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IN THE OPERATING THEATRE.
BY W. E. TANNER, M.S., F.R.C.S.

AT the Hospital the other day, during an operation on the gall-bladder, a post-graduate
asked me what accident I feared most during an operation to remove the gall-bladder.
Without hesitation I said, " Slipping of the ligature or forceps off the cystic artery."
" But surely that is a rare accident," he replied. Certainly it is very rare. In llmy own
practice during the last fifteen years it has only happened once. Nevertheless, it is the
complication which may cost the patient his or her life, or short of that, cause much
anxiety during and immediately after the operation, and hinder recovery.

The risk of haemorrhage may be prevented altogether by being content to drain the
gall-bladder. Almost always it may be avoided by never removing the

Hamorrhage gall-bladder without having complete control of the field of operation.
in Chole- It is to be admitted that, where possible, cholecystectomy is the operation

cystectomy. of choice; but under certain circumstances I would not hesitate to do a
cholecystostomy, rather than risk not being able quickly to secure a

bleeding cystic artery.
When operating on the gall-bladder, the climax, the acme, or period of greatest

intensity during the operation is at the time the cystic artery is being ligatured. Ignoring
for the present the question of anaesthesia, it is important to r-emember that at thllis
moment the surgeon must share his responsibility equally with his assistant. If the
surgeon be working with his regular trained assistant usually all will be well, and it will
be safe to remove the gall-bladder before ligaturing the cystic artery. The surgeon ties
the vessel and the assistant loosens the forceps-often I feel that the assistant hlas the
greater responsibility, and one which ought never be undeftaken by an inexperienced
hand.

If I am working with a strange assistant who may be very heavy-handed and hold
forceps with great force and rigidity, I try to instruct him before the operation merely
to support the forceps by holding them very lightly. Further, it is a safe plan to test the
strength of the ligature before using it to tie the vessel.

This is one of the few regions in the abdomen where I use an unabsorbable ligature,
namely, fine silk or thread, for the duct and the vessels. I use silk to ligature the cystic
duct, because, unlike a blood-vessel, it is not sealed off by organization of blood-clot
and therefore may reopen if a catgut ligature is applied which is absorbed too quickly.
You will notice that the handles of the curved cholecystectomy forceps are depressed as
far as possible before being applied to the cystic duct-amongst other reasons, to keep
as far away as possible from the origin of the cystic artery which in this case is lyinllg in
its usual position above and to the inner side of the cystic duct. Another pair of
cholecystectomy forceps are applied to prevent efflux of bile from the gall-bladder half
an inch in front of the former pair. I divide the duct and now apply another pair of
curved cholecystectomy forceps to the cystic artery above and to the outer side of the
duct. The upper part of the gall-bladder pedicle containing the artery is then divided
and ligatured.

The cystic duct is next ligatured. I do not, as a rule, transfix the side of the
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pedicle with a round needle, but cut the ligatures immediately so that they may not be
pulled off. I have never ligatured the cystic duct and artery in con-

The Cystic tinuity before removing the gall-bladder. At first sight it may appear
Duct and safer than relying on the cholecystectomy forceps, particularly if
Artery. access is difficult and the patient is straining, but this method entails

too much dissection if the needle be not passed blindly. This applies
particularly in those more difficult cases where there is much thickening from cedeina
around the cystic duct. This tissue is frequently of a friable, cheesy consistency, and
bleeds freely. The cystic duct must not be cut off flush with the common duct where
there is acute infection of the gall-bladder pedicle. The cystic duct must be divided
proximal to a stone, and if the stone cannot be milked backwards into the gall-
bladder it is best removed by an incision illto the cystic duct. If Hartmann's pouch
obscures the cystic duct I cut directly into it rather than drain the gall-bladder at its
fundus in order to get a better view of the cystic and commonl bile ducts.

I have never removed the gall-bladder commencing at the fundus because of
difficulty of access to the gall-bladder pedicle. If you have not complete control of the
structur-es at the neck of the gall-bladder, drain the gall-bladder rather than attempt to
remove it from the fundus.

In conclusion, it may be worth while briefly to consider some of the other factors
which may lead to difficulty in securing the cystic artery.

