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PREFACE.

—_————

THE voluminous literature which has, from time to
time, appeared on the diseases of the lower bowel,
renders it mnecessary that some explanation should
be given why an addition is made to the already
long list.

Improvements in wound treatment within the
past few years have produced such important changes
in the practice of surgery generally, that in almost
all branches of the subject it has become necessary
to modify hitherto expressed views, and recast our
teaching in several essential particulars. To this
general 1ule the surgery of the rectum forms no
exception ; and if in the following pages the busy
practitioner succeeds in finding a fair account of our
knowledge of this subject, as it exists at the present
date, the aim of the author will have been accom-
plished.

One of the most pleasing duties in connection with
a work of this kind, is the expression of indebtedness
to professional friends for valuable assistance. To
the medical officers of the Richmond Hospital,
Dublin, T am much indebted for allowing me to make
use of their invaluable collection of originsl drawings :
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from this source several of the chromo-lithographs
and wood-cuts have been obtained.

I would also acknowledge with thanks the per-
mission accorded to me to make use of specimens
in the Hunterian Museum ; the Museums of Trinity
College, Dublin ; the Royal College of Surgeons in
Ireland, and of King’s College, University College,
Middlesex, and Steeven’s Hospitals.

From Professor Purser and Dr. P. S. Abraham,
I have received much assistance in the pathological
part of the work.

To my colleagues, Dr. T. E. Little, and Dr. W. G.
Smith, I am greatly indebted for the interest which
they have taken in the work, and the care with
which they supervised the pages as they issued from

the Press.
O Byi BAL T

September, 1887,



PREFACE TO SECOND EDITION.

————

DurinG the six years that have elapsed since the
publication of the first edition of this work, the
progress which has been made in Rectal Surgery has
been at least equal to that which has characterised
the modern surgery of other regions of the body.
It has, therefore, been found mecessary to revise
thoroughly and rewrite largely the present edition.

: Amongst the move important alterations will be
found what I believe to be a more accurate pathology
of painful fissure, with a simplified treatment based
thereon ; excision of piles has largely taken the place
of the older and less radical procedures, so that the
subject has been more amply discussed ; while fuller
information will also be found concerning the treat-
ment of simple stricture, and prolapse, by means of
excision. In the treatment of cancer situated high
up by trans-sacral incision much real progress has

also been made.



viii THE RECTUM AND ANUS.

Several of the illustrations have been replaced,
while many new ones have been introduced.

To my colleague, Professor W. G. Smith, my best
thanks are again due for revising the proof sheets.

I can only express the hope that the efforts I
have made to bring the work up to date will render
it deserving of as cordial a reception as that which

the first edition received.

C. B. BALL.

24, Merrion Square, Dublin.
January, 1894.



CONIE N'PE:

CHAPTER PAGE
I.—THE DraaNosis oF REcTAL DISEASE . . . 5 2 1

II.—THE CONGENITAL MALFORMATIONS OF THE RECTUM AND

ANUS. 5 c o . : . . 4 . L aR20
III.—ProcTiTIS . c . 2 . . S o : £ o 24D
IV.—PERIPROCTITIS . - . . : 5 : . ; S -5
V.—REcTAL FIsTuL®E . 5 - g 5 . g = i+ =169

VI.—THE RELATIONS oOF PuLMONARY PHTHISIS TO RECTAL

FistuLa . e ¢ . £ £ - . - + 108
VII.—ULCERATION OF THE RECTUM . 5 . < : . 118
VIII.—IRRITABLE ULCER, OR FISSURE OF THE ANUS : 5 . 182

IX.—NON-MALIGNANT STRICTURE OF THE RECTUM AND ANUS . 148

X.—SyYMPTOMS OF NON-MALIGNANT STRICTURE OF THE RECTUM. 165

XI.—TREATMENT OF NON-MALTIGNANT STRICTURE OF RECTUM = 180
XII.—SYPHILIS OF THE RECTUM AND ANUS . & S - 9180,
XIII.—Prorapsus ReEcTr . S . c 3 & 5 4 - =198
XIV.—THE ETIOLOGY AND PATHOLOGY OF PILES . S 5 . 228
XV.—EXTERNAL PiLES . 5 3 g : - - . . 239
XVI.—SvyMproMS OF INTERNAL PILES g 3 ¢ : . S 24T

XVII.—THE CLINICAL RELATIONS AND COMPLICATIONS OF INTERNAL
PiLEs 3 - b 4 3 g - . 2 25K
XVIIL.—PALLIATIVE TREATMENT OF INTERNAL PILES : < 26T

XIX.—OPERATIVE TREATMENT OF INTERNAL PILES : : T 208



X ZHE RECTUM AND ANUS.
CHAPTER PAGE
XX.—BENIGN NEOPLASMS OF THE RECTUM AND ANUS v . 296
XXI.—MALIGNANT NEOPLASMS OF THE RECIUM AND ANUS. . 321
XXIL.—THE PATHOLOGY OF MALIGNANT NEOPLASMS OF THE
RECTUM AND ANUS . 3 . . . . . . 326

XXIII.—SympToMS OF RECTAL CANCER . . - - - . 350

XXIV,—TREATMENT OF RECTAL CANCER . - . . g . 358
XXV.—CoLoTOMY . ; - ’ E 5 e . - . 380
XXVI.—PRURITUS ANI 5 s s - o 5 : - . 402
XXVII.—ATONY OF THE RECTUM 5 E : - . - . 109
XXVIII,—IRRITABLE RECTUM AND NEURALGIA . = 5 A w415
XXIX.—INJURIES OF RECTUM AND ANUS. - - . s < Ny
XXX.--ForeigN Bopiks IN THE RECTUM ras - 3 . 425
X XXT.--DIVERTICULA OF THE Recrum . 5 5 . b < 220

INDEX . . . . > . ° . . N . . . 433



LIST OF ILLUSTRATIONS.

S eian

PAGE
Longitudinal Section of Male Pelvis . 5 i . Facing page 1
Hegar's Retractor . - ° = . 5 5 - . . 2 9
Allingham’s Four-bladed Speculum - - e . o g el
Clover’s Crutch e s q - - . 5 : 5 . S ool
Olive-headed Flexible Bougie . . r . 8 15
Second Variety of Congenital Malformation . o 5 3 % R 13
Third Variety of Congenital Malformation . £ - . . o 2T
Fourth Variety of Congenital Malformation . £ , 33
Congenital Malformation (Amussat’s case) . o . el
Congenital Malformation (Cruveilhier) . S : 2 . - LEDLeR
Congenital Malformation (atresia ani vesicalis) . 5 ; ; S 42
Congenital Malformation (atresic ani wrethralis) . . A4
Congenital Malformation (atresia ani vaginalis) . A s : B e 1)
Vulvar Anus in Child aged 19 months . 5 3 5 v 2 o 40
Brodie’s Probe-pointed Fistula Director. S f & 5 . 8
Allingham’s Instrument for the Introduction of Elastic Ligature S a8
Allingham’s Screw Ointment-Introducer . . . . 5 S 11T
Ulcers originating in the Sinuses of Morgagni & 5 & s 020
Follicular Ulceration of Rectum . . 5 % . - 5 o 22

Tuberculosis of the large Intestine. : 5 . . o & . 124



xii Tue Recrum anvp Anvus.

Section of the Colon from a Case of Dysentery . 5 . .
Nervous Supply of Anus

Diagram of the Nervous Relations of Irritable Ulcer of the Anus
Pathogeny of Anal Fissure . 5 . 5 . . . .
Non-malignant Stricture of the Rectum. -

Diagram illustrating Dieffenbach’s Procto-plastic Operation
Partial Prolapsus Recti . € - - - .

Complete Prolapsus Recti - » 5 >

Complete Prolapsus in a Child . . .

Pessary for Prolapsus Recti .

Paquelin’s Thermo-cautery . S .

Section of Intero-external Pile

Benham’s Pile-crusher . B - - = .

Coates’ Clamp for Excision of Piles . -

Lee’s Pile Clamp

Adenomatous Rectal Polypus .

Double Rectal Polypi producing Prolapsus Recti.

Multiple Polypi of Rectum

Multiple Polypi of Rectum

Adenoma of Rectum E - . .
Section of Adenomatons Polypus . . .
Section of Adenomatous Polypus . . . .

Fibrous Polypus of Rectum . 5 . : =

Papilloma of Rectum . . . . . .

Anal Papilloma 5 . . . . . . .
Papilloma of Anus .

Angioma of Rectum

Section of Angioma of Rectwin, showing ecavernous Structure .

Lymphoma of Rectum . . . Wl o R . .

PAGE
128

279

287
297



Lis1 0F ILLUSTRATIOWNS.

Margin of Cancerous Nodule .

Cylinder-celled Epithelioma of Rectun .

Adenoma of Rectum, from Case of Rectal Cancer .

Colloid of Rectum, showing perforation of Muscularis Mucosae by
new growth

Case of Colloid Cancer of Rectum, natural size, removed by trans-
sacral Incision .

Large Sarcomatous Tumour of Anus and lower part of Rectum, with
secondary Tumours on the inside of the Thigh

Sarcomatous Infiltration of Rectam, producing long tubular Stricture

Melanotic Sarcoma of Rectum .

Diagram showing the method of passing Sutures .

Author’s method of performing Laparo-colotomy in the left Linea
semilunaris with fixation of the gut by leaded Button Suture
through the Meso-colon . g - 5 .

Villous Condition of Mucous Membrane.

False Diverticula of Rectum . . . .

xiil
PAGE
328
334
336

339

34(

341
342
347
369

395
400
430



LIST OF COLOURED PLATES.

PUATE I: . $ 5 : : : 3 ? 5 . Frontispiece,
Epithelioma Ani with complete Rectal Fistula

PLATE II . p & 5 . o 8 . . . To fuce page 123,
Fig. 1.—Lupoid Ulceration of Rectum.
Fig. 2.—Hemorrhoidal Uleeration of Rectum.

PLATE III. . 5 - : 5 3 . - . . To face page 192,

Fig. 1.—Eczema of Anus.
ig. 2.—Condylomata of Anus.

<l
5]

PLATE 1V.. . o e 5 . 2 5 5 . To fuce page 256

Fig. 1.—Prolapsed and Gangrenous Internal Piles.
Fig. 2.—Prolapsed Internal Piles.






LONGITUDINAL SECTION OF MAIE PELVIS,
(Drawn to scale from the averuge of three frozen sections.)

The relations of the anal canal and rectun to the other pelvic structures
are wcll shown



THE RECTUM AND ANUS

THEIR DISEASES AND TREATMENT.

CHAPTER I

THE DIAGNOSIS OF RECTAL DISEASE.

ToE early diagnosis of rectal disease is attended in
some instances with difficulty, partly from the fact
that patients suffering from these diseases do not seek
the advice of the surgeon until they have suffered for
some time, when the severity of the pain, considerable
loss of blood, or great difficulty in defzecation, over-
comes the repugnance to local examination. In other
cases, more especially in commencing malignant
disease, where early diagnosis is of such paramount
importance, the subjective phenomena may not in the
first instance point to the rectum as the seat of lesion.

It is essential, therefore, that the surgeon should
pay particular attention to those symptoms which,
although not directly pointing to disease of the lower
bowel, are frequently caused by such condition ; and
when the statements of the patient render it probable
that rectal disease exists, he should insist on
a complete local examination. Amongst the more
vague symptoms which should arouse the suspicions
of the medical attendant we may enumerate the
following : Slwht morning diarrheea, which continues
for a lona tlme. aTtelnatuw with attacks of consti-
pation ; flatulent dyspepsm sense of weight about the

B—23
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pelvis ; dull pain ahout the sacrum, with pain or
edema of the left leg. “This last symptorﬁ'iﬁne to
which Hilton hes drawn particular attention.* Pro-
gressive anemia may be the result of abundant and
frequently repeated hemorrhage from the rectum,
which sometimes continues for a considerable time
before it is noticed by the patient, the loss occur-
ring painlessly at time of defaecation. And, again,
owing to the close sympathy between the uterus
and adjacent mucous tract, disease of the latter
may lead to the erroneous impression that the
cause of the patient’s suffering is to be found in
the organs of generation. I have lately had under
my care a woman who had been for months under
treatment for uterine disease without benefit, and
whose symptoms were at once and permanently
removed by the division of the base of a small rectal
ulcer. Similarly we sometimes find that irvitability
of the bladder is the symptom to which the patient
directs special attention.

In order to elucidate the symptomatology as fully
as possible, it is well, in the first place, to let the
patient describe his case in his own words, then, by a
few well-directed but not leading questions, we may
be able to complete the history. The questions to be
asked may be usefully directed in reference to the
following principal points. :

Pain.—Inquire if the pain is severe or not?
Whether it is situated in the rectum, or is complained
of elsewhere? What is its relation to defmcation ?
Is it worse during evacuation, shortly afterwards, or is
it independent of the act? TIs itching, sense of ful-
ness, throbbing, or heat, complained of ?

Protrusion.—Is there any swelling or pro-
trusion at the anus? Does this occur only at defzca-
tion, or does it appear at irregular times? Does it

* ““Rest and Pain,” p. 283, Third edition.
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disappear spontaneously, can the patient return it, or
is it constantly present ?

Discharge.—Bloody, mucous, or purulent?
Fetid ? Mixed with freces? Occurring before or im-
mediately after defeecation, or independent of the act?

Faces.—Diarrheea, or constipation? Consistence ¥
Of normal size? Tape-like, or lumpy ?

Having now clearly obtained the subjective pheno-
mena, we should, if there is a suspicion even of rectal
disease, insist on a complete local examination. Under
no circumstances is the attendant justified in pre-
scribing without careful examination, although often he
will be asked by his patient to prescribe something for
“the piles.” Ihave seen a case of extensive malignant
disease of the rectum, which had passed all hope
of useful treatment under the care of a medical man,
who had rested satisfied with the statement of the
sufferer that she was suffering from piles, and who
never had made an examination.

Of some diseases the symptomatology is tolerably
diagnostic ; as, for instance, if the patient has severe
pain continuing for some hours after defwcation, if the
motions are small and tapelike, and if they are
streaked on one side with bloody mucus, there is a
very strong probability that there is a painful fissure
present ; but without examination we cannot possibly
say that the fissure is the only rectal disease ;
indeed, in a large proportion of cases we find more
than one pathological condition present.

Examination.If possible the patient should
have the bowel emptied by an enema immediately
beforehand. In some cases this is absolutely essential ;
as, for instance, where it is necessary to use a speculum
for the exploration of the higher portions of the
mucous membrane.

Position.—By far the most convenient position
for ordinary examination is the semi-prone of Marion
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Sims. The patient lies on a rather high couch on
the left side, the right shoulder turned away from
the surgeon, the left arm brought backwards from
under the body, and the right thigh well flexed upon
the abdomen. By separating the buttocks we obtain
a good view of the anus and surrounding skin ; patho-
logical changes in which are easily noticed. By gently
feeling the anal margin, we may be enabled to detect
deep-seated hardness, which may be due to the pre-
sence of a fistula; tenderness at any part of the
circumference will serve to direct our attention to that
portion more particularly. By drawing open the anus
and directing the patient to bear down, a good view
will be obtained of the muco-cutaneous junction ; the
condition of sphincter as to laxity can be observed,
and any discharge noted both as to quality and
quantity : a full view of external and sometimes of
internal piles being also thus obtained. By separating
the radiating folds of the anus, we may be enabled
to see the commencement of fissure, a small external
pile frequently serving to direct our attention to this
lesion. The presence of fistulous openings and the
more obvious anal diseases, together with the existence
of oxyurides, may also be determined. A digital exami-
nation should now be instituted, and it is by this means
that the most important information is to be obtained,
the educated finger being able to recognise with cer-
tainty almost all varieties of rectal disease. In order,
however, that the fullest information may be obtained,
it is evident that familiarity with the normal parts is
essential. In a digital examination of the normal
rectum the following points may readily be made out,
and the student will do well to appreciate thoroughly
all the details in every examination he makes, as
it is by these means that the familiarity with parts
necessary to rapid and accurate diagnosis can alone
be acquired.
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1. In the male (see Plate facing page 1). As the
finger enters from the anal canal into the rectum proper
a ridge can be felt ; immediately above this some of
the little anal valves, if well developed, and behind
them the rectal pouches; passing the finger round
posteriorly, first the coccyx and lower part of the
sacrum can be made out, with the sacro-sciatic liga-
ments spreading out laterally ; the spine of the
ischium on each side can also be felt, while lymphatic
glands, if enlarged, can be recognised in the hollow of
the sacrum. Laterally the condition of the ischio-
rectal fossz and the bony wall of the pelvis terminating
in the tuberosity of the ischium on each side can be
determined. In front, the prostate gland is easily ap-
preciated, and below and in front is a pouch of the
rectum, from which the urethra s it passes thiough the
triangular ligament can be felt. A finger in this pouch
is often of use to the surgeon in guiding the point of
a catheter through the prostatic urethra, and also in
recognising whether the instrument has entered a false
passage. The posterior surface of the prostate can
be fully explored, and above and behind the prostate
the bulging wall of the bladder can be felt, with
possibly the vesiculae seminales on each side.

9. In the female. On the posterior and lateral as-
pect the relations of the bowel are similar to those in the
male, except in so far as they are modified by the greater
capacity of the female pelvis. In front the cervix and
os uteri can easily be felt through the recto-vaginal
septum, while higher up the body and fundus of the
uterus can be explored ; while occasionally, if displaced,
one or both ovaries can be felt. It is astonishing how
frequently mistakes are made by practitioners who
have failed to render themselves familiar with the nor-
mal arrangement of the pelvic viscera. I have fre-
quently known the fundus uteri diagnosed as a patho-
logical tumour pressing on the bowel, and a rugged
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and indurated os uteri felt through the recto-vaginal
septum mistaken for the lower opening of a stric-
tured rectum.

In directing his investigation the surgeon should
bear distinetly in mind what he is about to look for,
and prosecute his examination in a definite and
systematic manner. Having filled the nail with
soap, he should cover the finger well with some stiff
lubricant : ordinary oil is not satisfactory. This may
appear a small matter, but it makes the difference
between little or considerable pain to the patient, and,
as a result, passiveness or resistance to the examina-
tion. The thymol, or eucalyptol jelly, sold in collap-
sible metal tubes for obstetric purposes, answers the
purpose admirably ; and, moreover, has the advan-
tages of ready portability and asepticism.

The finger should now be introduced by a gradual
boring motion, with a direction, at first, slightly
forwards. This should be carried out slowly, so as to
give the sphincters time to relax; if attempted
suddenly, spasm will to a certainty be induced.  As
the finger enters, the condition of the sphincter may
be noted ; 7.e. whether it is relaxed, normal, or
spasmodically contracted. = A firm, long-continued
resistance is very characteristic of spasm, the result of
chronic irritation. The finger should now be steadily
passed up to the fullest extent, and by telling the
patient to bear down forcibly, the rectum can be
explored for a considerable distance. = Malignant
infiltration, or stricture, can be detected, if situated
within reach. By sweeping the finger round the mucous
membrane its condition can be noted ; a general smooth-
ness, and absence of the normal folds indicating atony.
Ulceration may be recognised ; and the attachment
of polypi can be felt. In examination for this disease
it is of importance that the investigation should be
conducted as directed, from above downwards; as,
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otherwise, the tumour may be pushed up out of reach,
the pedicle, in these cases, often being of considerable
length. Fecal accumulation in the rectal pouch is, of
course, recognised without difficulty ; and the condition
of the surrounding contents of the pelvis should also
be noted. The finger is now partly withdrawn, passing
the pulp round the entire circumference of the mucous
membrane, as this is done the internal openings of
fistulee and ulceration being carefully felt for. As the
margin is approached internal piles may be perceived,
but the fact should always be remembered that
internal heemorrhoids, unless they have been previously
thickened by inflammation, are extremely hard to
recognise by the touch ; indeed, the surgeon is more
likely to be deceived by the sensation conveyed to
the finger by internal piles than by any other rectal
disease. I have frequently seen cases in which these
growths, although scarcely appreciable to the touch,
were found, upon ocular examination after dilatation
of the sphincter, to be of considerable size. This is,
no doubt, due to the fact that they are so soft and
movable that they resemble closely in feel the normal
columns and folds of the mucous membrane. Where,
however, they have been thickened, either by present
inflammation or by the growth of conmnective tissue in
them, no difficulty can be experienced in their
detection.

Tmmediately inside the anus we may be able to feel
the upper portion of a painful ulcer ; and can some-
times recognise the fact that the extreme sensitiveness
is confined to one portion of the surface. In some
cases, complete examination is facilitated by having
the rectum distended with warm water, by means of an
enema ; while in other cases, when disease is situated
high up, additional information can be gained by
making the patient stand up and directing him to
make an expulsive effort.
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Having now completed our digital examination we
can usually come to a fair conclusion as to the nature of
the case. Should an examination by the speculum be
deemed necessary, I am decidedly of opinion that it
should be prosecuted under the influence of an ances-
thetic, as without the assistance afforded to us by this
means but little additional useful information can be ob-
tained. The great number of specula which have been
introducedis, I think, astrong indication of the difficulty
that has been experienced in their use. If we attempt
to use one without anwesthesia we find that the patient
suffers considerable pain, he strains violently, the
rectum contracts round the speculum, the mucous
membrane prolapses into the orifice, and but little
can be seen.

If, therefore, further examination is necessary ;
or if, as a result of our digital examination, we
come to the conclusion that operative measures may
be required, it is advisable to give an anwmsthetic,
preferably sether ; having previously got the consent
of the patient to complete at the same time any
necessary operation. Amnwesthesia having been pro-
duced, and the sphincter completely dilated, we can,
without difficulty, institute an examination with a
speculum ; by far the best is some modification of the
duckbill of Marion Sims, such as recommended by
Van Buren, which has a notch to receive the sphincter,
and a handle by which it can be held well out of the
operator’s way.* Or the retractors of Hegar, which
are used by obstetricians, answer the purpose admirably
(Fig. 1). For a complete view of the entire circum-
ference of the mucous membrane of the bowel for a dis-
tance of a few inches from the anus, Allingham’s four-
bladed speculum will be found useful (Fig. 2). Tt is
to be introduced closed, and gradually expanded to
the desired extent, and then fixed by turning the

* “Diseases of Rectum,” p. 392.
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thumb-screw. It has the great advantage of being
self-retaining, thus leaving both hands free for any
necessary manipulations.

Artificial light may sometimes be required in
making these examinations, and for this purpose the
little electric lights, now commonly sold by instrument
makers, worked by four specially-constructed Leclanché

Fig. 1.——Hegar’s Retractor (scale }).

elements, answer admirably. By this means the
bowel, as far as it is distended by the speculum, can
be thoroughly illuminated, and the surgeon enabled
to diagnose any morbid conditions of the mucous
membrane that may be present. For extensive
examinations by means of specula it is best to re-
tain the patient in the lithotomy position by means
of Clover’s crutch (Fig. 3). 1In using this instrument
it is convenient to pass the strap round the end of the
couch instead of round the patient’s neck. Inter-
ference with respiration is thus avoided.

The tubular vaginal specula I have not found of
much use in rectal surgery.

If, however, dilatation of the sphincter has been
thoroughly accomplished during anesthesia, the last
two inches of the rectum can be brought sufficiently
well into view without any instrument beyond the
fingers or simple retractors. No single step in the
practice of this department of surgery has done so
much as the introducing of forcible dilatation of
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the sphincter as an aid to the diagnosis and treat-
ment of rectal disease. And the credit of the estab-
lishment of this practice, as a means of diagnosis,
and as a preliminary step in rectal operations, is
undoubtedly due to Van Buren of New York.*

Fig. 2.—Allingham’s Four-bladed Speculum (scale §). 4 closed. Bopen,

Dilatation of the sphincter, for curative purposes, was
first recommended by Recamier for cases of fissure, t
but it differed in some respects from the way in which
the operation is now conducted ; it was more a knead-
ing of the spasmodically contracted sphincter. This
was carried out first with one finger, afterwards with
{wo fingers, in the rectum, and the thumb outside. This

* ¢“Diseases of Rectum,” p. 207.
t Academy of Medicine of Paris, 1829.
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pinching of the muscle was done at regular intervals
and frequently repeated, to which he applied the
term massage cadencé.  Although it would appear that
his results were at the time good, the method fell
into disuse ; and the objections to its adoption were
further increased by the modification of the operation

||l||\|||1 (Il
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Fig. 3.—Clover’s Crutch, for retaining a patient in the lithotomy pegition.
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proposed twenty years later by Maisonneuve. He
first introduced the index finger, then one by one
the others, till finally the whole hand passed the
sphincters, then by closing the fist and suddenly with-
drawing the hand the dilatation was effected. This
would appear to justify the appellation of barbarous,
so frequently since lavished on the operation of dilata-
tion ; but as at present practised it is essentially a
scientific and safe procedure, unattended with the
extensive bruising and laceration which must of ne-
cessity have attended the method of Maisonneuve.
The only argument which can be urged against it is,
that it may be followed by temporary incontinence.
I have, however, only seen it upon one occasion give
rise to any serious trouble, and then it only continued
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for a few weeks. Most authors who have had large
experience do not even allude to this unpleasant
sequela.

The way in which this operation should be practised
is as follows: First one and then the other thumb
should be insinuated into the anus, the other fingers
being laid flat over the buttock on each side ; care
should be taken to introduce the thumbs high enough
to stretch the entire external sphincter ; then by firmly
grasping the tuber ischii on each side, dilatation of the
anus should be gradually but firmly proceeded with,
several minutes being occupied in the process; the
muscle will be found by degrees to give way, and after
a time the sense of resistance will disappear. In
order to effect this a very considerable amount of force
is necessary. Itis well also to adopt the plan advocated
by Allingham,* of dilating as well in the antero-pos-
terior direction. The resistance offered by the muscle
is soon at an end, and we can examine the interior of the
bowel without further trouble, and perform whatever
operation is required with ease and certainty. The
mucous membrane is occasionally slightly torn, and
ecchymosis exists about the anus for a few days ; but no
trouble is to be apprehended from either. The partial
paresis of the sphincter, if the operation has been fully
carried out, usually lasts for about a week. This is
a point of very great importance in the treatment of
operation cases, as the physiological rest so afforded to
the part tends, in a very marked manner, to favour
healing. And, moreover, the after-pain is minimised,
the chief snffering being caused by the pinching of the
wounded and tender parts by the sphincter muscle ;
this, of course, is absent where hyper-distension has
been efficiently performed. Retention of urine, which
formerly was a frequent source of annoyance after
these operations, is now less frequently seen.

* ¢ Diseases of Rectum,” p. 128. Fourth edition.
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The explanation of the atony of muscle produced by
stretching is a point of considerable interest ; we find
many examples of this condition in human pathology,
the most familiar being the atony induced in the
bladder by a hyper-distension with urine; and we
know that in this case, after a catheter has been used
to relieve the accumulation, the muscular fibres of
the vesical wall do not at once recover their tone.
Similarly we have further examples in the intestinal
tube caused by flatulence and fwecal accumulation,
and in the gravid uterus from hyper-secretion of
liquor amnii.

What is the immediate cause of this temporary
paresis ? is it due to alterations in the muscular fibres
themselves, or is it due to changes in the nerves sup-
plying them ? Probably the result is attributable
to changes in both of these structures. That altered
innervation is present we know by the fact that then
we have diminished sensibility, and in cases where the
trunks of large nerves are stretched forcibly for thera-
peutic purposes we frequently find a more or less
complete paralysis of the muscles supplied. Here it
is, of course, evident that no injury has been inflicted
on the muscular fibres themselves.

In the female, if a suspicion exists of disease in the
vagina or uterus, the surgeon should institute such
examination as will satisfy him of its nature. Dr.
Horatio Storer, of Boston, has recommended the
eversion of the rectal mucous membrane through the
anus by means of the fingers passed into the vagina,
and pressing on the recto-vaginal septum ; this method
is, however, comparatively useless, as only a small
portion of the anterior wall can by this means be
brought into view. Possibly in some cases the small
perinzal pile, which is tolerably common in women,
can be everted and its attachment made out by this
means.
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The diagnosis of disease which is situated beyond
the reach of the finger is attended with very consider-
able difficulty ; but fortunately by far the greater
number of cases of disease which present themselves
to us are situated within three or four inches of
the anal margin, and are consequently well within
reach.

So difficult is it to diagnose disease which is situated
high up, that Syme wrote ¢ there is good reason to
suspect the honesty of a man who pretends to enter a
stricture which is beyond the reach of the finger.”

By directing a patient to stand up, and at the
same time to make a violent expulsive effort, at least
an inch more of the canal can be felt than by the or-
dinary examination ; and sometimes, with one finger in
the rectum and the other hand making deep pressure
above the brim of the pelvis, as in the bi-manual
examination adopted by obstetricians, additional in-
formation may be gained.

Bougies are instruments to which recourse is had
when we wish to estimate the calibre of the upper
portion of the rectum or end of the sigmoid flexure,
and a great variety have been introduced ; the one in
common use, made of gum-elastic and rather stiff, is
undoubtedly the worst form, and its use is attended with
considerable danger, perforation of the gut having
frequently followed its introduction, the low degree
of sensibility of the upper portions of mucous mem-
brane favouring this accident; indeed in many
recorded cases the perforation has been occasioned by
the patient passing a bougie himself.

The best instrument of the kind is the bougie d
boule, in which the top is made of ivory or hard rubber,
and mounted on a very flexible thin whalebone stem
(Fig. 4); by means of the finger it can be guided up
the rectum and directed through a stricture. Allingham
recommends pewter stems. Or the bougie recommended
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by Kelsey* may be used, which is made of soft red
rubber, similar to the flexible catheter.
This instrument is so pliable that injury
of the rectal wall would be with it almost
an impossibility ; and, as it is a perforated
tube, it is possible to inject tepid water
through it should the point become engaged
in any of the folds of mucous membrane.
By this means the obstructing portion is
lifted away from the end of the bougie,
and progress can again be made. Goodsallt
has recommended the use of conical soft
rubber tubes filled with small shot. They
make excellent hougies, and they are so
soft and flexible that injury to the rectal
wall is almost an impossibility with them
they can, moreover, he kept in place for
many hours without much discomfort.
The introduction of any of these instru-
ments is one of considerable difficulty, and
it requires quite as much practice as the
passage of an urethral catheter; the
danger of perforation is as great, and the
result of such an accident very much more
serious, In the one case a fatal peritonitis
will in all probability be started, while in
the other a false passage will probably
be the result. At best, however, their
instruments as means of diagnosis are of
no very extended value, and it is only in
occasional cases that we can get absolute
evidence of a stricture high up by this ;
means—namely, when we feel the point of i€ 4—Clive-
the instrument grasped and held by the ible Bougie.
constricted intestine. This of course is

* “Diseases of'the Rectum and Anus,” p. 56.
+ Lancet, June 23, 1888.



