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In the Therapeutic Gazette for May, 1897, I published fifteen cases of amputation of the rectum by
Kraske’s method, to which I have since added two
more, making seventeen in all. Three of the patients
died, giving a mortality of 17.07 per cent. Of the
fourteen cases that have recovered, six have now
passed beyond the three-year limit and may be considered reasonably safe from recurrence. Two of the
men, in spite of the loss of the coccyx and part of the
sacrum, ride bicycles with ease. Besides these the
paper included a number of other cases of cancer of
the rectum, operated on by other methods.
As a result of my experience in these cases, I have
reached a definite conclusion as to what is the best
course to pursue. Evidently after the operation the
bowel must continue to be emptied of its contents.
There are only three ways in which this can be done.
First, in those rather rare cases in which the sphincter can be preserved and the lower end of the bowel
sutured to the upper, i. e., a resection rather than an
amputation of the rectum we restore the natural
function of the bowel through the normal anus. Second, if the anus and sphincter have had to be removed,
we can suture the sacral end of the rectum at the end
of the resected sacrum, pass it through the gluteal
fibers and make an artificial sphincter, or rotate it to
such an extent as to make a sort of supplementary
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sphincter. I have not tried bringing the end of the
rectum out through the fibers of the gluteus maximus
muscle. Both of the other methods I have tried, but
neither has proved satisfactory. Rotation of the
bowel has been followed by infection in the folds of

Figure I.—The inguinal anus in Case 1.

the rectum and not very satisfactory results as to
retention of feces. The sacral anus has not been satisfactory, first because it necessitates the patient’s
wearing for the remainder of his life, day and night,
a napkin, partly on account of the constant escape of
mucus, and partly on account of the want of control
of the feces. In addition to this, there has always
followed a greater or less prolapse of the bowel, which
in some cases even reached six inches. No perineal
napkin can be worn tight enough to produce pressure
sufficient to prevent either of these annoyances.
Besides the annoyance of wearing a napkin, the
involuntary escape of mucus and feces and prolapse
of the bowel, the sacral anus has another danger at
the time of operation and afterward, namely, infection of the wound. This infection is due partly to
the fact that the bowel can not be suitably evacuated,
nor can it be disinfected before the operation by
means of the natural anus. The cancer forms such
an obstruction that neither can the feces escape downward, nor can satisfactory cleansing of the bowel be
accomplished by means of enemata. After the operation also the danger of infection from the escaping
feces is a constant menace to the success of the operation. I have therefore in my later operations always
made a preliminary colostomy by Maydl’s method.
At the end of about a week, I have excised all of the
protruding portion of the bowel, leaving a permanent
artificial anus. The advantages of this are, first, that
before the operation one can empty the upper bowel
completely, and disinfect the lower bowel partly
through the natural and partly through the artificial
anus. In the paper already alluded to, I have shown
the impossibility of disinfecting or even of unloading
the bowel prior to amputation of the rectum, even
after days or weeks of effort. Secondly, an abdominal
artificial anus is very much more under control, and
can be cleansed very much better than a sacral anus.
One can wear a belt or girdle as tight as is necessary,
both to prevent undue protrusion and to prevent the
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escape of the feces. Figure 1 shows the result in one
of my recent cases. Prolapse is present to a slight
degree, but does not annoy the patient. He is a
blacksmith and does his work perfectly well. Most

Figure 2.—Showing the preliminary colostomy and the complete
closure of the sacral end of the rectum after amputation.

of the cases with such an artificial anus have the
bowel emptied spontaneously, once, or more commonly twice, a day, and at almost as regular hours as
by the normal rectum. Of course when there is
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diarrhea no control over the evacuation remains, but
as I have shown in my previous paper, by means of a
suitable dressing, the contents of the colon, as they
escape, are caught and are prevented from becoming
a source of annoyance to the patient or those about

him.
In the last two cases upon which I have operated,

Figure 3.—Complete closure of Hie perineum without any sacral anus
after amputation of the rectum.

I have taken a further step which I think is a distinct
improvement in rectal surgery, namely after amputation of the rectum, I have completely closed the
sacral end of the rectum, just as one closes the end of
the intestine before making a lateral anastomosis
(Figure 2). The first advantage of this is that if the
:
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closure is a success, neither fecal matter nor infected
mucus can reach the wound, and we are much more
likely to obtain primary union, which greatly lessens
the danger of life. Secondly, as the perineal wound
is entirely closed, no escape of either feces or mucus
occurs after recovery and the patient is relieved of the
necessity of wearing a napkin. Thirdly, for the same
we avoid any prolapse.
I have carried out this plan in two cases. I was
not able to avoid infection, because in the first cases
there was slight leakage, and in the second there
an unavoidable dead space left at the end of the
sacrum, and a slight reactionary hemorrhage. But
both of these cases suffered far less from febrile reaction than I have seen after the more severe infection
by ordinary methods; and both have made excellent
recoveries. The second case is too recent to express
an opinion as to the functional results. These, in the
first case, could not be better. Seven months have
passed since this operation and his physician, Dr.
Bashore of Bachmansville, Pa., has recently written
me that the patient is working hard at his trade as a
blacksmith, and can shoe as many as six horses in a
day. When one remembers that in shoeing horses a
blacksmith bends far over and almost constantly, one
can see the great advantage that this man has in being
free from the discharge and the prolapse of a sacral
anus, and the necessity of wearing a napkin. Figure
3 shows the present condition of his perineum.
I would like also to call attention to the ease with
which in case 2 the upper and lower colon were examined by Kelly’s tube from the artificial anus as far as
the sigmoid and the transverse colon. In doubtful
cases, as this was, the method will prove of great use
in determining whether any operation should be done.
A brief account of these cases is as follows:
reasons,

