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EDITORIAL

In this number of the JOURNAL we have tried to present various aspects of that most
interesting collection of pathological diseases of the gall-bladder. It must, however, to a certain
extent be incomplete because many of the physiological and pathological problems involved
remain obscure. BOYD,' discussing the relation of symptoms to lesions, gives the following
excellent account of the pathological physiology as far as it is at present understood:-

"The symptoms of gall-bladder disease are very often gastric and digestive in type, the patient com-
plaining of dyspepsia, nausea, a feeling of fullness and bloating, and belching of gas. These dyspeptic
symptoms have a definite qualitative food relationship, being aggravated by fatty foods. In this connec-
tion two facts must be borne in mind. First, the work of Boyden has shown that the administration of
food with a high fat content causes the gall-bladder to contract and empty itself, and this con-
traction in an inflamed organ may well produce discomfort. In the second place both the stomach and
the gall-bladder have a double nerve supply, partly cerebrospinal from the vagus and partly sympathetic
from the ninth dorsal segment. The vagus is the motor and secretory nerve of the gall-bladder; it
inhibits the sphincter. The sympathetic is the sensory nerve to the gall-bladder, and the motor nerve
to the sphincter. Inflammation of the gall-bladder acts reflexly through the vagus and tends to cause
hyperchlorhydria and regurgitation. VWhen the inflammation is more severe the sensory stimulus is
greater, passing up the sympathetic to the ninth dorsal segment and then down to the stomach where it
causes pylorospasm and gastric discomfort. Moynihan has remarked that the stomach is so sensitive
an organ that it cannot refrain from weeping when its neighbours are in trouble, and its voice may be
so loud as to drown that of the others. This is particularly true of gall-bladder disease. In cholecystitis
the inflammation is most marked in the outer part of the gall-bladder wall, and this is the part best sup-
plied with sensory nerves. Cholesterolosis may also be accompanied by gall-bladder symptoms. For
this I can offer no satisfactory explanation.

So-called non-surgical drainage of the gall-bladder by means of the duodenal tubes, first introduced
by I.yon, used to be more practised than it is at the present day, but attention has been directed recently
to the diagnostic value of finding crystals in the bile. Backus and his associates consider that the presence
of cholesterol crystals combined with bilirubin calcium pigment is pathognomonic of gall stones. The
finding of cholesterol crystals alone proved to be 89 per cent accurate, and of bilirubin calcium pigment
alone 90 per cent accurate. The pigment occurs in irregular lustrous masses of conglomerate granules,
golden yellow or light brick-brown in colour."
From this account it is obvious that many of the symptoms of chronically inflamed gall-

bladder will present themselves in other guises, and it is tempting to wonder how many
of the "gastritises," "duodenitises," etc., are really due to gall-bladder disturbances, especially
in view of the well-known pathological fact that many persons, dead from other causes, show
evidence of gall-bladder disease with or without stone.

The surgery of the gall-bladder has made very great strides technically in the past three
decades and that unfortunate accident-the severing of the common bile duct is now a rarity.
Occasionally, however, it still occurs, and it is interesting to read the recent account by
MCCURRICHz in which he describes a new operation to restore the continuity of the common bile
duct once it has been severed. It appears that this operation is the one of choice, especially in
any very ill patient in whom this unfortunate accident occurs.

"Every surgeon knows that when performing an anastomosis on the stomach or duodenum, as soon as
the serous and muscular layers are divided the mucosa on account of its folds appears to be redundant
and pouts through the incision. I decided to make use of this experience, and I therefore inserted a
rubber tube into the common hepatic duct of such a size that it fitted the duct easily, and secured it with
a stitch, and then I incised the seromuscular coat of the first part of the duodenum by an incision about
one inch long in the long axis of the gut near its upper border, and drew out a finger of unopened mucosa,
and found it reached the end of the hepatic duct easily. I incised the apex of this finger, and inserted
the free end of the rubber tube into it, so as to reach the main lumen of the duodenum. The cut edges
of the mucosa were united to the cut end of the common hepatic duct by a few interrupted stitches of
chromocised catgut. No time was spent encasing the mucosal tube in any way, and it was hoped that
it would become wrapped in omental and peritoneal adhesions, and so acquire an adventitious coat."
And so perhaps another milestone has been passed in the surgery of the gall-bladder.
It is hoped, therefore, that this number will prove valuable and will stimulate interest

in gall-bladder disease.
BOYD, W. The Pathology of Internal Diseases, 3rd Edition.
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