16 THE RECTUM AND ANUS. [Chap. 1.

only possible where the anus has been fully distended.
‘With the olive-headed bougie previously recommended,
we may in rare cases be enabled to get important evi-
dence of the length of a stricture and to define its
limits. When the bulb at the end has passed through
the stricture, its end can be felt free in the intestine
above ; and as it is withdrawn it comes suddenly
down on the upper termination of the constriction,
and so indicates the distance from the anus.

The colonoscope of Bodenhamer, or the endoscope,
is of no practical utility, owing to the very limited
portion of mucous membrane which is brought into
view.

The only other means of exploring the higher por-
tions of the rectum is by the introduction of the whole
hand, and this is a proceeding which within the last
few years has been more frequently adopted, owing
chiefly to the writings of the late Professor Simon, of
Heidelberg, to whom undoubtedly is due the credit of
first having introduced the method as a means of
diagnosis ; although several cases are previously on
record of the hand having been introduced into the
rectum for the purpose of removing foreign bodies.

This operation, which obviously is one of consider-
able severity, must not lightly be undertaken ; but in
properly selected cases is a most valuable aid to
diagnosis and treatment. The conditions which ren-
der this proceeding advisable may be classed under
two heads: first, those in which disease is thought
to be present in the upper part of the rectum and sig-
moid flexure ; and secondly, those in which it is adopted
as a means of diagnosing diseases of the other pelvic
and abdominal organs, and it is probably in the latter
cases that the best results have hitherto been obtained.
The diagnosis of stricture at the upper portion of the
rectum or termination of the sigmoid flexure is not
easily made, even with the hand in the rectal pouch,
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the muscular intestinal wall contracting so strongly on
the hand, and the folds into which the normal mucous
membrane is thrown serving to obscure the diagnosis.
Walsham* records cases in which the diagnosis was
not made by this means, where post-mortem examina-
tion proved the presence or stricture of the sigmoid
flexure.  The directions given by Simon are as
follows. T

As a preparatory measure the entire large intestine
should be thoroughly cleared out. This is best done
by the hydrostatic method which is so strongly recom-
mended by Hegar, and is accomplished as follows :
The patient is placed in the knee-elbow position, so
that gravity may assist the operation, and a long
flexible tube is introduced into the rectum. To this
is attached one end of a flexible rubber tube two
feet long, and a funnel is connected with the
other end. The funnel is now held well above the
patient’s body, and warm water slowly poured into it.
In this way, several quarts of water may be intro-
duced, and the entire colon thoroughly distended.
When this is subsequently evacuated, it washes out
all the contained fzces. An anasthetic should now be
administered, preferably ather, to profound narcosis ;
the patient placed in lithotomy position, and the
sphincter stretched. Two fingers should now be fully
introduced, and, by degrees, the third and fourth, and
finally the thumb, in form of a cone. By a gradual
boring motion the knuckles can now be made to pass
the sphincter, steady pressure being made with the left
hand above the pubes ; several minutes being occupied
in this procedure. In order to facilitate the introduc-
tion, incision is sometimes necessary. When the hand

* St Bartholomew’s Hospital Reports, vol. xii. p. 223 ; 1876 :
«“Qome remarks on the introduction of the whole hand into the
rectum.”

+ Langenbeck, Archiv f. klin. Chir., vol. xv. p.1; 1872.

c—23
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has fully entered the rectum it should be held
quiet for a short time, till spasm subsides, and
then slowly pressed onwards, the fingers being alter-
nately opened and closed, so as to dilate the intestine.
Simon limits the distance to which the knuckles
should be introduced as 17 to 19 em. (7 to 7% inches),
but the fingers may be extended well up into the
sigmoid flexure. ~ Other surgeons, however, have
passed the hand higher up, Walsham, who has made
a number of experiments on the dead subject, having
shown that the hand may be passed into the descend-
ing colon without producing injury ; but the prudent
surgeon will never allow the hand to pass the rectal
pouch, as the peritonszeum is a comparatively inelastic
membrane, and if the hand is passed entirely within that
portion of the intestine which is surrounded by this
membrane, grave danger will be encountered. Indeed,
the cases in which this operation has been followed by
fatal rupture are tolerably numerous. Weir* reeords
two, Dittel{ one, and Heslop] two. 1In the latter cases
the rupture took place through an ulcer in the neigh-
bourhood of a stricture, and would suggest greater
caution in the manual exploration for disease of the in-
testine itself than for the purpose of investigating the
other pelvic and abdominal viscera. Of the structures
felt through the intestinal wall the most important is
the bladder in the male. In the female the uterus
and uterine appendages can be more thoroughly
explored ‘by this than by any other method. The
internal iliac vessels with their branches can also
be traced. Walsham has pointed out the import-
ance of examining cases of gluteal aneurism in this
way, so that exact knowledge may be obtained as
to whether the disease is confined to the exterior of

* New York Medical Record, March 20th, 1875,
+ London Medical Record, July 15th, 1875,
I Lancet, May 11th, 1872.
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the pelvis, a plan which would manifestly determine
the nature of operative proceeding. The bony wall of
the pelvis can also be investigated ; and with the finger
in the sigmoid flexure, the lower end of the left
kidney and the last rib on the same side can be ex-
plored. Some American surgeons speak of feeling
the spleen and sweeping the hand over the under
surface of the liver.  Such procedures, if possible,
must be attended with such extreme danger that T
cannot conceive any circumstances that would
justify a prudent surgeon in resorting to an explora-
tion of the kind. Allingham* has frequently per-
formed this operation, and speaks very favourably of
it. He mentions one case of great interest, in which
he found by this means, and completely stretched, a
band of false membrane or peritoneum which was
binding down the bowel as it crossed the brim of the
pelvis. The obstruction was removed, and the
patient recovered.

This examination can be much more readily prac-
tised on women than on men ; but even in the latter,
if the hand is tolerably small, and due caution be
used, much information can be gained. The smaller
the operator’s hand is, the better ; the limit assigned by
Simon being a tolerably liberal one, 25 cm. (9% in.)
greatest circumference. After the operation slight
incontinence sometimes is experienced, but it seldom
lasts over a few days. If an incision has been
rendered necessary it is better to pass a couple of deep
sutures to keep the sides of the wound in apposition,
and so hasten healing.

* ¢« Diseases of Rectum,” p. 9. Fourth edition.
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CHAPTER II

THE CONGENITAL MALFORMATIONS OF THE RECTUM AND
ANUS.

Viewep either from an embryological or surgical
standpoint, congenital malformations form one of
the most interesting of all the subjects connected with
the contents of the present volume. And although it
is true that the number of such cases coming under the
observation of any one surgeon will probably be small,
as they are all somewhat rare, still it is essential that
all medical men should be thoroughly familiar with the
varieties and the treatment required, as the saving
of life in some of the forms is mainly dependent
upon the promptitude with which surgical aid is in-
voked.

In order to arrive at an understanding of the
method of production of the various forms, it will be
necessary for us briefly to refer to the development of
the intestinal tract ; it will, however, be possible here
only to refer to the more important facts. For fuller
details the reader must be referred to the systematic
works on Embryology.

The mesenteron or central portion of the alimentary
tract is formed from the hypoblast, and consists, in
the first instance, of a simple tube which ends at
the anterior extremity of the embryo in a blind sac,
while at the posterior extremity a similar cul-de-sac is
formed. This tube of hypoblast represents only what
is to constitute the mucous membrane of the aliment-
ary tract, the other coats of the intestine being subse-
quently formed by this hypoblastic portion becoming
enveloped in a layer of mesoblast, which differentiates
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into two portions, the outer forming the peritonzal
covering, while the inner develops into the muscular
and connective tissue elements of the intestinal
wall.

An invagination of epiblast at the anterior ex-
tremity of the embryo meets and communicates with
the anterior portion of the mesenteron ; this, which is
called the stomodzum, constitutes the mouth ; while a
similar depression of the epiblast at the posterior
extremity, called proctodeum, forms the anal orifice,
and communicates with the mesenteron. It will be
necessary to study this proctodzum a little more in
detail. If a human embryo about the sixth week be
examined, it will be found that immediately in front
of the coccygeal eminence, which at that period of
development is relatively very prominent, a slight
elevation surrounded by a furrow is to be seen ;
from this eventually will be developed the anus
and generative organs, but as yet they are not differ-
entiated. At about the eighth or ninth week the
anus will be separated from this cloacal opening, and
the rudiments of the perinzal septum will have been
formed ; and in an embryo of about ten weeks, when
the genital organs will have been so far developed that
it is possible to determine sex, the anus also will have
been fully formed and separated by a distinct septum
from the structures of the anterior perinzum. The
anal depression continues to deepen until it reaches the
mesenteron,with which it becomes continuous,and so the
patency of the extremity of the intestinal tract becomes
established. In the higher vertebrates this intercom-
municationbecomesso complete that nopermanent trace
of the junction is left, except a change in the character
of the epithelium. According to Balfour,* a perma-
nent fold marks the hypoblastic section of the cloaca
from the proctodzum proper in birds, and in this class

* ¢ Comparative Embryology,” vol. ii. p. 641.
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of vertebrates the proctodseum is further complicated
by the development from it of the bursa Fabricii.
The perinaal septum, which is such a characteristic
feature of the higher mammalia, in the human subject
forms a very complete barrier between the anterior
and posterior perineeum. This is practically illus-
trated by the way in which extravasation of urine is
sharply limited to the front portion of this space,
while for the same reason abscess connected with the
rectum seldom makes its way forward. Most of the
malformations of the rectum are to be referred to
arrested development or irregular growth of the proc-
todeum or mesenteron ; and it is a remarkable fact
how frequently, when any of these malformations are
present, there is also a failure of development of the
perinzal septum, and a tendency for abnormal com-
munication to occur between the intestinal tube and
the genito-urinary system. This possibly is due to the
fact that in early foetal life the proctodzeum is portion
of the genito-urinary tract, from which it subsequently
becomes differentiated.

The proportion of children born with congenital de-
fects of the termination of the intestine is small. The
statistics of Zohrer at the Vienna Lying-in Hospital,
and of Collins at the Dublin Lying-in Hospital, jointly
reach to a record of 66,654 deliveries, and of these only
three were born imperforate. Other observers show
a rather larger proportion, but sufficient has been
said to demonstrate that the abnormality is by no
means common. The proportion of males to females is
241 to 184.%

The most practical classification of rectal malfor-
mations is that given by Papendorf, and with slight
modifications adopted by Bodenhamer, Molliere,
Esmarch, Kelsey, and other writers. He gives the
following nine varieties.

* ¢ Leichtenstern’s Statistics.”
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First variety.—Preternatural narrowing of the
anus at the margin, occasionally extending some dis-
tance above this point.

Second variety. Complete occlusion of the
anal aperture by simple membrane or by the common
integument.

‘hird variety.—No anus whatever, the rectum
being partially deficient and terminating in a cul-de-
sac at a greater or less distance above its natural
outlet.

Fourth variety.—The anus in this variety is
normal, the rectum at a variable distance above it being
either obstructed by a membrane or completely occluded
for a greater or less distance.

Fifth variety.—The anus opens at some part of
the perinzal or sacral region, instead of at its normal
position,

Sixth variety.—The rectum opens into bladder,
urethra, or vagina, sometimes forming a complete
cloaca, the normal anus usually being absent.

Seventh variety.—Rectum normal, with the
exception that either the ureters, the vagina, or uterus,
open preternaturally into it.

Bighth variety.—The rectum is entively
wanting.

Ninth varviety.—Where rectum and colon are
both absent. In these cases there is sometimes an
opening leading to the intestine at some other part of
the surface of the body.

It will be seen that in the first three varieties the
development of the proctodseum is principally at
fault, while in the others the malformation is of a
more complicated character.

First variety: congenital stemosis of the
anus.—Of this malformation but few cases are re-
corded.  According to Bodenhamer, however, it is
more common than generally supposed, as many of the




24 THE RECTUM AND ANUS. [Chap. IL.

minor cases are not considered worth recording, and
it is probable that others undergo spontaneous cure,
the efforts of the child to pass fweces being sufficient to
produce the necessary dilatation.

It is possible that this condition might be mistaken
for the effects of congenital syphilis; but the series
of symptoms indicating the latter disease are usually
sufficiently characteristic.

Varieties.—The anus may be simply too narrow
and incapable of sufficient dilatation. When this is the
case the symptoms usually do not develop until the
child is some months old, the anus, unless the con-
striction be extreme, being sufficient to permit the
soft and semifluid faeces of early infant life to pass.
When, however, the child begins to take solid food,
and the fweces become harder, an accumulation is
likely to take place in the rectum. I have seen a
case of this kind in a child aged three years, in whom
nothing abnormal was noticed until the patient was
seized with great straining and slight catarrhal
dysentery. Upon examination it was found that the
anus was incapable of dilating to more than the size
of about a No. 8 catheter, and that the rectum was
plugged with a mass of hardened fwces ; a slight in-
cision and subsequent mechanical dilatation rapidly
cured this case.

In other instances the anus may be partly oc-
cluded by a membrane resembling the hymen, the
opening in which may be so small that it will only
admit a fine probe, or the membrane may simply
exist as a fold which does not interfere with the
opening of the anus to any appreciable extent. Such
folds, manifestly of congenital origin, are not un-
frequently met with during the examination of the
rectums of adults for other affections. 'When so slight
as this they are of no surgical significance, and the
patients are probably unconscious of their existence.
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The treatment of congenital anal stenosis must
be conducted on the same lines as those laid down for
acquired stricture. There is, however, a much better
prospect of doing permanent good by mechanical
dilatation than in those cases in which the stricture is
due to cicatricial contraction. The best of all bougies
is the mother’s index finger introduced daily into the
bowel.

Mr. Morgan* records two remarkable cases
in which & curious congenital malformation produced
a partial occlusion of the anus. In the first case,
‘“a male child, aged six months, was taken to the
hospital on account of the pain which he suffered
whenever motions were passed. The pain was such
as to cause the child to cry continuously before and
after the bowels were relieved. The body was well
formed and otherwise healthy, but on examining the
anus, which was of usual size and in proper position,
there was found to be a band of tissue passing from a
point corresponding to the apex of the coccyx to the
median raphe of the scrotum, with the posterior ex-
tremity of which it was continuous. The band was
about three-quarters of an inch long, and was attached
at both ends, the remainder forming a thick free cord
which lay below the aperture of the anus ; while from
the centre of the band there ran a small branch of
similar tissue which was attached to the skin of the
left buttock, and was about half an inch in length.
The skin which covered the central band exactly
resembled that of the scrotum, shrinking and con-
tracting upon stimulation, and it was so placed that
any matter passed per anum must cause it to be
stretched, thus accounting for the pain which attended
every relief of the bowels. The whole band was
removed by cutting the attached ends with the
scissors. The wound healed at once, and the child

* Lancet, Oct. 22, 1881.
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was relieved of all pain.” Mr. Morgan’s second case
was somewhat similar. “On examining the parts
there was seen a small thick band, passing from the
median raphe of the perineum in front to the de-
pression between the buttocks posteriorly, and broadest
behind. At a spot corresponding to the anus on either
side of the band was a depression ; that on the right
side was patent, and admitted a probe to pass into
the anus; that on the left side, though similar in
appearance, proved to be only a cul-de-sac. Motions
passed freely, but caused much distress. The band was
snipped off, and the child was relieved of pain.” Mr.
Cripps states* that he has seen a similar case under
the care of Mr. Wiliett.

Second variety: complete occlusion of
the anal aperture by simpl¢ membramne or
by more fully formed skimn
(Fig. 5).—In this variety the
anus may simply be occluded
by a structure which is in many
respects similar to the hymen.
And its presence is not incon-
sistent with the complete de-
velopment of the sphincter and
other portions of the termin-
ation of the rectum. It would
appear to be due to an ad-
hesion or skinning over of the
B R e o surface of the anus, the rest of

Eﬁﬁﬁfl?t'e”égéi‘ulg?ﬁfiglfﬁh Ehe proctodzum being normally
anal aperture. ormed.

Diagnosis. — It will be
noticed that the child passes no meconium ; and that
it is constantly straining, and apparently in pain.
An inspection of the anal region shows that there
is a protrusion at the anus, especially if the child

* Diseases of Rectum and Anus,” p. 25. London, 1884.
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strains ; and if the covering be very thin the colour
of the meconium can be distinctly seen through the
membrane : fluctuation is also distinet. The cure of
this case is as simple as the diagnosis. A crucial in-
cision with snipping off the angles is suflicient to give
exit to the meconium and to cure the «child, at all
events when supplemented by the occasional passage
of the tip of the mother’s finger as a bougie.

Third variety : no anus whatever, the
rectum being partially deficient, and termi-
nating in a cul-de-sac at a greater or less
distance above its natural outlet (Fig. 6).—In
this variety there are many different degrees, the
simpler forms resembling the
more marked examples of atresia
ani, the rectal cul-de-sac descend-
ing well down into the pelvis, and
reaching to within a short dis-
tance of the skin; while in the
more severe forms the rectum
may terminate high up in the
pelvis. The appearance of the
perinzeum varies somewhat in
these cases. In some a ring of
darker-coloured skin points out
the position where the anus Reiac
ought to have been; while in r‘aogg;:lﬁﬁdn‘,};{;gf{ngf
others a little button of skin is tion. No anus what-

i . ever, the rectum termi-
to be found in the same place, or Tating 31 & cul-de-sac,
even a pendulous tumour. In
others, again, the ridge of skin forming the raphe of
the anterior perinseum is continued in an unbroken
line back to the coceyx, no mark whatever being visible
to indicate the site of the anal orifice. Associated
with this latter condition other abnormal relations of
the pelvic structures are sometimes met with. The
external genital organs may be nearer the tip of




28 THE RECTUM AND ANUS. [Chap. 1.

the coccyx, and otherwise abnormally developed ;
the tubera ischii may be abnormally close to-
gether ; and the pelvis altogether manifestly smaller
than natural. When any of these latter conditions are
observed, it venders the prognosis very formidable,
as the probability is strong that the rectal cul-de-
sac is situated a long distance above the perinzum.
This form of malformation is usually early diagnosed,
as the attention of the parents or nurse is attracted
by the fact that the child’s bowels have not moved,
and a mere inspection serves to establish the cause of
the constipation. If unrelieved, the child soon becomes
restless ; it is manifestly in great pain, straining a great
deal, and, at a later period, faecal vomiting comes on,
and death soon follows. In some rareinstances, how-
ever, life may be prolonged for several weeks, the feecal
vomiting alternating with the swallowing of milk.
Treatment.—The duty of the surgeon in these
cases is clear : in the first place he should attempt to
reach the rectal cul-de-sac by perineal incision, and the
sooner this is attempted after the diagnosis is made
the better, as in all cases of intestinal obstruction
delay means a fatal result. If we wait until the
abdomen is distended with gas, and the little patient
is much run down, death will be the inevitable
sequence. In selecting the form of operation it is of
the utmost importance to determine the position of
the rectal cul-de-sac as far as possible. Unfortunately
this is seldom possible with any degree of accuracy.
If the pelvis is of normal shape, and the genital
organs in natural position, if on crying or straining
there is a distinct protrusion in the anal region, then
the probability that the pouch is within easy reach is
strong. The protrusion may usually be incited by
tickling or pinching the skin of the perinseum, but
the administration of purgatives for such purposes is
to be absolutely interdicted. It has been recommended
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by some surgeons to delay the operation for a day or
two if the symptoms are not very urgent, in order to
give an opportunity for the rectum to become more
distended and prominent. Such advice is quite
erroneous, as, in the first place, the meconium in the
bowel becomes less by the absorption of fluid, and,
what is more important, while we are waiting, the time
may slip away when alone a chance of success exists.
Before undertaking any operation it is well briefly to
review some of the more essential anatomical arrange-
ment of the pelvic viscera, as success will in great
measure depend upon the care exercised by the
surgeon. The rectum descends in the hollow of the
sacrum, closely applied to that bone, and, except at
its upper part, is uncovered by peritonzum posteriorly.
In front the peritoneal pouch descends to a much
lower level, while its close relations to the genito-
urinary organs anteriorly would prove an additional
reason for selecting the posterior aspect for exploration.
The following are the measurements of the infant’s
pelvis, as given by Bodenhamer. From one tuberosity
of the ischium to the other, 1 inch to 1 inch 1 line;
from tip of coccyx to symphysis pubis, 1 inch 1} lines
to 1 inch 3 lines; and from the tip of the coccyx to
the promontory of the sacrum, 1 inch 1 line to 1 inch
2 lines. The object of the surgeon in operating on
these cases is to reach the bowel by direct incision
from the perinzeum. Formerly it was the custom to
use a trocar and cannula, which was driven into the
perinzeum in the direction where the rectal cul-de-sac
was supposed to be. No doubt, occasionally, the
bowel was opened, and exit given to a small quantity
of meconium, but even when this result was attained
the opening was too small to serve as a permanent
vent, while, frequently, fatal injuries were inflicted,
the peritoneum, bladder, and even the common iliac
vein, having been opened by the instrument.
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Method of operating.—The little patient being
held in the lithotomy position, an incision should be
carried from a little behind the root of the scrotum
right back to the tip of the coccyx, taking care to
keep accurately in the middle line. The pelvis should
be from time to time during the progress of the
operation explored with the finger, in order to try
and feel the bulging of the rectal pouch, and the
incision carried deeper at “its posterior extremity
than in front. It has been recommended to keep a
sound in the bladder of the male, or in the vagina of
the female, and, occasionally, this may be of use in
recognising the parts where the dissection is carried
deeply, but, under ordinary circumstances, if care be
taken to keep well back in the hollow of the sacrum,
the danger of wounding the genito-urinary organs is
trivial. When the light is good the proximity of the
rectum has been sometimes determined by the colour
of the meconium showing through, but, generally, the
finger will be the best means of detecting the gut.
Having found and opened the intestine, the meconium
should be evacuated, and, if possible, the recommenda-
tion of Amussat followed, to bring down the bowel,
and carefully stitch the edges of the intestine to the
skin wound, and, where necessary, the bowel should be
cleared well from its pelvic attachments in order to
allow this to be done. In stitching the intestine to
the wound, great care is necessary to pass the sutures
so deeply through the surrounding structures that no
cavity can possibly be left outside the rectum in which
fluids could collect ; the danger of septic periproc-
titis, in great measure, depending upon the amount
of success with which the suturing is done. If it be
found impossible to close the deeper parts of the
wound completely by sutures, one or two small
drainage tubes should be passed to the bottom of the
incision. The method of bringing down the mucous
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membrane, and suturing it to the skin, introduced by
Amussat, is a vast improvement upon the older
method, by which the incision was made simply into
the rectum, and the fweces allowed to escape over the
open wound. Not alone were the immediate dangers
of feecal extravasation into the areolar tissue of the
pelvis great, but, even should the patient survive,
difficulty more or less great is almost certain to result
from the contraction of the cicatrix producing stricture.
It will still, however, occasionally happen that the
termination of the rectum is situated so high up that
it may be found impossible to bring down the mucous
membrane to the skin without an amount of traction
which would tear the gut. Under these circumstances
it is necessary to keep the wound open by means of a
metal tube, or other similar contrivance ; but such
cases are not likely to terminate successfully. In
order to render the dissection more easy, Amussat
recommended the removal of the coccyx; * and the
procedure is still more strongly advocated by Verneuil.f
As the latter has shown, not only does the removal of
the coccyx assist much in the search for the occluded
rectum, but it also enables the intestine to be more
readily attached to the wound, as the latter is by this
means much nearer to the cul-de-sac. In this variety
of malformation there sometimes exists a cord, con-
sisting of the outer tunics of the bowel, leading
from the cul-de-sac to the normal site of the anus,
which will be more particularly described when dis-
cussing the next variety. Should this be present, it
may, as has been pointed out by my colleague, Pro-
fessor Bennett,} form & valuable guide to the pervious
_portion of intestine. If it be found impossible to
* Quoted by Bodenhamer, ‘‘ Malformations of the Anus and
Rectum,” p. 147. New York, 1860.

+ Med. Times and Gazette, July 5th, 1873.

+ Transactions of Academy of Medicine in Ireland, vol. i
p. 150.
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reach the rectum by carefully dissecting up in the
direction of the promontory of the sacrum, and should
a careful digital examination of the rest of the pelvis,
as far as it can be explored, fail to indicate any
fluctuating tumour resembling the distended intestine,
unquestionably the proper surgical course is to perform
colotomy, and most surgeons are now agreed that
laparo-colotomy is preferable in these cases to the
retro-peritonzal operation in the lumbar region. I
would refer the reader to the chapter upon colotomy
for a fuller discussion of this subject. Dr. McLeod
has suggested * that after the performance of laparo-
tomy, instead of bringing out the intestine at the
abdominal wound, the perinzal incision should be
continued so as to open the peritonzal cavity, and the
intestine should then be forcibly drawn down, opened,
and fastened to the skin of the perineum, the ab-
dominal wound being closed; the object being to
make the artificial anus in the perinseum instead of in
the anterior abdominal wall. It does not appear that
this operation has been practised ; nor do I think that
in the majority of cases it would be practicable. In
a few recorded cases it has been attempted to establish
a perinzeal anus subsequent to colotomy, after the
wound has healed, by passing a sound down the
rectum, and attempting to cut upon this from the
perinzeum ; the results, however, have been far from
encouraging, What I would propose doing in these
cases where perineal exploration has failed, is to
open the abdomen, preferably in the left linea
semilunaris, introduce a finger into the abdominal
cavity, and trace down the rectum ; if it is found to
descend well into the pelvis, the search from the
perinzeum should be again instituted, and with the
additional guide of a finger in the peritonzeal cavity
it may probably be successful, in which case the

* British Medical Journal, vol. ii. p. 657 ; 1880,
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abdominal exploration will not have much increased
the risk ; if, on the other hand, the pervious bowel
terminates above the pelvis, all hope of making a
perinzal anus should be for ever abandoned, and a
colotomy completed.

Fourth variety : in this form the anal
portion, although apparently mormally
formed, ends in a cul-de-sac, the rectum
terminating at a variable distance above
this point (Fig. 7).—Sometimes the tubes are sepa-
rated by a more or less thick
membrane, while at other times
there is a considerable length of
intestine impervious. Of this
malformation there are several
interesting varieties; in one
form the obstructions are mul-
tiple, and the important bear-
ing that these cases may have
upon operative treatment is
obvious, the obstruction con-
tinuing after the apparently
complete division of a mem-
branous septum. Of these Tig Jo;gef;‘:t“ﬁt%h‘{fz;‘;ﬁty
Bodenhamer has collected a tion : anal portion ending
number of examples.* Thus, }J‘;m”;iu‘fl‘é};]‘ée'i‘jl“g’bfﬁf({‘é;:
Friedberg mentions a case of a  tremity.
new-born female child whose
anus was well formed, but the anal canal was closed
a little above the sphincter. The attempt made to
open it by puncture produced no evacuation of meco-
nium, and the child died six days after birth. At
the autopsy the walls of the intestine were found
adhering to each other and closely united in two
different places. Schenck records a case in which
the rectum above a natural anus was closely united

D—23 * Loc. cit., p. 162.
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at two places, as if glued together, and at two other
points the rectum was occluded by two annular mem
branous septa; while Voillemier reports a case 1n
which the rectum was divided by membranous septa
into four distinct compartments, the anus remaining
normal ; and Dr. Bushe, of New York, and Goeschler,
of Prague, both give cases in which a double obstruction
existed. In other cases, instead of the two constituent
portions of the rectum abutting one against the other,
they may pass parallel to one another, the lower
portion passing usually in front.
(lases of this kind are recorded
by Amussat,* by Godard,+ and
by Curling.d In Godard’s case
the rectal portion was attached
to the coccyx, while the anal
portion passed up in front of the
prostate gland. These cases are
especially interesting, as they
unquestionably indicate that the
malformation is due to the fact
that the proctodzeum has failed
; : : to meet the mesenteron, and
Fig. 8. — Congenital Mal- .
formation : rectum end- that they cannot possibly be due
ing in a culdesac, anal {6 an obliteration of the rectum
portion opening into
vagina (Amussat). after complete development. In
connection with these cases must
be noted the classical case recorded by Amussat
(Fig. 8),§ in which the anal portion communicated with
the vagina, while the rectum ended in a cul-de-sac. I
have not met with a description of any similar instance
to this, which is given with great detail by Amussat.
Not only is this case interesting from the nature of the

* ““Sur la possibilité d’établir une ouverture artificielle,” etc.
Troisiéme Mémoire, Paris, 1843.

+ Gaz. Méd. de Paris, 1856.

T ““Diseases of Rectum,” p. 200.

§ Loc. cit.



Chap. I1.) Amussar’'s OPERATION. 35

malformation, but also for the success of the treatment
adopted.  An incision was made behind the anus ; and
the rectum having been reached, it was separated from
1ts connections, brought down, and stitched to the
- skin, this being the first occasion upon which this
procedure, now so well known as “ Amussat’s opera-
tion,” was performed. The anus was left untouched,
and the communication with the vagina not interfered
with. The patient made a good recovery, and was
married at the age of twenty-one years.

