbarrassrent, 1o rerpve a section of the
retroperitoneal duodenuri,. In the appraisal
of the operability of the lesion, it was
believed that a resection of the anterior
face of the duodenum would suffice, The
presence of an unrecognized duodeno-colic
fistula rnade it randatory to sacrifice a
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fairly long segrent of the duodenun
ligating the pancreatic ducts., I was
not certain whether the arpullary ter-
nination of the cormon bile duct was re-
noved with the duodenun - consequently,
I established external tube drainage of
the @all bladder. ZLater, when the duo-
denal specimen was studied carefully

by the pathologist, it was observed that
the arpulla of the commen bile duct was
on the specimen., This patient died
from nassive hemorrhage from an actively
bleeding artery in the wall of the
antrun of the stomach 16 days after oper-
ation. In other words, a Mann-Willian-
son operaticn had becen done on the pa-
tient. At autopsy, both intestinal
anastonoses were intact. Transplanta-
tion of the bile duct into the stomach
or duodonun riight have averted this
disaster. In his ronograph on "The
Surgery of Pancreatic Turors,"” Brunsch-
wig (1942) gives no indication that
this corplication has been observed in
the Whipple operation for carcinoma of
the arpulla or carcinoma of the head of
the pancreas. It would appear, there-
fore, that return of bile to the intes-

- tlnal canal is mandatory when the pan-

creatic ducts are to be ligated.

Pogtoperative Hospital Stay

Cormplications: The mean postopera-
tive hospital stay following resection
for the 60 of the 61 patients who re-
covered from operation was 12 days; the
average length of hospital stay was
14,3 days. Within 14 days of operation,
36 patients were dismissed. More pa-
tients were dismlssed on the eleventh
postoperative day than on any other,
viz.; 15 patients. Ten patients were
disnissed on the 12th postoperative day;
the largest number of patients dismissed
on any other one postoperative hospital
day was 4 dismissals on the 10th, 15th
and 17th postoperative days. Three pa-
tients were dismissed on each of the
following postoperative days: the 13th,
14th, 15th and 18th, The other dis-
missals were dispersed over a wide in-
terval., The largest postoperative stay
was 35 days occasloned by s postopera-
tive adhesive obstruction which remained
refractory to suction and the use of the
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Miller-Abbott tube - secondary operation
being necessary for the relief of the
obstruction. In the main, the chiefl
cauges for lengthening of the postopera-
tive hospital stay beyond the conventional
11 or 12 days were: the infirmitles of
age and the deblilitated status of a poor-
1y nourished patient. The one patient
for whon the cxteriorization operation was
done had a total postoperative hogspital
stay of 33 days - 135 days following the
initial extericrization and excision; 10
days after cutting the spur and again 10
days following closure of the colostony.
The one-stasc closed aseptic anastomosis
ig the operative procedure of choice
from the standpoint of thc patient's
econonmy of time and hospital expense,

A convalescence without corplication as-
sures prorpt wound healing, mininal ror-
tality and carly recovery.

The Occurrence of Diarrhea After
Right Hemi-colectony

Transient diarrhea after excision of
the right colon together with 2 or 3 feet
of the terminal 1leum has not been an
unusual clrcumstance. Perhaps this 1s
ag 1t should be, for water abscrption is
largely a function of the ilcum; in addi-
tion, a further drying process of the
intestinal content tekes place normally
in the right half of the colon. Whenever
sacrifice of this segment of the colon is
accorpanied by loss of 2 or 3 feet of the
ternminal lleun, as becores necessary to
remove adequately the lyrphatic drainage
aree for a cecal carcinoma, tenporary
diarrhea may follow, I have never ob-
served dilarrheca following sacrifice of a
good portion of the left colon; nor have
I geen 1t in the cases of subtotal colec-
tory in which the cecum is anastorosed to
the colon pelvinunm or rectun., As a matter
of fact, therec are 2 patients in the

present group for whom right heni-colectorny

with sacrifice of a short segment of the
ileun was donc more than a year ago, who
continue to have, without other apparent
causc, 4 to 5 gtools a day - a diarrhea
which has romained refractory to all the
usual rneasures of dealing with such situa-
tionsa.