Case I. —Mr. H. H., age 55. Has had bloody passages from
the rectum for three years, and has lost 29 pounds in weight,
although still weighing 175 lbs. A thick, nodular mass entirely
surrounds the rectum; no adhesions. Nov. 3, 1897, prelimiBowel opened on second
nary colostomy, Maydl’s method.
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day, and entire protruding portion cut off flush with the
abdominal wall at the end of a week. Disinfection of the
lower bowel by boric acid through the natural and the artificial anus. Nov. 17, resection of rectum and coccyx, and
sacrum removed to 3rd sacral foramen; 13 cm. (5 in.) of the
bowel amputated, without opening the peritoneum, but exposing the prostate, vesiculse seminaies, and a large part of posterior wall of bladder (Fig. 1). Fifty ligatures. Invagination
and closure by Lembert sutures of lower end of rectum.
Closure of perineal wound. On the fifth day, probably as a

Figure 4.-Bpecimens removed in Case 1. Rectum, coccyx and part of sacrum

result of slight leakage, temperature 103 degrees. Small
amount of pus evacuated, when temperature immediately fell.
Out of bed on 18th day, and went home a few days after. Dr.
Bashore writes: “The artificial anus answers admirably and
has no disadvantages whatever. The mucus that collects in
the rectum and lower colon is expelled upward. In the
patient’s own words: ‘I feel as I formerly felt before stool;
then, on bending forward, a sensation as if I had a stool, and
the mucus is expelled on the bandage.’ This happens about
once in two days. He is in splendid physical health and has
resumed active work as a blacksmith.”
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Pain in the rectum for a year and a
Was admitted to the Jefferson
Hospital Dec. 20, 1897. A week before his admission I had
examined the rectum in the out-patient department, by Kelly’s
proctoscopic tubes, and found a number of small polypi.
Three of these were twisted off and examined by Prof. Coplin,
who reported that they were tubulated adenomata, which in a
patient of his age usually developed rapidly into cylindrical
Case 2. —E. T., age 50.

half, with occasional blood.

Figure 5.—Specimens removed in Case 2.
in two pieces.

part of sacrum, removed

Rectum and

coccyx

and

carcinomata. Dec. 22, 1897, I re-examined the rectum with

the patient in the knee-chest position and found a larger number of even larger growths than were discovered at the first
examination. The larger ones were sessile. As it was evident
that it would not be possible completely to extirpate these
growths, and in view of their probable development into carci
nomata, I advised amputation of the rectum.
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Operation, March 19, 1898. Colostomy by Maydl’s method.
After packing the colon with iodoform gauze, I opened it
immediately in the long axis and inserted Kelley’s proctoscope,
22 mm. in diameter, 9 cm. downward and 8 cm. upward from
the colostomy wound, I therefore was able to examine the
rectum into the sigmoid flexure and into the transverse colon.
Had I found that the adenomata extended upward into the
colon to any great distance, I should have closed the bowel
and abandoned further operation. As nothing abnormal was
seen in either direction I decided later to amputate the rectum.
The wound in the colon was therefore closed with glover
sutures temporarily and was permanently opened at the end of
a week.
Rectal operation, April 6, 1898. The ordinary Kraske operation was done, the sacrum being divided at the level of the
third foramen. The prostate urethra and bulb of the corpus
spongiosum and a portion of the wall of the bladder were
exposed. Thirteen cm. of the rectum were removed (Fig. 5).
A small rent was made in the peritoneum, but was immediately
sewed up. Immediately above the growth the rectum narrowed very sharply to a calibre scarcely larger than the forefinger. Owing to the height and small size of the rectum,
there was great difficulty in invaginating the lower end. At
the end of the sacrum it was not possible to draw the soft parts
together, and in consequence a considerable dead space was
left, which I packed with iodoform gauze. A certain amount
of reactionary hemorrhage took place that night, which
required several sutures to be cut and a repacking with gauze.
The day after the operation his temperature was 101.8 but on
the second day had fallen to 99 degrees. From then until the
tenth day it fluctuated between normal and 100 degrees, but
after that was entirely normal. The dead space left had
slowly filled up, but was not quite cicatrized when he left the
hospital, early in June. Since then it has entirely closed and
he is in excellent health.