Two theories are put forward to account for the
usual condition metwith in the fourth variety of malfor-
mation : one that it is due to failure of meeting between
the mesenteronand the proctodeum ; and the other that
it is due to an intra-uterine inflammatory occlusion
of the fully developed intestine. The supporters
of the latter view point to the fact that in many of
these cases there is to be found a cord manifestly
continuous with the outer tunics of the bowel con-
necting the two pieces of gut. Unquestionably this
cord is very frequently present, but it by no means
follows that its presence presupposes a pervious in-
testine. On the contrary, its presence can be shown
with much greater probability to have a developmental
origin ; the mesenteron which originates from the
hypoblast, as before mentioned, forms the upper
portion of the rectum, but from it the mucous mem-
brane alone is developed, a layer of mesoblast subse-
quently surrounding the tube to form the muscular
and other external portions of the intestinal wall ;
consequently, when the development of the cul-de-sac
of mesenteron becomes, from any cause, arrested, it
does not follow that the growth of the other tunics
originating from the mesoblast should be arrested
also; and when there is no mucous coat to be sur-
rounded, it can be readily understood how this portion
of mesoblast can form itself into the rounded cord.
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Again, we must remember how exceedingly rare
it is for a mucous canal to be obliterated by inflamma-
tion, unless attended with a very considerable super-
ficial loss of substance. The only instance that I
know of in which a mucous canal is obliterated during
the process of development in the human subject is
that of the urachus, but even in this case evidence of
the mucous membrane, and even small mucous
cavities, are still found in the cord which forms the
remains of this feetal structure. I have recently had
an opportunity of carefully examining a case of this
kind from a patient under Professor Bennett’s care in
Sir Patrick Dun’s Hospital, in which, after failure to
meet the rectum by perinzal incision, a colotomy was
performed, but the result was fatal. In this instance
there was a very firm and strong cord extending from
the cul-de-sac to the anal portion ; a microscopical
examination of this cord showed it to be composed
entirely of muscular and connective tissue, without a
trace of mucous membrane. I was also able to deter-
mine another important point in this case. If the
anal depression is composed alone of proctodeum,
it is obvious that, as it originates entirely from the
epiblastic layer of the embryo, it should have its
surface covered with scaly and not columnar epithe-
lium. I consequently obtained a small piece from the
fundus of the anal depression, and made sections of it.
There was not a trace of glandular epithelium to be
seen in it, so that, in this case at any rate, the conclu-
sion was unavoidable that the malformation was due
to the fact that the mesenteron did not descend low
enough for the proctodeum to meet it; and that, I
believe, is the explanation of the majority, if not all,
of these cases.

The diagmosis of the fourth variety of malfor-
mation is not so likely to be made at an early date as
in the previous form, a mere inspection of the anus
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revealing nothing abnormal. And it is only when
continued constipation exists, attended possibly with
vomiting and meteorism, that the surgeon’s attention is
usually directed to the case. If an attempt is made to
pass a probe or the tip of the litile finger up the rec-
tum, the condition will at once be recognised, the anal
portion of the intestine seldom extending more than a
very few lines from the outlet. An attempt should
be made to feel, if possible, the upper cul-de-sac, so as
to form an opinion as to the distance intervening
between the two portions of the bowel,

As these cases are seldom diagnosed until grave
symptoms have become developed, it is obvious that
the prognosis is usually more unfavourable than in the
last variety.

The treatment of this variety does not differ in
any essential respect from what has been already de-
scribed for the third variety. In all cases an incision
should be made from the anal depression back towards
the coceyx, and the rectum sought for and opened,
and stitched to the site of the normal anus. Even
in those cases in which a septum alone intervenes
between the two portions of intestine, the incision
should be preferred, as where an attempt has been
made to puncture with a trocar and cannula a valvular
and inefficient opening has been formed in some cases,
while in others serious injury has been inflicted on
the peritonzeum or other pelvic viscera. As in the
last instance, if the surgeon fail in finding the rectum,
colotomy is the sole resource for saving the infant’s
life.

Fifth variety : the anus is completely
absent, or rudimentary, and the rectum
terminates in a cutaneous opening at some
other situation than the mormal ome.—Ag
might be anticipated, there is a very considerable amount
of variety met with in the situation at which the
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abnormal anus opens, while in some cases more than a
single orifice exists. It has been suggested that these
cases are due to the formation of fistulz, similar to the
fistulze found in connection with stricture of the
rectum, but this view may at once be disposed of by
the fact that no evidence of suppuration exists; and
the channel is lined with mucous membrane instead of
granulation tissue, clearly demonstrating that these
cases are congenital malformations in the true accepta-
tion of the word, and not of pathological origin.
Bodenhamer, who has made these cases a distinct
class from the following, in which the abnormal anus
is situated in one of the other
mucous tracts, has collected a
number of interesting varieties,
but as space will not allow me
to go into details, the reader,
for further particulars, must be
referred to Bodenhamer’swork.*
The positions at which these
openings have been described
are indeed various, as may be
gathered from the following list
ey s paunertas o of the more important situa-
formation : the rectum tions: (1) within the prepuce,
ends in a narrow channel . -
Which opens beneath the the rectum being continued as
prepuce (Cruveilhier). a narrow channel under the
raphe of the perineeum and
under surface of the penis (Fig. 9); (2) at the
symphysis pubis; (3) at the root of the penis; (4)
at the posterior portion of the scrotum; (5) at the
fourchette in the female; (6) at various portions of
the perinzeum ; (7) in the right gluteal region ; (8) in
the loin ; and (9) through a perforation in the sacrum.
These last cases, when viewed in the light of modern

* < Congenital Malformations of the Rectum and Anus.” New
York, 1860.
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embryological knowledge, possess a special interest.
Bodenhamer mentions three of them : two recorded
by M. De La Faye,* and one recorded by M.
fa- Coste.t ~ Unfortunately there does not appear
to be any allusion in these cases to the relation
of the abnormal anus to the termination of the
neural canal. In the lower vertebrates there is a
distinct communication between the mesenteron and
neural canal known as the neurenteric canal, which is
a very distinctive feature during the early periods of
development, and which, when the communication
with the nenral canal is cut off, which occurs at an
early period, constitutes a prolongation backwards of
the intestine behind the anus, This, which is termed
the post-anal gut, has also been observed in birds
and mammals ; and, according to Kolliker,{ in the
young embryo of the rabbit, the post-anal gut, or
pars-caudalis intestin, is a very conspicuous struc-
ture, terminating in a small vesicle posteriorly.
As in the case of the lower vertebrates, this
caudal intestine undergoes a very rapid oblitera-
tion during the process of development, Bal-
four§ attaches great weight to the presence of the
neurenteric canal and post-anal gut, as throwing light
upon the ancestral form from which the ciordata have
been evolved, and he considers that the anus as at
present found in the vertebrates is of comparatively
recent evolution ; for, as he states, the post-anal section
of the alimentary tract cannot always have been
devoid of function, as is shown by the following facts :
(1) by the constancy and persistence of this obviously
now functionless rudiment; (2) by the greater develop-
ment in the lower than in the higher forms ; (3) and by

* ¢ Principes de Chirurgie,” p. 358, Paris, 1811.

+ “Bulletin de la Société Médicale d’Emulation de Paris,” p.
417 ; October, 1822.

1 ““Embryologie,” p. 878. :
§ ““ Comparative Embryology,” p. 267. London, 1881
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its relation to the formation of the notochord and sub-
notochordal rod.  He therefore concludes that in .the
ancestral type the anus was situated at the termina-
tion of the post-anal gut. I have alluded at some
length to this subject, in the hope that should any
examples of these (cases where the rectum perforates
the sacrum) be met with, they may be made th'e
subject, if possible, of a detailed anatomical exami-
nation.

The progmosis of these cases in which the anus is
only abnormally situated but remains pervious, is mani-
festly very much better than those in which occlusion
exists; and in some cases it may be unnecessary to con-
template any operative interference, the abnormal anus
being quite sufficient for all purposes. But in other
instances, and apparently in the majority of the re-
corded cases, the termination of the rectum and the
aperture were quite too narrow to permit of efficient
evacuation of the bowel at a later period of life, though
possibly allowing the semifluid meconium to pass off
in early infancy. Operation can, however, here be
undertaken with a very much greater chance of
success, as it is no longer necessary to search for the
rectum, a probe through the abnormal opening indi-
cating the position of it. If the probe indicates
clearly that the pouch of the rectum descends
down close to the normal position of the anus, the
best course will be to make an incision down to the
rectum, clear it round, and bring it down, after the
method of Dieffenbach, and stitch it to the skin. The
abnormal passage should now be closed, if possible, as
if it is left open there will be a constant tendency for
nature to close up the artificial anus, and continue the
use of the abnormal one.  For this purpose the use of
the actual and potential cauteries has been recom-
mended, but they do not appear to have answered the
purpose properly ; probably the best course is to dissect
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out the marrow abnormal tube, and bring the parts
together by deep sutures. Vieq D’Azyr recom-
mended the introduction of a director into the rectum
from the abnormal anus, and the incision of the parts,
up to the normal situation of the anus, a metal tube
to be retained, and the rest of the wound allowed to
heal.  Possibly where the abnormal anus was situated
close to the normal position, this method might be
with advantage adopted. When the rectal pouch can-
not be proved to be near the perinaeum, as is likely to
be the case in those instances where the abnormal anus
is situated at a considerable distance from the usual
site, no attempt should be made to reach the-bowel
from the perineum, but, if absolutely necessary, the
abnormal opening might be dilated. ~And in the rave
form in which more than one anus is present the
recommendation of Ashton* may be followed with ad-
vantage ; not to in‘erfere if either is sufficiently large to
provide for eflicient evacuation ; but if both orifices are
very minute an incision through the septum, as in the
treatment of rectal fistula, will probably prove an
efficient form of treatment,

Sixth variety: the anus being absent or
only rudimentary, the rectum terminates in
some of the mucous passages of the genito-
urinary system.—The subdivisions are: (1) where
the communication is with the bladder (atresia ani
wvesicalis) ; (2) where it opens into the urethra
(atresia ani  wrethralis) ; and (3) where the ab-
normal anus is situated in the vagina (atresia ani
vaginalis). 1t is remarkable the frequency with
which the sixth variety of malformation is met
with. According to Leichtenstern’s statistics,{ out
of a total number of 375 cases of malformation of
the rectum 40 per cent. were of this variety ; and in

* “Diseases of the Rectum,” p. 327.
t Ziemssen’s Cyclopzdia, vol. vii. p. 485.
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Bodenhamer’s statistics, out of a total of 287
cases 85 were of the sixth form. This large proportion
is exceedingly remarkable when we remember that in
the adult the separation between the rectum and
anterior perineenm is so exceedingly definite ; and I am
not aware that any satisfactory explanation has been
offered to account for this marked tendency of the rec-
tum to communicate with the genito-urinary apparatus
in cases where the anus is undeveloped, unless, in-
deed, it be due to the method of development of the
proctodeeum (see page 21), or a tendency to reversion
to the cloacal types of the birds and lower mammalia,
Atresia ane vesicalis (Fig. 10).—The communica-
tion between the rectum and bladder in these cases
consists usually of an exceed-
ingly narrow canal having its
termination at some part of
the trigone of the bladder by
a minute orifice, while in very
rare cases the communication
has been near the fundus, and
when this is the case the open-
ing has been found to be more
free.
The diagmeosis of these
cases 1is usually sufficiently
S ation s e e Wddimiple; #iWiiths$heiisymptoms
ing in bladder (atresiaani  dependent upon the occluded
mesigalis). rectum will be found a small
quantity of feces passed with the urine, sometimes only
in sufficient quantity to stain the water of a green
colour, The fact that the meconium is intimately
mixed with the urine, and that it only appears
during urination, will at once distinguish this
variety from the atresia ani urethralis. The prognosis,
as might be expected in these cases, is eminently un-
favourable. From the fact that the bladder is in the




Chap. T1.] ATRESIA ANT URETHRALILS. 43

young infant an abdominal viscus, it will be readily
understood that the termination of the rectal pouch is
probably situated in such a position that any attempt
to reach it from the perinzeum will prove a failure,
although two successful cases of this operation are
mentioned by Bodenhamer.* Tf, however, nothing is
done, death will be the inevitable result, as in the
majority of cases the opening is so small that but a
small quantity of meconium can pass ; and even where
the opening is somewhat larger, although possibly life
might be prolonged while the fwces remained semi-
fluid, a fatal cystitis will eventually be produced.
M. Martin, of Lyons, has suggested an operation
for the relief of this form, viz. to incise the neck of
the bladder as in the operation for lithotomy, and then
to continue the incision on into the rectum. Granting
that this operation might in a few cases be feasible,
the result would be of very questionable utility, as if
successful it would leave the patient with a urinary
and fecal fistula. I believe that the true scientific
procedure in these miserable cases would be to per-
form a laparo-colotomy, and then to cut the colon
completely across, as recommended by Madelung ;
closely suture up the lower end after inversion of the
serous membrane, and bring the upper end out at the
wound to make an artificial anus. ~ Although this pro-
cedure would leave the patient with an abdominal
anus, it would have the advantage of restoring the
functions of the bladder.

Atresia ani wrethralis (Fig. 11).—In this form the
canal leading from the rectum, instead of opening into
the bladder, communicates with some portion of the
urethra. ~As in the former case, the opening is
generally by an exceedingly minute orifice, so that but
u small quantity of meconium can escape. In this

* Lac. cit., p. 232, o .
t ““ Dictionnaire des Sciences Médicales,” tome xxiv, p. 127.
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variety it comes more or less in the intervals between
urination. When the urine is passed, although the
first that is evacuated may be stained, it afterwards
comes quite clear.

In the treatment of this form, the probability of
reaching the bowel from the perinzeum is much greater,
and this should always be attempted ; moreover, the
presence of a subsequent recto-urethral fistula is a
mich less serious condition than a communication
between the rectum and bladder,
the former being frequently
curable; or, at any rate, not
directly threatening life, while
the latter is generally beyond
the range of surgical aid to cure,
except by establishing an arti-
ficial anus, and is likely to prove
fatal. This is the most suitable
place to consider a form of
rectal malformation which T
have not hitherto seen described.
It is one of atresia aniin which

Fiz. 11.—Congenital Mal-
formation : rectum end- : Y
ing in uretbra (atresia g diverticulum from the rectum

ani urethralis).
) passes forward, and becomes re-

lated to the urethra without opening into it. Of this
remarkable malformation I have only the following
case to record. In the spring of the year 1886
I saw, in conjunction with my colleague Professor
Finny, a medical man in Dublin, who, after having
suffered for some days from an intermittent fever, de-
veloped an inflammatory swelling at the root of the
penis and deep in the serotum. He told us he had suf-
fered from some pain while the bowels were being
moved and asked me to delay examining the rectum till
he was under @ther. Upon making an incision into the
swelling, a gangrenous and abominably feetid abscess
was opened, apparently in connection with the leff
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crus penis. Passing my finger now into the rectum, I
was surprised to find a membranous stricture imme-
diately within the anal verge, through which, how-
ever, the finger readily passed, and above it I could
detect a diverticulum of the rectum passing off in the
direction of the situation of the abscess. T forcibly
dilated the anus and membranous stricture ; subse-
quently fecal matter in small quantity passed from
the wound at the root of the penis. Although he
developed septic pneumonia and other symptoms of
wound infection, he eventually, after a protracted
and severe illness, made a good recovery. - After the
operation we were informed by his mother that he had
been born imperforate, and was operated upon by the
late Dr. Fleetwood Churchill. There was never any
mixture of fmces with the urine. He is now quite
free from any trouble, and I believe the diverticulum
has been obliterated by the inflammatory process.
Atresia ani vaginalis (Fig. 12).—In this form
the rectum terminates at some
part of the posterior wall of the
vagina, either having a toler-
ably large and free aperture,
quite sufficient for the evacua-
tion of the intestinal contents,
or more rarely the rectum ends
in a cul-de-sac, the communi-
cation with the vagina being by
means of a mnarrow. pipe-like
tract. The points at which the

e Fig. 12.—Congenital Mal-
rectal orifice may open are e ot e

various, either immediately  ing in vagina (atresia ani

vaginalis).

within the fourchette (Fig. 13)

at the entrance of the vagina, or high up in that

canal ; and cases have been recorded by Papendorf and

Ainsworth,* in which the communication between
* Quoted by Bodenhamer, loc. ¢it., p. 227.
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the rectum and vagina was by a double orifice.
If the rectum ends by a true vaginal anus, as is
most frequently ‘the case, the patient experiences
but little discomfort; and many cases are on re-
cord in which women have married and borne large
families while suffering from this malformation. One
such case has come under my notice. The woman
was the mother of six children, and did not suffer the
slightest inconvenience. The anus opened into the
lower portion of the vagina, and was so far provided

Fig. 13.—Vulvar Anus in a Child aged 19 months. The opening is
immediately within the fourchette, and is well provided with a
sphincter,

with a sphincter that the top of the finger, when
introduced into the rectum, was tightly grasped.
There was not the least incontinence, and the bowels
acted regularly every day. It will thus be seen that
this variety of malformation is the one in which the
proguosis is most favourable, many of the cases, as
in the one above recorded, requiring no operative
interference, while in others the fact that a more or less
free outlet exists for the meconium relieves the case of
its urgency, and enables the surgeon to act with delibera-
tion and choose his own time for operative interference,
when the little patient has gathered some strength.
Amongst the operations which have been suggested
for the treatment of vaginal anus, the following may
be mentioned : M. Vieq d’Azyr has recommended



Chap. 11.] Rizzorr’s OreraTION. 47

a similar procedure to that stated in discussing tha
last variety, namely, to make an incision from the
vaginal opening to the site of the normal anus, and
then to introduce a cannula into the rectum, and allow
the anterior part of the incision to heal up. Velpeau
simply made an opening into the rectal pouch, without
dealing in any way with the vaginal portion. Dieffen-
bach and Barton* recommend that the rectal cul-de-
sac, when present, should be dissected free by perinzeal
incision, and stitched to the skin margin, thus shutting
off the vaginal portion from the intestinal tube alto-
gether ; and then closing the vaginal orifice, or not,
according to circumstances. By far the best plan, how-
ever, that has been hitherto suggested, is that of
Rizzoli.t An incision is carried from the lower margin
of the vaginal anus through the perinzum backwards
towards the coccyx, care being taken not to open the
intestine. The termination of the rectum, with its
vaginal orifice, is now to be carefully dissected out,
and the abnormal anus is to be transplanted to its
natural situation ; the perinzal and vaginal wounds
are to be brought together by deep sutures, thus re-
storing the recto-vaginal septum. The great merit
claimed for this highly ingenious procedure is that it
retains intact the outlet which Nature has formed,
and which, therefore, will probably have sufficient
sphincter action to avoid incontinence of faeces, and is
less likely to be followed by stricture than where any
other operation has been performed. The formation
of a proper recto-vaginal septum is also an important
matter in preventing uterine trouble in after-life. Dr.
Aveling has recorded a very interesting case of this
malformation, in which, after a series of operations, a
very brilliant result was obtained.f The malformation

* Medical Recorder, vol. vii. p. 357 ; Philadelphia, 1824.
+ ¢ System of Surgery,” Gross, vol. ii. p. 605. Sixth edition.
1 Lancet, Dec. 20, 1884 ; p. 1085.
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remained undetected until the child was five weeks
old, when Sir Prescott Hewett operated by making
an opening at the natural situation, and attempting to
close the vulvar orifice by caustic, without success.
At the age of seventeen she came under Dr.
Aveling’s care, and he endeavoured to close the vulvar
anus by plastic operation. In the first instance this
object was defeated by the passage of a hard mass of
feeces, which tore away the sutures. A second opera-
tion of similar nature proved more successful, the
opening being reduced to the size of a goose-quill.
A third operation was performed, a small cylindrical
speculum being introduced into the artificial anus to
ensure the exit of flatus by that route, and so keep the
vulvar wound at absolute rest. The result of this
operation was completely successful in shutting off
the intestinal tube from the vulva. As hardened
faeces still accumulated in the diverticulum which
existed in front of the artificial anus, and as this
portion of gut was unable to evacuate its contents,
a still further operation became necessary for its
obliteration. ~An incision was carried through the
skin of the perinseum and vulvar mucous mem-
brane up to but not including the site of the
previously occluded anus. The mucous lining of the
diverticulum was carefully dissected away, and the
perinzeum closed by deep sutures. In this way a
firm recto-vaginal septum was formed, and the patient
completely cured. This case demonstrates very
forcibly the absolute necessity of adopting efficient
means to obliterate the abnormal channel, as well as
establishing an opening at the natural situation ; and
I believe that in similar cases it would be well to do
both operations at the same time.

Seventh variety: im which the rectum
and anus are mormal in situation and
calibre, but in which the ureters, vagina, or
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uterus open into the intestinal tube.—Boden-
hamer has collected seven cases in which the ureters are
described as terminating in the rectum, the bladder
being absent. In these cases the position at which the
opening took place was at ‘the reflection of the peri-
tonzum. Such cases are, at present at any rate, be-
yond the reach of useful operative interference. The
same authority has also collected nine cases in which
the vagina terminated in the rectum. In several of
these pregnancy and successful parturition took place ;
but in one only is it stated that operation with a
view of establishing a separate vagina was attempted
and successfully carried out. It does not appear,
however, that there would be greater difficulty in
operating upon these cases than in those of the con-
verse condition already described, where the rectum
opens into the vagina.

The eighth and ninth varieties of Bodenhamer, in
which the entire rectum is absent either alone or con-
joined with more extensive congenital malformation of
the intestinal tube, are beyond the scope of this volume
to discuss.

CHAPTER IIL

PROCTITIS.

INFLAMMATION of the rectum may be the result of
injury, or it may be due to various specific influences.
In Great Britain, however, its occurrence from these
latter causes is not by any means frequent. The
mucous membrane of the last part of the in-
testinal tube is more liable to injury from matter
contained in the freces than any other part of the gut,
because, in the first place, owing to absorption of the
r—23

26907
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more fluid parts, the feecal mass has now become more
solid and resisting, so that when the rectal wall con-
tracts firmly upon it in the expulsive effort, any hard
particles which project, such as pieces of bone, glass,
and such like, are liable to lacerate the delicate mucous
membrane. Again, as the calibre of the tube so sud-
denly diminishes at the junction of the rectal pouch
with the anus, hard substances projecting from the
frecal mass are more liable to penetrate this portion
than any other of the entire intestinal tract. I have
seen cases of stercoral abscess following perforation at
this situation by a pin which was swallowed acci-
dentally, and also by a fish-bone ; and most authors
on rectal surgery allude to similar cases. The intro-
duction of foreign hodies intentionally or accidentally
through the anus (which in a later chapter will be
more fully alluded to) is an obvious cause of local
traumatism.

Inflammation of the rectum may be due to any of
these injuries, and when arising in this way has a
tendency to spread past the limits of the bowel con-
stituting the condition elsewhere described as peri-
proctitis (page 57).

The varieties of inflammation not directly due to
injury are the catarrhal, the dysenteric, and the
gonorrheeal. =T —

—Of simple catarrhal inflammation we may recog-
nise two varieties, acute and chronic.

Acute catarrhal proctitis presents many symp-
toms in common with dysentery, and the difference is
ratherone of degree than kind. I shall, therefore, confine
the term to those cases in which the inflammatory
process is limited to the rectum, and in which the
abdominal pain and constitutional symptoms of typi-
cal dysentery are absent. As such we not infre-
quently meet with cases, especially in children. The
symptoms are great tenesmus; with the frequent
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passage of small quantities of bloody mucus, at first
mixed with fwces, and then alone ; at the same time
there is vesical irritation, and general sense of heat
and weight about the pelvis, resulting from the inflam-
mation of the mucous and submucous tissue, edema
is present, and frequently, in consequence, a partial
prolapse takes place, resembling the chemosis met with
in acute inflammation of the conjunctiva (ectropion
recti ; Roser).

Catarrhal proctitis is in all respects analogous
to the localised inflammation of other parts of the
intestinal tube, such as gastro-duodenal catarrh,
typhlitis, colitis, ete., and it may terminate in several
ways. In the vast majority the disease subsides
completely in a few days, but it may, if severe, be
accompanied by inflammation of the structures out-
side the rectum (periproctitis), which may eventuate in
abscess and fistula.

Or, again, the disease may merge into the chronic
form, or be followed by ulceration more or less deep.

The frequency with which inflammation of the
intestinal mucous membrane is accompanied with
considerable bloody discharge has been noticed by
Cohnheim ;* he suggests that, from the fact that
during the process of digestion the chyle vessels of the
mesentery always contain red blood corpuscles, it may
* be inferred that the intestinal mucous membrane is
one of the regions of the body where the passage of
blood corpuscles through the walls of the vessels takes
place with special facility.

Amongst the causes which give rise to this disease,
epidemic influences are undoubtedly occasionally notice-
able, but in many cases direct local irritation can be
made out, such as the presence of large numbers of
oxyurides, neoplasms in the rectal wall, intussus-
ception, or other forms of rectal disease and faecal

* Leube ; Ziemssen's Cyclopadia, vol. vii. p. 363.
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accumulation, The latter acts either by its direct
mechanical effect or by chemical action, the result of
putrefactive changes. In some persons, certain articles
of food, as high game or old cheese, always give rise to
a slight amount of irritating rectal catarrh ; or the use
of large quantities of purgative medicines may produce
a like result. Esmarch has pointed out the fact that
the long-continued action of damp and cold may
produce this disease, and states that it is common
amongst coachmen, who sit for a long time on wet
seats. As a complication of child-bed and various
forms of uterine disease, it may also be observed.
Chronic catarrhal proctitis.—Where acute
catarrhal proctitis has merged into the chronic form,
the symptoms become somewhat modified ; the acute
pain and tenderness give place rather to a sense of
weight and fulness than actual pain. The discharge
also becomes altered; instead of consisting of a
tolerably intimate mixture of blood and mucus, as is
found in the acute form, it becomes more purulent,
and if blood is present it exists as streaks in the
pus, which have evidently arisen from ulcerations of
the mucous membrane rather than from a general
oozing from the inflamed surface. On inspection the
mucous membrane appears more thickened and
indurated, but the cedema is less. TUlceration of the
surface is also more frequent in the chronic form.
There is a condition of the rectum occasionally
seen, which, although wunattended by any overt
evidences of inflammation, appears to be most fitly
considered here. It is that in which there is a con-
stant and abundant flow of clear glairy mucus re-
sembling white of egg in appearance; it is highly
alkaline and causes considerable irritation of the skin
surrounding the anus, and is a source of great annoy-
ance to the patient. I have seen three well-marked
cases—two males and one female—of this condition ;




Chap. 111.] GONORRHEAL PROCTITIS. 53

in all, the most careful examination of the rectum, both
by finger and speculum, failed to detect any abnormal
appearance, except the continued flow of this glairy
fluid, which the sphincters were umnable to retain.
All were attended with an extreme amount of
nervous depression, and stated that they were
rendered absolutely miserable by the discharge.
Treatment in the shape of astringent injections and
suppositories did not appear to influence the disease
much, but all of them got well after some months.
I have no idea what the pathology of this distressing
affection can be.

Dysenteric proctitis.—Of the specific inflam-
mations, dysentery is much the most important, and
although not always confined to the rectum, this
portion of the intestinal tube is more or less affected
in all cases, and sometimes the typical lesions are
only to be found here. But few opportunities offer
themselves to civil surgeons in Great Britain of
investigating this disease during its acute stages;
but amongst Anglo-Indians and others who have
resided for a long time in tropical climates, the chronic
form and some of the important sequela are not un-
frequently met with.

For a full account of dysentery I must refer the
reader to the systematic treatises of medicine, as a
detailed investigation of this subject would be quite
beyond the intention of the present work. »

Gonorrheeal proctitis.— As a  result of
gonorrhea the rectum occasionally becomes the
seat of acute purulent inflammation. In women
this may occur in consequence of the discharge
escaping from the vagina and trickling over the anus,
the liability to secondary infection being greatly in-
creased by the presence of prolapse of the mucous
membrane, piles, fissure, or relaxation of the sphincter
from any cause. In wen, and in women in whom
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the anus is normal, the disease probably only origi-
nates as a result of the direct introduction of virus
within the sphincter. Rollet* reports a case in which
a man who was suffering from gonorrheea inoculated
the rectum by the introduction of a finger for the
purpose of causing a motion. Boniere,T on the other
hand, states that, although the anus is easily in-
fected, the express introduction of gonorrheal virus
through a tube into the rectum showed that the
mucous membrane was only slightly susceptible to this
form of inflammation. According to Lebert] the
symptoms are as follows : gonorrheea of the rectum
causes congestion and swelling of the mucous mem-
brane, and is attended by a purulent discharge. The
constant sense of pressure, burning, and itching in
the anus is much increased on each evacuation of the
bowel, and sometimes there are very severe spas-
modic attacks of pain in the anus, extending even
to the bladder. Excoriations and fissures are very
liable to form in the folds of the anus, and render
the evacuation of the bowels still more painful.
Gonorrheea of the rectum has, however, happily
a decided tendency to get well in a few weeks.
Exceptionally the inflammation spreads to the sub-
mucous connective tissue, and in this way gives rise to
the formation of abscess or even fistula in the neigh-
bourhood. Much more frequently we observe slight
_erythematous irritation of the skin around the anus.
Sometimes papillary outgrowths may afterwards
develop. The diagnosis of gonorrheeal proctitis, as
distinguished from other forms of inflammatory affec-
tion of the rectum, presents obvious difficulties, but
can generally be arrived at from the circumstances of
the case—the co-existence of urethral discharge ; the

* < Dict. Enc. des Sciences Méd.”
T Arch. Gén. de Méd., April, 1874.
I Ziemssen’s ¢ Cyclopadia,” vol. viii. p. 808.
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profuseness and purulent nature of the discharge from
the rectum ; and the symptoms of extleme rectal
irritation alluded to above.

Before, however, making an absolute diagnosis,
the existence of the specific microbe of gonorrheea
(Micrococcus gonorrhece, or gonococeus) in the pus dis-
charged should be verified. The detection of this
organism by the microscope is now a tolerably easy
matter ;* and in any case of suspected gonorrheea of
the rectum its presence should be sought for.

Diphtheria of the amus is noticed by
Trousseaut as occurring during the course of diph-
theria in the pharynx and trachea ; but is only
secondary to the more usual form, and is an indica-
tion of profound implication of the system by this
terrible disease.

