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Introduction.

'he first part of this essay covers well
known ground and one which perhaps has already been
discussed "ad nausean" by many writers. My only
excuse for once more bringing forvafd the subject
of Chronic Intestinal Stasis - ig ths n=scessity to
cone to pome clear understznding as to what the dis=-
gas8e really stands for - whether it is at times a
surgical affection and if so, what are the hest
means at our disposal to relieve pafely and rapidly
the condition.

Whatever may be said to the contrary -
Medical treatment is in a fair proportion of casss
quite hopeless - Can surgery do more without crea-
ting an infimity as great if not greater than the
disease i1t professes to cure? The answer will be
found in the following pages.

Once bereft of academic discussions on side
issues, or technical points, the subject of chronic
stagis is really quite simple and its surgical
treatment when advisable is egually easily grasped.

One thing however appears necessary to meke
it fully clear and it is to drop the complicated

~terminology with which it is still at present sur-
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rounded -~ Another is to understand thzat Chronic
Intestinel Stasis does not necessarily mean Chronic
Constipation - noxr Constipation, 8tasis, The
mixing up of these two terms has at times considers:
ably confused the issue at stake.

We.are convinced once +?e general practitioner

rue

fully understands what are th;/c uges of Chronic In-
testinel Stasis and the safe surgical measures pPro-
posed to cure the digease - he will more readily
advige an operation which when every other form of
treatmnent hag failed -~ would in a large majority
of cases consgiderably relieve if not alwayvs cure a

digtressing and soietimes a dungerous condition,.

(&)}

With the great progress now made in radioscopy
and radiography specially when Bariuh injections with
manipvlations under the fluorescent scresen arelcarried
out by well trained X-ray operators - it is possible
to form a correct and concrete idea whether an opera-
tion is necessary and if so, which is the best one

to advise.

G. A, CASALIS de PURY
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PART I.

Genersl Remarks.

The trestment of chronic intestinal stasis
whether medical or surgical is yet highly unsatis-
factory.

Medically speaking in spite of an overwnelm-

ng literature and still more weighiy therapsutical
armamentarium, we appear to be hardly more advanced
then in the days of the "Malade Imaginaire" when
Molidre's satirical formula of "Purgare and Clyste-
rium donare" held sway.

Certainly sc far as modern therapuutics are

concerned, the purgative pill, is yet nwuc in evid-
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dence, 1t governs youth and old age. Invades
private and public life and even the sacred precincts
of art itself, Yet never has it g0 signally fail-
ed to relieve much less to cure. The reason is
not far to seek.

Ohroniec constipation a fact, so many are
only too keen to forget,is not only a symptom, but
also a disease.

The laﬁter is a complicated condition, due
t0 many a cause, of which the graver variety, that
correctly described as giving rise to thronic stasis
of the bowel, may always be traced to the ccecurrence

spasmodic o1 cotherwise
of some mechanical obatructicn/@reventing the proper
egress outside the body of the products of digestion
For a mechanicsl cause a mechanical remedy, hence
the inrocad of surgery in a field medicine had up,
to lately, considered to be her very own. Success
has, certainly, to a fair extent, justified the use
of the knife. Marvellous results have been pub-
lished, so marvellous indeed, that many carried awgy
by their enthusiasm spoke of rejuvenation and of
eternal youth! .... But as the French say "Nous
avons du déchantert, fThe days of miracles are not
vetl! At present there is clearly a set back.

Surgery is at a discount. To not a few the short
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circuiting operations provosed are as anathema! It
ig claimed they leave the patient in a2 worse
condition to what he was before. Assertions are
fraely made that 1If chronic constipation is an in-
firmity, doubtless at times & serious one, it rarely
kills, Hence the inadvisibility to run risks,
which are so very often unjustified by results.

The fact nmust be admitted, that of late
years, intestinal surgery a@pears to have somewhat
run amock. Indeed there has been a good deal of
haphazard experimenting, and very much as in the
days when uterine fixations were to the fore, we
see revived =211 ﬁanner of surgical procedures, as
i1l advised as they are unsound.

Tus one hears of cewco-fixations, of colo-
pexiss,of transversotomies,of partial colectomiesg
and last but not least of total colectomies per-
formed certainly on the continent, by some of the
younger school of surgeons with a levity tTo our i
guite out of proportion to the gravity of the sub-
Ject.

In reviewing the latter, let us at the very
outset be candid and confess our sins. Many e
patient has certainly been shorteircuited, or opera-
ted upon by some other method who should not have

been so0. The elpna and omega of the successful
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treatment of chronic intestinal stasis is centred
on two worde "proper drainage™. Any operation
which does not attain thie 2im ig a failure however
brillently conceived.

Thet adequate bowel draingge is little un-
dergtood by all, is evidenced by the colorexies men=
tioned sbove, whexe the big bowel festooned like a

gerland is fixed to the sides or the upper part of

ot

he abdomen, in the vain hope that it may thus re-
rmain in situ?d ag if such an extensible,dilatable
and frail organ as the transverse colqn gsrecially
when degenerated end sttenuated as i3 so often the
cage in the clasg of patiente suffering from enter-
cptegis, could thus be hung up in an umnnatursl posi-
tion and he exvected to empty itself prorerly?

It has probably never dawned on the minds
of these operators ": outrence" that the very natue
the very egsence of bowel activity is its "mobility"
and that its fixetion at any given point of its
course defeats the very aim loocked Torx.

Of course, what always locms large in the
eyes of certain surgeons and rediographists zs well
ig the "ptosias", Because the colon is detected
below the umbilicus, et times resting coiled vp and

inoffensgive on the dome of the bladder, it must of
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necessity be hooked vp to the height of the ensifomm
certilage. S0 were the wombs of women stitched up
to all manner of structures, until we discovered &
little late in the day, that many of them went aboubt
with their uteri upside down and yet gave no pain,
unless they became either congested or inflamed.

In o like menner it matters little, where the big
bowel finde itself neither the stomach for that part
of the meatter, both may be found at the pelvie brim,
or in the case c¢f the former as low down as Douglas

x’.’/:.?ua..h?A )
pouch, yet there is no stasis. X Symptomatically., f€0.L14~/4

speaking Enteroptoglis meane nothing as long as the

function of the intestinal outlet ig fvlly preserved

In fact we have come to the conclusion after
exemining under the screen, & very large number of
cages most of them young scldiers in active service,
that the transverse colon is often as not found in
the erect pogition below the umbilicus, and is more
particularly g0 when empty, i.e. when peristaltism
ig at ites lowest. So is the larger curvabture of
the gtomech, found in not an inconsidersble nwnber
of caseg within a couple of inches of the true
velvie inlet. The level of these oxgens strictly
depends on the contraction or the relaxation of

their walls, the posture of the patient and above
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all the tomieity of their intra-abdominal supports.

When therefore stasis sets in, it is because
something heas happensd which has altered the natural
relationship of one segment of the bowel to anoths
Something has in fact impaired the mobility of one
portion, however smgll, of the intestinal canal.
That gomething is en obstruction, partisl most of
the times, complets st rare intervals, but always
due 1o some mechznical couse.

The problem beinz thus stated, it would
eppear that the easiest course to eifect & cure, is
to find the obstruction and remove 1t. Unfortun~ "
atelt this ie more easily said than done. Yot
et the ssast of the trouble, or to use the conge-
crated term, the kink is difficult to fing? Thanks
the assistance and the illumipating effects of
radioscopies;; it is now eesily detected, but be-
ceuse "the nature of the obstructions are varied
and complicated and the causes that have led to
their production are egually difficult to define
and their origin still more difficult to trace."