3L6

Primary Closed Resectilon
for Lesions at the Recto-
sigroldal Juncture,

1T,

As carly as 1910, Balfour had roport-
ed excising lesions in the pelvie colon
as a one-stage procedure, establishing
intestinal continuity over a rubber tube,
In 1920 Bglfour made a second report
upon the utility of this procedure. In

1908, Lockhart-Murmery described excision

in the pelvic colon through a perineal
incision, meking the anastomosls over a
glags tube. In the maln, however, it
appears that most surgeons have settled
upon a one-gtoage abdorino-perineal oper-
ation as tho only operative procedurec
which meets satisfactorily the problem
presented by lesions of the lower pelvic
colon or upper rectum. There have been
only a few dissenting voices. Horsley
(1937), Dixon (1939) and Dunphy (1941)
have cach reaffirmed thelr belief in the
thesis that lesicns in the recto-sigroid
can bo excised in accordance with the
principles of good cancer surgery with
regtitution of intestinal continuity.,

To Dixon, in particular, great credlt is
owing for indicating that this procedure
can be accorplished with a reasonable
risk., Dixon performed the operation
usually in three stages, performing first
colostony, then excising the lesion,
cetablishing continuilty by an open anas-
torosis, The final procedure was closure
of the colostomy. Arnold (1939) and
Arnold and O'Shea (1940) have erployed an
abdomino-~-gacral three-stage procedure
for carcinoma at the recto-sigrioid, an
operation not unlike the sacral exterior-
ization of Klttner (1910).

My interest in trylng to restore con-
tinuity by primery rescction for lesions
in the terminal pelvic colon and at the
recto-sigrioidal juncture was provoked by
a patient for whom a colostomy had been
established elsewhere for an ulcerative
lesion in the pelvic colon. This patient
wag deternined to have intestinal cone
tinuity restored, He had twice previous-
ly been subjected to exploration, at his
own persistent insistence, In vain at-
tompts to accomplish restoration of con-
tinuity, No vestige of a colon had been
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found in the peritoneal cavity bencath
the level of an inguinal colostory when
Dr. Charles E. Rea of this clinlc per-
formed the last exploration. Proctoscopic
cxanination disclosed a rectum patulous
to the proctoscope to 12 centimeteors. It
wag 1y Intention to dissect bencath the
pelvic peritoneum for the blind rectal
pouch, to remove the colostory, and to
cstablish continuity by end to ond

suture betweon the rectum and the pelvic
colon, The colon was so full of irpacted
fecal material, from cocunm to the colos-
tory outlet thot an anastomosis with the
colon did not appear foasible, The con-
tracted colostory outlet apparently pre-
cluded ready cvacuation of the colonic
content despite preoperative adninistra-
tion-of cneras. Recourse was had, there-
fore, to the oxpedient described by

Stone (1927), in which a loop of ileum
was Interposed, an end to end anastorwosis
being effected between the rectal arpulla,
resurrected from the sacral concavity

and the ilewri, Because of the extra-
ordinary fecal impaction of the entire
colon, the proximal end of the ileum was
led out to the exterior., During conva-
lescence, the colostomy opening was en-
larged and vigorous catharsis readily
remedied the disguieting colonic impac-
tion noted at operation. At a subsequent
procedure, end to end union was effected
between the transverse colon and the
ileum, the colostomy and the intervening
colon being excised,

Ag an aside, it may be interesting to
record the character of the fluid drained
out through the temporary ileal fistula.
This was the first time that an anastomo-
8ls had been made at so low a level in
this clinic., At that time (6-9-41), the
operation scemed technically very diffi-
cult. Apparently a few sutures engaged
the opposite bowel wall, causing a tem-
porary obstruction, an occurrence which
permitted us to collect daily from the
20 centimeter ileal segment, through a
catheter in its proximel end, an opales-
cent, white, somewhat milky fluid., The
fiuld looked not unlike a rich admixture
of mucus with fluid from anywhere in the
intestinal canal., The surprising thing,
however, was the odor of this innocent-
looking fluid. Quite uniformly a startled
look lighted the faces of all who sampled
the aroma of the bottle. It was a pungent
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unpleagant odor, which permeated the pa-
tient's room, Presumably this is the
normel ileal secretion., No such odor
was perceptible on the patient's breath
at this time, initially on admission to
hospital or after complete restoration
of Intestinal continuity.