Having now discussed the various forms of
inflammation of the rectum, I would speak of their
treatment.

In dealing with acute proctltls the first essential
is to evacuate the canal, and this should be accom-
plished by the administration of Qﬁlrgatives, not by
enemas, owing to the pain that the latter occasion
and the danger of spreading infection up the in-
testine. qgme saline will usually prove most suitable,
prefembly sulphate of soda, or sulphate of magnesia
in some form, such as the more potent mineral Wdtels {
or the effervescent sulphate of soda will be found an
easily taken and satisfactory aperient. Such powerful
drugs as gamboge, jalap, etc., must be carefully
avoided. Where it can be taken without much
nausea, castor oil will fulfil every requircment. Abso-
lute restin bed is essential, and the occasional use of
a hot hip-bath will give relief. The diet should be

* Klein, “Micro-Organisms and Disease,” p. 77,  Third edi-
tion, 1886.
+ ¢Clinical Med.,” New Sydenham Soc., vol. ii. p. 515.
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cavefully regulated. ~All food leaving a copious faecal
residue is to be avoided ; and during the acute stage
the patient should be restricted to milk, strong meat-
soups, and eggs. If there is much tenesmus, injection
of two ounces of mucilage of starch with a few drops
of tincture of opium may be used, but as a rule it is
better not to use opium or morphia to any great
extent, as, owing to its tendency to produce constipa-
tion, the disease may be aggravated. A suppository,
consisting of 5 grains of iodoform, with 1 grain ex-
tract of belladonna, made up with oil of theobroma,
will be found useful. In dysentery, in addition to the
foregoing, the use of ipecacuanha in large doses is
indicated ; and, where there is much exhaustion, the
free use of stimulants.

Where inflaimmation of the rectum has become
chronic, astringents must be employed. Nitrate of
silver, b grains to two ounces of water, may be intro-
duced into the bowel, followed in a few minutes by a
large enema of warm water to wash out the rectum >
or liquor bismuthi with glycerine of starch, in the
proportion of two drachms of the former to two ounces
of the latter, will sometimes check the discharge of
pus ; and where the discharge is feetid, the following
formula may be tried :

B Liquor. carhonis detergens . A
Tr. krameriee . . 5 5 oY
Mucilag. amyli . ‘ . ad ziv

An ounce to be injected night and morning.

For the sequelze of proctitis the reader is referred
to the chapters on Periproctitis, Ulcer, and Stricture.
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GECAE IR R TRV
PERIPROCTITIS.

INrLaAMMATORY changes originating in the mucous
membrane may spread to the loose areolar tissue sur-
rounding the rectum ; or the inflammation may com-
mence primarily in the tissues on the outside of the
bowel ; giving rise in one of these two ways to the
affection that is termed periproctitis. Of the former
we can recognise two very distinet varieties: first,
a diffuse form of septic infection consequent on the
direct absorption from a wounded surface of poison-
ous matter similar to that which produces, in the
recently-delivered female, parametritis and puerperal
peritonitis ; and, secondly, circumscribed phlegmon,
resulting from spreading of a limited inflammation
through the rectal wall, or more commonly subsequent
to a perforation of the gut, the result of an ulcer or
of direct traumatism.

Septic periproctitis is a very dangerous dis-
ease, and is not infrequently the cause of death after
rectal operations. The clinical features of this condi-
tion are in many respects similar to those of puerperal .
septico-pyzemia, and, like that affection, may present
themselves in various degrees of severity.

In the more serious cases, after a stage of
incubation lasting a few days the patient is seized
with rigors, quickly followed by general and con-
siderable febrile disturbance, with high temperature
and rapid pulse. Profuse perspirations occur at
irregular intervals, causing the temperature to fall
temporarily ; pain is complained of in the region of
the pelvis, and in many cases this rapidly increases
and involves the lower portion of the abdomen ;
the patient lies on the back, with legs drawn up;
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meteorism is present, and the face presents an aspect
of great anxiety, a train of symptoms clearly indicating
involvement of the peritonzal serous membrane ; when
this has occurred, death, in the great majority of cases,
soon terminates the patient’s sufferings.  Other
symptoms indicating the septico-pyzmic state are
sometimes to be met with, as an erysipelatous blush
on the buttocks ; the deposit of diphtheritic patches on
the mucous membrane of the rectum ; the involvement
of some of the synovial cavities or of the pleural and
pericardial sacs ; and the occurrence of metastatic ab-
scesses in many parts of the body. Owing to the fact
that the veins of the rectum are tributaries to the
vena porte, these metastatic abscesses are more fre-
quently met with in the liver than when the source
of infection is more directly connected with the
systemic circulation.

In the milder cases of septic periproctitis the disease
may be somewhat more limited in extent, and consist
in a diffuse pelvic cellulitis, without involvement of the
peritonzal cavity or evidence of septic manifestations
in other parts of the body. This condition is analogous
to the parametritis or pelvic cellulitis of the puerperal
state ; and, like it, may end in resolution, but much
more frequently terminates in somewhat diffused sup-
puration. Matter formed in this way accumulates in
considerable quantity in the loose areolar tissue
situated between the recto-vesical fascia and the peri-
tonzeum, and may point mear the anus, finding its
way down posteriorly between the two levatores
ani muscles ; or it may escape through the sacro-
sciatic notch ; or, passing upwards, appear as an iliac
abscess. In other cases suppuration commences in the
pelvic lymphatic glands.

Of the pathology of this affection but little can
positively be stated. A large volume might be
filled with an account of the various theories and
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discussions that have occupied obstetricians as to the
wxtiology and pathology of the septic febrile conditions
subsequent to childbirth, but the probability is that
in most instances at any rate the first important lesion
is a lymphangitis of the pelvic lymphatic vessels. In
those cases in which the disease is limited to a diffuse
pelvic cellulitis, the limitation is due either to the
blocking up of these vessels by thromboses, as Virchow
has pointed out; or to the filtration power of the
glands situated in the hollow of the sacrum being
efficient. "When neither of these conditions serves to
stop the spread of the disease, the implication of the
great lymph-space of the peritonzal cavity rapidly
ensues.

The more important features of a case of mine that
died many years ago after the operation of linear
proctotomy, as a case typical of the lesions we have
been considering, I will briefly describe. The patient,
a man aged sixty-three years, was admitted into Sir
Patrick Dun’s hospital with piles, fissure, and a
history of obstruction in the rectum. Digital exami-
nation revealed the presence of a tumour occupying
the hollow of the sacrum, and compressing the rectum
towards the bladder. As the finger could be passed
above the upper limit of the growth, an attempt was
made by linear proctotomy to remove the tumour, or
at any rate to relieve the obstruction, the symptoms
being so urgent that either this operation or colotomy
was indicated. The incision was made in the usual
manner, and, by means of the finger and scoop, the
tumour, which proved to be in part cystic, was broken
down and as much as possible removed, the obstruction
being completely overcome. As haemorrhage was free
the rectum was plugged. On the following day the
plug was removed and rectum and wound were irrigated
with carbolic lotion. This treatment was directed to
be repeated every three hours. The case went on
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well till the morning of the fourth day after opera-
tion, when the patient complained of pain ; he had a
rigor, followed by a rise of temperature to 102-8
Fahr. ; the lower part of the abdomen became tumid
and tender ; later on the same day he was restloss,
with high temperature alternating with profuse per-
spirations. He died on the sixth day after opera-
tion. At the autopsy the usual signs of purulent
peritonitis were present, the peritonzal cavity of
the pelvis being full of thin serous pus, and the coils
of intestine being glued together with recent lymph ;
the loose areolar tissue of the pelvis, more particularly
that situated between the folds of the meso-rectum,
being infiltrated with pus. Several of the lymphatic
glands of the pelvis were also much inflamed, and in
two instances suppurating. The extreme limit of the
operation wound was separated by a considerable dis-
tance from the peritonzum. The tumour in this case
will be again referred to in the chapter on Neoplasms,
as there are some points of interest about it.

That the cause of death in this case was due to
septic infection there can be no reasonable doubt, and
the post-mortem appearances were in all respects
similar to those found in the majority of instances
of puerperal septico-pyzmia.

As far as treatment is concerned we can do but
little in the more severe forms of infection. Where
matter forms in the neighbourhood of the rectum, free
incision, followed by irrigation with some antiseptic
solution, and free drainage, should at once be adopted.
‘Where the peritonzeum has become implicated, opium
in full doses is indicated, with the double object of
relieving pain and lessening peristaltic action. The
application of an ice-bag or cold water compress to
the abdomen will sometimes relieve suffering ; and
again in other cases, warm moisture in the shape of
stupes and poultices will be found more comfortable,
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The prophylactic treatment, however, holds out
to us better hopes of success. | We frequently find
surgeons say that there is no use in adopting anti-
septic measures in rectal operations, owing to_the
necessary escape of fwecal matter into the wound. | It
is true, certainly, that where feeces are extravasated
into areolar tissue, and have no free exit, considerable
irritation and suppuration are set up; but a ster-
coraceous abscess formed in this manner is essentially
different from the more diffuse inflammation and
involvement of the venous and lymphatic systems
characterising the extensive septic poisoning. If the
extravasation of faeces has free exit, so that it merely
passes over a wounded surface, such as is left after
the division of a fistula, no undue inflammation is pro-
duced, and we find in these circumstances wounds
implicating the rectum healing as well and as rapidly
asin other parts of the body. 1In the minor operations,
such as the removal of piles by ligature or cautery,
septic periproctitis is of extreme rarity ; but antiseptic
precautions should not on that account be dispensed
with. In the more severe operations, such as extirpa-
tion of portion of the bowel, or extensive incisions
implicating the rectal wall, septic infection is not
infrequent, so that it is necessary for the surgeon to
adopt the fullest antiseptic precautions. In the first
place, thorough drainage is essential, and this is to
be ensured by having the external wound sufficiently
free, and, in cases where sutures are mnecessary,
the introduction of rubber drainage tubes between
them ; this will be found especially necessary in opera-
tions where only a small portion of the lower rectum
is removed, and in other operations where the mucous
membrane is sutured to the skin. In some cases
where deep sutures can be passed, so as completely to
obliterate the cavity of the wound, drainage tubes
may be dispensed with. TIn the next place, thorough
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and frequent cleansing of the wound must be attended
to; this may most effectually be accomplished by
irrigation several times in the twenty-four hours,*
with a solution of corrosive sublimate (1 in 2,000).
A light pad should now be applied over the anus and
wound, and retained in position by a T-bandage,
care being taken that the pressure is not so great
as to retain discharge. The pad may be made of any
of the usual antiseptic and absorbent materials,
salicylic wool fulfilling all the indications admirably.
All plugging of the wound should be avoided,
except when applied in the lightest manner, to keep
the edges of a wound from uniting too rapidly, as
in fistula, or when hwemorrhage renders plugging a
necessary evil ; and in these circumstances the most
extreme precaution must be taken that the materials
used are not only aseptic, but powerfully antiseptic.

Improved methods of wound treatment have largely
diminished the number of cases in which septic peri-
proctitis follows even such severe operations as excision
of the rectum ; but unfortunately cases are still to be
met with, the difficulties of obtaining a complete asepsis
being obviously so much greater here than in other
parts of the body.

Circumscribed periproctitis, which is secon-
dary to changes in the rectal wall, is undoubtedly due
in the great majority of cases to perforation, either the
result of ulceration or direct traumatism ; but some-
times an abscess may occur external to the rectum
without any perforation, as a direct result of acute
inflammation of the mucous membrane. We have
examples of abscess produced in this way in other
organs; for instance, in the neighbourhood of the
urethra in gonorrheeal inflammation ; and iliac abscess,
the result of appendicitis following inflammation of

* Volkmann recommends continuous irrigation, but this is
difficult to carry out satisfactorily.
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the mucous membrane of the vermiform appendix.
Abscess so formed may burst externally, or both
through skin and mucous membrane.

‘Where perforation of the gut has taken place
extravasation of a minute quantity of fwces is suffi-
cient to produce a considerable amount of inflamma-
tion, and as a result suppuration. Abscess produced
in this way discharges from time to time a little
matter into the bowel, constituting an internal rectal
sinus, and in this way may continue for a consider-
able time in a passive condition ; but much more fre-
quently it makes its way to the skin as well, and,
opening there, forms a complete fistula.

Inflammation originating externally to, but in the
neighbourhood of the rectum, in which the bowel
escapes, or is at any rate only secondarily affected,
presents itself under several conditions. Pott,* in
his classical treatise on fistula in ano, enumerates
three distinct varieties of this inflammation, or
phyma, as he calls it : the phlegmonoid, the erysipe-
latous, and the gangrenous ; and clinically these three
forms may easily be distinguished. As I believe this
classification to be founded on a correct pathological
generalisation, I adopt it.

The phlegmonous abscess is the commonest of these
varieties, the loose, fatty, areolar tissue that fills the
ischio-rectal fossa being peculiarly prone to suppura-
tion, the great movability of the parts no doubt also
predisposing to this result. Although met with at all
ages, ischio-rectal abscess is more particularly a disease
of middle life, and more common in men than in
women. It occurs most frequently in those who from
some reason are run down and out of health, as the
result of long-continued and emaciating illness, over-
fatigue, intemperance, etc. ; and we may often be able
to trace an exciting caunse, such as an injury, exposure

* Earle’s edition, vol. iii. p. 49.
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to cold, or the straining necessary to pass a hard faecal
mass. A very frequent cause is slight external
fissures, similar to the chapped nipples that so
commonly give rise to mammary abscess.

The formation of acute ischio-rectal abscess is
attended in the majority of cases with some fever,
and the constitutional disturbance is generally out of
all proportion to the local disease. The pain is severe
and is increased by defeecation ; there is frequently
irritability of the bladder, strangury, or retention of
urine being not uncommon symptoms. Its situation
is most frequently on the lateral aspect of the anus,
and it presents itself as a prominent, tense, red, and
shining swelling, in which fluctuation is distinctly to
be felt. ;

As to the treatment of ischio-rectal abscess, it
must differ according to the stage and intensity of
inflammation. During the earlier stages, a bladder
filled with ice, and moulded to the anal region, will be
found to give considerable relief ; but when matter has
formed, incision should at once be performed. This
is of great importance in these cases, as if done early
enough in abscesses that have originated outside the
rectum, we may be enabled to prevent the formation
of fistula ; or in those cases in which we cannot stop
the formation of an internal opening, or in which such
is already present, we may be enabled to limit to a con-
siderable extent the amount of burrowing of the matter,
andits extension upwards underneath the mucous mem-
brane. Speaking of the prevention of fistula by early
opening, Allingham,* whose experience in the treat-
ment of these diseases is so great, speaks as follows:
«“ If the patient will allow me to act in my own way
T can almost guarantee that no fistula shall result.
The following is the method to be adopted: The
patient must take an anwesthetic, as the operation is

“ Diseases of Rectum,”” p. 15. Fourth edition,
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very painful. I first lay the abscess outside the anus
open from end to end, and from behind forwards, i.e.
in the direction from the coccyx to the perinzum. I
then introduce my forefinger into the abscess, and
break down any secondary cavities or loculi, carrying
my finger up the side of the rectum as far as the
abscess goes, probably under the sphincter muscles, so
that only one large sac remains. Should there be
burrowing outwards, I make an incision into the
buttock deeply at right angles to the first. I then
syringe out the cavity, and carefully fill it with
wool soaked in carbolic oil, 1 in 10 or 12. This I
leave in for a day or two, then take it out and
examine the cavity, and dress again in the same
manner ; but, in addition, T now use, if I thirk it
necessary, one or more drainage tubes. JIn a re-
markably short time these patients recover; the
sphincters have mnot been divided, and the patient
therefore escapes the risk of incontinence of fwmces or
flatus, which sometimes occurs when botk the sphinc-
ters are incised.”

The important element in the above treatment
is undoubtedly the free opening and the breaking
down the loculi into one cavity. For this purpose I
prefer to use a flushing scoop (Barker’s), with which
the entire granulation surface can be satisfactorily
removed. When this is complete the filling of the
interior with boric acid and the immediate intro-
duction of drainage tubes, together with the appli-
cation of an antiseptic absorbent pad, instead of
plugging with wool and carbolic oil, will be found, I
think, to give the best results.

Instead of ischio-rectal abscess running the acute
course above described, we sometimes meet with a
chronic or cold abscess in this locality. This is
mostly found in strumous individuals, and is at-
tended with but little pain or uneasiness of any

F—23
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kind. The treatment to be adopted may be similar
to the above; or, as in one case which was re-
cently under my care, hyperdistension of the cavity
with carbolic lotion, as recommended by Mr. Callen-
der, left nothing to be desired.

A much less severe form of abscess than the
ischio-rectal just described, is that known as the
marginal abscess of French authors. This may
originate in several ways, but the most frequent
is by the suppuration of an external pile; in other
instances it is more like a form of furuncle, origi-
nating in some of the mucous follicles of the anal
margin, resembling a hordeolum in the eyelid ; and
again in other instances the suppuration starts from
the base of a small external fissure or tear. These
minute suppurations, owing to the extreme sensitive-
ness of the anal margin, are attended with consider-
able pain, but are not otherwise generally of con-
sequence. Incision is the proper treatment, and the
best way to do it is to pass the index finger into
the rectum, and, with the tip of the thumb outside,
the little tumour can be perfectly steadied, and the
point of a lancet or small knife passed through it. As
it is painful, local anzsthesia by ether spray should
be used. g

The marginal abscess, originating in a pile,
sometimes leaves a small superficial fistula, which
will be alluded to farther on, but the furuncle does
not usually leave any fistulous trace behind it.

Erysipelatous periproctitis is a diffuse inflam-
mation starting in the skin surrounding the anus,
and presenting the characters of this disease in other
parts of the body. As it presents no essential pecu-
liarity in this region, we need not further allude to
it here, except to mention that a subcutaneous
abscess may result from it requiring the above treat-
ment.
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Gangrenous inflammation of the tissues sur-
rounding the rectum is a very formidable disease,
and may be attended with fatal result, or, where
recovery takes place, there is a great destruction
of tissue, with the consequent troubles attending
the contraction of cicatrices. This disease may com-
mence in the skin and rapidly spread to the under-
lying connective tissue, or the skin may be only
secondarily affected, the deeper structures being first
implicated. It occurs amongst the well-to-do, who
consume large quantities of animal food, and drink
too much alcohol, and is almost exclusively confined
to the male sex, exposure to wet and cold being
sometimes noted as an exciting cause in the recorded
cases. There is a livid tumefaction in the posterior
portion of the perinzum attended with considerable
pain ; if the disease spreads deeply into the pelvis,
pressure on the sacral plexus may give rise to reflected
pain. Fever of alow type is present, with brown furred
tongue, quick weak pulse, and in severe cases delirium
supervenes. The skin covering the swelling sloughs
generally at several points as in ordinary carbuncle,
to which this disease bears great resemblance ; as
the cutaneous slough separates, masses of dark
gangrenous tissue are brought into view, discharging
an offensive ichorous fluid rather than normal pus.
After separation of the gangrenous tissues, a great
chasm is left, which heals but slowly; and re-
lapses, with extension of the disease, are common.
According to Furneaux Jordan, who has published
an interesting clinical lecture on this disease,* per-
foration of the rectum is rare. No doubt this is due
to the very slight anastomosis which exists between
the vascular supplies of the rectum and the surround-
ing structures.

A well-marked case of this kind bears a strong

* Brit. Med. Journ., Jan. 18, 1879 ; p. 73.
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resemblance to the gangrenous inflammation produced
by extravasation of urine, and in one case I know so
great was the resemblance that a surgeon advised
incision of the perinzal urethra. In a case of doubt
the urethra should be explored with a sound. If no
obstruction is experienced, extravasation of urine is
improbable.

The treatment should be prompt ; early and deep
incisions must be made in lines radiating from the
anus ; frequent syringing with solution of chlorinated
lime, or corrosive sublimate (1 to 2,000), or the appli-
cation of charcoal poultices to keep down faetor, will
be of use. And where any tendency to spread is
recognised, chloride of zine, or some other powerful
escharotic, may be employed. At the same time the
patient’s strength must be supported by liberal allow-
ance of milk, strong beef-tea, eggs, etc.; and the ad-
ministration of alcohol is usually indicated.

In making the diagnosis of abscess in connection
with the rectum the surgeon must bear in mind that
suppuration, symptomatic of other diseased structures,
may present in the posterior perinaeal region. This is
especially the case with urinary abscess, and with col-
lections of matter originating in the female gene-
rative organs. Suppuration in connection with disease
of the bony pelvis or vertebrze may also point beside
the rectum.




CHAPTER V.

RECTAL FISTULAZ.

Or the diseased conditions consequent on the
affections detailed in the last chapter by far the most
important are : Rectal fistulae, which present them-
selves to our consideration in considerable variety, and
from their great frequency, and the discomfort they
produce, constitute a subject of great interest to the
surgeon ; it is, therefore, to be little wondered at
that, in looking through the voluminous literature
on this subject, the names of most of the great
masters of surgical art are to be found. According
to the statistics of St. Mark’s Hospital, as given by
Allingham,* out of 4,000 cases taken consecutively,
and without selection, from the out-patient department,
there were 1,057 persons suffering from fistula, and
196 from abscess of which 151 eventuated in fistula,
so that the disease constitutes considerably over one-
fourth of all the cases presenting themselves as out-
patients.  Mr. Allingham also tells us that an
examination of the records of the in-patients at the
same hospital, during several years, shows that two-
thirds of those operated on were cases of fistula. As
the author very justly points out, statistics of this
kind must be taken with some reservation, as we
frequently find fistula co-existing with other forms of
rectal disease; in some instances the accompanying
disease being of a trivial nature, as external piles,
etc. ; while in others the fistula may be only secondary
to more grave pathological changes, such as malignant
disease or simple stricture. Another element of error
which must not be lost sight of is that St. Mark’s has

* ¢ Diseases of Rectum,” p. 12. Fourth edition.



70 THE RECTUM AND ANUS. [Chap. V.

a special reputation for the cure of fistula, so that
many patients suffering from this disease go there, and
so the list is swelled. At the Dubiin general hospitals,
although fistula is common, it is by no means the
commonest of rectal diseases ; and, in my own practice,
it has not furnished more than onesixth of rectal
operation cases.

The use of the term fistula (a pipe), so common
now in general surgery, originated probably in the
special variety now under consideration, and amongst
the older surgeons the term was confined to those cases
in which the tissues immediately surrounding the
ulcerating tract had become much indurated and
thickened, the effects of long-continued inflammatory
changes. Now, however, it is used in a broader sense,
and is applied to any abnormal communication between
a mucous canal and the external skin, or between two
mucous surfaces ; the term ‘incomplete fistula ” being
used where the fistulous tract has only one aperture,
either mucous or cutancous.

The exciting cause of rectal fistula may occa-
sionally be a penetrating wound, but very much
more frequently it is the result of suppuration,
any of the varieties of abscess described in the last
chapter commonly eventuating in this condition. Why
an abscess situated in this region is more likely to
become fistulous than abscess situated in other parts
of the body, is a question of considerable interest, but
the true explanation is not far to seek. In the first
place, the looseness and free motion of the tissues in
the ischio-rectal fossa tend to prevent rapid closure
of an abscess cavity, in the same way that we see
sinuses remaining for a long time unclosed in the
axilla or female breast ; and where a cutaneous
opening alone exists this must be taken as the prin-
cipal cause, but where there is a mucous aperture,
a very much more potent influence is brought to bear 3
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namely, the constant trickle of mucus and thin
feeculent matter along the track of the fistula. We
must also bear in mind the peculiar vascular supply
of the rectum, the veins being without valves. Hence
it is that as man occupies the erect position, a con-
siderable amount of congestion of the lower end of
the bowel is frequently present, which we well know
seriously impedes the process of cicatrisation.

Of the complete muco-cutaneous fistulze connected
with the rectum, the best practical division is accord-
ing to the position of the internal opening ; and we find
there are three situations in which this opening may
be found : in the first and most simple case, the fistula
is subcutaneous, the inner opening being situated
superficial to the external sphincter, in the anal
canal. To this alone should the term fistula in ano
be confined. Next we may find the opening situated
between the two sphincters ; this is probably the
most common variety. And, lastly, we have the fistula
in which the opening into the rectum is situated
above the internal sphincter, traversing, therefore, the
so-called “ superior pelvi-rectal space of Richet.” The
first of these three varieties corresponds with the
Jistules sous-tégumentaires of Molliére, and the latter
two with the fistules sous-musculaires. The super-
ficial fistula has its origin in the marginal abscess
before alluded to, and is generally very minute, and
productive of little inconvenience; it may be alto-
gether superficial, or extending through a few fibres
of the external sphincter: as, however, it does not
open directly into the cavity of the rectum, the escape
of Hlatus and fluid feces does not take place, conse-
quently secondary suppuration is uncommon. So
little is the irritation, that occasionally we see the
internal surface of the fistulous tract cicatrise, and
then it remains as an epidermis-lined tube, like the
hole for an ear-ring, and ceases to give annoyance.
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The ordinary form of complete rectal fistula
is the result of abscess in the ischio-rectal fossa, either
primary, or secondary to changes in the rectal wall,
and the position occupied by the internal opening is
tolerably constant, being situated between the two
sphincters. The external opening is subject to more
variety, but is generally within one inch from the
anal verge, though occasionally at a considerably
greater distance, as in the groin or thigh. The posi-
tion of the internal opening in this variety is a subject
of very considerable importance, as, unless acquainted
with its usual situation, the surgeon may fail to find it ;
the reason for this being, that in most cases the mucous
membrane of the bowel is separated from the mus-
cular wall for a variable height above the orifice, so
that the opening is not really at the highest point to
which suppuration has extended, as one might be led
to expect. In eighty cases which M. Ribes* had an
opportunity of examining post mortem, in none was
the internal opening situated at a greater height than
5 or 6 lines from the verge of the anus, and in many
it was not so high. Velpeau tabulates the result of
thirty-five post-mortem examinations as follows: In
four the internal opening was one inch and a half frem
the anus, in one it was three inches, and in thirty a
few lines from the anal outlet. Sir B. Brodie goes so
far as to say : “The inner orifice is, I believe, always
immediately above the sphincter muscle, where faeces
are liable to be stopped, and where an ulcer is most
likely to extend through both the tunics.” Sir B.
Brodie was of opinion that a primary perforating ulcer
was always essential to the production of that form of
abscess liable to terminate in fistula, and he did not
admit the possibility of abscess from without causing
fistula by secondary perforation of the rectum ;

* Revue Médicale Historique et Philosophique, liv. i. p. 174,
Paris, 1820,
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however, Syme held the opposite view, and expressed
the opinion that the abscess formed before the in-
ternal opening, as has already been pointed out in
the preceding chapter. There is no doubt that both
these causes may operate. Where the abscess is
the primary affection, the point at which it will pene-
trate the muscular wall of the rectum depends chiefly,
in my opinion, upon its relation to the levator ani
muscle. If superficial to this muscle it is prevented
from reaching the gut at a point above the insertion
of the levator ani muscle, as it cannot well perfo-
rate the fascial structures that cover this structure
upon both sides; it therefore makes it way through
the insertion of this muscle.

A clear understanding of the levator ani muscle
and the constitution of the pelvic diaphragm will much
facilitate the comprehension of this subject. On each
side the levator ani arises from the posterior aspect of
the symphysis pubis, and from a tendinous thickening
of the obturator fascia, stretching from this point tc
the spine of the ischium ; from this extensive origin
it descends and is inserted, posteriorly, to the COCCyX,
thence to the ano-coccygeal ligament ; next the fibres
become blended with the longitudinal muscular coat
of the rectum, and with them pass in between the
sphincter muscles, while the anterior fibres pass over
the prostate gland, and blend with the muscle of the
opposite side, thus constituting a complete diaphragm,
the continuity of which is perfect around the entire
circumference of the pelvis. As the upper surface is
covered everywhere with the strong recto-vesical
fascia, while the under surface is similarly covered
with the more delicate anal fascia, it will be seen that
a very efficient barrier is thus interposed between an
abscess in the ischio-rectal fossa and the upper regions
of the pelvis. Once having passed the muscular wall
of the rectum an abscess distends the loose submucous
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tissue ; but although considerable separation of the
mucous membrane may take place, this structure is
generally perforated in the neighbourhood of the situa-
tion indicated. Although measurements from the anus
have been given above, it is more correct to say that
the opening occurs immediately above the anal canal,
what is described as the anal verge being the lower
termination of that canal, and varies immensely with
the motions of that canal.

The internal opening usually corresponds closely
with the point at which the fibres of the levator
ani muscle blended with the longitudinal external
muscular coat pass between the two sphincter mus-
cles. Where, however, the abscess originates above
the levator ani muscle in the superior pelvi-rectal
space, the matter may separate the rectum from its
loose connections for a considerable distance upwards,
and open into the lumen of the bowel at almost any
point. In these cases of pelvirectal fistula the
cutaneous orifice is usually situated posteriorly, the
abscess having passed between the pomortmns
of the levator ani muscle ; whereas in ischio-rectal fis-
tula the cutaneous opemnw is most frequently iatela
Again, in examining a case of fistula by means of
probe with the ﬁnfrel in the rectum, the diagnosis
can be made between the superior pelvi—rectal and
the ordinary (ischio-rectal) fistula in which the orifice
is high up, by the fact that in the latter the probe
can be felt to pass, in the greater part of its course,
immediately under the mucous membrane, while in the
former the entire thickness of the gut is felt to inter-
vene between the finger and probe.

Of the incomplete fistule two varieties are de-
scribed ; to these the terms “blind internal ” and
“blind external” have been applied. These names
are most confusing, and, were it not that they have
received the sanction of long usage, would not be
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referred to here. Tt is necessary to state, however,
that the blind internal fistula isthat in which there
1s a mucous, but no cutaneous opening ; and the blind
external fistula is merely a sinus with a cutaneous
aperture, but no opening in the mucous membrane ;
although this is the generally accepted way in which
these terms are used, Chelius and a few other
authors reverse this arrangement. I have very often
found students transpose the names, a mistake which,
considering the nomenclature, is scarcely to be
wondered at. In the following pages the terms *in-
ternal and external rectal sinus” will be used, as more
clearly indicating the conditions referred to.