I am ewere I am now treading upon debatable
sround, nor do I intend to discuss at length how it

comeg about, that when opening the abdomen, e find
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the powels fixed at some given points to the general
gbdominal wall and others not, The fact remsins
that such fixatione do exist, that they appear per=
manent and some of them certeinly ere of an evcolu-
tionary nature.

Sir A, Lene's pioneer work has in his line

4

done much to explain matters. Thethier his anchor-

2 nd

ing bands always pley the leading rdle in favouring
the production later on in life of the kinks, he
hag 8o ably described, or whether they do not, is
another guestion. Pergonally I agree with him
they do.

(1) Ienc's contention that his anchoring bends
evoluted out of man's newly acquired attitude from
th 't of a pronate to an erect animal in order to
meet the general tendency to ptosis of his internal
abdominal orzens is certeinly based upon biological
factors, the most important being as, he pointed
out himself, not so much the changed attitude of
the “Pithecoid erectug" as his altered intra-ab-
dominal pPressure,. The latter as is well known, is
a conscrvetive force as long as it acts within a
self-contained, perfectly tight and resilient
cavity and is held in check and equalised by the

resistance of & firm muscular, connsctive
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and eponeurchic parietal wall. But should, for
one reason or another, the tonicity of the abdominal
wall lose its firmmess should it give way in any
particulsr spot and by bulging outwards lead to the
formation of & hernia or to what is called & pendu=-
lous abdomen, then at once the evenly balanced cone-
dition of fthe intra-abdominegl force becomes destruc-
tive.Being unopposed in a given dirvection, it cen=-
tralizes its whole energy ocn the wesk spot and by
80 doing naturally forces by gravitation all the
other organs in the abdomen to descend. The latter
instead of being both suspended and supported struce
ures, only retein the first qualification and their
greatest support having disappeared they naturally
become a vietim to all the deleterious forces of
descent that may be brought against theu.

It is to nmeet this contingency that nature
develops supernunersry fibrous attachments, at sonme
fixed spot to retain the intestinal mass in pesition,
the moet marked being those found along the whole

tany)

course of the larce bowel. Thal this is a physi-
Al o cob __
ological faet is well known, Surgeons are fully

aware thst it is in the nature of the peritoneum To

produce adhesions OT anchoring bends whersver an
th

orssn oYy some new growth becomes within e
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peritonesl cevity by its inordinats lexity or again
by its disorderly movements an object of danger to
its host or its immediate neishbours.

Thus it is that we find large intrea-peri=-
toneal fibroids with an excessive range of action,
covered up by lemellar bands, at times limiting
thelir movements, at others only smoothing their
roughened surfaces. Thus it is also, that dilated,
prolapsed, and bulbous cmcunsg may pe found specially
at their superior outlet sﬁrrounded by a msss of
aéhesiong which binds them firmly to the laleral
abdominal wall or to the under surizsce of the liver,
Nature uses for this purpose whalever naterial she
finds readily accessible. It may be entirely manuve
factured anew, or it may be a simple re~inforcement

f structures elready existing, such as for example

o

whaen Jackson's veil certainly a vestigial structure
becomes thickened and adnerent and limits thus furs
ther within its reliculated meshes, the movements
of the prolzpsed and dilated bowel.

But this very re-inforcement of newly evol=
ved or pre-existing structures carries with it con-
gequences wnich may, in the long run, defest the

very object, nature at first intended to achieve.



By fixing the bowel to any given surfece, whether

ke

gnall or large, it is by the very fact of its fixae
tion, limited in its movements. Should the anchor-
ing bends, for more reasons than one, enclose a yet
larger surface of the bowel circumference, should
they reduce further by contraction, spasmodic
or otherwise, its lumen, a condition very near ob-
struction, is at once induced, at any rate a tempor-
ary paresis of the proximsl and distal portions of
this adherent intestinal segment takes place.

ow paresis of any portion of the digestive
canal always means arrest of pervistaltism, conges-
tion, inflaxmetion and later cbstruction, With
inflermetion intervening, more adhesive bands, or
edventitious fibres are produced because the latler
gre not only props to fzlling or wandering orgens,
but they are also in vhe case of inflemed oxr other
infected cavities (pyosalpinxes-zcute appendix) a
defensive wall which prevents the egress outside of
the enemy inside. They are e bar to microbic in-
fecticn,

g

They are therefore nowhere 80 well marked

a8 where some such infection is to be fesared. In

0ld pyosalpinxes they may be seen as a solid matting

almost inches thick surrounding & small or a larg
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abscess cavity as the case may be. On the intes-
tinal cenel they eare found more marked just at those
gpots indicated by Lane as being the point of elec-
tion of hisg anchoringe bends. They are from above
downwards eesily demonstrated, 1. at the pyloro-
duodenal flexure, 2. &t the height of the ilio=
ceecal valve and round about the cscuwm, 3. at the
hepatic and splenic flexures and last but not least
4. at the sigmoid loop.

The number and thickness of the adhesions
found in these well defined aresas vary, Generally
speaking they may be s8aid to cccur in the inverse
ratio of the degree of ptosis they have to counter-
ect, or the virulence of the mass of infected mate-
riel they have to control,

Some microbie invasiong induce the perito-
neun to throw out larger protective buttresses than
others. Some on the contrary will lead to a hyper=-
trophy of the intestinel well and its dilatation,
and may give riee to thet curious and sbnormal con-
dition bsptized in the adult "acqulred mega-colon'
a veriety of Hirschsprung disease in childéhood.

The flora of the big bowel is a complicated
one; its study is still in infancy and our knows-

ledee of its variety very limited. It would appear
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bowever as if the ubiquitous streptococcus and its
co-partner in nefarious deeds the coli bacilli were
responsiple for much of the pathological changes we
gee in this ovgan. Acute arpendicitis is certainly
in & fsir number of cases a pure streptococecic in=
fection. Chronic appendicitis, typhlitis and vperi=-
typhlitie a combination of strevntococel and coli-
baeillli acting conjointly in symbiotic asscciation
or with other microbes.

In any case the lesions produced on the
bowel and the nature of the adhesions vary accord-
ing to the type of infection prevalent at the time.

here is glso some evidence Lo show that the latter

=3

may be cyclical, indeed is climacteric in the true
genge of the word. Vhatever the inifection may be,
it is alweys a mixed one and further never acts
alone in producing the extraordinary veriety of
lesions discovered in chronic stasis all along the
course of the bowel. Surgically speaking we shall
zlways find thet a big bowel which drains badly is
prolapsed, unless it is extensively adherent some-
where. It is dilated, bulbous at times or inor-
dinately mobile. Lt may be hyvertruﬁﬁ?d, coversd
with larse velaumentous adhesions, or may be formed

of a series of diverticuli which comrunicete with
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each other throush a narrow neck. S0 narrow indeed
may 1t be that the least hardening of the fmces
would spvear sufficient to lead to its occlusion.
Alweys however we shall find this extracrdinary
combination of intestinsl ptosis end inflammatory
deposits firmly adherent somewhere zlong its course
to the general frame work of the abdominal cavity.
It matters not whether the anchoring bsnds which
thus bind the bowels are purely of an evolutionary
nature are inflsamatory or of mixed origin. Such
a8 they are, a8 we shall see later, they are par
excellence the immediate cause of chronic intestinal
stasis. They overshadow by their presence the
whole subject, they mar with a persistence at times
eppalling all attempts to relieve ineffective bowel
drainage. They are hidden rocks upon which are
wrecked many a well-devised and properly carried
out operation.

They should always be reckoned with and no
man who dealing with an opened abdomen for this
specified purpose doss not keep foremost in his
mind, the contingency of thelr presence and pes-

Eiidg

sible recurrence is worth the trust placed in im.
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General Pathology of the Larse Bowel

in Chronic Stasis.