This pa’bient, Mr. R. P'.; &Sed )4'6, ‘has
been very pleased with the reestablish-
rient of intestinal continuity, and the
operation of the new channel apparently
has duplicated normal colonic behavior
in every way. '

This procedure suggested the feasidil-
ity of excising carcinomatous lesions at
the recto-sigmoidal Juncture, with pri-~
nary reestablishment of intestinal con-
tinuity. During the period covered by
this study, primary rescction has been
done for recto-sigmoidal lesion in a
group of 10 cases (Table II). The same
technique of establishing intestinal
continuity is employed as has beeon found
practical in aseptic or closed resections
of the stomach and the small intestine or
colon. The clarmps employed are the same.
The broad attachment of the mesentery to
the rectun obviates the necessity of mak-
ing an oblique section of the rectum, as
is mandatory in prirmary anastoroses in
the colon, In conseguence, a transverse
section on the lower rectal segment can
be made with salvage of rectal wall for
the anastorosis - an item which mekeg the
operation ecasier, Apparently, the middle
and lower hemorrhoidal arteries arc quito
adequate to support a normal blood flow
to the residual rectum, for in cach such
operation, obviously it becomes nccessary
to sacrifice the superior hemorrhoidal
artery.

Antecedent colostory, save in the
presence of acute obstruction, appecars to
be unnecessary; similarly, a complemental
external decompressive vent appears un-
necessary. As in the colonic anastomoses,
each and every suture is placed in the gut
wall, great care being observed to gecure
satisfactory approximation with an in-
turn, not exceeding 7,5 millimeters.
Moreover, it is surprisingly easy to
extraperitonealize the entire anastomosis.
It is also a simple procedure to push a
rectal tube beyond the anastomosis after
completion of the suture. I employ a
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Number 24 tube and have an assistant
push it up from below, threading the
tube about 10 centimeters above the
anastomosis. ZEvery third day, the tube
is withdrawn 2 to 3 centimsters, to pre-
clude tension effects of the tip of the
tube upon the pelvic colon. No integ-
tinal fistulas occurred in the group.
Four of the ten patients in the series
were dlsmisead from the hospital with
a healed wound in 11 days and 2 on the
12th postoperative day. One patient
remained 24 days; the others left the
hospital on the 17th postoperative day
with healed wounds.,

Arbitrary Surgical Definition of the
Lower Proctoscoplc Limits of Lesions

of the Recto-gsiemold,

The rectum begins whore the colon
ceases to have a mesentery. Prior to
the B.N.A, reclagsification of the con-
stituent parts of the pelvic colon and
rectum, the colon peclvinum was counted
as a portion of the rectum. In desig-
nating leslons of the recto-sigmoid, I
have employed rather arbitrary distinc-
tions, including only those lesions
whoge lower crtent as observed through
the proctoscope, is not less than 10
nor more than 13 centineters from the
pectinate line, The rectum is not
straight as ite name would irply; it has
a decp antero-posterlor curve and lesger
lateral curves., Lesions whose lower
proctoscopic limit is more than 13 centi-
meters from the anal opening, in the main,
can be resected easily without mobilizing
the rectum, Even for lesions within the
arbitrary limits described, there is
some variation in the ease or difficulty
with which the operation is done, depcnd-
ing on the depth of the peritoneal cul
de sac, and the adiposity of the patient.
In lean patients with a deep peritonecal
cul de sac and a large pelvis, rescction
for lesions at the recto-sigmoid Juncture
may be easy and necesgsitate little mobil-
ization of the rectum as contrasted with
the adipose patient, especially if the
cul de sac 1s not deep., Interestingly
enough, vhen patients who have had resec-
tions at this level arc submitted to
proctoscopy after operation, the suture
line often is described as being at about
the same distance from the anal opening

348

as was the lower extont of the lesion
initially, dospite thce cxcision of 2 to
% centimeters of normel appearing bowel
below the lesion, Obviously, this
secming paradox can be explained only

by the surgeon's mobilization of the rec-
tum at opcration.*

It is unlikely that the rescction
rate will be as high for recto-sigmoidal
lesions as In the colon proper, I have
not hesitated, to perform partial colec-
tomy in both the right and left colon,
in the presence of rather extensive
hepatic metastages, In a similar cir-
cumstance, the lesion belng at the
recto-sigmoidal Juncture the surgeon
radily could Justify to hirmgelf perform-
ance of the easier alternative operation
of colostony.