Ordinary inhalation anaesthesia may be accompanied by three difficulties: Very
wide excursions of the diaphragm so that it is impossible to have an inactive field while

the ligatures are being tied. Spasm of the diaphragm which interferes
The with access to the gall-bladder pedicle. This spasm may be difficult to

Anaesthetic. overcome, particularly when it has arisen from passing a hand above the
liver to let in air whilst the patient is light. The third difficulty, rigidity

of the right rectus, may be eliminated by Bevan's subcostal incision, or if a vertical
incision has been used withl outward displacement of the rectus, by blocking the nerves
supplying the upper part of the rectus by means of a local anaesthetic. This method of
relaxing the upper rectus is also useful when avertin with gas and oxygen is considered
advisable.

The quietest field with minimum excursion of the diaphragm is secured by intra-
tracheal anaesthesia. Avertin, gas and oxygen, and a local conduction anaesthesia of
the rectus also gives a very quiet field. If the patient is fat and only a general anaesthetic
is given, Bevan's subcostal incision is more certain of giving better access than a vertical
incision. If there is good relaxation of the rectus muscle, the vertical incision gives just
as good an exposure as the subcostal incision.

I do not use the "local Trendelenburg position " which is secured by elevating the
loins by a bridge on the table or by the double wedges suggested by Grey Turner.

If the forceps slip off the cystic artery the wound will at once fill. Do not blindly
apply pressure forceps and risk injury to the ducts or vessels with blood. The bleeding

can be temporarily controlled by compressing the structures in the
Control free enld of the gastro-hepatic omentum between the left index finger

of behind in'the foramen of Winslow and the left thumb in front. An
Haemorrhage. assistant puts a large retractor in the wound and retracts the liver and

subcostal margin upwards and outwards. A pair of pressure forceps
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26 SEPTIC UTERUS: TREATMENT BY GLYCERINE IRRIGATION

on the peritoneum and Glisson's capsule at the lower free margin of the gall-bladder
bed form a useful rallying point when applied just before freeing the fulndus of the
gall-bladder in the final stage of its removal. By pulling these forceps upwards anid
forwards the gall-bladder pedicle is brought near-er the surface.

The wound is swabbed free of blood, the fingers of the left hand controlling the
free edge of the gastro-hepatic omentum are removed and cholecystectomy forceps are
applied if possible to the bleeding point or alternatively to the bleeding area which is
gently drawn forward and the vessels in it caught separately and tied.

If the bleeding point cannot be tied do niot pack the wound but leave on the
pressure forceps for two or three days. In I92I I operated on twenty-five patients with
gall-stonies in which the inflammation was limited to the gall-bladder and its surr-oundings
and there was nio need to drain the common bile duct-in fourteen the gall-bladder was
removed and in eleven it was drained.

In the last four years 1 have operated upon I38 such patients, in 13I the gall-bladder
was removed, anid in only 7 it was drained. This shows that experience is an important
factor in deciding between cholecystectomy or cholecystostomy.

THE SEPTIC UTERUS: THE TREATMENT BY GLYCERINE IRRIGATION.
By A. REMINGTON HOBBS, M.D., M.R.C.P., M.C.O.G.

IT is evident from the numnber of medical men who visit St. Mary Abbott's Hospital,
and also from what the writer has seen in other hospitals, that the technique of glycerine
injection varies considerably. The exact treatment as carried out at this hospital may,
therefore, be helpful.

The instruments required are (fig. i)
(T) A catheter introducer.
(2) A terminal-eyed soft r-ubber catheter marked in inches.
(3) An anterior vaginal wall retractor.
(4) A modified Sims' speculum.
(5) A 2-C.c. Record syringe.
(6) A modified sponge-holding forceps.

The patienit is placed in the lithotomy position. This position is important in
order to thoroughly cleanse the vulva and gives the best exposure of the

Preparation cervix. If the patient is very ill the treatment is carried out at theof Patient.
side of the bed or on a special obstetric bed.

The external genitalia are thoroughly washed with ether soap and water (i drm. to.
i pint) and saline.

The anterior vaginal wvall retractor and Simns' speculum are held in the right hand,
the anterior vaginal wall retractor being en-closed by the ring and little fingers. The
Sims' speculum is held by the middle and index fingers in front and the thumb behind,
thus grasping one end of the body of the duckbill.

The left index finger is introduced along the posterior vaginal wall, drawing the
perineum upwards and backwards. The Sims' speculum is inserted along the index
finger and allowed to slip into the posterior fornix. The finger is then withdrawn.
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