It is perhaps advisable in order to fully
understand later the surgicel methods advocated %o
cure chronic intestinal stasis, that we should now
throw & cursory glance at some of the changes
brousght about by chronic constipation end the dis-
cages from which it arises. Anong these the condi-
tion known as "ptosis" covers a multitude of sins.
It is poesitly responsible Tor many more; for if
ptosis, so far ag chronic intestingl stasis is con-
cerned, is the beginning of all things, it is alseo
he end of all things. It is a vicious cirele
from which there appears to be no escape.

Whatever may be originelly the causes of
ptosis, and there are many, the first to feel the
depressing influence in the abdomen is the "trans-
verge colon', t8 descent as scon as the intra-
sbdoninal force mentioned elsewhere enters into
play is constent and it scon reaches the pelvie

brim. Ptosis of the transverse would not, we have
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seld, by itself, be conducive to stasis, did it not
et the seme time lead at the hepatic and splenic
flexures to a tightening or contraction of the
fibrous bends which binds the bowel below the cos-
tal edges. Kinking of the colon almost hecomes a
certeinty as soon as the cmcum and sigmoid following
suit find themselves after tugging away at their
mesow-cclensg glso within the pelviec cavity. But
the more these orgens become prolapsed the more
they drag on their costal attachments, the more the
latter resists, so0 much so, that while in the later
stages of the disease, we may find the elements
forming the large intesgtine completely disorgenised
end figuretively spesking lying hopelessly entangled
on the pelviec floor, the originzl anchoring bends wowltd
appear on the contrary to have grown thicker and
wider, FProm a slender triangular insertion limited
to & circumgcribed portion of the ascending and de-
scending colon, they invade its whole circumference.
Spreading themselves, they descend elonz the bovel
surfzce znd specially on the right side of the body,
they indissolubly bind it to the adjacent structures
and in so doing they reduce, constrict and partially
occlude its lumen.

To the contrast existing between the pro-

L]

lapsed and degenerated aspect of the large intestine
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on one side and the marked firmess and resiliency
of its superior attachments on the other may be as-
cribed the "fons et origo meli" of the whole of the
complicated pathology of chronic intestinal stasis.
The menner in which each portion of the affected
colon reacts to this new form of strangulation de-
pends on the intensity of the process and thé
speciel type of microbic invasion it is attacked by
subseguently.

CAECUM,

ATy In the cecum dilatation is the rule. The
orgen may become 80 enocrmous as to fill almost by
itself the whole pelvis, It may be_so infleted
that it bresks out into large phlyctenular bulbese of
& reddish-~bluisgh colour, circwascribed only at in-
tervels by the longitudinal fibrous bands wvhich run
along its surface from below upwards. The dilata=
tion favours still further the prolapse, which ex-
terding upwards finslly affect the ascending colon,
until the latter descending in its turn and becoming
redundant falle in accordion pleated-like folds in
front of its former assocclate. _ The degcent oFfte@’ /4.
affects the hepstic flexure, eapr: on the contraryik:mauﬂ
remcinw firmly anchored in situ. When it does not
the whole right side of the big bowel, may become

gt

prolapsed. This is o particularly serious fomm of
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ptosis which does not take place unless the mego-
colons attaching the organ to the side of the abdo-
men becomes inordinstely loose and elongsted. There
is then little evidence of inflemmatory depcsits,
either round about the csmcal head, the appendix,
the ileo-cmcel glands end specially at the hepatic
flexure. In such cases the pathological element
dominating the scene is the ptosis. If kinks exist
they may be found further afield at the splenic flex
ure, which on the contrary rarely if ever becomes
deflected dowvnwarde or st the sigmoid and elsewhere.

This undue mobility of the cwscum and its
dilatation were long considered by the Germans as
the principsal causes of intestinal stasis. They
had failed to see what Lane sc¢ ably proved beyond
doubt, that both the mobility, the dilstation and
the paresis which follows quickly afterwards when
infection enters into play, were only secondary
results to the strengulation of the bowel at its
superioy outletl. Ptosis of the cwcel head does
not however only affect the ascending colon, it aleo
retaliates in a specially serious manner on the
ijeum which finds its outlet depressed and deflected
dowmweardsg., The small bowel held in position by a

firm snd often unususlly short mesentery fails 10



18.
give way and e kink is formed here within sn inch or
two of the ilec=csmeszl valve, giving rige to the
well known form of ileal stasis described by Sir A.
Lane. This form of stasis may exist to the exclu-
sion of any other in the big bowel, slthoush in our
experience we have always fouvnd it concomitant, and

or appendicular adhesions,
indeed always the result of cmcal ptosis,/ That it
ig a peculiarly serious form of obstruction is evi=-
denced by the severity of symptoms which it calls
forth, emong which duodenal and gestric ulcersations

are the most to he feared.

gynonymous terms, have yet other consequences. It
must be reviembered that this orgen is so to speak
a secondary gastric pouch which receives in its
gtill liquid form the products of digestion. This
is = point often too little conaidered-by surCeons
who fevour to the exclusion of any other method
partial or total colectomy. In the cecum the foed
ig further saturated and permeated by digestive
flvids, During the digestive act it is animated
by peristaltic end antiperistaltic waves end its
contents are consegquently thorouchly kneaded to-
gether, A sood deal of fluid absorpticn already

takes place here and if the cmcum be healthy end
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hes sound muscular walls the food now practically
801id should be rapidly pushed on to the hepetic
bend and from there gein the transverse. In its
dilated and paretic condition just the reverse is
observed. First very little liquid ebsorption
takes place, the glandular elenents of the bowel
having lost much of their activity and being re-
vlaced by bulbous almost transrarent fibrous dila-
tations. Secondly, owing to paresis, the fluid
contents of the sack sink to its lowest portion,
where they stagnate a prey to sll scrts of infec-
tions, The contents of the right side of the bowel
ghould of course be aseptic as experiments have
shown thszt the food on its exit from the ileum is
glmost always so, but causes of contemination are
numerous and none are more frequent than those de=
rived from the close contact of the esmcum with the
sigmoid and transverse, both of them not infre-
gquently supplied with an active intestinal flora
only too ready to multiply in the admirable incuba-~
tins chember now provided for them by 2 dileted and
prolapsed cwmcal cavity. That such an infection is
congtent thet it is the cause not only of fthe super-
added and subsequent formation of secondary adher-

ences, either binding the cescum in its new and
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unfavourehble position but affecting also the apren=-
dix and leading to all the acute and chronic inflem-
matory attacks this orgen is specially liable to |
owing t0 its position and anatomical structure, is
cnly too patent. The infection however rarely re-
maing restricted. Extending upwerds it affects in
turn the ascending colon, the hepatic flexure, and
the under surface of the liver. It may pass on to
the duodenal loop and become one of the mosat rotent
causes of duodenal and gastric ulceretion as well
as of cholelithiasis in all its varied forms.