Concomitant presence of rectal polyps

with legion in pelvic colon or recto-

siamoid contraindicates resection:

It is perhaps not out of place to
sound a note of warning over enthuslasm
for primary resection with restoration
of intestinal continuity in a patient
presenting a carcinoma on the basis of
a polyp, cxhibiting at the samec time
polyps in the rectum which appear benign
on proctoscopic examination., Just re-
cently in this clinic, a patient from
the prescent series, Mr, W.D., aged 60,
has been submitted to abdomino-perinecal
cxcicion approximately 16 months after
segmental resection had been done in the
pelvic colon., It was belicved that the
polyps in the rectum could be kept in
check by fulguration. Despite repeated
fulguration carcinoma developed, In
another patient, Mrs., H.L., aged 49, two
lesions were observed proctoscoplically,

*My colleague, Dr. William C. Bernstein,
of the Division of Proctology kindly
checked the inferior limits of all les-
ions within the range of the proctoscope
before operation and the site of suture
line after operation, This information
is very helpful to the surgeon and affords
him an opportunity of becoming better
oricnted in the anatomico-surgical as-
pects of the problemn,
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one was & carcinoma at 12 centimeters
from the ansl opening, the other was de-
gcribed as a benign polyp at a distance
of 10 centimeters from the anus, Micro-
scopic study of the resected segment
phowed that the polyp was melignant, even
though there was yet no demonstrable in-
vagsion of the circular rmscle. To trust
to fulguration for control of rectal
polyps, when a sinilar polyp at the recto-
sigroidal Juncture or in the pelvic colon
already has become malignant, does not
appear to be a wise course.

Preservation of Normal Sexual Function:

That impotence is a frequent accorpani-
ment of the abdomino-perineal operation
of removal of the pelvic colon and rec-
tum 1s the common experience of surgoons.
Jones (1942) indicates that the incidence
of irpotence following the operation in
rale patients 1s approxirately 95 per-
cent. In rectosigmoidal resection, with
irmediate restoration of intestinal con-
tinuity, this unfortunate side effect of
the abdomino-perineal operation is avold-
ed.

Abdonino-anal Mcthods for Ex-

- cision of Carcinoma of the
Rectal Ampulla with Restoration
of Continuilty and Preservation
of the Rectal Sphincters.

I1I1,

The Kraske and Hochenegg methods of
perineal or sacral resection of the rec-
tun with preservation of the rectal
sphincters are well known. Kraske (1885)
described excision of a segment of the
sacrun with resection of the rectun,
restoring continuity by circular suture,
Hochenogg (1888) described two methods,
known respectively as the "pull through"
and the "invagination" methods. The
former has enjoyed the widest use in the
hands of Hochenegg and his pupils as
well as by others, The Klittnor (1910)
plan of sacral exterlorization already
has been alluded to in the section on
primary rescction for rectosigrioidal
lesions,

A rather general and increasing en-
thusiasm for the abdomino-perineal rmethod
of operaticn for carcinoma of the rectun,
together with pathological studies, which
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suggest definitely a centripetal spread
of lyrphogenous metastases from rectal
cancer, sorietimes at a rather great dis-
tance from the local lceion - these
factors have led to a general abandon-
rent of the perineal or sacral methods
of oxcision of cancer of the rectun,
save on gpecial indication. Evon though
the one-stage abdonmino-perineal opera-
tion appears to be a rore formidable
operation than colostory followed by
posterior excision, in practical hands
the hazards of these procedures in
standard risk patients should be epproxi-
mately the sarme, Tho gain in more conm-
Plete oxcision of the lyrph drainage
arca in the abdomino-perinecal operation
definitely suggests it to be the better
procedure,

Linitation of Resection Mcthods:

In addition to the shortcomings of
the perincal or sacral nethods of arpu-
tation of the rectum just described,
when the rectum is resccted by eithor
of thesec routes with prescrvation of
the sphincters, the incidence of fistula
formation 1s high, no matter whether
the methods of Hochenegg or Kraske are
erployed, A perusal of the papers of
K8rbl (1913) and Goldschmied (191k) and
other pertinent literature suggests
that the incidence of primary wound
healing is not high by any of these
nethods. Rotter (1912) has devised a
pedicled skin flap procedure to deal
with the item of fistula formation, fol-
lowing the Xraske circular suture nethod
of rectal resection., Furthermore, even
with preservation of the sphincters, the
recovery of corplete continence by
either method has not been too promising.
Mandl (1940), a pupil of Hochenegg and
an ardent advocate of the pull-through
method of Hochenepg, states that satis-
factory wltimate continence 1s obtained
in 50 per cent of instances by the
Kraske circular suture method, and in
60 to 65 per cent by the Hocheneggy
rnethod. K8rbl (1913) of the Eiselsberg
Clinic stated that primary healing
occurred in only 20 per cent (total of
27 cases) with employment of the Hochen-
egg "pull-through" method; recovery of
corplete continence was observed in 36
per cent. Employing the Kraske suture
nethod, Klrbl states that primary healing