Internal rectal sinus may therefore be defined
as a suppurating tract communicating with the cavity
of the rectum by means of an opening in the mucous
membrane ; its origin may be due to similar causes
to those which produce the complete fistula, and,
indeed, it is frequently only the preliminary stage of
the latter condition, an internal rectal sinus, if left
to nature, sooner or later forming an opening in
the skin, and thus forming the complete fistula.

The extermal rectal sinus is the result of an
abscess which has commenced in the structures ex-
ternal to the rectum, not, of course, stercoral in its
origin, which has broken or been opened externally,
and which, from causes previously enumerated, is
prevented from healing in the ordinary manner. The
direction of the sinus may be towards the rectum, and
sometimes ulceration will transform this also into a
complete fistula, but in other cases the tract leads away
from the rectum into the upper portions of the ischio-
rectal fossa. Owing to the difficulty thatis experienced
sometimes in detecting the internal opening of a com-
plete fistula, the diagnosis of external rectal sinus has
been more often assumed than its existence proved.
The study of dissected specimens has, lLowever,
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completely determined the existence of this condition ;
but it is very much rarer than the complete fistula.

The tract of a fistula is seldom straight, and the
calibre generally varies at different parts of its course.
This irregularity is one of the most important reasons
why difficulty is experienced in making a probe tra-
verse the full extent of the fistulous channel. We some-
times find a sharp angle in the course, the cutaneous
extremity at first leading away from the rectum, and
then taking a sudden turn towards the bowel. This
is probably due to the fact that the changed course is
rendered necessary by the fistula following for some
distance the direction of the levator ani musele. And,
again, it is common to find pouches, or diverticula,
communicating with the main tract. These diver-
ticula sometimes become blocked up, forming the
foci of fresh suppuration which may perforate the
skin at a distance from the original orifice, so that
we sometimes meet with cases of fistula in which
numerous external openings exist. I have seen in
one case as many as twenty-two external openings,
the whole of the buttock on both sides being riddled
with fistuloustracts. Increase in the number of internal
openings is extremely rare, and it never exists to the
same extent as is the case with the cutaneous orifices,
but sometimes two or more openings may be recognised
in the mucous membrane. Inthe case above mentioned
only one internal opening was discoverable.

Of these complex fistulw, as they have been called
by Hamilton, one important variety remains for
consideration, namely, ¢ the horse-shoe fistula.” In
this the external and internal openings are on
opposite sides, the tract running round the margin
of the anus subcutancously ; this may be due to
abscesses starting in both ischio-rectal fosse simul-
taneously ; or it may simply be the result of the bur-
rowing of matter from an abscess which was in the
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first instance unilateral. Tt is to be recognised by the
discovery of the external and internal apertures upon
opposite sides, and by the induration which marks the
path of the fistula.

Histologically considered, a fistula resembles in
structure an indolent ulcer. Its surface is covered
by unhealthy granulations in part, and in others
granulations are wanting ; frequently we see at the
external orifice a flabby sentinel granulation protrud-
ing, which, when present, renders the opening much
more obvious. Immediately surrounding the granu-
lation is a layer of fibrous tissue, which is sometimes
of extreme density, feeling almost of cartilaginous
hardness. This is found only in fistule of long stand-
ing, and is due to the proliferation of the connective
tissue elements at the base of the granulations in
abortive attempts at healing. Tt is remarkable the
rapidity with which this hardness disappears when
the fistula is healed. The most marked example of
this condition that ever came under my notice was
in a man who bad had fistula for fifteen years.
He had a hard warty growth about one inch from
the anus, and # inch in diameter, which was at-
tended with but little discharge; from this point
a hard ridge could be felt passing deeply. This
wart was so firm and elevated that it suggested
to more than one surgeon who saw it the idea
that it was epitheliomatous; a probe, however,
could readily be passed into the rectum, and simple
incision sufficed to effect a permanent cure. 1 saw
this patient a year after the operation, and the
cicatrix was as soft and elastic as the neighbouring
skin, no trace of the warty protrusion remaining. The
older surgeons looked upon the thickening as a new
growth, which it was necessary to remove. Hence
arose the term of cutting out a fistula, and so freely
was this done that in many cases incontinence of faeces
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was produced, and the patient was rendered very
much more miserable by the cure (!) of his fistula.

The symptoms of which fistulous patients complain
vary according as to whether there is active suppura-
tion going on or not. The abscess from which the fistula
originates is, if acute, extremely painful : though
sometimes, as before noticed, a cold or chronic abscess
may occur in this locality, in which case the initial pain
is slight, and the first symptoms noticed by the patient
are discharge or involuntary escape of flatus, and,
more rarely, a small quantity of feeces. With a fistula
fully established little pain is experienced, but con-
siderable annoyance is occasioned by the soiling of the
linen with discharge, which is generally accompanied
with an unpleasant odour. There is generally some
tenesmus, and the feeces may be stained with
blood, ete., except when the case is one of external
rectal sinus.

A person suffering from fistula is always liable
to attacks of secondary suppuration, due to blocking
of the tube by small particles of fwces or exuberant
growth of the granulations. This, of course, is at-
tended with pain, until a new opening forms or is
made by the surgeon, or until, as sometimes hap-
pens, the passage of the original fistulous tract becomes
re-established.

Fistula in some persons, more particularly those
of a nervous temperament, produces an amount of
depression and constitutional disturbance altogether
out of proportion to the local disorder; their minds
being impressed with a feeling of physical weakness,
rendering them miserable and unhappy.

The diagnosis of fistula is generally attended with
but little difficulty, although sometimes the small size
of the external orifice renders it difficult of detection ;
and in others the great induration and prominence
may give rise (as in the case above detailed) {o the
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suspicion of epithelioma. Cases of the latter kind
show how important, as an adjuvant to diagnosis, the
positive detection of an internal opening may be.

A difficulty may possibly arise in determining
whether a fistula is connected with the bowel or with
the genito-urinary organs ; but in the majority of cases
no such difficulty should arise. Rectal fistule usually
open in the posterior_perinzum, while those in con-
nection with the urethra open anteriorly ; at any rate,
a probe introduced into a fistula will show to which side
of the perinzeal septum the tract lies. This perinzeal
septum is a very definite structure, and is seldom per-
forated by suppuration, so that it may be generally
assumed that abscess posterior to it is associated with
the rectum.

In urinary fistulee the escape of urine along the
tract will serve to establish the diagnosis. The
fistula of the superior pelvi-rectal space may be diffi-
cult to recognise. If the opening into the rectum can
be found with the probe and finger in the bowel, or if
feecal matter escapes at the orifice, the diagnosis is
obvious ; but in other ecircumstances it may be im-
possible to distinguish this form from sinus following
parametritis or that connected with diseased bone.

The method of examination for the purpose
of diagnosis of rectal fistula is one of the most im-
portant points in connection with the discussion of
this subject.

In order to examine a patient with suspected fistula
he should be placed lying on the side, preferably that on
which the external opening is situated, with the legs
well drawn up towards the abdomen. If the external
orifice is prominent, or if there is a sentinel granula-
tion present, it will be obvious ; but where small and
situated between folds of skin, pressure with the
top of the finger will usually cause a little drop
of matter to exude, and so demonstrate its position.
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Careful feeling with the finger will also frequently
tell us the direction which the tract takes. A probe
should be now passed along the fistula, and in doing
‘this considerable care is requisite, and the utmost
gentleness should be observed, always remembering
that the probe is to be directed by the channel it is
passing through, and not by the hand of the surgeon.
It must also be remembered that fresh suppuration not
unfrequently follows the use of a probe, no matter how
gently handled, and against this, complete sterilisation
of the probe and the use of antiseptics is not always
efficacious. The fistula contains highly septic pus, from
which the surrounding structures are protected by a
layer of granulations. If this delicate granulation
tissue is bruised and lacerated by the probe, inocula-
tion and suppuration may readily be started afresh.
It is well to be provided with one of the flexible
spiral metal probes, and also with a very fine silver
probe, for the investigation of tortuous and very
narrow fistulee ; sometimes, also, by bending the
point of the ordinary probe, it will be found to pass
with greater facility. The probe having been passed,
the finger should be introduced gently into the rectum ;
and it is a matter of considerable importance that this
should be subsequent to the passage of the probe, as,
if the finger is introduced into the rectum in the first
instance a spasm of the sphincter muscles is set up,
which will greatly increase the difficulty of passing
the probe. It will be frequently found that, as
the top of the finger passes the sphincter muscle, the
end of the probe is felt free in the cavity of the rectum,
thus demonstrating the fact that the fistula is com-
plete. In other cases the mucous membrane is felt
to intervene between the tip of the finger and the
probe, and the latter can be passed freely over a con-
siderable surface, showing that the mucous membrane
has been separated to a large extent from the muscular
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walls of the rectum. In these cases the internal
opening generally exists, but it may be hard to find ;
the usual fault being that it is looked for too high up.
Careful palpation with the pulp of the finger will
sometimes, if the sense of touch is delicate and has
been educated, determine the orifice, while at others
it may be brought into view by simply everting the
mucous membrane of the anus. Should a doubt still
exist as to the completeness of the fistula, injection of
milk may be had recourse to, a speculum having pre-
viously been introduced into the rectum, when of
course the appearance of milk in the bowel will set
the question at rest ; or, with the finger in the rectum,
a few drops of a strong solution of iodine may be
injected along the fistula ; and if there is an internal
orifice present, a brown stain will be perceived on the
finger. If none of these methods demonstrate the
inner opening, the case must be looked upon as one
of external rectal sinus, but when the fistulous tract
passes through the muscular wall and separates the
mucous membrane from the outer coat, a mucous
orifice may nearly always be found. Should this,
however, not be the case, the failure will be of little
moment practically, as the same plan of treat-
ment applies to both. Where the entire substance of
the rectal wall intervenes between the finger and
probe, or where the probe is guided away from the
rectum along the anal fascia to the upper portion of
the ischio-rectal fossa, the case is one either of external
rectal sinus, or of fistula originating in the superior
pelvirectal space. We must, therefore, in these
cases go farther, and try to find the cause, such as
diseased bone, etc. ; and in the female a vaginal ex-
amination may show us a uterine or ovarian origin.
Where there are numerous external openings it is
necessary to carvefully probe all these so as to deter-
mine whether they are all connected and the direction

¢—23
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which they take. The upper limit of the separation
of the mucous membrane should also be made out, and -
search should be made for more than one internal
orifice, if such is likely to be present.

The diagnosis of internal rectal sinus is more
difficult generally than the forms we have been con-
sidering. In this form the feces will be smeared with
pus, or blood, and a boggy swelling is to be felt at
some portion of the anal circumference. If the in-
ternal orifice can be felt, or seen, through a speculum,
a bent probe may be introduced into it, and made to
protrude in the perinzum.

Having made the diagnosis of complete fistula, we
must, before proceeding to treatment, satisfy ourselves
as tothe presence or absence of other important diseases,
and, of these, changes in the rectum itself hold a first
place. The co-existence of fistula with other patho-
logical conditions in the lower bowel has been already
alluded to; but I cannot oo fully impress on the
junior practitioner the necessity of examining for
stricture, malignant disease, heemorrhoidal and other
tumours, in every case that comes under his notice.
A thorough physical examination of the chest should

also be made, the corelation between phthisis and
fistula being of extreme importance. y serious

disease of the kidney should be eliminated before
recommending operation ; albuminuria in this, as in
almost all other surgical procedures, being a very un-
favourable indication.

Where the inconvenience produced by fistula is
but slight, there is sometimes considerable difficulty in
getting a patient to consent to the treatment necessary
for cure; but it may be taken asa general rule that
the longer a fistula is left without being efficiently
dealt with, the more tortuous and complicated it
becomes, and the more difficult will any subsequent
procedures be.
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The treatment to be adopted may be conducted
upon two principles : (1) by trying to excite healthy
action in the fistulous tract, and so produce its ob-
literation ; (2) by the division of the structures inter-
vening between the rectum and the fistula by some
means.

Of the former, but little can be said in its favour.
The process is slow and the result uncertain ; where-
as, by division of the septum the result is generally
eminently satisfactory. In exceptional cases, however,
where the patient has a very great dread of any cut-
ting operation, and when he is willing to give up a
sufficient time to the treatment, a cure by the milder
means may, in the first instance, be attempted ; but
for this to be attended with any reasonable prospect
of success the fistula must be of somewhat recent
origin, and unattended with any considerable amount
of induration. Indeed, the occasional occurrences of
spontaneous recovery, or cure resulting from the slight
amount of irritation produced by the passage of a
probe, show that operation is not always essential;
but so rare are these cases, that the surgeon should
recommend the more certain and speedy method
by division except under the circumstances above
stated, and where the fistula is uncomplicated,
or is obviously an instance of external rectal sinus.
The essential elements of treatment, where the
attempt is made to obliterate the fistulous tract
without division, are: rest, free drainage, and
the use of antiseptic and stimulating applications to
the sup%lirating tract. The patient should be con-
fined to the horizontal position, either in bed or on a
sofa, this being a most important condition, as it re-
lieves congestion. A firm pad, well supported by a T-
bandage, should also be worn for the purpose of limit-
ing the motions of the anus due to alternate contrac-
tion and relaxation of the levator ani. For the
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purpose of clearing out the fistula dilatation should
be employed by the introduction of a piece of
sea tangle, or some other species of dilator, Whlqlx
should pass to the bottom of the tract. This
not only renders the application of antiseptics and the
introduction of a drainage tube easy, but the stretching
of the walls affords a useful stimulus, and frequently
initiates the healing process. Allingham recommends
the thorough swabbing out of the fistula with strong
carbolic acid, and the passage of a full-sized soft
rubber drainage tube right to the bottom. As the case
progresses, the drainage tube may be shortened down
and finally removed, or, instead of the tube, a bone
shirt-stud, perforated through the centre, may be
buttoned in to ensure the patency of the external
orifice. The application of carbolic acid may have to
be repeated, or some other antiseptic may be used
with advantage, such as ethereal solution of iodoform,
corrosive sublimate solution, nitrate of silver, or tincture
of iodine ; but although success may at first appear to
follow this line of treatment, division will have very
frequently to be adopted subsequently. Allingham,
who has had such extensive experience in fistula,
and who has tried this plan of treatment more fully
probably than any other surgeon, states his experience
thus:* ¢ Altogether I find I have had twenty-one
successful cases, and a considerable number in which
I have failed to effect a curc after a prolonged at-
tempt, therefore I cannot say the prospect is very
encouraging.”

To Pott is undoubtedly due the credit of having
demonstrated the fact that a simple #ncéston, convert-
ing the tubes of the fistula and rectum into one, is gene-
rally sufficient to effect a permanent and complete cure.
Previous to his writings, if any operation was at-
tenipted, it was one of partial or complete excision of

& Lot Ctbe, e 205
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the entire fistula; for instance, Cheselden recom-
mended that one blade of a polypus forceps should be
passed into the fistula, and the other into the rectum,
and then the entire portion included was cut out with
scissors. Such a proceeding is wholly unnecessary,
and justly merits the term ¢ barbarous,” which has since
been freely applied toit. Since the classical treatise
on fistula in ano of Pott appeared, considerable inge-
nuity has been displayed in attempts to improve on
the means to be adopted for dividing the structures
intervening between the rectum and fistula ; but be-
fore considering these, it may be useful to discuss the
rationale of the treatment. In the first place, the
effect of incision is to ensure free drainage, and the
prevention of any accumulation of pus in the deeper
parts, in the same way that we see incision cure
sinuses in the breast, or those following bubo, etc., but
8 like result can be obtained by the careful introduc-
tion of a drainage tube, so that we must look for other
and more potent reasons for the necessity of incision
in this disease, and these are to be found in the action
of the sphincter muscles. If we undertake the cure
of urethral fistula the result of stricture of that tube,
every surgeon knows that his efforts will be futile
until the stricture is removed, the urine trickling
through the fistula, and so keeping it open ; but once
the stricture is fully dilated, the fistula can gener-
ally be closed without much difficulty. Now, the
sphincters of the anus produce a similar effect in
the rectum : as they are tightly closed except during
an attempt at defwecation, there is a frequent dis-
charge of flatus, rectal mucus, and occasionally slight
amount of feecal matter through the fistula, effectually
keeping it open. Incision through the portion of
muscle below the tract, by stopping for a time all
retention of gas and fluid, tends to promote healing.
And, again, the mechanical action of the sphincter
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muscles in constantly pulling on and moving the
fistula, prevents its repair in the same way that we
see a sinus in close relation to a tendon in the hand or
foot ept open by the constant action of the muscle.
If a splint is so applied that the tendon is kept at
rest, the sinus will soon close : in the same way 1nci-
sion quiets for a time the sphincter, and allows
repair to go on.  Forcible dilatation of the sphincter,
no doubt, produces a temporary paralysis sufficient to
prevent retention of gas, and to keep the muscle at
rest, and may, therefore, in exceptional cases, be
found a useful adjunct to the treatment by drainage
tube, but as it requires the administration of an
anzsthetic, it is better to proceed at once to the more
certain plan of division.

Division of the intervening septum between the
fistula and the bowel may be effected in a variety of
ways : the knife, the elastic ligature, the thermo-
cautery, the galvanic écraseur, and the wire écraseur
of Chassaignac, all having their advocates. The opera-
tion which is recommended by Pott, and which is
practised still upon a large scale, is performed with
a curved blunt-pointed bistoury ; the knife having been
passed through the fistula, and the index finger of the
operator’s left hand introduced into the rectum, the
probe point is felt for ; if it has passed through the
internal opening into the cavity of the rectum, it is
rested against the pulp of the finger, and both with-
drawn together with a sawing motion, the intervening
structures being thus divided ; if, however, the in-
ternal opening cannot be made out, the blunt point
of the knife being felt outside the mucous mem-
brane, a very little pressure will suffice to make
it penetrate this soft structure, and then the operation
can be completed as before. This operation has been
modified in many ways, as accidents may happen
during the performance of it: the surgeon is apt to
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wound his finger; and sometimes, when the fistula
is very hard and callous, the knife breaks, All risk
of the former may, however, be obviated by sub-
stituting for the finger a speculum, a gorget, or even
a tallow candle. A preferable mode of operating where
the internal opening is situated low down, is by passing
along the fistula a probe-pointed flexible director
(Fig. 14), the end of which can be hooked out at the
anus by means of the left index finger, and the parts
divided by running a knife along the groove of the
instrument, The pulling down the director gives the
patient a little pain if general anasthesia has not been
induced, but this is more than counterbalanced by the

Fig. 14.—Brodie’s probe-pointed Fistula Direotor.

fact that the parts situated on the director can be
frozen with ether spray previous to division. Alling-
ham figures and describes an instrument which he
has devised for performing this operation.* It con-
sists of a director and spring-scissors. There is a
button on one blade of the scissors, which runs in the
groove of the director, and from which, when once
introduced, it can be only removed at the end next
the handle. He uses this for fistula situated high up,
where difficulty would be experienced in bringing the
end of the director out at the anus. I think that
where simple division is required a knife is much to
be preferred, except under special circumstances, and
in no case of fistula that I have ever met with did I
consider the use of scissors called for.

When either of the foregoing cutting operations
is decided upon, the patient should be prepared by
having his bowels well cleared the day before the

* Loc. cit., p. 42.
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operation, care being taken not to provoke a diarrheea,
and the rectum should be washed out with an anti-
septic enema immediately before he is placed on the
table. He should lie on the left side, with the knees
well drawn. up to the abdomen, and if an anmsthetio
is used, it is well to tie up the right knee by a band
passing round the neck and thigh: a strong calico
bandage folded lengthwise three or four times answers
the purpose well, and will be found to aid very
materially in retaining the patient in proper position.
A still more convenient plan is to retain the patient
in the lithotomy position by means of Clover’s crutch.
(See page 11.) In making the section the surgeon
should take care that the incision passes at right
angles to the anal margin, as if the cut goes obliquely
through the muco-cutaneous tissue, leaving the edges
bevelled, healing will be much retarded, and incon-
tinence more likely to result.

In dealing with complex fistulze the surgeon
must be gnided by the individual peculiarities of each
case. Where there are numerous external openings it
is the safest plan to slit up all the sinuses at the same
time, but where more than a single internal opening
exists the case is different. If numerous incisions be
made in the external sphincter, more or less incontin-
ence will be a probable result ; so that the safer plan
of treatment to adopt in these cases is to incise the
sphincter on one side only in the first instance, and to
attempt to cure the other fistulz by the application of
caustics and use of drainage tube, the physiological
rest afforded to the part by the incision already made
lending powerful assistance to the treatment, so that
success may be looked forward to with a considerable
degree of confidence. Should, however, any fistulous
tract remain unhealed after the one incised has cica-
trised, a secondary operation will weaken the sphincter
less than if the sections are made simultaneously.
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Where the mucous membrane is separated from the
muscular tunics of the rectum for a considerable
distance above the internal opening, professional
opinion is somewhat divided as to the proper course
to pursue. Allingham states most positively that the
incision must extend to the uppermost limit of the sup-
purating tract.* Curling advises a similar procedure ;
while Syme, Brodie, and many others, state that it is
sufficient to divide the fistula between the two openings,
and that the upper portion will heal. I believe the best
rule of treatment lies between these extremes. If in
the first instance the ordinary incision is made, the
surgeon can watch the progress of the case, and it
will frequently be found that, as granulation proceeds,
the pouch between the mucous membrane and muscular
wall will fill up ; but if it is not healing satisfactorily,
slight pressure will be sufficient to make a few drops
of matter exude, indicating its position, and, by
passing a fine probe-pointed knife up, division of
the mucous membrane can be effected with almost
no pain to the patient, as the mucous membrane above
the external sphincter is possessed of but very slight
sensibility. Ihave on severaloccasionsadoptedthis plan
with excellent results. The careful watching for small
suppurating tracts communicating with the original
wound, constitutes, in my mind, one of the most
important parts of the after-treatment of these cases.
Where the edges of the fistula are very indurated
and callous, it will promote more rapid healing if the
tract is scraped with a sharp spoon, or the plan of
operation which has been termed the “back cut?”
by Mr. Salmon may be adopted sometimes with ad-
vantage. He recommends that, after division in the
usual way, a linear incision should be made through
that portion of the sphincter muscle which lies oz
side the tract of the fistula, hereby adopting the
* “Diseases of the Rectum,” p. 93.
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operation customary for the treatment of ordinary
anal fissure.

Where the edges are much undermined, or where,
after division, there is a tendency to curve inwards,
it is advisable to cut off the overhanging margin of
skin.

In the treatment of horse-shoe fistula just
referred to, it will be found advisable to incise the
sphincter only on the side of the internal opening ;
and open up the sinus extending round the anus, so
as to allow of its being dressed from the bottom
throughout its entire extent.

The treatment of extermal rectal simus must
vary according to the direction and extent of the sup-
purating tract. If a probe is found to pass through
the muscular wall, so that the mucous membrane alone
intervenes between the finger introduced into the
rectum and the probe passed along the sinus ; then, by
perforation of the mucous membrane at the usual
situation of the internal opening, the sinus should
be transformed into a complete fistula, and the ordi-
nary operation for division of the sphincter performed.
If, however, the external sinus, when it impinges
against the levator ani muscle, be directed by that
structure away from the rectum, instead of the usual
course down between the sphincters, division of the
sphincter is wrong in theory, and futile in practice.
The proper course will undoubtedly be to enlarge
freely, by incision, the cutaneous orifice, and by
dressing carefully from the bottom a satisfactory result
will in all probability be obtained.

Internal rectal simus always demands opera-
tive interference, and the sooner this is adopted after
the diagnosis has been made, the better for the patient ;
for, if left alone, the matter burrows, and may produce
a considerable amount of separation of the rectum
from the surrounding structures before the skin gives
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way, converting it into a complete fistula. In making
an external opening into the suppurating cavity,
difficulty may be experienced from the fact that even
slight pressure may empty the matter into the rectum,
and so the indication of fluctuation may be lost : it is,
therefore, better to introduce a suitably bent probe
from the rectum into the abscess, and then the blunt
extremity of the probe can with ease be cut down
upon from without, and the case treated as one of
complete fistula.

The deep fistula which runs through the muscu-
lar pelvic diaphragm, formed of the two levatores ani,
and then, traversing the superior pelvi-rectal space,
perforates the muscular coat of the rectum at a con-
siderable distance from the anus, presents much more
difficulty in treatment than those which we have hither-
to been discussing. If the intervening tissues between
the rectum and fistula are divided with the knife, the
risk of serious hsemorrhage is encountered, as it in-
volves the incision of a considerable portion of the
highly vascular intestinal tunics : it will be well, there-
fore, in these cases, to substitute for the knife the
cautery, the galvanic or wire écraseur, or the elastic
ligature. Gerdy has recommended a form of clamp
founded on the principle of the enterotome of Dupuy-
tren, by which the division of the deeper parts can
be gradually accomplished. It is claimed for this
instrument that should a fold of peritonseum exist in
the structures to be divided, a limiting peritonitis
would be produced, and so the danger of opening the
peritonzeal cavity obviated. In this respect, no doubt,
it has advantages over the knife, cautery, or écraseur,
but not over the elastic ligature, which is more certain
and more rapid in its action, and can be applied with
less pain and annoyance to the patient. (See page 97.)

‘When a sinus opening beside the anus is found
to be connected with diseased bone, or is due to
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pathological changes in the genito-urinary apparatus,
the treatment must be conducted on general surgical
principles, which it would be out of place for us to
discuss further here.

As to the after-treatment of division of the
sphincter, there are some important points for con-
sideration. Hzemorrhage is seldom troublesome where
the sphincter has been divided for ordinary fistula,
but occasionally it is somewhat free. This is gener-
ally the case, as Gross has pointed out, where the
edges of the fistula are very much indurated, and is
no doubt due to the fact that the divided vessels are
unable to retract and contract as they do in normal
tissues. A parallel example is to be seen in the very
free bleeding frequently following the division of the
thickened cicatrices left after a severe burn. If any
vessel is to be seen spouting, it should, of course, be
secured with a ligature, but in general the application
of cold and pressure, or the application of the thermo-
cautery will be found sufficient.

Van Buren recommends that the surface of the
wound left after incision should be dusted over with
ferrous sulphate, which not only stops bleeding, but,
according to him, forms an adherent crust over the
surface, so imitating the natural healing under a scab.
It is well, too, I think, to combine the ferrous sulphate
with iodoform : a mixture of equal parts of these drugs
dusted over the surface forms the best possible dress-
ing that can be applied. A piece of iodoform gauze or
salicylic cotton should be Zlightly placed in the wound,
a morphia suppository having previously been intro-
duced into the rectum. A pad of some antiseptic
absorbent should be now applied ; the sanitary pads
made of wood wool, impregnated with corrosive sub-
limate, and sold for the purpose of absorbing menstrual
discharge, are admirably suited for use after this as
after many other rectal operations. All is fixed with
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a T-bandage, applied with sufficient firmness to limit
the motion of the anus, and so keep the parts at rest.
If the bowels have been well cleared out before the
operation, and no discomfort is complained of, it will
be well to let matters rest until the third day, when a
mild unirritating aperient should be prescribed, such
as compound liquorice powder, some of the saline
mineral waters, or, where the patient has not a very
great dislike to it, castor-oil. Immediately before
the bowels move, it will conduce much to the patient’s
comfort if he have a hot hip-bath, so that the dressings
may be thoroughly well softened and loosened. As soon
as the rectum is evacuated, the wound should be gently
and completely cleansed, and a fresh dressing applied,
consisting of a little antiseptic cotton. ~After the first
dressing, however, it will render the subsequent treat-
ment easier if the cotton wool is covered with iodo-
form ointment. The patient should be kept in
Yed, and a nourishing but unstimulating diet ordered,
in which milk forms a large item. Until the process
of cicatrisation is well established, the wound should
be dressed daily, preferably immediately after the
bowels move ; and a careful watch for any suppu-
rating tract discharging into it should be maintained.
The process of healing is, as a rule, somewhat slow, and
is liable to sudden arrest after it has hitherto progressed
favourably. The causes of this delayed healing are
many. In the first place, the frequent distension and
soiling of the wound by the passage of feeces is, of
course, impossible to obviate, but much may be done
by ensuring a soft motion at regular intervals, at the
same time taking care not to establish a diarrhcea.
Another important factor is the congestion of the
lower portion of the rectum, so common in these cases,
and due, as pointed out by Verneuil, to the anatomical
disposition of the veins. These vessels, which are des-
titute of valves, pass obliquely through the muscular
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walls of the rectum by openings which are unpro-
tected by tendinous rings, so that they are compressed
by the muscles when contracting to empty the
bowel. Where this congestion is considerable, healing
is much retarded, the wound resembling a varicose
ulcer of the leg, which is sometimes so difficult to
heal. Precisely the same treatment will be found to
apply to both, the most essential element of which
is rest in the recumbent position : this, by relieving
the vessels of the weight of the contained column of
blood, materially assists the healing. After the first
three or four days it is not necessary to keep the
patient in bed, but the recumbent posture should be
maintained on a couch for the greater part of the day,
until cicatrisation is completed. Stimulating applica-
tions will be found of great service in these sluggish
cases which become indolent : such as balsam of Peru,
compound tincture of benzoin, elemi ointment; or
sometimes lotions of sulphate of zinc or ferrous sul-
phate will answer better. If not progressing satisfac-
torily, it is a good plan to vary these applications ;
or more potent stimulants may be tried, such as red
oxide of mercury, nitrate of silver, or even nitric
acid. When other means have failed, change of air,
particularly to the seaside, will frequently cause these
indolent sores to assume a healthy surface and rapidly
heal. This is especially true of hospital patients sent
to a convalescent home in the country. ;
When the fistula has been the result of a mar-
ginal abscess, and when the tract passes through the
fibres of the external sphincter, a small ulcer may
remain unhealed after treatment by division, present-
ing the character of the paimful fissure of the rec-
tum. It is to these cases that the ¢ back cut” of Mr.
Salmon is so eminently suitable in the primary opera-
tion ; but if this has not been done, and a fissure
results, the proper line of treatment is to incise the
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floor through the fibres of the sphincter, as in ‘the
case of a spontaneous fissure.