The protracted retention therefore of &

highly explosive mixture of uvndue fluidity within a

partially occluded saclk, dilated, paretic with de-

generated muscular and mucous walls incapable of

further neutrelising digestive fluids, much lesg of

excluding extraneous microbic invasion, is the cause

above all others of the toxsmia which makes of this

disearge such & sgerious affectioqé_

We emphasize the point. Whatever the views
held as to the occurrence of other kinks in the
body, the first and foremos£ is the one formed at
the hepatic flexure. The rest including the ilio-
cecel or Lane's origincl kink are in our opinion

gecondary.,
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That this is 80, is evidenced, by the dif-
ferent types of inflemmations which have always heen
more prevalent on the right side than on the left.
Without speaking of the time honoured rathological
entities known as typhlitis and perityphlitis, we
have the newer ones of "membranous-colitis" of
"peri-colitis" of "entero-cclitis" and of epvendi-
citis.  Except for acute appendicitis, which we
have already noted, may exist as a special infection

() 80 s

0

ovn, just as acute tonsillitis may do, with
which indeed it is closely allied, and at times
combined, the rest belong to the same morhbid family,
and indeed are synonymous terms. Whether the orig-
inal process of inflemmation started within the
csscum itself es an auto-infection, or whether 1t has
been carried by the blood stream, ¢r again, 18 a
direct infection of the upper bowel, such as srise
from epidemic or tropical diseases the pathological
process is ultimately always the same and ends after
the more acute forms of the infection has subsided
into the formation of adherences distributed &ll
over the bowel but more specially localised at the
We have had during this war occé~

hepatic flexure.

sion to examine end operate upon a large number of

soldiers returning from the gglonica front and who
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after suffering from different types of entero-coli-
tis had marked symptoms of chronic intestinal stasis.
All of them presented different forms of cwcsl in-
flemmation but in every case operated upon, the in-
flemmatory process wes more prevalent and more
marked at the hepatic bend. Nowhere were the adhesions so
vascular and ag well orgenised,

ADHESIONS. Much has already been written as to the na-
ture of these adhesions and many are the discussione
thet have been held as to the possibility of differ-
entiating between what may heve been at first Lane's
acquired ligament and what becomes later an inflam=-
matory one., It is practically impossible to do so0,
nor doeg it matter. The same may be said of the
structure known as Jackson's veil. French writers
have conclusively proved that this is a vestigilal
extengion of the parietal peritoneum, which may ex-
ist in a more or less definite form, as a fine re-
ticulated net spread over the upper part of the as-
cending and transverse colons but descends at times
gs Tor down as the "cwcum" proper.

Thig diasphancus end glistening membrane,
may be untouched by the typhlitis and perityphlitis
which follow the incursion of the infective agent

from the mucous to the serous surfaces. But it is
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almost always in the long run also affected.
Lt then becomes adherent and orgenised and
cen be but with difficulty differentiated
from o¢ordinary adhesions.

The sazure may be said of a special
type of adhesions existing between the as-
cending and horizontal portion of the big
bowel agglutinsting them together as the
two barrels of a gun and rendering the sangu-
lation at the hepatic bend more acute and
vermansnt,

The French have honoured these ad-

hesions by a special name "le ligament de Buy".

Being an adhesive ligeamsnt like the rest
oceurring in these regionsg it hardly seems
to deserve & special nomenclature.

A guestion of more importance is
whether such adhesiocns produce actual ob-
gstruction to the chyme progress or vwiiether
they do not?

That they flatten the intestinal
wells, thereby considerably restricting its
lumen and at times leading to the formation
of fairly acute bends or kinks, there 1is
plenty of evidence. But that they actually

s0 narrow it as to prevent any further
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ezress of the digestive fluids beyond the constric=-
ted segment is a matter of discussion.

We have been at gome painsg in our operations
to errive at some definite conclusion on this point.
Although we have had to liberate, specially at the
hepatic flexure, extensively adherent colons and
although such adherences appeared orgenised and
indeed fimmly agglutinated together the bowel &hd
the adjacent stmueburss within its vieinity,; at

times making its liberation a matter of some anxiety

- yet we have never found the bowel permanently
congtricted at any portion of its course, nor have
we discovered within the area of adhegions any
apparent loss of continuity, or special hypertrophy

of its musculature, On the contrary, except on

guch occasions as the bowel itself was extensively
degenerated and reduced in gize end thickness, so
much as to look bewvond repair, as soon as its free=~:
dom wag assured, it resued its buoyant and natural
condition, and apart, specizlly in the mega-colon -
for its roughened serous surfsce and the gigns of
numerous tags still adhersnt to its coat was none
the worse for its long imprisomment,

Again in performing Cwmco~Sigmoidoscopy, we have

in such cases as appeared under the fluorescent
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screen to show evidences. of iliac stasis, once the
caecun had been incised as a prelimingry measure to
its angstomosis to the sigmoid, passed our gloved
finger in its cavity and pushed our way richt throuh
the ileo-eciecal sphineter up and well within.the ter-
minal portion of the ilewun, Here again we never
detected =ny thickening, or in spite of manifest
adnesions present, actual narrowing of the ileo-
cecal aperture, either by spurs, or anything approach-~
ing & fibrous ring - On the coatrary the bowel, here
as elsswhere, renained flexible, extensible and ex-
cept for a limitation in its movements - was normal
in every way. Only once did we see its walls hy-
vertrophied and dilatsd - but on this occasion the
cacunl and agcending colon gnared in the same procegs.

We have perforce therefore to agrse with
those surgeons whao assert that there i1s no actual
Btenosis but only, as satisfactorily proved, by
Professor Keith, a neuro-muscular spasm of the cir-
cular muscle Tfibres of the intestine, produced by
a mechanical 0 chemical irrvitation of Auerpach's
plexus at the siie of the contraction,

Such ileo-cmcal reflexes are freguently

associated with an adhereni appendix and may extend

right up to the pylorus ~ In faet we Tully endorse
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(3) Barclay of Manchester's statement that irregular

spasmodic contractions of the ileo~cmcal region are
here of more moment -~ than the actual disease of
the appendix itself - hence the importance in this
region to "search out end divide any small adhesions
there may be, no matter how insignificant they may
appear."
We have baen lucky enough not only to watch

vnder the fluorescent screen the formation of such

& nodular contraction but actually to handle one on
he operating table - In this last instance, the man,
an 2lcoholic private, took the anmsthetic badly -
While attempting to liberate the caput c@®ci, he was
seized with an attack of reflex vomiting and we then
witnessed the sudden foirmgtion at the termingl
portion of the ileuwm, of z rounded swelling ~ The
bowel appesrsd to shorten itself in its length, and
to round itself, so to speak, into a circular node,
the size of a tangerine orange. The process was
evanesgcent, but had given us time to distinectly
palpate a marked consgtiriction and musculsar swelling

o7 the whole of the ileo=cical reglon.

pur

Whether this hypertonicify of the terminal
part of the ileum, or any other part of the large

bowel, as opposed to its atony, be the real cause
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of intestinal stasis, as Professor Keith would like
us to believe - is another matter. Ve are rather

4.

inclined to the opinion, that the disordered motil~
ity of the bowel, no matter where it takes place,
is as much correlated to the hyperplasia of its
museulature as 1t is to its atony. The two pro=-
cespes doveté;l - and insensibly pass into one
anotnexr.

Spasmodic contractioas, provided they be
repeated freguently enoush produce exachly the same
effect as & partial fibrous occlusion. We are not
certain that the results are really not worse as
the element of congestion is generally more marked
in active muscular spasn then in the presence of a
mere fidbrous ring. Thusg, for instance, if the
cescum never enpties itself properly owing to fecal
regurgifation in its cavity -through repeated spas-
modic elosure of its uuﬁlet'— the effect of the
backward pressure on its wglls would be exactly
the same, a8 il adnesiouns did partially close its
outlet. ATresgt of peristalsism followed by paresis,
congestion, dilatation and lsaterinfleamnstion would
inevitably follow - and the more the irritsation of
Averbach's plexus, or its poisoning would tetanise
the bowel musculature, the more should we witness
the varied and complicated changes observed in

intestinal stasis.
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The subjeet bristles with difficulties, but

in our opinion, it mainly does so because 80

little attention has hereto been drawn to the physio-

loziecal feet thet the essential element to intes-

tinel activity - is its mohility.