occurred in 39 per cent (total of 3k
cases) and eventual corplete continence
occurred in 66 per cent, Wilensky (1942)
recently reported proservation of the
aphincters in the abdomino-perineal opor-
ation, a suggestion made several years
ago by Kraske (1905) and practiced by
Perthes (1927).

The Abdonino-Anal Scheme of
Operation Ermploying the Pulle
throush or Suture Methods,

My own thought on the matter was to
combine the advantages of the abdoninal
rerioval of thc lyrphatic drainage arca,
and elininate the troublesore problenm
of perineal fistula by either (1)
pulling the pelvic colon through the
anal opening, or (2) by suturing the
pelvic colon to the rectal wall, at
the lower level of resection.

A recent search of the llterature dis-
closes that these methods, too, have had
their advocates. As long ago as 1892,
Maunsell, a surgeon in New Zealand, de-
scribed a method very similar to that
employed by the writer. Maunsell in-
tended his operation for lesions of the
rectal ampulla and lower pelvic colon.
Through an abdominal incision, he divid-
ed the rectum below the lesion and
pulled the upper segment with tumor
attached through the lower rectal seg-
ment after excislon of the lesion,
anastomosis was effected between the seg~
ments. The author remarks that "a tailor
always pulls a slesve inside out to sew
it," In 1901, Weir described an almost
identical procedure, with this differ-
ence, that the rectal gegment containing
the neoplasm was rermoved through the
abdominal incision before the pelvic
colon was pulled through the lower rec-
tal segment. Like in Maunsell's method,
the anastomosis was described as being
effocted in the “cold outside." Weir re-
ported 3 cases in which this type of
operation was performed for carcinoma
located in each instance at 4, 3% and 23
inches from the anus., Bergeret and Livory
(1940) describe an abdomino-anal pro-
cedure for lesions of the rectosigmoid
employing the principle of the Hochencgg
invagination scheme on the lower rectal
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segment,

The Experience of this Clinic with

the Abdomino-Anal Method,

Durlng the past year, 7 abdomino-anal
operations for carcinoma of the rectal
ampulla have been done in this clinic,¥
There have been essentlally two plans
of operation. The patient 1s placed in
the lithotomy position with knees only
moderately flexed, Whereas this positiorn
handicaps the surgeon & little in the
abdominal dissection, 1t possesses this
advantage that the patient's position
need not be changed for the final stages
of the operation. My first plan was to
dilate the rectal sphincter and to dis-
sect up the normal rectal mucosa, Just
above the pectinate line, much in the
manner of the Whitehead operation for
hemorrhoids, This short mebilized tube
of mucosa is then closed by suture and a
gauze pack impregnated with 2 grams of
sulfanilamide 1s left in the supra-anal
muscular cylinder. Following a change of
gown and gloves, excislon of the carci-
noma of the rectum is completed by the
usual abdominal method. The preliminary
Whitehoad maneuver from below faclli-
tates the sbdominal dissection. Whereas,
in primary resection for carcinoma of
the rectosigmoid, Sudeck’s (1907) criti-
cal point apparently has no great signifi.
cance for the surgeon; in this procedure,
on the contrary, in which the pelvic
colon is to be pulled down to or through
the anal canal, the maintenance of via-
bility to the very tip of the pelvic
colon becomes a problem of real concern
to the surgeon. Four patients have been
operated upon by the abdomino-anal
pull-through method., One of these Mr.
N.F., aged 45, a large muscular man died
of pyelonephritis and oliguria 12 days
after operation. The day followlng oper-
ation, the patient's external sphincter
wag divided posteriorly because of gan-

¥It is a pleasant task to acknowledge
here the enthusiastic help and encourage-
rment I have rocelved from my assoclate,
Dr. Richard L. Varco, in carrying out

the latter type of operative procedure.
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grene of the segrent protruding through
the external sphincter.