Should tuberculosis be present, as evidenced
by livid edges, undermined and infiltrated skin, a
thorough scraping with a sharp spoon, and liberal use
of solid nitrate of silver is indicated.

Under the term ¢ trichiasis recti,” Gross *
has described a condition which retards healing of
these wounds. It is, as the name implies, analogous
to the trichiasis of the eyelid, the margins of skin
becoming turned inwards. The hairs which grow in
the neighbourhood of the anus are directed against the
wound, and so a source of irritation is kept up. The
treatment should consist in the removal of the
cutaneous margins, or, where this is not considered
advisable, careful epilation.

Secondary suppuration occurring in the proxi-
mity of the wound will of course delay the healing pro-
cess, and the surgeon should always be on his guard for
this complication. Any complaint from the patient of
pain about the incision or any increase of the dis-
charge calls for the most minute examination of the
part, and if any secondary focus of suppuration be
found during the after treatment, it should be opened
from the original wound without delay.

An unpleasant sequela to the operation for fistuls
is a certain amount of imcontinence of fieces when
fluid, or of flatus. ~This is happily of rare occurrence,
and only follows extensive operations, such as those
required for the superior pelvi-rectal fistula, or where
more than one division of the sphincter has been
rendered necessary. Where it exists to any extent it
is productive of great annoyance to the patient, possibly
more than the original fjstula, the cure proving worse
than the disease. Much can be done to remedy this
by the judicious use of the cautery; if the sharp

* ““System of Surgery,” vol. ii. p. 602. Sixth edition.
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point of Paquelin’s thermo-cautery be applied to the
cicatrix of the operation wound, contraction will
follow, giving tone and increased power to the sphincter
and decreasing the size of the anal outlet. In this
way this troublesome complication can generally be
relieved ; but care is obviously necessary not to
cauterise the anal margin to too great an extent,
as an intractable form of stricture might be the
result.

Ligature for the cure of rectal fistula where the
material used is inelastic has but little to recommend
it ; it is impossible to tie a silk ligature so tight that
it will completely cut through and strangulate all the
tissue which requires division in an ordinary case of
fistula ; and many plans have been devised to try and
improve this method of treatment, such as hanging
weights to the ligature, and the use of the tourniquet
of Mr. Luke, by means of which the ligature could be
screwed up tighter every day. These plans entailed
so much suffering on the patient that they are now
completely discarded ; and the elastic ligature has
come to be the only form that is now used in the treat-
ment of this disease. Although occasionally practised
by other surgeons, the use of an indiarubber band for
effecting division of tissue in surgery has been promi-
nently brought under the notice of the profession by
Professor Dittel of Vienna; the great differencebetween
division effected by this means and that produced by
the inelastic ligature being that the latter, if including
a large amount of tissue, sinks into it, and soon ceases to
constrict the vessels, the central portion soon regaining
its suspended vitality, separation thus being stopped.
With the elastic band, on the contrary, the pressure
is maintained, as the cord cuts its way through the
constricted structures, so that a comparatively thick
mass of tissue can be divided by this means with one
application of the indiarubber band. What, then,



Chap. V.] FErasric LiIGATURE. 97

are the relative merits of the knife and the elastic
cord in the treatment of rectal fistula? The kuife
possesses many advantages, which may be briefly
enumerated as follows : Division is quickly accom-
plished ; pain can be obviated by anwesthesia ; where
the fistula is complex the secondary channels can be
at the same time laid open ; and the after treatment is
almost painless. On the other hand, if the fistula is
a deep one, the use of the knife may be followed by
considerable heemorrhage.

The advocates for the elastie ligature claim for it
that there is no hemorrhage. This is a matter of
considerable importance where the fistula penetrates
deeply, and also in those rare cases of so-called hzemor-
rhagic diathesis where severe bleeding is apt to follow
a trivial incision. It is stated by those who have
had large experience in this plan of treatment, that
contrary to what one might expect, the pain attending
the ulceration of the band through the soft parts is
slight, the patient being often able to go about his occu-
pation during treatment. Too rapid closing in of the
wound by primary union of the parts divided is im-
possible.  In my experience, this danger when the
knife is used is more to be read of in books than seen
in actual practice. The difficulty that the surgeon has
to experience is more frequently due to a want of
reparative action than to too great activity in the
process of cicatrisation. The time occupied in treat-
ment by elastic ligature is not longer than when simple
incision is practised. The average time the elastic
ligature took in cutting out, as estimated by Alling-
ham from an experience of ninety cases, was about
six days ; but nevertheless the total time of treatment
is not increased, as healing goes on in the deeper
portions of the wound as the rubber band sinks into
the constricted tissues. Another advantage claimed
for it is that patients who have an insuperable dread

H—23
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of any cutting operation will sometimes submit to the
application of an elastic cord.

If, then, we try to define the cases that experi-
ence has proved are most suitable for treatment by
elastic ligature, we find that its use is somewhat limited.
In the first place, the fistula must be simple, 2.e. un-
complicated with sinuses. This, it may be remarked,
is a matter not always easy of diagnosis before
commencing operation. Probably the most suitable
cases are those in which the patient is debilitated by
phthisis or other chronic disease, or those in which the
patient is unable to lie up during treatment, or in
which there is known to be a hamorrhagic tendency.
Where the fistula is deep elastic ligature may with
advantage be combined with the knife, the latter
being used for the superficial structures and the elastic
cord for the deeper parts where vessels of consider-
able size exist. and where difficulty might be experi-
enced in securing them if divided by the knife.

The application of the elastic ligature is best
effected in the manner recommeuded by Allingham.

el

Fig. 15.—Allingham’s Instrument for the Introduction of Elastic
Ligature.

He uses solid rubber cylindrical cord % of an inch in
diameter, and so strong that it cannot readily be broken
by pulling. For its introduction he has devised a very
ingenious instrument (Fig. 15), which consists of a
curved blunt-pointed probe with a deep notch near the
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extremity.  This is fitted in a handle, and a cannula
slides on the probe, so that once a loop of the ligature
is caught in the notch the cannula is slipped up and
the ligature prevented escaping until released by the
cannula being drawn down again. The instrument can
be fitted with a sharp-pointed probe instead of the
blunt point where it is necessary to transfix tissues. In
order to apply a rubber cord to a case of simple complete
fistula, this instrument, fitted with the blunt point, is
passed through the fistula, and the index finger of the
left hand introduced into the rectum, carrying a loop
of elastic ligature stretched over the tip. The point
of the instrument can now readily be passed between
the tip of the finger and the ligature, and the latter
slips into the notch. The cannula is now pushed up
and the instrument withdrawn ; by this means the
ligature is drawn through the fistula, one end hanging
out of the rectum and the other out of the external
orifice. Both ends are now passed through a small
pewter ring made for the purpose, and by pulling, the
cord is stretched to the required extent. The pewter
clip is compressed with a strong forceps, the excess
of cord cut off, and the operation is finished.

This method is incomparably superior to the other
plans previously devised, such as that recommended by
Dittel, which is to introduce a grooved director up the
sinus, and along this a needle threaded with the liga-
ture is passed, by means of the left index finger in the
rectum a loop of the elastic cord is to be hooked down,
and the needle withdrawn along the fistula. The pew-
ter clips answer admirably for fastening rubber cord,
as if it is knotted it is apt to slip. Should, however,
these clips be not at hand, the elastic band may be
firmly held by a piece of strong silk applied in the
following manner : It should be laid on the skin be-
tween the anus and external orifice of the fistula, and
the ends of the elastic made to cross it at right angles.
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The ligature is now pulled quite tight, and the silk
tied firmly round the ends of the elastic band where
they cross. This answers well, but as it requires the
help of an assistant to tie the silk while the rubber
is extended, it is not so handy as the clips.

After the application of an elastic ligature, but
little after-treatment is required ; it will be frequently
found that by the time the cord separates the wound
is superficial.

Mr. Reeves™ has suggested a plan of division of
the septum in rectal fistula, which he designates by
the not very happy term ¢“immediate ligation.” He
recommends that a strong ligature should be passed
with one end through the fistula and the other out at
the anus: the ends then being firmly held, by a to-
and-fro motion the ligature is made to saw its way
out. This manceuvre resembles the obstetric operation
by which, in impacted transverse presentation, the
neck of the feetus is sawn through with a strong piece
of whip-cord. Mr. Reeves claims for this that it is
free from heemorrhage; and that healing from the
bottom progresses favourably.

The same author has also made a suggestiont
which may, in some cases, be of service, more especially
where the external opening is situated at a long dis-
tance from the anus, and that is, after thoroughly
dividing and scraping the fistula, to bring the sides
together by sutures passed deeply in the hope that
by obtaining primary union the tedious process of
healing by granulation may be obviated.

Dr Stephen Smithi speaks very favourably of
this method. He advocates the complete extirpation
of all the granulation tissue, and then bringing the
opposed surfaces accurately together by means of (1)

* Med. Times and Gazette, June 15, 1878 ; p. 649,

+ Brit. Med. Journal, p- 917 ; 1881
I New York Med. Journal, June 12, 1886.
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a saddler’s stitch of carbolised silk passed about three-
quarters of an inch from the margin deeply through
the sides, and extending the entire length of the
wound ; (2) a few points of interrupted suture passed
underneath the wound ; (3) a fine catgut continuous
suture to the edges of the incision.

In a number of cases I have tried this plan, and
m uncomplicated cases of fistula consider it a very
great improvement. If we fail in obtaining primary
union the fact will be indicated by an escape of pus
from the deeper parts of the wound about the third
or fourth day. In these circumstances all the sutures
should be removed at once, any adhesions broken
down with a probe, and the wound dressed from
the bottom. The patient will then be in the same
position as he would be if no attempt had been
made to obtain primary union; whereas, if we succeed
in obtaining healing, the gain is a very considerable
one. I am so impressed with the value of this
method of treatment that I invariably adopt it in
uncomplicated cases, and am confident that if the
curette is thoroughly used and the fresh surface
rendered efficiently aseptic, union can be obtained and
the patient cured in ten days. In my own practice
80 per cent. of simple cases heal by primary union.

The thermo-cautery of Paquelin (Fig. 30, page
215) is an instrument which has rendered very great
service to rectal surgery. Indeed, no operation in this
special department, where the occurrence of hemorr-
hage is possible, should be undertaken without having
this most useful appliance at hand. In principle it de-
pends upon the well-known power which platinum (in
common with some other metals) has of causing, when
heated, the rapid oxidation of volatile hydrocarbons,
and it consists essentially of hollow platinum points, of
various shapes, fitted upon metal tubes. In the inte-
rior of each of these is a smaller tube, ending inside
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the platinum point, where it is covered with a small
piece of fine platinum-wire gauze. By means of a
rubber hand-bellows air is made to pass over benzole,
contained in a bottle, and the air now charged with
benzole vapour is conveyed by means of rubber tubes
to the inner tube of the instrument. If, now, the
platinum point be heated in the flame of a spirit lamp,
combustion of the benzole vapour will take place in the
interior of the cautery, the products of combustion
passing down the outer tube. As long as the supply
of air and benzole vapour is maintained the point
will remain hot, and the degree of heat can be regu-
lated to a nicety, from a bright white to a dull red or
black heat, according to the rate at which the air is
propelled through the benzole bottle. In using this
instrument care must be taken that it is not foo hot,
a dull red heat being the most suitable, as if it is
more intense than this the tissues will be protected
by a thin film of steam, in the same way that a drop
of water assumes the spheroidal state and will not
boil, when placed on a white-hot platinum dish. The
result of this will be that either the tissues will not be
sufficiently divided, or if the point is firmly pressed it
cuts through without charring the divided vessels
enough to stop bleeding.

The treatment of fistula by this cautery appears to
meet with more favour in France than in Britain,
both Verneuil and Pozzi speaking highly of it ; and in
deep fistula it can be used with great safety and cer-
tainty to open up thoroughly the ramifications of a
suppurating tract in complicated cases. In simple
cases, however, the methods before alluded to will gener-
ally be found more satisfactory in practice. When
the knife is used the cautery may prove a useful addi-
tion, either to check bleeding from vessels divided by
the incision, or to continue the section through deeper
parts where serious heemorrhage is to be apprehended.
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The galvamic écraseur can be used for the
treatment of simple fistula, but it is not suitable for
making the secondary sections necessary in complex
cases ; and the requisite cumbrous battery limits
greatly its utility. When, however, it can be readily
obtained, it does its work cleanly and expeditiously.

The wire or chain écraseur is difficult to apply,
and its only advantage, freedom from haemorrhage,
can be quite as well or better ensured by the elastic
ligature or cautery; so that I do not recommend its
use in the treatment of rectal fistula. :

Fistulous communications between the rectum and -
other mucous tracts (fistulae bimucosae) may be con-
veniently classified into three divisions : (1) In which
some portion of the bladder or urethra is penetrated ; (2)
where the female genital organs are implicated ; and (3)
where a fistulous channel is established between some
other portion of the intestinal tract and the rectum.

Recto-vesical and recto-urethral fistulae
may result from a variety of causes, of which the
following may be enumerated : Direct traumatism.
This will most commonly result from, or be occasioned
by, an accident attending some surgical operative pro-
cceding. Thus, perforation of the bladder through the
rectum for the relief of retention of urine entails of
necessity this condition ; but in the great majority of
cases this perforation closes rapidly when once the
normal channel for the evacuation of the bladder is
restored. But where it has been found necessary to
tie in a cannula, or where the obstruction in the ure-
thra continues for long, a fistulous communication
may be established. Penetration of the vesical wall
may also result from the forcible introduction of an
enema pipe or other foreign body through the anus.
The most frequent traumatic origin, however, is un-
doubtedly the accidental wounding of the rectum in
the operation for lateral lithotomy.
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Suppuration originating in the structures sur-
rounding the vectum or urethra may, by opening
both these mucous tracts, result in the formation of a
fistulous communication ; such is occasionally the case
with prostatic abscess.

Malignant disease, whether originating in the
tissue of the rectum or in its immediate proximity, is
undoubtedly the most frequent cause of an abnormal
communication being established between these two
organs. This subject, however, will be more fully

considered in the chapter upon Neoplasms.
: Primary ulceration of the bladder of a non-
malignant type must be admitted as a cause, though it
is an extremely rare one ; a few cases having been re-
corded in which urinary calculi escaped by this means
into the rectum, and were discharged through the anus.

In the female, recto-vesical fistule are, as might be
anticipated from the anatomical relation, excessively
infrequent. Simon has noted one case* which was
subsequent to a difficult labour, and was attended with
occlusion of the upper two-thirds of the vagina. In
other instances it would appear that the cause of the
abnormal communication has been the simultaneous
opening of an abscess into both rectum and bladder.
Two cases of this nature have been put upon record
by Simpson.+

The symptoms of this condition are extremely
distressing. The escape of urine into the rectum
causes excoriation of the anus and great irritability,
but if the opening into the bladder is sufficiently large
to permit the entrance of fweces, the suffering of the
patient is usually almost intolerably severe, cystitis
of an aggravated form being the inevitable result. I
have, however, seen one case of the kind in which,
although a small quantity of feces passed into the

* Arch. klin. Chir., Bd. xv. p. 111.
t ““Obstet.and Gynecolog. Works,”pp. 814-816, Edinburgh,1871.
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cavity of the bladder, but little irritation was pro-
duced, the diagnosis of the condition being first made
by the appearance of striped muscular fibre as a urinary
sediment; this was accounted for by the escape from the
bowel of small particles of incompletely digested meat.

The treatment of this condition must vary with
the extent and nature of the fistulous communication.
Where the size is moderate and the surrounding
tissues normal, an attempt should be made to close
the opening by a plastic procedure ; but where there
has been very extensive destruction of the recto-vesical
septum, or where the surrounding tissues are infiltrated,
especially if that infiltration has the clinical features
of malignancy, the proper course is undoubtedly to
divert the facal current from the rectum by the
establishment of an abdominal artificial anus.

The operation of closing recto-vesical fistula is
practised much in the same way that the cure of
vesico-vaginal fistula is effected. The bowel having
been well cleared out, the patient is placed in the semi-
prone position of Marion Sims; @ther administered ;
and the sphincter thoroughly well dilated. This last
is a most essential step in the performance ; indeed, it
is only by its means that the operation is rendered
possible. Should sufficient room not be available,
more may be gained by an incision carried backwards
through the sphincter towards the coccyx, and a large-
size duck-bill speculum introduced, so as to bring the
rectal wall well into view. The edges of the fistula
are now thoroughly pared, care being taken that the
whole circumference of the orifice is vivified, and the
edges brought together by a number of sutures passed
through the entire thickness of the recto-vesical
septum. Afterwards the bladder should be frequently
evacuated by the catheter if necessary, so as to prevent
over-distension ; and the sutures removed on the fourth
or fifth day. The bowels may be kept confined for a
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week or ten days by the use of opium, and with this
object in view the diet should be so regulated that
excrementitious matter be reduced to a minimum : it
is better, indeed, that it should consist almost entirely
of milk. The recumbent position ought to be main-
tained until union is firm.

Dittel * has advocated an exceedingly ingenious
operation for the cure of recto-vesical fistula in the
male, the steps of which are, to a certain point,
similar to his operation for the removal of calculus
from the bladder where lithotrity is contra-indicated,
and when the condition of the prostate gland
renders its section inadvisable. The steps are as
follows: A sound having been introduced through
the urethra, he makes a transverse incision in the
perinzeum in front of the anus, and carefully dissects
between the rectum and prostate and then between
the rectum and bladder. When the fistula is met, it
is divided, and the rectal and vesical orifices are
separately sutured. This operation would appear to
promise excellent results, but as far as I can learn
it has not been performed sufficiently often to justify
conclusions as to its merits.

I have personal experience of but one example of
this operation. The patient, a man, aged 40 years,
was admitted into Sir Patrick Dun’s Hospital under
the care of my colleague, Professor Bennett. He
had slipped down a haystack and impaled himself
upon a pitchfork, one prong of which entered the
anus, penetrating the rectum and membranous
urethra ; the other prong slipped up beside the
scrotum, without doing any injury. The result was
a tolerably large recto-urethral fistula. Dr. Bennett
operated by the method above detailed ; the fistula
having been divided, the urethral and rectal orifices
were separately vivified and sutured, and a drainage

* London Medical Record, p. 139 ; July 15th, 1878,



Chap. V.l ANUS PRETERNATURALIS 1V Ano. 107

tube was introduced into the wound ; in this instance,
however, probably owing to the large amount of cica-
tricial tissue about the fistula, the posterior wall of
the rectum and anus unfortunately sloughed, and the
operationfailed in closing the abnormal communication.

For the consideration of recto-vaginal fistule the
reader is referred to the special works on obstetric
surgery.

Fistulous communications between the
rectum and some other portiom of the intestinal
tract are extremely rare. Esmarch® describes the
formation of an anws preternaturalis in ano as a
sequela to extensive prolapsus recti. ~Where the
prolapse is considerable, a pouch of peritonseum
descends through the anus at the anterior aspect of
the protrusion, and in this pouch a bundle of
small intestine is not infrequently situated. If now
this becomes sufficiently constricted to induce gan-
grene, a fistulous communication between the rectum
and small intestine may be a possible result. An
artificial anus so formed differs in no material
respect from a similar condition elsewhere.  If
the discharge is light in colour and contains a large
proportion of but-little-digested food, and if there is
progressive marasmus, the probability is that the
portion of small intestine implicated is high up, and
consequently of a kind where, if unrelieved, a fatal ter-
mination must be looked for soon. An attempt might
be made to cure it either by means of the enterotome
of Dupuytren, or by resection of the intestine.

According to Schroeder{ a direct communication
between the small intestine and rectum has been pro-
duced intentionally by the surgeon in order to cure an

* ¢ Pitha u. Billroth, Handbuch der allgemeinen und speciellen
Chirurgie,” Bd. iii. p. 149. ; i

+ Ziemssen's ‘“ Cyclopaedia of the Practice of Medicine,” vol. x.
p. 531.
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artificial anus in the posterior vaginal cul-de-sac, Phe
idea being to divert the discharge from the vagina
into the rectum, where the power of retaining feeces
will exist; and the method adopted is with an intestinal
shears, one blade of which is passed into the rectum
and the other into the small intestine. The communi-
cation having been established, the vaginal opening
may be closed. A far preferable plan, however, of
treatment, which, according to Schroeder, bas been suc-
cessfully performed by Heine, is to re-establish com-
munication between the two ends of small intestine.

A few cases have been noted of communication
having been formed between other parts of the
intestine and the rectum. McCarthy * records a com-
munication between the vermiform appendix and
rectum ; and recently I have had a case of this nature
at Sir Patrick Dun’s Hospital. A man, aged forty,
was admitted with symptoms of violent peritonitis, of
which he died, and at the post-mortem it.was found
that the vermiform appendix was firmly adherent to
the upper portion of the rectum. An abscess had
formed in the adhesions, which ruptured, and gave
rise to the fatal peritonitis.

CHAPTER VI

THE RELATIONS OF PULMONARY PHTHISIS TO RECTAL
FISTULA.

THE connection between phthisis and rectal fistula is

a subject of extreme importance, and well deserving

of separate consideration. A considerable amount of

ditference of opinion, however, prevails amongstauthors

as to the relations that exist between these two diseases.

Physicians, in treating of phthisis, rarely mention fistula
* Path. Trans., Lond., 1876 ; p. 161.



Chap. V1.] INTESTINAL TUBERCULOSIS. 109

as a common complication, while, on the other hand,
surgeons who have written on the subject of fistula
have generally noticed its frequent co-existence with
pulmonary disease. This, no doubt, is due to the
fact that patients often undergo treatment for phthisis
without mentioning to the physician the presence of
fistula, whereas, if the surgeon is consulted for the
rectal disease by a person suffering from phthisis, the
latter condition will, in the majority of cases, be
sufficiently apparent. ~ Allingham has noticed patients
who have come to St. Mark’s Hospital to be treated
for fistula while they are attending at other hospitals
for their cough, having said nothing about their rectal
trouble at the latter institutions.

We meet with fistula in phthisical persons under
two distinet conditions, which we may distinguish as
the tuberculous fistula ; and the simple fistula occurring
in the tuberculous patient : the former being the result
of a true tuberculous ulceration of the lower end of the
rectum, and the latter occurring as a result of emacia-
tion and absorption of fat in the ischio-rectal fossa,
similar to that which we find in other debilitating
diseases.

The researches of Koch upon the wtiology of
tuberculosis have thrown important light upon tuber-
cular ulceration of the intestinal tract. According to
him,* intestinal tuberculosis may exist either as a
primary disease, or secondary to pulmonary phthisis,
the first arising by the introduction into the intestinal
tract of the flesh or milk of tuberculous animals, and
the latter in consequence of the person swallowing
sputum containing tubercle bacilll. It is obvious
that persons suffering from pulmonary tuberculosis
who have any expectoration must frequently swallow
some of the microbes, but yet only a few of these

* ¢ Mittheilungen aus dem Kaiserlichen Gesundheitsamte,”
Band ii.
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individuals are affected with intestinal ulcers. ~ Koch
suggests as an explanation of this difficulty, that this
may be due partly to the fact that the intestinal
mucous membrane is not very susceptible to infection
by the bacilli, and also to the slow development of
the tubercle bacillus, he having cultivated the microbes
of intestinal tuberculosis only nine times in a period
of six months. Experiments with bacillus anthracis
have shown that the fully-developed bacilli were
destroyed by the gastric fluids, but that the spores
passed through and subsequently developed ; and Koch
concludes that possibly the same may be true of
the tubercle bacillus ; and that it is only in those
cases where the spores are delayed, from some cause,
for a sufficiently long time in the intestinal canal,
that the bacilli develop and form intestinal ulcers.
‘When once developed, the tuberculous ulcers contain
vast numbers of the bacilli. In one case* which he
records they were found in great quantities in the
floor of intestinal ulcerations, although they existed
only in small numbers in the pulmonary cavities.
According to Lichtheim and Gaftky,t the fweces of
persons suffering from intestinal tuberculosis contain
numbers of bacilli. The latter of these authorities
has drawn the following conclusions from a number
of observations on this subject. In health, and in non-
tubercular illness, no tubercle bacilli could be found
in the faces; in phthisis, where the sputum con-
tains bacilli, none were found, except where symptoms
of intestinal ulceration were present, and then they
were abundant. He also found in feces two other
forms of bacilli, which were stained blue by Ehrlich’s
method, but they differed in shape from the tubercle
bacillus.

Professor G. Sormani has published some interesting

* Koch, loc. cit. = Case IL, p. 35.
1 Koch, loc. cit., p. 34.
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experiments on the artificial digestion and other
conditions influencing the life of these organisms.*
The stomach of a pig recently killed, and kept
without food for forty hours before death, was the
source of the gastric juice employed. Complete
physiological digestion not only destroys the vitality
of the bacillus of tubercle, but its form also. The
destruction of the hacillus is not among the first
phenomena of digestion, rather among the last to
happen ; that is to say, these organisms are, among
organised substances, the least easily attacked by the
digestive juices. A digestion of too short duration,
or of little activity from scarcity of gastric Jjuice, or
from insufficient acidity, does not attack the bacillus
of tuberculosis, and in such case it maintains its
virulence nearly unaltered.

The knowledge of this, according to Sormani, helps
to explain the frequent association of intestinal tuber-
culosis with pulmonary phthisis. The stomach of the
tubercular patients, little active, as a rule, from catarrh
due to the fever, and possibly to the remedies, is of
so weak digestive power that it readily allows these
bacilli to pass unaltered, so that they may subsequently
become the foci of intestinal tuberculosis,

The symptoms of tubercular fistulw are tolerabl y
diagnostic : the internal opening is easily felt ; is large,
sometimes being the size of a threepenny piece, or
even larger; it is irregular, and the mucous mem-
brane surrounding it is infiltrated, and feels to the
finger elevated and knobby. The external opening
is also large, and the surrounding skin is much un-
dermined ; the skin itself is congested and livid, and
the edges have a tendency to curl inwards. The
discharge is thin and curdy.

The occurrence of tubercular fistula as a primary

* Annali Univ. di Medicina, Aug., 1884 ; and ZLon:!. Med.
Record, March 16, 1885.
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affection, without pulmonary or other manifestation
of the disease, is extremely rare. I have, however,
seen one case, which I believe to have been of this
nature. A boy, aged, ten years, came under my care
in January, 1878, with a complete fistula : the inner
opening, which was situated in the usual position,
was large and rugged ; the edges were indurated and
elevated ; the external opening just admitted the tip
of my little finger, and the skin was undermined for a
distance of three-quarters of an inch from the margin ;
it was thinned and livid. The discharge was some-
what profuse, but thin and curdy. His general
health was otherwise very good, and there was not
the slightest indication of pulmonary mischief. I
divided the sphincter in the usual way, and then
thoroughly scraped the granulations with a sharp
spoon, cut away the thinned margin of skin, and
cauterised the surface with nitrate of silver. The
wound healed rapidly and perfectly, and five years
after the operation I learned that the boy had re-
mained well.

Since the investigations of Koch, we should, T
think, establish the fact of the presence of the
bacillus before accepting the diagnosis of tubercular
fistula in any given case, its existence in discharge
being possible to demonstrate by the same methods as
are employed in investigating sputum.*

Should a phthisical patient be operated
on for fistula?!—Very different opinions are held
Dy surgeons upon this point. Some say, “ Do not
operate, because, if you cure the fistula, the pulmonary
mischief will be aggravated by stopping the dis-
charge;” while others say, “ If you operate, the wound
will not heal.”

The former objection is one which is now properly
disregarded as belonging to the period of surgery

¥ Smith, The Lancet, June, 1883 ; p. 1108,
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when issues, setons, and moxz, were in high repute ;
but the latter is sometimes an important considera-
tion. If the fistula is tubercular, it is obvious that
simple incision will fail. Something more must be
done, as in the instance above described, and in cases
of simple fistula, where the pulmonary mischief has
much advanced ; and where cough is frequent, failure
would be the probable result, the constant cough
causing such frequent movement of the anus, that the
rest so necessary to repair is impracticable. On the
other hand, when the lung disease is slight and not
extending, and where the patient is not much run
down, it is well to operate, especially where the
fistula is simple ; and the removal of a source of irri-
tation and suppuration by this means will frequently
result in very great benefit. No definite rule can,
however, be laid down in these cases. The surgeon
must be guided in recommending operation by the in-
dividual peculiarities of each case that comes under
his notice.

CHAPTER VII.
ULCERATION OF THE RECTUM.

Urceration of the rectum is a tolerably common
affection, and we find that in addition to the causes
which tend to produce this destructive disintegration
in this situation in common with other parts of the
body, several special atiological influences act more
particularly upon the lower bowel. :

Of predisposing causes the most potent is conges-
tion, and just as we see ulceration following varicose
veins in the leg, so enlargement of the heamorrhoidal

1—23
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veins is the occasional precursor of rectal ulceration.
In order to fully appreciate this, we must take into
consideration the anatomical arrangement of the blood-
vessels of the lower bowel. Of the arteries, which
are distributed to this portion of the intestinal tract,
the most important is the superior hemorrhoidal.
This vessel, which is a branch of the inferior mesen-
teric, passes down between the folds of the meso-
rectum, where it divides into two branches, which
form loops, curving downwards, and from which the
parallel rectal arteries described and delineated by
Quain, are given off. These vessels pass down in the
columns of Glisson, which are vertical folds of mucous
membrane, from six to eight in number, but liable to
some variety in size and distinctness, terminating
immediately inside the anal margin. The blood
supply of the mucous membrane is almost entirely
derived from these vessels.