Motion, constant motion whether visible
peristaltic

only at times in the foim of larpe ueristaltic or anti-/
waves, or invisible, in the shape of fine fibrillar
contractiong of the closely connected circular mus-
cular fibresg of the intestine has to take place in
order theat it ghould live and perform its functions
noraally. Stop this motion anywhere - impair the
museculer action by nervous reflexes. due to adhe-
giong or poisonous substances circulating in the
blood or within the bowel itself and al once this
highly sensitive and delicetely equipoised sewage
system, becomes thrown out of gear - stoppares take
place here wnd there, mostly at such places as sep-
tic tanks are provided for the reception of the
liguid fwmces. Tinks and bulgingboccur at denger-
ous corners, 1in fact the whole motoy mechanism of
the system is at breaking point. Thet it is an
admirable one, and not merely a vestigial organ as
gome would like us to bpelieve - there i

it
but that/ﬁs also a complieated mechsnign and obeys

no douvubt =

w



(4)

29
to mechanical principles and in soms of its dis-
orders can only be relieved by mechanical measures
ig equally clear to our mind,

The inherent tendency to disorder of the
action of the colic musculature when impalized by
adhesiong 18 admirably illustrated in the manrer
haustral gsegmentatlion of the Ifwces and thelir pas-
sage '"en masgse'" from one end of the large bowel to
the other - takes place in chronic constivaltion -

British
Barclay of llenchesber is the first/author who L
velieve has drawn attention to the fact that in
order theat this "movement en massge" ghould occur

"a point d'appui" is necessary. By the "point

1}

dl'appui" he means the formation of a temporary
sphincter or contraction of the intestinal muscula-
ture, from which the effectiveness of the mass move-
ment can start,: :

In his observations - the point d'aprui -
was near the hepatic flexure, and was foruned prob-
ably efter palpation of the cmecun in the exploration
of the appendicular region. In Barcley's opinion -
the fornation of a "point dlaprui? is necessary in
order that the mass movement sghould take plece - or
"ecateh on" - when the emcun contracting pushes for-

werd itg contsnts toward the hepatic bend. To uge
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his own words "It is too early to make a definite
stoatement, but I am more and more convinced that
the keystone to the efficiency of this movement of
the large intestine lieg in the competsnce of the
"point d'appuli" and that it is on the competence of
thig telmporary sphincter that the natural action of
the bhowels depends.

inversely, the failure or incompetency of
this valve is responsible for the constipation i.e.
the ineffectiveness of the "mass movement" when it
akes place -~ Fox if there is no point d'appul the

fwces ¥

ﬁ?

curcitabte in the cwcum posegibly giving rise

to the slog

ypy ecmer thaet we recognise and think of

4]
o

as the caguse of constipation - not only so, but in
time ons would expect this to lead to inefficiency
of the illso=cwscal valve. Moreover, if the "mass"
movenent is not effective, there is nothing except
the comparatively feeble movement of the cweumn 0o

propel the Tood turUL gt the large intestine and

=37

whnen the movements take place, they propel the [wsces

in both diresctiong i.e. the mass in the cecum has

to 8ct as an inefficient "point d'appui. We sub-

seribes entirely to this statement - lass movement
generally

we feel certaﬂn/bnly takes place from the hepatic

bend downwards, and it can only do so, provided the
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peristaltic action started from the cmcum. becones
synchronous with the movement initiated at the
hepatic hend. We do not know, whether a spliincter
is necsssary here for the movemsnt to catch on - i.e.
a specizal contraction, which would be sufficiently
distinet by itself, to ensble one to speak of it &s
"a point d'appui" - nevertheless ~ the idea that
the cmcum has & Sepercte mechanigm or peristaltism
for mixing the contents of the bowel and feeding
them into the escending colon, preparatoery to the
occurrence of the "mass movement" is in our opinion
correct. Thus one has seen as we have rereatedly
done at operations and under the scresen peristaltic
waves running from the cmcum onwards to the hepatic
bend. We have seen others starting from the initial
portion of the trengverse to the rest of the big
bowel, but we have never witnessed, at least in
adherent colons, the movement transmitted from cscum
to sigmoid. It is therefore possible that a nodal
musculer point is present at the hepatic Tlexure
and that it is at this gpecigl Jjunction of the larpge
bowel, that haustral seguentstion can only be initiated
transmitted "en maesge" along its course -~ If 80 -
then the remszrkable influence brouvght about by adhe-

sions on the mobility and motility of the hepatic

and
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gegment become of parsmount importance. Lt becomes
evident in order that the feeding process of the
as8cending bowel - into the transverss and descending
ghould take place -~ the way must be clear, there
must not be any narrowing of the intestinal lumen -
but above all there muset be gynchronicity in muscu-
lar contraction. If there should be a break, or
an irregulerity in the neurc-muscular rhythm - the
mechanism at once becomess defective and the process
of defwmcation is eilther retsrded or completely arrss -
ted. That adhesiong do produce this disordersd
cweo-colonic reflex cannot be doubted.

In "Chronic stasis" we have stoted the deley
is nearly alweys in the cmcum and ascending colon -
this part of the large bowel forms the big cesspool,
or catchment area of the human sewage system, and
unless it becomes enmpiied rezularly and its outlet
works Yreadily and effectively - all the rest of the
mechenigm - whether it be '"mags movenent" or defsca-~
tion proper goes out of gear. Colons may be of the
hypertonic or atonic type - may be prolapsed - or
on the contrary hung up high in the abdomen - they
mey be twisted in 2all menner of shapes, or even

extensively adherent - symptomatically sreszking
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nothing will matter ~ if the cwscum and ascending
colon have en efficient cutlet.~ but let the reverse
take place and at once & complexity of pathological
problems arises which shows how subservient the
whole digestive process is to the motility and mo-
bility of thie the second gastric pouch in man's

gconomy,

TRANSVERSE COLON. The condition of the transverse colcn is

as already stated, Being extensively prolapsed
and elongated it rapidly assumes in advanced ptosis
gn anwemic and ill-nourighed appearance. In very
thin women, 1 have found it so attenuated that it
looked like & particularly colourless tape on which
had been threaded irregular and dirty-looking beads
the size of walnuts or larger. Thesge wers the

scybeli so often found progressing in a desultory
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fashion within the thin and degenerated walls of at
one time a healthy organ. Scybali form of course
when undue delay of food progression in the bowel
leads to the absorption of all liquid portions of
the excreta, leeving behind the mucus loaded con-
creta characteristic of the disease. Scybali and
diarrhes are frequently associated symptoms, the
one condition favouring the occurrerice of the othen
colon
Againthe transverse[ﬁay be enormously dilated and
hypertrophied. This condition may prevail over the
whole of the big bowel and when so there is no re-
tardation in the passage of food, but on the con=-
trary acceleration. At times the hypertrophy and
dilztation affect only a portion of the big intes=
tine, frequently the first portion only, end ig con=~
tinunous with a similar state observed on the cmcun
and ascending colons. When it is s0, an obstruc-
tion invarisbly exists at the splenic flexure or
lower down, at the sigmoid 1loop. The "mega-colon"
as it is called, is a pathological curiosity feirly
freguent in its less pronounced fomm, but rsre in
the lanrger variety, which then, except in gravity
recslls Hirschsprung disease in childnood. It is

T -4 B T T I o B 4907
probably caused by a special microbic infectlon,
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The kinks occurring either st the splenic

4
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flexure or at the sigmoid recsll thoge already des-

erivsd at the cwmoun and hepatic bhend. The process
fL . e L - -~ -~
is identical, except that here the adherences alwavs
‘o

ated. They then give rise to the different forms
of "diversticuli® so ably described by Lane and

Amnerican writers. Whether tlhey are the result of
the accunulation of hardened fwmces, of stercoroies
ag the French call them or not, it is difficult +o
state. Such as they are, they unguestionably in-
tengify the chronie intestinal stasis, although
owing to the not unfrequent aseptic condition of
the hardened fmces generally devoid of active
miecyrobie 1life in their dry form, they are far from
the serious toxsnic effects of the retasntion
exigtine in the right side of the big bowel. In
fact unless there be at the same time - cmcal Te-
tention - such a condition does not lead to intesti-
nal stasis. Women have been known to carry huge
sceumulation of femcal matter in their rectum and
siemoid without apparently being inconvenienced in
any way and specizlly without showing signs of ster=-
corsmmia. The imwortance therefore which has been

civen to what is described as the "last kink" has

possibly been over-estimated as a2 cause of true

intestinsl stasis.
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PART IIL,

The Surglcsl Treatment of Chronic Intestinal Stasisg.