The remaining three patients having
the abdomino-anal procedure, were operated
upon in the following manner: in one,
the preliminary Whitehead dissection was
carried out, but following the abdominal
disgectlon excision of the neoplasm and
mobilization of the pelvic colon, the
operation was corpleted by suturing the
pelvic colon to the remmants of the rec-
tal wall just above the pectinate line.
In the other two, the preliminary White-
head maneuver was omitted, the removal
of the carcinoma was completed from
within the abdomen. In one of these, the
operation was corpleted by the abdomino-
anal pull-through maneuver; in the other,
my assoclate, Dr, Clarence Dennis, sutur-
ed the pelvic colon to the lower level
of rectal resection through a large
Fansler proctoscope, while the writer
completed the operation from within the
abdomen.

For a patient of 16 years, C.E., with
chronlc wlcerative colitis involving the
rectum, I did a one-stage proctectomy and
colectomy, pulling the ileum through the
anal canal, It was necessary to elongate
the ileocolic artery much in the manner
with which one deals with the inferior
mesenteric artery, in the abdominl-anal
pull-through maneuver for carcinoma of
the rectal armpulla. The procedure was not
a cormplete technical success, and a few
weeks later the boy was readmitted, at
which time ilcostomy was performed. A
well-functioning ileostomy or colostomy,
obviously, is preferable to a perineal
anus, in which the sphinteric function
is poor., Babcock (1932) is one of the few
American surgeons who recormends a sacral
anug to his patients in preference to a
colostory. I have had the privilege of
talking with surgeons who have had per-
gonal experience with an abdominal coélos-
tomy and count it no great handicap in
the ordinary activities of life.

Diggatisfaction
with these Methods

Primary healing did not occur in a
single instance., It may prove that a
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preliminary colostomy should be done in
these procedures to divert the fecal
stream during the healing phasc, Never-
theless, the ultimate recovery of some-
thing approximating normal continence in
the majority of the patients operated
upon suggests that efforts directed at
yreserving the rectal sphincters have
some merit, I havoe the impreeosion that
the suturc method 1s superior to the pull-
through manouver; further, preservation
of the entire thickness of the rcctal
wall in the lower scgment 1s desirable;
in other words, wherceas the preliminary
Whitehead maneuver facilitates the abdom-
inal disscction, this stecp in the pro-
cedure should be eliminated in the inter-
eat of prescrving the lower rectal seg-
ment intact. In the Whitchead dissecction,
the subrucosa apparently is removed with
the mucosga; there is also real hazard

of inflicting injury upon the internal
sphincter muscle.

All thesc factors suggest that the
abdomino-anal suture method is the most
cffective way of dealing with carcinoma
of the rectal arpulla, if one is to
attempt preservation of the sphincters.
The experience of this clinic with these
methods has not been extensive enough to
warrant any conclusions. These prelimin-
ary skirmishes with the problem are re-
corded herc only to suggest that these
initial trials indicate that a satis-
factory technique of dealing with certain
cagcs of ampullary carcinoma with full
regtoration of sphincteric function pro-
bably can be worked out.

Irportance of internal sphincter:
Whercas this experience has beon inade-
quate to enable formulation of the best
plan of procedure in the preservation of
normal continence, it has demonstrated
to the writer the great importance of
the internal sphincter in the maintenance

of perfect control of gas and feces. One
thinks ordinarily of the external
sphincter as a strong muscle, It is, how-

ever, a voluntary ruscle and subject to
the fatigue of ordinary voluntary ruscle.
The intermal sphincter, on the contrary,
is a less dense sheet of ruscle fibers,
but being an involuntary muscle, it is
not subJject to the action of the will,
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nor does it exhibit the fatigue of
voluntary muscle. A patient, having
had the Whitchead dlssection, probably
with trauma to the internal sphincter as
a preliminary to one of the abdomino-
anal operations described above, may
fine, when hec atterpts to walk from his

bed to the tollet, early in convalescence,

that his external sphincter tires, pere
mitting the escape of gas or feces,

This circumstance was particularly notice-

able in the boy with ulcerative colitls,
in whom the ileum was pulled through the
external gphincter following proctectory
and colectony.

Hospital stay: Two patients in this
group left the hospital at 17 and 18 days
after operation respectively, The aver-
age hospital stay for the 6 patients who
survived operation was 26,3 days. Fur-
thermore, whereas the patients with
colonic and rectosignoidal resections
left the hospital with wounds healed and,

ugually, with complete restoration of nor-

nal intestinal function, the patients in
which the abdomino-~anal resection was
done for arpullary carcinoma had to en-
dure a long healing period beyond the
long hospital stay.