The veins which return the blood from the rectum
pass with the arteries upwards to the inferior mesen-
teric vein, and so their blood finally passes into the
portal circulation. In passing through the rectal wall,
the hzmorrhoidal veins penetrate small openings in
the muscular coat, about four inches above the anus,
unprotected by any tendinous ring; and Verneuil,
who has drawn special attention to this arrange-
ment, considers that the pressure to which these
veins must of necessity be subjected during defzca-
tion is a fertile cause of heemorrhoids and conges-
tion, In common with other radicles of the portal
system, these veins are destitute of valves, so that
in the erect position which man occupies the weight
of the column of blood contained in the vessels tends
powerfully to produce stasis in the smaller terminal
branches ; and again during defecation the passage
of the feecal mass along the rectum, tightly contracted
around it, and in a direction opposed to that by
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which the current of blood is returning, must be
admitted as a frequent although temporary cause of
congestion. Lastly, obstruction to the portal circu-
lation through the liver must not be overlooked.

It will thus be seen that the anatomical arrange-
ments tending to produce congestion of the lower
bowel are numerous and important, so that a very
trivial exciting cause may start an ulceration which
may prove very intractable. Undoubtedly, one of
the most frequent exciting causes is a direct tranmat-
ism, and this may be produced in a great variety of
ways. Injury sufficient to induce the ulcerative
process may originate from without, as from the in-
troduction of foreign bodies through the anus, but
very much more frequently the initial laceration is
caused by the contents of the intestine, and where
the bowels have become much confined, the effort to
extrude the hardened fmcal mass may result in a
tearing of the anal margin, which, instead of heal-
ing healthily, remains as a more or less permanent
ulcerated surface; or, as Bushe has pointed out, a
fold of mucous membrane may be prolapsed, and so
pressed upon by the indurated fieces, that it loses
its vitality, and sloughs off. Pieces of bone, nut-
shell, and similar hard substances contained in the
faeces, may also injure the delicate mucous membrane
sufficiently to induce ulceration. Another traumatic
origin which has been described is the pressure
of the feetal head during child-birth. This cause
has been assigned for the greater frequency of non-
malignant stricture, resulting from ulceration, in
the female. Various operations, as the removal of
a hzemorrhoid, or the division of fistula, prove to be
the direct exciting causes of ulceration not unfre-
quently, especially where the patient is allowed up
too soon, or when the bowels are permitted to be-
come constipated during after-treatment.
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The rupture or sloughing of an internal hemorr-
hoid may also be the starting-point of this process.

The classification of ulcers (at all times a matter
of difficulty and vagueness) cannot be more definitely
arranged in the rectum than in other parts of the
body ; there are, however, some forms which appear
sufficiently characteristic to warrant special notice.
Of these the more important are : The haeemorrhoidal,
the follicular, the tubercular, the lupoid, the’ifysenterlc,
the irritable, and the syphilitic.

The haemorrhoidal ulcer.—Under the above
heading Rokitansky * describes ulceration due to
congestion, in which, no doubt, some traumatism is
the immediate exciting cause. This form lesembles,
in all respects, the varicose ulcer of the leg, and is
characterised by marked chronicity, elevated 1rre0u1ar
edges, and a tendency to bleed. Its situation (Plate
11, Fig. 2) is usually well within theexternal sphincter,
and confined to the mucous membrane ; it does not
implicate the anal verge. The amount of pain that
the patient suffers is slight, in this respect contrasting
markedly with the irritable ulcer or fissure; the
reason is, no doubt, that in the first place it is situated
out of the grasp of the sphincter ; and secondly, the
sensory nervous supply of the mucous membrane is
very much less than at the margin of the anus.

The complications with which this form of ulcera-
tion may be associated are in the first place the
perforation of the gut, and the establishment of an
internal rectal sinus or complete fistula as a result;
secondly, if the destruction of the deeper coats of
the bowel be considerable, a stricture may be formed
during the process of cicatrisation ; or, again, the
ulcer may, by passing across the anal margin, and
exposing some of the delicate mnerve fibres, be
associated with a true irritable ulcer.

* 4 Path. " Anat., Svoli i pt 107,
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Symptoms.—The amount of discomfort oc-
casioned by heemorrhoidal ulcers is slight. There is
tenesmus with frequent passage of a small quantity of
feeces, generally more noticeable in the morning, with
pus, and occasionally bleeding, more or less severe.
The educated finger introduced into the rectum will,
without difficulty, determine the number and extent
of these ulcers ; or, after dilatation of the sphincter
under an anzesthetic, a good view can be obtained of
them with a rectal speculum.

The treatment of this form of ulceration is not very
satisfactory. Rest in the recumbent position is neces-
sary for the same reason that we prescribe it in
varicose ulcer of the leg. The bowels should be kept
regular, preferably by some of the saline mineral
waters given in sufficient quantity to ensure one soft
motion daily. At the same time the diet should be
so regulated that the faeces may be as unirritating as
possible ; indeed, an exclusive milk diet may some-
times be advantageous. [For local treatment an in-
jection of liq. bismuthi, 3ss.; liq. morphise, min. xv. ;
mucilag. amyli ad 3ii., night and morning, will be
found of service ; or, where a more powerful astringent
appears indicated, a solution of nitrate of silver in
water, 2 or 3 grains to the ounce, may be tried. » In
other cases the introduction of iodoform ointment, by
means of Allingham’s instrument (Fig. 16), will answer

Fig. 16.—Allingham’s Screw Ointment Introducer. (Scale }.)

better. Should iodoform irritate, or the smell be much
objected to, an ointment containing finely-powdered
boric acid may be substituted with advantage.

P R
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In cases where the amount of ulceration is extreme,
and where the above treatment fails to relieve, colo-
tomy should be contemplated, the object being in this
case to afford physiological rest to the part, and so
enable the healing process to progress, by diverting
the frecal flow from the rectum. This is undoubtedly
sound surgery. Where a joint is diseased we stop
its functional activity by a splint. And in cases of
intractable ulceration of the larynx, Bryant has
advocated the performance of tracheotomy for a
like purpose, with excellent results. We should
remember that when performed in this way as a
remedial measure the prognosis is much more favour-
able than when the operation is called for in a patient
worn down by long-continued intestinal obstruction
or open rectal cancer ; and should the ulceration in the
lower bowel heal, steps may be taken to close the
artificial anus.

Allingham in his table of ulcer and stricture of
the rectum gives two cases (Nos. 7 and 25) in which,
after colotomy, the rectal ulceration healed ; and in
the latter he states that the lumbar opening was sub-
sequently closed, the faeces passing normally ; and at
the meeting of the International Medical Congress at
Copenhagen, Bryant strongly advocated colotomy as a
curative treatment of rectal ulceration. Dr. Bridge
and other surgeons have recorded similar cases.

An interesting variety of ulceration, probably
more nearly related to the hzemorrhoidal than any
of the other varieties enumerated, is that which
originates within the lacunw (sinuses of Morgagni)
just above the external sphincter, probably from the
lodgment and decomposition of faecal débris. These
little pockets are situated between the columns of
Glisson, and are formed by the anal valves, which
have a faint resemblance, as pointed out by Ribes,
to the semilunar valves and sinuses at the aortic and
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pulmonary openings. The lacunz are very variable
both in number and extent, in some cases constitut-
ing diverticula (the encysted rectum) ; while in others
they are scarcely recognisable. Physick first drew
attention to the occurrence of this form of ulceration.*

A very instructive instance of this disease is
quoted by Kelsey, which was recorded by Dr. Vance.t

“A lady, aged-eighteen, had suffered for more than
a year from all the symptoms of fissure; had been
frequently examined to no purpose, and was reduced
toa very miserable state. On examination, the integu-
mentary folds were congested, thickened, and cedema-
tous, doubtless as a result of scratching ; but there
was 1o trace of anything like a fissure. The lining
membrane was searched with the utmost care, but no
lesion of any sort was revealed, except slight hyper-
trophy of the sphincter. A second painstaking review
of every part of the rectum gave the same result, and
the author was about to abandon the hope of finding
any local lesion when, as a matter of form (for there
was no evidence of disease about them) he determined
to pass a probe into each of the pouches. The probe
could not be forced into the first one, and with the
second he fared no better ; but with the third, after an
ineffectual attempt, the probe passed into the sac-
culus. No sooner had it entered, however, than the
patient screamed with pain, there was a spasmodic
retraction of the levator ani and sphincter muscles,
and the part was forcibly withdrawn from view. The
site of the sacculus felt as if a buck-shot had been
embedded in the tissues, so hard and swollen was the
part. A small probe-pointed tenotome was carefully
passed along the canal, and as soon as the sensitive
point was touched the handle was brought down, and
the edge of the knife made to sever the inner wall of

* ¢ American Ency. of Pract. Med. and Surg.,” Art. Anus. 1836,
1 Medical and Surgical Reporter, Aug. 14th, 1880,
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the sacculus and expose the diseased point. This done,
the cause of the suffering was revealed. On the left
side of the anus, and at a point where there had been
no unusual sensibility, an indurated ulcer had formed

Fig. 17.--Ulecers originating in the Sinuses of Morgagni.

A, Small internal pile ; B, three small ulcers ; ¢, glass rods indicating position of
unaffected sinuses,

within one of the little pouches. When the sacculus
was opened and the ulcer exposed, it seemed very
much like an ordinary fissure of the anus ; but before
cutting it open there was no evidence whatever, save
the symptoms the patient complained of, to indicate
the existence of such a lesion.”

Ulceration of this kind, although extensive, may
produce but trivial symptoms, as is shown in a case
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upon which T made a post-mortem examination.
The patient, a man aged sixty, was for several
weeks in the medical wards of Sir Patrick Dun’s
Hospital, suftfering from Bright’s disease, from which
he eventually died. During his stay in hospital
he never complained of any uneasiness about the
rectum, and as there was no indication to excite
suspicion, no rectal examination was made. I injected
the vessels of the rectum for anatomical purposes, and
on slitting up the bowel was surprised to find three
well-marked ulcers immediately inside the external
sphincter. They had manifestly commenced in the
little sinuses, two of which remain unaffected, and are
indicated by pieces of glass rod. It will be observed,
on reference to the woodcut (Fig. 17), that none of
these ulcers invaded the anal margin, with its numerous
sensory nerves ; hence the complete absence of symp-
toms in this case, as contrasted with the extreme
agony attending the ordinary irritable ulcer.

In connection with this case it may be well to
inquire whether there is anything more than an
accidental relation between ulceration in the lower
bowel and disease of the kidneys. Bartels* says
degeneration of the blood-vessels of the intestinal
mucous membrane is certainly a very common con-
dition with amyloid disease of the kidney, and ex-
tensive ulceration destructive of the mucous mem-
brane is by no means a rare consequence thereof. He
considers that intestinal ulceration has a direct sequen-
tial relation to diseased kidney, and he states that
follicular ulceration of the large intestine is not in-
frequently associated with amyloid changes. Dicken-
son also, in the Croonian Lecture for 1876, mentions
intestinal ulceration as one of the rare complications
of renal disease.

Follicular ulceratiom may occur in any part

* Zicmssen’s Cyclopzdia, vol. xv. p. 522.
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of the large intestine, but the seat of election of this
disease is undoubtedly the rectum and sigmoid flexure,
sometimes affecting only a few follicles, while at others
the ulcers are very numerous
and extensive (Fig. 18).
They arise as a result of
inflammation of the mucous
membrane either catarrhal or
dysenteric, and are imme-
diately due to the breaking
down and necrosis of infil-
trated and swollen solitary
follicles. As to the patho-
logical ~anatomy of this
disease, when seen in the
early stage, before ulceration
sets in, the follicles appear
tumid, and raised above the
surface of the mucous mem-
brane, due to the proliferation
of the cell contents. This
proliferation proceeds with
such rapidity that sphacelus
of the follicle takes place,
and as the slough separates
an ulcer is left. At first the
ulcers are of a small size, and
. ; are of a more or less circular
Fig. 18.—Follicular Ulcera- . B &
o oMBecthin outline.; the margin is con-
siderably raised, and the base
is formed of the submucosa. Occasionally, by in-
crease and coalescence of two or more follicular ulcers,
a considerable loss of substance results, but more fre-
quently the dimensions remain limited.  Cicatrisa-
tion progresses somewhat slowly, and where the

* Museum Royal College of Surgeons in Ireland.
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PLATE II.
Fig. 1.—Lupoid Ulceration of Rectum.
Fig. 2.—Hzamorrhoidal Ulceration of Rectum.
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destruction of tissues is considerable, may lead to
stenosis of the bowel.

The diagnosis of these ulcers during life must, from
their very nature, be difficult and obscure, but their
presence may be suspected when the symptoms of
intestinal inflammation persist for a long time, es-
pecially when there is frequent haemorrhage. When
low down in the rectum they may be felt with the
finger, 'or seen through a speculum. In some in-
stances we find in the discharges masses of inspissated
mucus, which represent the form of the ulcer. These
are compared by Bamberger to frog-spawn or boiled
sago-grains, and have been shown by Virchow to con-
sist, in part at any rate, of particles of imperfectly
digested starch.

In the case of a gentleman who had spent twenty-
five years in India, and who came to me complaining
of dysenteric-like symptoms, the surface of the rectum
as far as it conld be felt with the finger was studded
with these small follicular ulcers. Various plans of
treatment were adopted, but without causing any
appreciable change.

Tubercular ulceration.—Intestinal tuber-
culosis and ulceration may be either a primary dis-
ease, or it may be secondary to similar changes in
the lungs. ‘In the first instance the cause is, in
all probability, a direct inoculation by the ingestion
of bacilli in the food; and in the second the
sputum which the patient swallows, as pointed out
by Klebs, is the probable source of infection. When
implicating the rectum, tubercular ulceration may,
in the generality of cases, be recognised by the
following characters: the size of the ulcer is usually
considerable, and in position it is found in the rectal
pouch, or invading the anus ; the shape is generally
irregularly oval, the long axis being parallel to the
vessels, which in this part of the bowel are vertical,
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tion of the mucous membrane in the immediate
neighbourhood. Tt is impossible to draw any definite
line between the limited tubercular ulcers met with
in this region and the more extensive destruction
of tissue which has been described as lupoid ulcer.
Tubercular ulcers of the large intestine manifest
a strong tendency to perforate the bowel (Fig. 19).
Hence it is that fistula is such a common result as a
sequela to this disease when situated in the lower
portions of the rectum; and similarly, when higher up,
perforation may not unfrequently originate a fatal
peritonitis. For a further consideration of rectal
tuberculosis the reader is referred to the chapter on the
connection between fistula and pulmonary phthisis.

Lupoid ulceration.—Under the names ¢ rodent
ulcer,” “lupus of the vulvar-anal regions,” and
“Pesthioméne,” a number of cases have been described,
in which the essential element is a chronic intractable
form of ulceration in the neighbourhood of the anus
and genital organs.

The first description of lupus in this region, more
particularly implicating the vulva, and the differen-
tial diagnosis of this condition from syphilis on the
one hand and carcinoma on the other, was by Huguier,
in 1848, who, under the term Clesthiomeéne, described
a number of cases that he had met with.

Like lupus in other parts of the body, we find
considerable variety in the tissues affected and the
mode of progress of the disease. For practical pur-
poses it may be well to classify these under two heads—
the superficial, or serpiginous, and the hypertrophic.
Amongst the published cases, the greater number
appear to have been of the latter variety.

As an example of the great ravages of this disease,
the following case is given in a valuable paper by Dr.
Angus McDonald * :—

* Edinburgh Medical Journal, April, 188% ; p. 910.



126 THE RECTUM AND ANUS. [Chap. VII.

“The case came under my notice after it reached
an extreme degree of advancement; it had then lasted
some six or eight years ; the destruction of tissue was
terrible in extent. I have reason to know that it is
the same case as that referred to by Duncan, in
¢ Duncan and West,” p. 656. Of it (at the time when
he saw the case, which at least was a year before I
was introduced to the patient) Dr. Duncan says:
¢ A case to which I was called some years ago is, so
far as I know, so unprecedented in the amount of
destruction as to be worth describing. I only saw it
once in consultation. The disease was at one time
regarded as cancerous. The patient, aged about forty,
had had the disease for at least five years, and she
lived many years after my visit. While the disease
was already extensive, she bore a child. On the hips,
just beyond the ischial tuberosities, were long scars,
thin and bluish, of healed ulcers. The entire ano-
perinzeal region was gone, there being a hollow space
as big as a feetal head. The urethra was entire, as
well as the mucous membrane between it and the
cervix uteri, which was healthy. Except the anterior
portion of the vagina, no trace of it, or of the anus
or rectum, was discoverable ; behind the cervix uteri
the bowel opened by a tight aperture, just sufficient
to admit a finger; when the faeces were hard she
could keep herself clean, but only then. Although the
extent of ulceration was severe, the patient was
attending to her household duties.’” To this graphic
description of the case I can fully subscribe, with
this addition, that latterly the ulceration went still
higher up into the pelvis, leaving the bowel hanging
loose for some distance from the upper level of
ulceration, giving it the appearance of the torn sleeve
of a coat. This patient lived two and a half years
after the time referred to by Dr. Duncan, and died of
exhaustion and diarrheea.  Notwithstanding this
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shocking amount and prolonged continuance of ulcera-
tive action, there was no involvement of inguinal
or other glands.”

Allingham uses the term ¢ rodent,” or ‘lupoid,”
for an intractable form of ulceration, of which his
records show several cases similar to, although scarcely
so extensive as, the case detailed by Dr. McDonald.

Through the kindness of Dr. R. McDonnell T
had an opportunity of seeing a case of this
kind, which was under his charge in Steevens’
Hospital, Dublin, in the person of a policeman, aged
thirty-five years. In this case an extensive and deep
ulceration extended round the margin of the anus,
with the exception of a small part on the left side.
Spreading more in an antero-posterior direction than
laterally, it passed up into the interior of the rectum
for a distance of about one inch and a half, com-
pletely destroying the entire thickness of the bowel
(Plate II. Fig. 1). A thorough scraping with the
sharp spoon and cauterisation was only followed by
temporary benefit and the ulcer was afterwards
excised. A careful microscopic examination of the
parts removed showed several giant cells, but no
tubercle bacilli were found.

In a second case which was under my care in Sir
Patrick Dun’s Hospital, 1890, the appearances were
remarkable and unlike any of the ordinary forms
either of lupus or rodent ulcer. The patient was a
lad aged sixteen years, apparently in robust health,
who stated that the ulceration had commenced two
years previously. It extended up the entire length
of the anal canal, but did not encroach much on the
mucous membrane ; it extended out into the right but-
tock for about one inch and a half, and reached from
the coccyx nearly to the serotum. The whole ulcerated
surface was raised about one-eighth of an inch above
the surrounding structures, the margin remarkably
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discharge was very slight and the growth almost pain-
less. 1 excised the entire mass and closed the gap
by a shifting plastic operation, and recovery was com-
plete. A microscopic examination of this case also
revealed abundant giant cells, but careful search failed
to detect tubercle bacilli. I have not heard of any
recurrence of the disease.

The term ““rodent” is objectionable, as it is asso-
ciated with a tolerably definite form of ulceration in
other parts of the body, which is obviously not identical
with what Mr. Allingham describes as occurring at
the anus or in the rectum ; for, in the first place,
rodent ulcer is essentially a disease of advanced life,
while the cases given by Mr. Allingham vary in age
from 17 years to 42. Secondly, he says, ¢ Neither its
edge nor its base is at all hard,” while we know that
a rodent ulcer of the face has always a layer of infil-
trated tissue surrounding the ulcerated surface ; and
the fact stated by him that he has mnoticed repair
taking place very rapidly, when suddenly all the granu-
lations melt away, and the ulcer assumed its former
character, is an occurrence familiar to surgeons in the
case of lupus, but notat all consistent with the general
progress of rodent ulcer, which is one of continued
and chronic extension, without any eflort at
repair. 5

Lupus is a term which, in the present state of our
knowledge, it is somewhat difficult to define. Pos-
sibly the discovery by Koch of the tubercle
bacillus in the giant cells of lupus may enable us to
limit more precisely in the future this disease. For
the present, at any rate, it would appear that the
recorded cases of the form of locally malignant
ulcerations to which I have been referring are more
nearly related to lupus than to other diseases.

Dysemnteric ulceration.—As a sequel to true
epidemic dysentery, loss of substance may result ; but

J—23
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it is probable that many of the museum specimens
which are stated to be instances of dysenteric ulcera-
ation are incorrectly described. We must bear in
mind that the symptoms of ulceration of the rectum,
from whatever cause arising (e.g. continued diar-
rheea, with the discharge of blood-stained mucus),
can hardly be distinguished from the milder cases
of dysentery ; and it is impossible, with our present
knowledge, to draw a hard and fast line between
simple catarrhal and true dysenteric inflammation.

The changes resulting from diphtheritic dysentery
have, however, been fully investigated, and the process
of ulceration is admirably described by Ziegler (Fig. 20).*
In recent cases the mucous membrane is highly con-
gested and swollen, and generally beset with minute ex-
travasations of blood. The epithelial surface is overlaid
with a glairy blood-streaked mucus. This presently
becomes more slimy and blood-stained, and interspersed
with flaky fibrinous shreds and films, which indicate
the beginning of a superficial necrosis of the mucous
membrane. Soon the necrosis is made sufliciently
evident by the appearance of erosions and losses of
substance,

In slighter cases the necrosis and loss of substance
are, at first, merely superficial, but the deeper struc-
tures are successively attacked, and in severe cases
the whole of the glandular layer of the mucous mem-
brane at particular spots may perish. The necrotic
tissue is reduced to a turbid mass, in which the
structural elements, and the nuclei of the cells, soon
cease to be recognisable. The parts which undergo
necrosis seldom cover any great extent of surface, and
are often confined to the prominent ridges and folds
of the mucous membrane. These look dirty grey or
black, while the intervening parts are still livid or
dark red ; in other cases the necrotic tissue takes the

* ‘“Special Pathological Anatomy,” p. 288.
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form of a flaky more or less adherent coating, or,
more rarely, of broad, continuous sloughs. The under-
lying tissue is, in all cases, densely infiltrated with
cells. The infiltration may extend through the entire
thickness of the submucosa, and may at length invade
the muscular layers. When the mucosa is removed,
open ulcers are of course left behind. These may
vary in their depth and extent. Sometimes over a
great part of the bowel the mucous membrane remains
only in narrow strips or islands.

The disease may become arrested at any of the
various stages of its course, and repair then begins.
And when the ulceration has been deep, atrophic
cicatrices may result. During this process of cicatri-
sation a muco-purulent discharge takes place, con-
stituting what has been called chronic dysentery, or
ceeliac flux; and it is in this stage that British surgeons
most frequently meet with this disease in persons who
have returned invalided from warmer countries. In
these cases ulceration of the rectum can frequently
be diagnosed by digital examination, or seen by
means of a speculum, and the treatment will require
much patience and care. For the ulcerations due to
syphilis the reader is referred to chap. xii., and the
irritable ulcer is a subject of such importance that I
propose to devote a chapter to its special considera-
tion.
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CHLARIER & VT
IRRITABLE ULCER, OR FISSURE OF THE ANUS.

In the whole range of surgery there are but few
diseases which, while of very limited extent, produce
such extreme misery to the patient, and none in which
surgical treatment is attended with more certain
success than in the affection under consideration.

In order to elucidate intelligibly the zetiology of
this remarkable disease, and before entering on the
train of symptoms so characteristic of irritable
anal ulcer, 1t will be necessary for us to review the
more important anatomical features of the termin-
ation of the bowel. The outlet of the intestine is
clesed by two sphincter muscles, the external being
subcutaneous, and consisting of an elliptical band
of fibres closely surrounding the anal verge.  The
internal sphincter consists of the mnormal circular
fibres of the rectum considerably increased in
number, and averaging about two lines in thickness
at the lower extremity, and gradually merging into
the circular coat of the rectum above.

On the outer side, these muscles are separated by
the attachment of the levator ani, the fibres of which
are more intimately connected with the external
sphincter; and on the inside these two sphincters are
in close apposition, the line of demarcation corre-
sponding accurately with the junction of the skin and
mucous membrane. According to Hilton, this is in-
dicated by a white line, which is generally to be seen,
although in some cases it is very much better marked
than in others. Hilton has also pointed out the im-
portant fact that the nerves, principally branches of
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the pudic, which come down below the internal
sphincter, pass out between the muscles at the junc-
tion to become superficial in this situation (Fig. 21).
These nerves are very numerous, and he makes the
ingenious suggestion that this is due to the peculiar
physwlowlcal “fact that the normal state of these
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Fig. 21.—Nervous Supply of Anus. (Hilton.)

a, Mucous membrane of rectum ; b, skin near the anus; e, external sphincter
muscle ; d, internal ~1xlnntter muscle ; e, line of <01m'mnn of the two
sphine /, the overlying white line marking the junction of the two
sphincter nerve supplying the skin near the anus, which it reaches hy
passing xternally to the rectum and then through the interval between

the two sphincters; &, flap of mucous membrane and skin reflected hack.

muscles is a condition of contraction instead of relaxa-
tion. This theory would appear to receive support
from the somewhat analogous arrangement in the
bladder, as we know that the most sensitive portion
of that viscus is at the neck. When one of these
sensitive nerve twigs becomes exposed by the forma-
tion of a fissure, the extreme amount of pain so
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characteristic of the lesion can readily be under-
stood.

As we have before seen, the sensibility of the in-
terior of the rectum is but slight, so that ulcers
situated inside the anus produce but little actual
pain.  When, however, the ulcer passes beyond
“ Hilton’s white line,” it ‘is in the great majority
of cases acutely painful, from implication of some
of the small nerve filaments; but, on the other
hand, we see occasionally a fissure-like ulcer ex-
tending over the anal verge which is not so acutely
painful.  Accordingly, we find Gosselin dividing
these ulcers into two distinct varieties, the tolerant
and intolerant ; and Molliére suggesting the more
suitable terms, tolerable and intolerable. Associated
with painful fissure, there is always great spasm
of the sphincter muscle : Boyer, indeed, considered
that this spasm was antecedent to, and the cause of,
the fissure. Van Buren speaks of this spasm as
affecting the muscle in part only, what he terms
“fascicular spasm”;* and he defines this term
in a foot-note to be ¢the alternating contraction
and relaxation of certain of its fasciculi, and not of
the whole muscle, as the expression spasm of the
sphincter would imply.” I have never, however, been
able to observe this condition, as it has always ap-
peared to me that the muscular contraction involved
the whole circumference of the sphincter. And in
any case the distinction appears to me to involve a
frivolous and practically worthless refinement.

The explanation of this condition of the muscle is
best understood by a reference to the diagram (Fig. 22),
taken from Hilton.

The sensory nerve filament exposed by the ulcer
receives impressions, which are conveyed to that part
of the spinal cord from which the lumbar, the ilio-

* Loc. cit., p. 221.
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lumbar, sciatic, and pudic nerves, ete., sprin

Fig. 22.—Diagram of the Nervous
Relations of Irritable Ulcer of the
Anus. (Hilton.)

a, Ulcer on sphincter ani ; b, fillaments of
two nervesare exposed on the ulcer, the
one a nerve of sensation, the other of
motion, both attached to the spinal
cord, thus constituting an excito-motor
apparatus; ¢, levatorani; d, transversus
perinei.

g, and we
find, as a consequence,
symptoms referable to
reflected influences
along these trunks:
hence, pains in the
back, down the leg, and
in the genito-urinary
organs are COmmon ac-
companiments of irri-
table anal ulcer; and
in the same way, reflex
irritation of the nerve
supplying the external
sphincter produces
spasmodic contractions
of that muscle. A
familiar analogous ex-
ample of this reflected
spasm is to be found in
the retention of urine
which so frequently
follows any of the or-
dinaryrectal operations.

To summarise, there-
fore, it has been sug-
gested that the follow-
ing sequence of events
occurs as tending to pro-
duce the fully formed
irritable ulcer. First:
during the passage of a
costive and large motion
a rent in the mucous
membrane is made ; or

an excoriation the result of syphilis, dirt, etc., exposes
one of the delicate nervous twigs. As a result of the
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constant motion and distension, and by the lodgment
of particles of faces in the rent, continued irritation is
set up, which, in turn, occasions spasm of the sphincter.
The spasm once started, the irritation is increased,
and so a vicious circle is established, and the result
is that the ulcer is never allowed to heal.

Such, then, is the theory which up to the present
time has been universally taught and readily ac-
cepted, the more so as the treatment based on this
theory is so largely successful ; but that it is (at any
rate in a large majority of cases) erroneous and the
treatment advocated unnecessary, I think I am in a
position to show.

In order to arrive at a true understanding of the
painful fissure it will be necessary to allude briefly to
some further points in the anatomy and development
of the termination of the bowel. As Symington* has
pointed out by means of frozen sections, the anus is
not merely an opening, but a canal nearly an inch
long, which in the normal state remains closed ; it is
lined with the ordinary scaly epithelium of the skin,
and at its upper limit joins the mucous membrane.
At the point of junction there are several little muco-
cutaneous processes called anal valves, the mucous
membrane being gathered up behind them so as to
form pouches called rectal sinuses, resembling some-
what the sinuses of Valsalva behind the semilunar
valves of the aorta and pulmonary arteries. These
structures are subject to great variability ; in some
instances the pouches are so large that they consti-
tute little false diverticula (the encysted rectum of
Physick), while in others they are scarcely noticeable,
and the anal valves rudimentary. These anal valves
are apparently vestigial remains left in the develop-
ment of the rectum. The mucous membrane is
developed from the endoblast, and in early feetal life

* Journal of Anatomy, vol. xxiii. p. 106 ; 1889,
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is a closed cavity called the mesenteron. This is met
and opened into by a process called the proctodeum,
which commences as a depression in the epiblast, and
eventually forms the anal canal. The failure of this
junction causes the commonest form of imperforate
anus, while the anal valves, which are so common
that they may be considered normal, appear to be the
vestigial remains of this coalescence.

Mr. Bland Sutton * has quite independently ar-
rived at the conclusion that the hymen is a similar
vestigial remnant of the development of the female
organs of generation.