We have in the preceding part attempted to prove

25 That Intestingl Stasis in the right side of

L=

q
the bowel is perheps the most frequent cause of
Chronic Constipation - as it certainly is also, one
of its most serious complications.

39 Tat Typhlatony or atonic dilata-
tion of the cmcun whether primary - or whatever its
origin, whether only a form of viscero-ptosis or
the seqguel to infective causes, invariably leads in
the long run to an abnoraal mohility of the organ =~
The cacuwna mohile and its prolapse into the pelvice
cevity favours in turn the descent of the ascending
golon, which after dragging on its superior hepatic
sttachnents becomes slongated and finally reaches

the pelvic brim in redundant accordion-like folds.

Ll

Once thus digloecated the whole right side
of the bowel may become inordinately distended and
should its mesentery equally become relaxed will
frequently undergo axial rotstion from right to
left - thus initiating the first movemnent towards
the formation of a volvulus.

Suech enormoug divertiemli of +he rizht colon
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are however rare, generally the dilatation only af=
fects the cwmcal head which frequently attzins the
size of a man's fist, and may be nmuch larger.

That whatever the nature of the cweal dilatstion -

= o Ty By ) henpfred
this condition is invariably 12 e

the
strangvlation of the bowel at the hepatic flexﬁnzby
adventitious bands - amd the result of recurring
inflamatory attacks such as occur in the course of
cholecystitis, with or without gall stones, of typh-
litis and peri-typhlitig, of gastric and duodenal
ulcers and last hut not leazst of acute and chronic
appendicitisg,

Thet these are factscan easily be demon-
strated in cages of non-acute appendisectomy -
Should at such operations the surgeon instead of
aimine at the removal of the appendix by the small-
ost incision possible take the trouble to inspect
the uprer part of the ascending colon - he will
often find it coversd by a fine net-work of chronic-
a2lly inflamed adhesions. These adhesionsg nay ,28
we have said,be neo-formations of a purely inflam-
matory nature or are associated and blended together
with the remains of the vestigial structure known
as Jackson's membrane. In any case, however, they
Yind dowm the bowel to the postero-lateral gsides of

the abdomen and =2t times further aeelutinate its
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redundant folds together as low down as the ecmcal
head proper - but nowhere are they so well marked
than at the hepatic hend - Here they rapidly become
organissd and by their retraction may so restrict
the lumen of the bowel as to frequently give rise
to serious symptoms of chronic stasis,

The mere division of these adhesions has
been unsatisfactory as they generally re-form arain-
As to the orerations of ccecopexy and colopexy for
ccun mobile although they would appear to have
proved of some uge in well defined but generally
mild cases of typhlatony - they leave these lesions
untouched and have always seemed to us precarious
measures to depend upon to hold in position such an
over-extensible, dilatable and frzil organ as the
right side colon, specizlly when degenerated and
attenuated or, on the contrary when extensively
dilated and prolspsed 28 is so often the case in
the class of patients suffering fron enteroptosis.
The same may be said of the simple removal of the
appendix. This operation only de=ls with one com-
plication of the disease and leaves the rest un-
touched - hence the large provortion of so-called
chronic appendicular cases still showing a vergist-

ence of constipation and pain. Feilure to dezl
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with so complicated a condition led to the appear-
ance of short circuiting operations. Starting at
firgt with ileo~-s8igmoidostomy , they have evoluted
from cmco-transversotomies to risht side colectomies
until they have culminated into the removal of the
whole colon. No doubt colectomies are at times
necessary - but it is equally certzin that a large
number of chronic constipation cases, specially.
when due to right side colonic stasis, may be effec-
tually drained and cured without the destruction of
80 important a functional structure as the ileo-
gecal sphinecter or by the resection of = whole

it may be considered
orpen which howeveIr cumbrous and lmperfesct/as a
drainare scheme is vet of some utility in the mein-
tenance of the proper equilibrium of the intra-
abdominal economy. We are satisfied after an ex-
perience now extending over some years that when
the csmcum and ascending colon are thus dilated -
prolansed and unduly mohile - they cen be effec~
tively reduced in size and made to resume thelir phy-

siolocical function by the operation of Cmcorrhaphy

- The latter consiste in plating together, or
invaginating into longitudinal folds - the bulbous -
phlyctenular snd overdistended orzcans, until they

are not larser then the terainal portion of the
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ileum. Previous to the invasination the whole
colon from excal head right up to well beyond the
hepatic bend should be freed of adhesions and the
egprendix removed.,

Cecorrhephy however should he strietly
limited to cases of Typhlatony and where the symp-
toms of stasis are distinctly located to the right
side - further the adhesions blocking the hevatic
bend should not be extensive or too firmly organised.
Should they prove to be so and the liberation of
the bowel appear a hazardous experiment - specially
gshould it become apparent that some other obstruc-
tion exists lower down - then to the cmcorrhaphy

ghould be substituted a cwco-gigmoidostomy in our

opinion the best operation for drainase of the big
bowel.

Both operstions are conservative - are de-
void of undue risks to the patient's life and give
permanent regults,

Technic of Cecorrhapnhy. The abdomen is

opened by the usual vertical incision for arpendi-

citis - along the extsrnzl border of the right rec-
tus. At first only a few inches long it should be
made to run up to the costal edge. It is advisable

to have plenty of room - to see well - and to dea
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with the bowel outegide of the abdomen -~ Ingpection
of the latter will soon decide the next step.

Should the cmcum be adherent and with a
chronicslly inflamed appendix - it should be decor-
ticated from its recess in the usual way. The
caput csmci being liberated - the same process is
carried out all along the ascending colon - The
adhesions are generally easily broken up with fin-
gers - Should Jackson's membrane be present end
adherent it cen he severed with z knife or a blunt
pair of scissors - The dissection ghould be speci-
glly thorourh around the hepatic bend and the angle
of the bowel well freed from adhesions right vp and
beyond the initizl portion of the transverse. Should
the latter vresent a normal appearance and specially
ghould 1t not be hyrertrophied and sugrestive of the
condition knowvm on the continent as "megapachyecolon®
the invagination of the redundant colonic structures
can be sttempted - First the appendix is removed in

the usual wey.

include in the purse string sutnpre closing vyp the cau-
terised =section a good portion of the c=cal head -
nug reducing already by a larse invagination the

dilated bowel.



42,

Tre next step is important - A geries of
fime rat-toothed KJ%Cher forceps (we have had some
gpecially light ones made for this purpose) eare
then placed all along the internal longitudinal band
of the agcending colon. A second 1ot are vlaced
opposite on the middle band. The external one is
left untouched. The gurzeon then armed with an
intestinal straight needle, threaded with a long
coloured silk suture or linen thread starts from
the c=mcal head and invaginates the portion of bhowel
gituated between the internel and middle line of
longitudinal fibres, uniting both by a firm continwn
oug suture - The thread should 'be locked every 3-4
inches and the suture prolonged right up to the
transverse and only stopped when the colon appears
normsl in size and devoid of adhnesions.