Summary and Conclusions

The experience of this clinic sug-
gests that primary resection erploying
the closed anastornosis, can be made
with relative safety for carcincra and

_other lesions anywhere in the colon as

well as for rectosigmoidal carcinora.
Antecedent colostoryy 1s necessary only
in the presence of obstruction; corple-~
rental external decorpressive vents are
unnecessary. Amongst 60 rssections per-
formed for lesions of the colon and
rectosigmoid Juncture over a two-year
period, there was one death, a nmortality
of 1.6 per cent., A high resection rate
is compatible with a low mortality in
colonlc resections. A short hospital
stay and healing period attends primary
resection for lesions in the colon and
rectosigroid quite regularly.

In addition, & preliminery report is
rmade of the expericnce of this clinic
with abdomino-anal rethods of dealing
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with carcinoma of the rectal ampulla,
preserving the rectal sphincters. Where-
as the heallng period has been long in
these patients, the ultimate return of
function, approaching the normal, suggeste
that efforts directed at preserving the
roctal sphincters arec worthwhile.
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V. GOSSIP

Standerd Nomenclature of
Disecage and Standard Nomenclature of
Operations published by the American Medi-
cal Association, 1942, is a development
of far-reaching significance. It is a
clagsification of disease which one day
will be international., This may be not
too far off for the League of Nations
Health Section was making good progress

.in international correlations when the war

broke out. This approach to disease
clasgification will be incorporated in
medical school teaching and in all hospl-
tals. It is so practical that physicians
will cmploy it in their offices so that
office and hospital records can be inter-
changcable, I quote: "The Standard
Nomenclature afms to include every dis-

‘ease which is clinically recognizable and

to avoid repetition and overlapping.
English terms in good usage arc cmployed
whenever possible. This Nomenclature
attempts to make clear the distinction

‘betweon a dlsease and its manifestations,

It has been designed primarily for clini-

clans since the clinical diagnosis is

the source of all information on the

prevalence and distribution of disease,

The method of clagsification followed

is besed simply on two primary factors:

the portion of the body concerned (topo-

graphic) and the cavse of the disorder

(etiologic). These two elemonts arc

designated by numerical digits separated

from each other by & hyphen., The first

three digits in the diseasc code describe

the topographic site; the last threc,

following the hyphen, describe the otlo-

logic agent.

Topographic Classification

The main topogrephlc divisions are:

000~ Digcases of the body as a whole
(including disecases of tho peyche
and of the body gencrally) and thosc
not affecting & particular system
exclusively.

100~ Diseasos of the integumentary system
(including subcutancous arcolar tis-
sue, mucoug membrance of orifices
end the broast), ‘

200- Discases of the musculoskelectal
syeten.

300~ Discases of the respiratory system.

400~ Discases of the cardiovascular
systen,
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500~ Discases
syatems,

600~ Discases of the digestive system.

700~ Digeases of the urogenital system.

800- Digeascs of the endocrine systom.

900~ Disecases of the nervous system,

x00~ Digcases of the organs of speeial
8CNSC.,

of the hemic and lymphatic

These major groups arc further divided

in order to specify a definite organ or
part of an organ. Thus, for example, the
digestive system being designated by 600-,
and the fourth organ listod in the systen
being the stomach, the digits for the
stomach are 640-, The pylorus, which ac-
cording to arrangement is the fifth struc-
ture under stomach, receivea tho code
number 645-, If a lesion involves the
whole digestive tract, it will receive

the topographic classification 600-; if
the disease involves all of the stomach,
it will receive the number 640-, and if it

- can be positively identified as involving

the pylorus, it reccives the number 6U45-,
Etlologic Classification
A sinmilar system of numbering the

causes of disease congtitutes the second

portion of the classification. Thirteen

raJor classifications of etiology are

included:

-000 Diseases due to prenatal influence

-100 Diseases due to a lower plant or
aninmal parasite

-200 Digeasos due to a higher plant or
animal parasite

~300 Diseases due to intoxication

-400 Diseases due to trauma or physical
agent

-500 Diseases secondary to circulatory
disturbance

-550 Diseases gecondary to disturbance of
innervation or of psychic control

-600 Diseases due to or consisting of
static mechanical abnormality (ob-
struction, calculus, displacerient or
gross change in form) due to unknown
cause