Vhen the plating is over the bowel should
not be larger then *the ileum - in fact if the work
is well done, looks as if it was 2 prolongation of
the gmall intestine and the rizhit colon had been
remnoved. Before closing the abdomen a careful
exrmination of the ileo-cmcal sphincter should be
made and any kinks existing there treated according-
1y - We have however never heen able to satisfy our-

selves that Lene's ilezl anchoring honds were really
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responsible for the symptoms of ileal stasis ~ Ve
believe that such symptoms ars usually produced by
the prolapse of the ecmeal pouch in the pelvis which
is not followed in turn by the terminal portion of
he ileum, hence the formation of kinks, no doubt
aggrevated later by the fresh adhesions which such
a condition alweys entails, Plating and invsegina-
tion of the loose bowel - generally corrects this
malformation withoult further ado. In one case
glthouzh & Lene kink existed -~ we.boldly left it
alone and only attended to the prol&peed cHcum -
The result wes as expected and the iliac stasis
disappeared.

Cxcorrhephy thus performed will slso obviate
the necessgity of a cwmcovexy - Should however the
meso-colon be unusuglly lax, we have on some Occa-
giongs taken a reef on the overstretched reritoneal
folds and added to the invagination a sort of ceco-
sugrension. Thig step we however consider as usU-
elly unrecessary as it is not obvious the mobiljtj
" the cmcurm is "per se" a pathologiesl condition,

]

The vhole troubhle in right side colonic stasis , as

of

already stoted, resides entirely in the imperfect

drzinage of an overdistended cavity supplied with

14
an inefficient outlet. By reducing the size of
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the ceecal saec - in preventing by invegination of a
larzse serous surface the re-cccurrence ¢f adhesions
and by secuvring once more a free exit to the bent
up intestinal contents - cwcorrhaphy cures this
form of chronic stasis and doss so permansntly.lVide /'?Mw%wfi
Our operative list now exXceeds 24 cases - Our inme~ Q'CWL'
diate resultg have been exeellent - and the distant
ones as good - Thus we had lestely occasion to re-
exemine under the screen 8ix of ovr patisnts opers-
ted uron from 3=5 yvears argé - in esgch case the con-
gstipation and 811 symptoms of tomumia had disap-
peared - There wae neither dilatation, ptosis nor

retardation of the passage of the barium mezl from

cained

2

ceecun to gigmoid - Mogt of ‘the patisnts ha
weicht, except one boy of 16 - who on the contrary
being obese - apathetic and hackwerd in his studies,
hed lost much superflucus fat but gained in intelli-
cance and brishiness go as to pass successfully his
schcol examinations,

Cmco-Sigmoidogtany, Vhen however the

bowels are either too fimmly adherent - are hyper-
‘trophied - too extensively prolapsed and degenerated
~ greciglly if a kink exigt somewhere further dovm -

ther to the cmcorrhzphy should bhe substituted a

ghort-circuiting operation,
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The dquestion resolves gimply itself into
one of dresinage.
How o properly drain the big bowel - whete
to drain end in so doing how +to create & convenient

1Z
and highly efficient short-circuit, giving permanent
relief and with as little disturbance to the general

equilihrivm of the abdominral cavity shovld naturslly
be the aim of every operator.

That this can be done without resorting to
the extreme meastyes still so largely advecated we
now nope to demonstrate -~ First lst us point out,
that the surzery of chronic intersghtitial retentions
is eubject to the seme physgicel end mechanicel laws
governing the presence of accunulated and nefarious
‘collections anywhere in the body - Here the 0ld
Latin adege "ubi pus, ibi evacua" holds zood -~ just
g8 the purgical exiom "Drain in the most dependant
part" equally epplies. The largest asnd most inree-
tive quantity of retained secretions being in the
cwcurm end the latter ~ srecially when prolansed
being further the most dependant part of the bowel
gsystem it follows - should the gigmoid leoep - be
similarly situsted ~ as it frequently elso is -

icient should be instituted

)
Hy

that drsinase t0o be e

2t their jﬁnction < That such a junction doeg exist
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in the pelvic cavity can easily be demonstrated

under the fluorescent screen,

If after the usual bismuth meal - a patient
suffering from stasis be exaﬁf%%d in the erect
position 4«5 hours afterwards, the emcum
will be in a large proportion of cases found prolsp-
ged in the pel?ic cavity - Its lower pole in any
cage 1s generaslly well within the pPelvie brim.

Should then a bigmuth or barivm rectal in—+
Jjection be administered at this time and the sismoid
exemined in turn - both shadows will be found to co=
alesgce, should they not do so, thev mey be only
seperated by a narrow strip of clear outline, thus
demonstretine the fact which indeed intestinal sur-
gery is fully aware of, that in chronic stasis hoth
orsans are in freguent apposition or if not actuvally
80, have such lax mesenteries that they can readily
be brought in contact one with another.by manipulation.

Now logic and common sense would indicate
thet this is the sits of election for drainagse - It

unquestionebly ig so! The fellowing diasrems

show the difference hetween the operationsg of ileo-
sigmoideostomy - of ileo-transversotomy - ed—pekiisd

e == &gy, of csco-sigmoidostomy without

resection of &z portion of the csmcel head, finally .

o s —

¥ In most radioscopic examinations of the large
bowel the rectal injection replaces with advan=

tage the Barium meal.
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of cwmco-sigmoidostomy as it should be performed to
obtein perfect drainesge. It will at once be patent
to any unbiased observer thet mechanically at least
the adventaces as & drainsce scheme are all on the
side of the last operation. Physioclogically and
surgically spesking it is equally superior to any
other short circuiting device.

Unlike the ileo-sigmoidestomy, cwmco-sigmoid-
ogtomy does not destroy these a2ll important struc-
tvures the ileo-cmcal valve and sphincter. Lt re=
taing the cmcum, so importent from a digestive point
of view, without making?it a blind sac - the inevit-
able receptacle of regurgitating putrefying sub-
gtences . It thus chviates the necessity of a
gecond overation in order to relieve tension and
evacuate the products of retained secretions.

Unlike transverse colostomy and right side
colectomny which drain imperfectly because the new
snastomosis is placed above the umbilicus instead of
below it - it drains as well as a total colectomy
without any of its dangers, In faet cmco-gigmoid-
ogtomy is indicated at least as a temporary and
preliminary messure whenever colectomy appeals
rnecessary and gpecislly in thet form of colonic

stasis - known by the French as megapachy colon OX
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acquired Hirschsprung disease in the adult. In this
disease, as We have pointed out, the larcze bowel be-
comes, owing to some obstruction lower down, unduly
dilated and hypertrophied and its walls are evie

mierobic
dently the seat of an activq[infiltration. It then
becomes a matter of extreme delicacy to handle the
intestine, inasmuch as the mere bruising of its
surface will liberate in the abdominal cavity toxie
substances of z virulent nature. To perform colec-
tomy at once when faced with such a situation is to
court immediate disaster - hence the practice of
gsome surgeong who seek sefety in a preliminary ileo=-
sigmoidostomy - leaving to a later date the larger
operation,

Ceco=-sigmoidostomy generally saves the pa-
tient from this painful necessity, the drainage
being so perfeet that the bowel recovers completely
its tone and normel gize. We have hed X-Rey demon-
gtration of this fact after ﬁhree‘0§erations for
megapachycolon performed at the S.A. Ambulance on
soldiers returning from Salonike with advanced
chronic stasis. Thig disease appears to have been
prevalent on active gervice and is not an infrequent

sequel of either typhoid and para~tyrhoid but elso

of emebic dysentery.
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llost of our cmco-rrhaphys and ceco-sigmoid
ostomys were performed on men returning from the
near Hast and had long lingered in hospital without
benefit from the various medicinal treatments.

Whatever then the cause of acquired Hirsch-
sprung disease in the adult - the infective hyper-
plasia of the intestinal walls and their friability
makes of total colectomy in these cases a very du=-
bious underteking. Cmco-pigmoidestomy which drains
the big bowel at its safest and most normal points,
the hypertrophic hyverplagia affecting mostly and
only the ascending transverse snd descending portiom
of the colon is infinitely safer than the immediate
regection of the whole colon or even the preliminary
ilio-gigmoidostony and should thereforealways be
given the preference.

But total colectomy has uvltimate and other
results which no means in our power have as yet
heen able to successfully prevent and that is the
production of secondary acdhesions.

Of course adhesiong will form after all
manner of operations, even after the mildest - but
it must be owned thev are exceptionally extensive
sfter colectomies and may he so grave as to neces-

sitate 2-3 successive laparotomies. The reasons



50,
are quite apparent - not only are the omental and
mesenteric stumps left behind difficult to render
innocuous , but colectomy throws cut of gear the
whole intra-abdominal equilibrivm by destroying
that conservative force so imperfectly known - the
intra-abdominal pressure. The big bowel although
prolapsed and even when extensively adherent is
still a protection to the small intestine. I4
forms a sort of framework within which the ileum
and jejunum are more or less contained - further
being provided with an omentum - the latterlike a
gentient vell, glides backward and forward above
them, Animated with something zlmost like conscious-
ness it rushes here and there, jugulating infections
when they can be located and limiting the formations
of adhesions. Its total resection - coupled with
that of the large bowel - leaves the small intestine
entirely unprotected, hence the extensive adheslons
it so freguently contracts specially with the an-
terior parietes.

The operation of csmco~-gigmoidoscopy has none
of these drawbacks. It is easily performed - it
requires a small abdominal incigion - it only deals
with structures well within the pelvie proper and

further which can be exteriorised with ease -~ while
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full protection cen be given to the rest of the
abdomen in the usual way by placing the patient in
the Trendelenburg position , it thus reduces the
chances of adhesions to a minimun., Its prototype
with which it has many points of resemblence is
gestro-enterostomy, the most successful overation
in the abdomen. Like gestro-enterostomy cmco-
sigmoidostomy drains a large viscus with retained
gecretions, it does so at the most dependant part,
it drains without troubling about the conditions of
things above - it resects practically nothing - it
only makes an opening between two cavities, which

it unites by the simplest of intestinal sutures.

Its technic is simple, its instrumentation restric-
ted. A clamp - the one used for gastro-enterostonmy
acts admirebly, a couple of bowel forceps to be
placed zbove and below the proposed site of suture -
half a dogen fine Korchet forceps and a couple of
gtraisht needles with coloured thread is all that

ig needed. Once part of the cmcal head with the
attached appendix have been clamped off, one sweep
of the knife or cautery removes the excess of tissue
to he discarded. The sigmoid is then drawn in gitu
an incision corresponding in length to that of the

coseumn ig made on the surface gelected for the




a2.
engstomosis and the latter is carried out in the
usual way. 1t may be necessary to place a ligature
at the hase of the meso-appendix, Generally if
the precaution has been taken to unite by & continu~
oug thread running from left to right the mesocolons
no hemorrhage is to he fezred. This thread should
be tightened after the operation is completed so as
to keep the two portions of the bowel together and
prevent strangulation of the small bowel should it
s8lip backwards below the newly sutured organs.

It may be arguved that csmco-sigmoidostomy
does not prevent the products of digestion from
travelling by the usual course. Lt certeinly does
not, but it drainsg the excess of liquid contained
in the csmcum - which is all that is wanted - in one
word it relieves the stasis - it gives the necessary
rest to the big bowel and allows it to recuperate
if possible. In any caese, it always cures the
congtipation, the irritative diarrhwa end the tox-
gmia. We have now performed this operation more

than “a dozen times end our results have been invari-
ably excellent. e anastonosis will remain patent
&g long as necessary and provided the incision on
the sirmoid be large enough may remain permanently

GRS Y

opened. As in gastro-enterostony however when the



43.
duodenal ulcer heals, 80 in casco-glgmoidostony the
fwces may ageain travel by the o0ld way and the new
opening become obsolete. This is a matter of
gecondary importance, a return to normsl conditions
being in our mind the best proof of a successful
issue. The obsesgsion of a"circulus viciosus™hich
seems to haunt the minds of some operators does not
therefore appear to us to be founded on facts, or
much to be feared. If drainage be good and no re=-
tention occcurs, what matters the way the products
of digestion wrsach the extarior?

Further the idea that a short circuit must
of necessilty be permanent is illogical -~ The in-
jured bowel like every other organ in the body will
recover provided it is given rest - nay, as every
laparotomist knows, will not only fully regein ite
former tone, but destroy the adhesions or kinks it
once created to meet the emergencies of the cese.
According to Hursé%lthe mortality of simple short-
circuiting operations is small, but it is always
greatly increzsed if adhesions are divided at the
game time. The mortality of partial, and to a
gtill greater extent, that of complete colectomy, is

high even in the most skilful and experisnced hands.
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The recoveries of our 16 cmco-sigmoidostomies were
as uneventful as those of ordinary chronic apvendi-
sectonies - only one case ran a temperature of
1039'F. for three days - was slishtly delirious and
looked distressed. The free passage of flatus soon
relieved the condition evidently due to some reazc-
tion at the seat of the anastomosis, Again there
ig little doubt that cmco-gigmoidostomy with its
gimplicity - the ease with which it can be performed
and its safety sﬁould be the ideal ghort-circuiting
operation to be selected whenever it 1s desired to
drein temporarily or even permanently the big bowel.

Two conditions are however essential to meske
of the operation a perfect success - (1) The mesen-
teries of each colon must he lax, and the apposition
of one bowel to the other essily obtained - i.e.
there may be no tension on the sutures. (2) The
shastomosis must be a large one - o catheter need
be placed in situ - and the bowels ghould only be

opened on the fourth day.
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Lonclusions.

(1) Intestinal stasis in the right side of the large
bowel is the most frequent cause of Chronic Cone .

stipation as it is its most serious conplication.

(2) The condition invariably leads to what is known

a8 Typhlatony or atonic dilatation of the Cscum.

W™

(3) Typhlatony and the Cesecum !obile are constantly
agssociated together and are the preliminary steps
to the descent of the whole risht side of the

bowel into the Pelvic Cavity.

(4) Typhlatony, the Cescum ifobile - Prolapse and
elongation of the ascending colon are never 80
well marked as when following inflszmmatory &at-
tecks binding down the large bowel at the Hepatic
bend and diminishing its lumen. It is doubtful
if the dislocation of the right colon in a down-
ward direction is outside of a restricted outlet

able to produce true Intestinal Stasis.

) The protracted retention thereifore of a highly

(

3

explosive mixture af undue flvidity within a par-

tially occluded sac, dilated, paretic witl
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degenerated muscular and mucous walls incapabls of
further neutralising disestive fluidg, much less
of excluding extraneous microbic invagion, is the
cauge above all others of the toxmmia which makes

of this disease such a seriocus affection.

(8) Cmco-rrhaphy which reduces the cwmcal sac and
dilated ascending colon isg the opveration to favour

in Typhlatony and Prolapse of the richt Colon,

(7) It should never be performed without the des-
truction of adhesionsg if any and ban be coupled

with a cemco-pexy if necessary.

(8) In any other conditions giving rise to Chronic
Intepstipial Stasis - Cssco-gigmoidostony is the
operation to be favoured to the exclusgion of other
ghort-circuiting methods specially in the treat-

ment of the "iegacolon".

(9) Its retention of the Ileo-csmcal valve - 1t8
rapidity - simplicity and safetly makes it
preferable te the ileo-gigmoidogtony even as a

preliminary measure to Colectomy.
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S

7.
(10) Colectomy should be the"ultima ratio " of
cases past less medical measures - It should
never be as the French say "une operation

courante" but always an exception,
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