-700 Diseases due to disorder of metabol-
ism, growth or nutrition

-800 New growths

<900 Diseases dus to unknown or uncertain
cause with the structural reaction
(degenerative, infiltrative, inflam-
matory, proliferative, sclerotic or
roparative) alonc manifost; heredi-
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ditary and familial discages of
this nature
-x00 Diseases due to unknown or uncer-
tain cauge with the functional reac-
tion alone manifest; hereditary and
familial diseascs of this nature
~y00 Diseaseos of undetermined causc,

Ag in the topographic classification,
thesc major groupe are further subdivided
to gpecify particular ctiologic agents.
For cxarple, a causative agent identified
as polson, but with its exact nature
undeternined or unspecified, receives

the number -300, If idontifled as a
metalllc poison, but the exact metal un-
detormined, 1t will receive the number
=310, If the metal can be identified

as bismuth, for exarmple, it will reccive
the number -319, thus indicating the spe-
cific etiologic nature, In certain of
the ctiologic groups it 1s necessary to
inscrt a fowrth digit to indicate the
anatomic or functional disturbance pro-
duccd by the etiologic agent. If one
wishes to indicate that bismuth has pro-
duced degenoration, the code number as-
s8igned will be -319.9, the digit follow-
ing the decimel point indicating the re-
sultent degencration., Sinilarly, anky-
losis of knce duc to infection would rc-
ceive the nurbor 248-100,%, the last
digit represcenting the ankylosis. The
248~ 1s the topographic nwiber for kmoco,
while -100 indicates infecticn, generally.
Morec specifically, if the ankylosis was
due to tubcrculosis, the digits would be
248-123,4,

Sccondary Diagnoscs and Symptors,--

If an ingtitution wishes to attempt a
distinction betwecen prinary and seccondary
diagnosces, this may be done as follows:
The sccondary diagnoses may be ontered
with a differont colored ink or may be
placed, if dosired, on different colored
cards,

For the indication of symptoms and
syndrormes the Standard Nomenclature in-
cludes nondiagnostic code nwibers for the
nervoug system, thc hcart, the obsteotric
conditionsg and certaln general nmanifesta-
tions of discasc, for each of which spe-
clal cards ray be erployed if desired.

Incorpletc Diagnoges - the use of Y.-
If information for an accurate diagnosis
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sible to code "undiagnosed disease of the
heart." This would receive the topograph-
ic designation for hecart, gencrally 410-,
and the etiologic disgnosis of -y00, sig-
nifying an wknown causc. A lesion
known mercly to involve an unidentified
portion of the digestive tract would re-~
coive the topographic codc number 6yO-.
Similarly, the lesion in an unidentified
portion of the stomach but not involving
all of tho stomach would be designated
6hy-, Therefore yOO-yOO would indicate
corplete ignorance of the nature of a
disease both as to location and as to

.cause.

Suspected Diagnoscs. - There is onc
other purpose of orploying a y and that
is to deagignatc diagnoses which the phy-
siclan wishes to show are nerely suspcct-
ed.s The nare and digits of the diagnosis
arc to be entered as usual, but a y may
be added at the end of the codec.

The demand for a terminology of oper-
ations which would parallsl the Standard
Nomeneclature of Discase both in its
educational features and in its arrange-
rnent has prompted the developrment of
thieg soction,

Topographic numbers, i.e., thoge diglits
appeaxring bofore the dash, correspond
exactly with those used in the Standard
Nomenclature of Discase., The operative

procodure corpletes the code and is

exproesged by the digits following the
dash. The key, or meaning of the digits,
is given on page 871. The main operative
procodurcs are:

-0 Incision

-1 Excislon

-2 Arputation

-3 Introduction

-4 Endoscopy

-5 Ropair

-6 Destruction

-7 Suture

-8 Manipulation

For the use of certain types of insti-

tutions and in various surgical spoclal-
tics it nmay be desirable to carry out
further subdlvisions and recfinenents,
This can bc done readily within the pres-
ent frarcwerk of the text., Hospltals are
oncouraged to carry out the maxirun de-
grec of refincmont in classification of
oporative procedures which thelr facil-

is insufficlent that fact may be indicated ities will permit,”

at whatover point in the dlagnosis the
information is lacking., Thus it is pos-