I am quite satisfied that the true explanation of
the formation of the vast majority, if not all, painful
fissures is as follows :—During the passage of a
motion one of these little valves is caught by some
projection in the faecal mass and its Etel al attach-
ments torn ; at each subsequent motion the little sore
thus made is reopened and possibly extended, the
repeated interference with the attempts at heahno
ends in the production of an ulcer, and the torn-down
valve becomes swollen and cedematous, constitut-
ing the so-called pile, or, as it sometimes has been
called, the “sentinel pile” of the fissure. Most of us
have experienced the little bits of skin torn down at
the sides of the finger-nails, popularly called ¢ tor-
ments,” and how pamful they are when dragged
upon. Now the torn-down anal valve resembles
closely this condition of the finger, except that in the
former it is situated at the acutely sensitive anal
margin, and subjected to the periodic strain of a
passing motion ; it is therefore not to be wondered
at that the pain should be so excessive as seriously to
affect the general health and render life miserable.

The first case which directed my attention to the
theory above detailed occurred some years ago. An

* Brit. Med. Journ., Dec. 10th, 1887.
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otherwise healthy young woman consulted me, com-
plaining of very severe pain after the bowels moved.
So great was the pain that she postponed defacation
for several days, with the result that she was quite
incapacitated for attending to her duties for several
hours after the bowels moved. She was in no way a
neurotic subject, and I was convinced that her suffer-
ing was extremely acute.

Upon superficial examination nothing was to be
seen, but the left side of the anus was extremely
tender to the touch, and any attempt to introduce the
finger was attended with such pain and spasm that I
did not persist in it, but prescribed an aperient, and
the following day dilated the anus under ether, when
a small ulcer rather triangular in shape was clearly
seen ; the base of the triangle was below, and was
formed of an cwedematous little tag of cutaneous
tissue, which I recognised as an anal valve. Catch-
ing this in a forceps and drawing it down tended to
enlarge the ulcer, and the resemblance of this to the
“ torments ” on the finger at once suggested itself.

Since then I have seen thirty cases, and in all of
them it was evident that a like cause existed for the
ulcer. The torn-down anal valve could always be
demonstrated, and although it was in some cases very
small and apparently insignificant, in the vast major-
ity it was much hypertrophied and cedematous. The
accompanying illustration (Fig. 23), taken from a
post-mortem case, which I accidentally obtained when
examining the rectum for another purpose, well ex-
emplifies the condition I have alluded to.

‘We may now approach the study of the symptoms
of this disease with a more reasonable hope of our
being able to comprehend their significance. The
subjective phenomena of irritable anal ulcer present
a train of symptoms which are eminently charac-
teristic, and are frequently alone sufficient for diagnosis.
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Fig. 23.—The illustration (taken from a drawing kindly made for me by
my resident pupil, Mr. Kennan, from a, specimen accidentally found
in the hospital post-mortem room) well indicates the points to which
I desire to call attention. The rectum and anus were removed
from the body and opened by a vertical anterior incision. Where
the contracted anal canal joins the rectum the white line described
by Hilton is to be seen, and at this level four of the anal valves (a),
with the pouches behind them, are distinctly observable. In this
specimen they are much more pronounced than -usunal, so that it
can be readily understood how liable they are to be caught and
torn during defmcation. At ¢ is to be seen the *“sentinel pile,”” and
at B the fissure which had cicatrised. This so-called pile is here
obyviously one of the posterior anal valves which was torn down
and has become thickened and cedematous,
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The pain is paroxysmal and always associated with
the act of defecation. During the actual passage
of the motion, however, it is not usually severe, but
shortly afterwards it comes on with great intensity ;
it is a dull, gnawing, and extremely distressing
sensation, situated immediately within the anus,
and not unfrequently associated with some of
the reflected pains before alluded to. It lasts
often for many hours, completely incapacitating
the sufferer from following his occupation and
necessitating the recumbent position while it lasts.
It then subsides or entirely disappears, to be, how-
ever, reproduced in all its intensity when next the
bowels move. The act of defwecation is therefore post-
poned as long as possible, with the result that when
the evacuation does take place the pain is greatly in-
creased. As a result of the constant pain, the consti-
pation, and the frequent resort to narcotics, constitu-
tional symptoms of a severe type become developed ;
the countenance becomes careworn and sallow, the
appetite is bad, and there is considerable emaciation,
a train of symptoms which, in many respects, re-
sembles the cachexia of malignant disease. The faces
are passed in a narrow cylinder, or sometimes they are
flattened and tape-like, due to the incomplete relaxa-
tion of the sphincter during defecation, and not
unfrequently a streak of bloody matter is to be seen
on them. Serremone* considers that a contracted
state of the anus is frequently congenital, and the
cause, not the result, of the fissure, the narrow out-
let being more liable to tears from overstretching.
In a case that recently came under my notice
this was certainly the fact. The patient, aged fifty
years, had difficulty in getting his bowels relieved
all his life, and had never passed a motion thicker
than his little finger. The anus, although normal in

* “Tnaugural Thesis.” Strasburg, 1861.
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other respects, was extremely narrow, and even under
ether could not be stretched to a greater extent than
would just admit the tip of the index finger without
the epidermis cracking. He had frequently suffered
from these superficial cracks when his bowels were
constipated, but they never developed into the typical
painful fissures. He was much benefited by forcible
dilatation, followed by the use of conical bougies,
which he has now learned to pass for himself.
Among the more distant sympathetic affections to
which fissure may give rise, Curschmann * has noted
the frequent co-existence of spermatorrhcea and rectal
disease, and more particularly fissure.

If, then, a patient comes to us complaining of
severe pain, lasting for some time after defwecation, the
presumption is strong that a fissure is present, no
other rectal disease producing this characteristic dis-
tress. The disease is more common in females, es-
pecially those of neurotic tendency; and although
more frequently met with in young adults, no age
appears to be exempt ; and it is sometimes met with
amongst old people.

Upon making an examination, the first thing that
attracts our notice often is a small “sentinel” pile.
On passing the finger round the anus one part of the
circumference is found to be tender, and any attempt
to introduce the finger gives a great deal of pain, and
is violently resisted. Upon separating the anal folds,
the lower termination of the fissure can generally be
seen, the surface being red or grey, and the edges some-
what indurated. The ulcer is usually somewhat tri-
angular, the base being formed by the torn-down valve.

“The position is, in the majority of cases, dorsal,
or nearly so ; although usually solitary, sometimes we
find them multlple “This is most frequently the case
when they are of syphilitic origin.

* Ziemssen's ““Cyclopaedia,” vol. viii. p. 846.
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Treatment.—In the more recent examples of
this disease, and in those in which the origin is un-
doubtedly syphilitic, a cure can be generally accom-
plished by local applications ; but in those which have
existed for several months or longer, these means will,
in all probability, prove ineffectual, and operative
interference is called for. There is not in the whole
range of surgery any operation in which the surgeon
can speak so positively as to the certainty of cure and
freedom from risk as in the trivial procedure neces-
sary for the cure of this disease.

If the patient refuses to be operated on, or if the
surgeon considers the case one suitable for the milder
measures, he should prescribe a purgative of sufficient
strength to ensure one soft and easy evacuation daily.
Immediately after the evacuation the anus should bhe
well washed with soap and water, and, if possible,
defeecation should take place at night, immediately
before the patient goes to bed.

For local treatment.-—Touching the surface of the
ulcer with a fine point of nitrate of silver will be
found to give considerable relief ; the layer of coagu-
lated albumen, which is by this means formed on the
surface, for a time effectually protecting the exposed
nerve from the irritation of the faeces. With a
similar object strong nitric acid has been recom-
mended ; but it is more painful than, and not so
efficient as, the nitrate of silver. Of late, a solution
of chloral hydrate has been employed with good re-
sults as a local application.

If, however, these means prove ineffectual, or if the
ulcer is of long standing, with great spasm and hyper-
trophy of the sphincter, operation should be undertaken.

Boyer first pointed out the fact that division of
the sphincter was at once followed by a complete sub-
sidence of the symptoms. He recommends that the
incision should extend through the entire thickness of
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the sphincter. Indeed, he sometimes practised a
double division, at different points, put in a large
bougie,and plugged therectum round thiswith charpie. *
Dupuytren further modified this operation by mak-
ing the incision only through the superficial fibres of
the muscle, and subsequent experience has abundantly
proved that this more limited incision is amply sufli-
cient. = According to Curling, Copeland stated that he
considered an incision through the mucous membrane
alone sufficient, but, as Curling has pointed out, in the
majority of instances the ulcer has already penetrated
the mucous membrane, the fibres or the sphincter
muscle being frequently visible in the floor of the
ulcer. In these cases, of course, Copeland’s sugges-
tion is futile, The same may be said of the opera-
tion of Dumarquay,t which consists in a submucous
division of the sphincter ; he passes a knife up be-
tween the mucous membrane and muscle, and then
divides the latter, much in the same way that the sub-
cutaneous division of the tendo Achillis is effected.
Récamier, in 1829, recommended as a substitute
for any cutting operation what he describes as
“massage cadencé,” and he performed the operation
as follows: one or two fingers were introduced into
the rectum, and then, with the thumb outside, the
sphincter was pinched up and pressed so as to over-
come its resistance. This was frequently repeated,
and in a regular methodical way, so that no portion
of the circumference of the anus was allowed to
escape. Although he states that he had considerable
success with this plan of treatment, it appears to have
fallen into disuse ; and later, Maisonneuve proposed to
effect dilatation in a more rapid and thorough manner
by introducing the fingers one by one, till finally his

* Journal Complémentaire du Dictionmaire des Sciences Méd.,
Nov., 1818. 3
+ Arch. Gén. de Mcd., 1846.
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whole hand entered the rectum.* When this was
accomplished, he closed his hand, and then withdrew
it forcibly. This, no doubt, effectually stretched the
sphincter, but as it was performed without anzesthesia,
it must have been horribly painful. And although
Maisonneuve afterwards modified his operation into
a simple stretching of the anus with the two.index
fingers under chloroform, the method fell into disuse,
and it is only comparatively recently that forcible
dilatation of the anus has been practised on a large
scale. Indeed, now it is used not alone for the cure
of anal ulcer, but as a preliminary step to almost all
rectal operations and explorations. This revival of
the procedure was mainly due to the writings of Van
Buren, who, in 1864, reported a number of cases in
which this treatment had been successful,7 and he,
since, has insisted on the certainty with which a
cure may be effected by this means.

The way in which this operation has hitherto
been supposed to act is probably by producing a
temporary paralysis, the result of hyperdistension.
For this condition Van Buren uses the term atony,
from the obvious analogy there is between the loss of
power in the sphincter when over-distended by the
pressure of the fingers and the inability of the
bladder to expel its contents when retention of urine
has passed certain limits. He further suggests that
the stretching to which the sensory nerves are sub-
jected so influences their function that they tempor-
arily cease to convey impressions, the result of irri-
tation, to the exposed fibres; in the same way that
we_ find forcible stretching of the sciatic and sensory
branches of the fifth nerve relieve neuralgia. This
theory receives considerable support from the fact,

* ¢ (Clinique Chirurgicale,” tome ii. Paris, 1864.
+ ‘“Transactions of the New York Academy of Medicine,”
vol. ii. p. 180,
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which we frequently observe, that the first time the
bowels move after hyperdistension there is complete
immunity from the pain which before was so severe.
Until recently the operations above detailed have
been universally employed, and undoubtedly the success
attending them has been very great; but adopting
the theory as to causation which I have above enun-
ciated (page 137), it is easy to explain how these
(as I now bhelieve unnecessary procedures) have
afforded such complete relief to symptoms. First as
to dilatation. When the anus is widely stretched by
the fingers beyond the limits of natural dilatation by
the passage of a motion, the little valve is torn down
beyond the extent to which it is torn in normal de-
feecation, and consequently rest is given to the ulcer,
and healing ensues, the subsequent defecation not
reopening the sore. In like manner spontaneous
cure occasionally ensues by the valve being torn down
to its full extent during repeated acts of defwmcation,
then the fissure heals and the valve remains a little
cutaneous tag, like many external piles; this had
obviously occurred in the specimen from which the
illustration was taken. In the “torments” at the
side of the finger, if the little piece of skin is forcibly
torn down, although the process is painful, a cure
results, just in the same way that forcible dilatation
cures the anal ulcer. Secondly, complete or partial
division of the sphincter, if carried down through this
tag, relaxes each side so that the subsequent motions
do not catch in it and reopen the wound; but most
surgeons of experience in this subject have met with
cases in which both dilatation and incision of the
sphincter have failed ; and the advice given by many
writers to supplement the operation by the removal
of the so-called pile at the lower end of the ulcer is
undoubtedly sound. I would, however, go a step
farther, and say that the removal of this little tag is
K—23
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all that is necessary, and that either the forcible
dilatation or incision of the sphincter is uncalled for.

What I would recommend in these cases where
the classic symptoms of painful fissure are present is
as follows :—Do not subject the patient to the pain
of extended digital examination, much less occasion
him the torture of passing a speculum ; but, after
having the bowels fully relieved by an efficient
aperient, administer an anwesthetic, and dilate the
anus with the fingers sufficiently to obtain a good
view of the entire circumference of the muco-
cutaneous junction ; then, if the symptoms have been
characteristic, a little ulcer will almost ccrtainly be
found, and at its lower extremity the torn-down anal
valve sometimes greatly hypertrophied. All that is
now necessary is to catch this in a forceps, and with
a fine pair of scissors remove it by a V-shaped in-
cision, with base towards the ulcer, so that nothing
be left that can be caught by a passing fecal mass.
If there is any unhealthy granulation tissue in the
ulcer this should be removed with the sharp spoon,
and the surface well dusted with boracic acid; the
cure will then be as immediate and certain as when
the little «“ torment ” at the side of the fingermail is
shaved off level with the skin. It is advisable after
this little operation to examine carefully all the other
anal valves, and if any of them are likely from their
size and projection to be torn down and so form other
fissures, to snip them off with the scissors.

I have now operated in this way upon thirty
cases ; in all the piece torn down by defzcation was
found, although in some it was small. In two of the
cases, in addition to the treatment above detailed, I
slightly incised the sphincter, as it was very rigid and
contracted. This I did in deference to old tradition,
and I now believe it was inflicting a useless although
trivial injury on the patient. One of these cases had
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been twice operated on by other surgecns—once by
incision, and once, I am informed, by the truly bar-
barous method of Maisonneuve—namely, gradually
introducing the whole hand into the rectum, closing
the fist, and then forcibly withdrawing it. What
this heroic treatment failed to accomplish the little
operation of snipping away the torn-down anal valve
surely effected. In another case, which had also been
operated on before by incision, the bifid remains of
the anal valve still caused an obstruction to the pass-
ing feeces, and so kept up the sore.

In conclusion, I would wish to point out that the
cases alone suitable for this operation are the painful
or intolerable fissures of the anus ; they are not to be
confounded with the superficial cracks of the anal
skin common in eczema and some other conditions,
nor with the superficial ulcers met with in syphilis;
and they must also be distinguished from tolerable
ulcers occurring wholly on the mucous membrane,
which are frequently situated in the rectal sinuses,
but which do not produce the characteristic symptoms.
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CHAPTER IX.
NON-MALIGNANT STRICTURE OF THE RECTUM AND
ANUS.

JUDGED from a clinical standpoint, stricture of the
rectum would include all those pathological changes
which result in a more or less complete retardation of
the passage of the freces through this tube, but it will
facilitate the consideration of the subject if at present
we confine the term to those changes in the wall of
the bowel and anal outlet which produce a narrowing
of the lumen of the gut, reserving for future con-
sideration those neoplastic growths which are character-
ised by the clinical features of malignancy, and also
those instances of obstruction due to the pressure of
structures outside the rectum. Of the true strictures,
the most important are the cicatricial stenoses, which,
of course, necessarily pre-suppose the existence of loss
of substance, the result of ulceration, or direct trauma-
tism. What the,exact nature of this preliminary
destruction of tissue was, it may be quite impossible
to determine. Even where we have to deal with an
open ulcer the diagnosis is beset with difficulty ; and
where, as in the present instance. we may have only
to deal with the cicatricial contraction subsequent to
this process, it is obvious that the difficulty is much
enhanced.

Whether spasmodic stricture, due to a spastic
contraction of the circular unstriped muscular fibres,
ever is present, has been freely discussed by most of
the authors on rectal surgery, and considerable
differences of opinion are to be found in their works
on the subject, but the majority of recent writers
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refuse to admit muscular spasm as a cause of tein-
porary stricture, much less of permanent stricture.
Leichtenstern,* in his admirable article on constric-
tions, occlusions, and displacements of the intes
tines, says: ‘The existence of such an affection
no longer calls for serious discussion.” And Van
Buren, T after an able criticism of the subject, expresses
the opinion that “neither in imaginary nor in actual
stricture of the rectum is muscular spasm an element
of any practical importance.” On the other hand,
Dr. J. S. Bristowe] states that, ‘“Not very un-
frequently spasmodic contraction, with great hyper-
trophy of the muscular tissues, is met with as one of
the troublesome sequele of dysenteric ulceration of
the rectum.” Mr. Harrison Cripps, also, in his
book,§ brings forward very strong evidence in favour
of muscular spasm being an important factor in the
etiology of rectal stricture. That a permanent con-
dition of spastic contraction exists, he does not
consider to be possible; but that long continued
irritation, by exciting frequent intermittent spasm,
may terminate in shortening of the muscular fibres,
with increase of the connective tissue elements, he
considers highly probable, and analogy furnishes us
with numerous examples of similar changes in striped
muscle, the result of long continued irritation. Of
these, the most familiar is the condition of the knee
joint, to which Mr. Barwell has applied the term  con-
tracture,” where, as a result of pathological changes in
the articulation, spasm of the muscles is first pro-
duced. And, finally, such a continued shortening
of the hamstring muscles results, that the knee
is permanently flexed, and the head of the tibia

* Ziemssen's Cyclopadia, vol. vii. p. 484.
-I- American Journal of Med. Scwnce, October, 1879. v
“Obstructwn of the Bowels;” Reynolds’ ‘‘Syst. of
Medlcme vol. iii. p. 72. London, 1871
§ € Diseases of Rectum and Anus,” p. 205. London, 1884.
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subluxated backwards. Many other cxamples could
be quoted, if necessary. ~Quite recently I have seen
a case in which aggravated talipes equinus resulted
from a patch of lupus extending under the tendo
Achillis, causing atrophic shortening of the muscles of
the calf; and we have frequent opportunities of
witnessing the considerable contraction, with increase
of tissue in the external sphincter ani, which will result
from the long-continued irritation of a small painful
fissure. Tt may be argued that all these are examples
of contraction of voluntary muscular fibre, and that,
consequently, no deductions can be with safety drawn
from them, justifying the conclusion that like changes
can take place in unstriped muscular fibre; but we
know that cesophagismus may last for a very long
time from a small ulcer or excoriation of the cso-
phagus ; although it must be admitted that hitherto
it has not been demonstrated that spasmodic stricture
of this tube has occasioned permanent contraction,
recognised after death. In the bladder, however, the
presence of a calculus, or of ulceration without direct
obstruction, will produce such an amount of thickening
and contraction of the wall of that viscus, that after
death it may be found impossible to dilate it to its
normal proportions.  Cripps does mnot rely upon
analogy alone for supporting his argument, but brings
forward the following instance of rectal ulceration
with some tendency to stricture. He says: “ T was
puzzled about the case, for upon the first examination
[ found ulceration in the posterior part of the bowel,
with an annular stricture situated two inches from the
anus, which would barely admit the tip of the finger.
The examination was extremely painful.  Upon
examining the same patient a few days later under an
anzsthetic, the ulceration was present as before, but,
to my surprise, there was scarcely any stricture, for
the finger would pass readily into the bowel, with only
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a sense of being slightly gripped at the spot which
previously would not admit the finger-tip. I had this
patient under observation some time, and soon learnt
that by introducing the finger somewhat rou ghly into
the bowel, the sense of stricture was immediately
produced, but by keeping the finger gently in contact
with the strictured part, a feeling of gradual giving
way was experienced, so that the finger would lie
comparatively easy in the narrow part, where upon
any rough movement it could be felt to be palpably
and immediately grasped.” Two years afterwards Mr.
Cripps saw this patient again ; and on examination, in
the place of the yielding and comparatively soft
stricture encountered previously, there now existed a
firm, hard, totally unyielding fibrous contraction,
narrowing the bowel to the smallest circumference,
Since the publication of Mr. Cripps’s views on this
subject I have Lad an opportunity of seeing a case
which, to my mind, strongly supports his ingenious
theory of the causation of stricture. The case was
one of fistula complicated with stricture. Upon
making an examination it was found that the fistula
communicated with the bowel by a large ulcerated
opening on the coccygeal aspect of the gut, and
immediately above this ulcer, a tight annular stricture
was to be felt, which barely admitted the tip of the
finger ; it gave the idea of being quite above, and
unconnected with the ulcer. What the original cause
of the ulcer was in this case Iam not prepared to say,
as it possessed at the time it first came under my
observation no very distinctive features, but viewed
in the light of Mr. Cripps’s theory, I am of opinion
that the following sequence of events occurred :
the ulcer became established, and by the irritation
thus set up a frequent peristaltic action of the
muscular coat of the rectum was induced, tending to
expel the source of irritation, and in time atrophie
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shortening of the overtaxed circular fibres of the
muscular coat was produced : finally the ulcer by per-
forating the rectum gave origin to a suppurative peri-
proctitis, hence the fistula. In support of this view
of this interesting case, I may allude to the fact,
with which most surgeons are familiar, that a not
uncommon symptom complained of by patients suf-
fering from rectal ulceration, is a forcing down and
straining, as if there was something to be evacuated
immediately after the bowel has been completely
emptied, and at other times when it contains no
feeces. This is undoubtedly due to the contractions
of the tube above the source of irritation in their use-
less attempts to expel it.

In my opinion, the strongest support is lent to this
theory (although this is not alluded to by Mr. Cripps)
by the position of the internal opening of fistula
when found in connection with stricture. Where
a fistula forms in connection with a strictured urethra
or other mucous tract, it is in nearly all instances
found to open into the tube above the seat of
stenosis, but in the rectum this is not invariably the
case. In a large number of instances (probably the ma.-
jority) the internal openings of such fistulze are found
below the stricture. That ulceration should occur
leading to fistula in the dilated portion of gut above
the narrowed part can be readily understood as being
a direct result of the stricture; but how are we to
account for the occurrence of fistulee below? This
has been a puzzle to many surgeons ; and when read-
ing Mr. Cripps’s views on the pathology of stricture,
it at once occurred to me that in it we had the true
explanation of this fact, which may be thus briefly
formulated : Ulcer of the rectum, by perforating,
may produce a fistula, and at the same time may lead
to a permanent contraction of the gut immediately
above the seat of ulceration ; so that the only relation
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existing between the fistula and the stricture is the
fact that they have a common origin in the ulcer.

Granting, then, that some cases of stricture origi-
nate in long-continued spasm, the result of irritation,
there remains a large number in which cicatricial
contraction is the sole cause; and we may take as a
type of this class those which originate in direct
traumatism.

As will be seen in the chapter on syphilis, chan-
croids are of common occurrence at the anus, and
are occasionally found in the rectum ; and the
question, what share they take in the atiology of
stricture, has been warmly discussed. It is quite
impossible to come to any accurate conclusion from
published statistics as to the relative importance of
the various venereal diseases in the @tiology of
stricture. Some surgeons, as Gosselin* and Mason, T
would have us believe that it almost invariably
results from chancroids ; while, on the other hand,
we find other authorities, such as Allingham and
most English authors, discountenancing the views held
by Gosselin and Mason, and not recognising chan-
croids at all as a cause of stricture. Again, it would
appear that some surgeons, having it impressed upon
their minds that the most common cause of stricture
is syphilis, are too apt to accept a syphilitic history
on insufficient, or even no definite, evidence of this
disease. The published statements vary so much,
according to the views of the surgeon describing
them, that the only conclusion we can arrive at,
from a study of them, is that in many instances the
origin of the disease is rather a matter of conjec-
ture than a scientifically ascertained fact ; but suffi-
cient evidence is, I think, forthcoming to establish

* ¢ Des rétrécissements Syphilitiques du Rectum,” Arch. Gén.
de Méd., tome iv. p. 667.
+Am. Journ. of Med. Science, p. 22 ; 1873.
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the fact that primary soft chancre, phagedaenic ulcera-
tion, and the gummatous ulceration and cirrhotic
changes of advanced constitutional syphilis, all hav'e a
share in the wmtiology of stricture. It is quite im-
possible, in the great majority of cases, to determine
what the starting point was, or even whether it was of
a venereal nature at all, or due to some of the other
numerous causes of stricture.

Dysemntery has been credited with being the
cause of a considerable number of the examples of
stricture which come under our notice, but we must
remember that the symptoms of rectal ulcer, from what-
ever cause arising, are in many respects similar to
the milder cases of true dysentery. If every case in
which there is a muco-purulent and sanious discharge
is called dysentery, then, indeed, the stiological
influence of this disease must be considered great;
but if the term is restricted to true diphtheritic
dysentery, we must admit that the number of cases
which can be traced to this disease is small indeed.

In that exhaustive treatise, ‘“The Medical and
Surgical History of the War of the Rebellion,”*
Surgeon Woodward has entered very fully into this
subject, and sums up the experience of the American
army surgeons as follows: “No case of intestinal
stenosis, resulting from the contraction of dysenteric
ulcers, has been reported to the surgeon-general’s
office either during the war or since. The Army
Medical Museum does not possess a single specimen,
nor have I found in the American journals any case
substantiated by post-mortem examination in which
this condition is reported to have followed a flux con-
tracted during the civil war.” In view of the vast
numbers of cases of diarrheea and dysentery that oc-
curred during the war, these facts would seem to

* Part IL ; med. vol. p. 504.
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indicate that in America, at least, this comphcatlon is
extremely infrequent.

The observations of Rokitansky on stricture of the
colon have been frequently alluded to by authors on
this subject, but the only case of which he gives
details was one which terminated fatally thirty years
after the attack of dysentery ;* so we may reasonably
question whether the connection between the two is
put beyond doubt.

In Great Britain at the present time diphtheritic
dysentery is such a rare disease, and the cases which
are met with are of such a mild character, that but
little evidence can be brought forward upon the
subject.

In speaking of the stenoses of the intestine re-
sulting from dysentery, Leichtenstern.says: “The deep
lesions of the mucous membrane and submucosa in the
diphtheritic form of epidemic or sporadic diarrheea
lead during the often prolonged process of recovery
to marked stenoses not unfrequently at several points.
Unaffected islands of mucous membrane often persist
between the diphtheritic losses of substance which are
made to project into the lumen of the canal in the
form of knobs and folds by the contraction of the
adjoining cicatrices.

“ By the contraction of unilateral cicatrices the in-
testine becomes bent. When the cicatrix is extensive,
and on all sides, the intestine is drawn together in the
direction of its longitudinal axis, and thus stiff, callous
folds, bands, and sickle-shaped projections into the
canal, lying one above the other, are produced. Con-
strictions of this kind are often increased by tough
polypoid excrescences growing from the edges of the
mucous membrane into the canal, which sometimes
act like valves and increase the stenosis.”

# ¢ Teher Stricturen des Darmkanals, Oest. Jahrb.,” Bd. xviii.
p. 37; 1839.
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Tubercular ulceration is by some stated to be
an -occasional, though it must be admitted a rare,
cause of stricture. Allingham states that he has met
with cases of this kind, in which the diagnosis was
confirmed by Sir James Paget ; * and Cripps T gives
one case as occurring in seventy cases of stricture at
St. Bartholomew’s Hospital ; but until we have the
presence of tubercle bacillus demonstrated in case
of ulceration with stricture, it can scarcely be posi-
tively affirmed that stricture does actually result from
tubercular disease.

The fact that a considerable proportion of cases
of rectal stricture eventually die of pulmonary
phthisis would, however, tend to show that in all
probability a larger number of cases have really com-
menced in rectal tuberculosis than has hitherto been
recognised.

‘Where injuries have been inflicted on the rectum,
especially those which are attended with considerable
loss of substance, or where extensive sloughing or
long-continued suppuration has intervened, stricture is
liable to occur; this is peculiarly the case where the
entire thickness of the gut is destroyed throughout its
entire circumference; on the contrary, where the
mucous membrane alone is destroyed, or where the
whole thickness of the bowel is destroyed in part of
its circumference only, stricture will be a less pro-
bable result. But, on the other hand, in healthy
individuals extensive wounds heal frequently without
much contraction. This is notably the case in gun-
shot wounds. Curling gives a case of stricture follow-
ing a wound from an enema pipe ; and Van Burenf
records the case of a man who had lacerated the rectum
in his efforts to get rid of its contents: “He had been

* ¢ Diseases of the Rectum,” p. 250.
1 ¢ Diseases of the Rectum and Apus,” p. 209,
3 Loc. cit., p. 264.
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left in Texas in charge of cattle during the Civil War,
and, cut off from communicatioy, he was compelled to
subsist on milk without any vegetable food. As a
consequence of the unirritating qualities of this food,
and the absence of cathartic medicine, his lower bowel
became distended with fweces, to get rid of which
he was forced in his extremity to use sticks and
such rude means as he could command, and in this
manner he caused injuries which led to a bad stricture
at the usual seat.”

Many other examples of stricture following acci-
dental wounds could be adduced if necessary. As a
result of operations for fistula, prolapse, and hamorr-
hoids, occasional instances of stricture are observed.
Where the old operation of widely excising a
fistula was resorted to, this complication must have
frequently supervened ; but where the modern opera-
tion is adopted, there is but little risk of such an oceur-
rence, unless from a debilitated state of the system,
or from tuberculosis, extensive ulceration and sup-
puration complicate the case. Similarly in the re-
moval of piles, unless the submucous tissue is much
encroached upon, or too much of the skin at the anal
border removed, there need be little fear of stricture
supervening. Where the actual cautery has been very
freely used, or where nitric acid, or other powerful
escharotics, have been extensively applied in the treat-
ment of rectal disease, stricture has been known to
follow ; but where ordinary caution is used in these
useful plans of treatment, but little danger arises.

A considerable number of cases of stricture have
been met with after parturition, which are apparently
due to that process; in some, no doubt, the direct
pressure of the feetal head, by causing sloughing
or inflammatory changes in the rectal wall, is the
direct exciting cause ; but probably in the majority of
these cases the immediate cause is the contraction



158 THE RECTUM AND ANUS. [Chap. IX.

following a pelvic cellulitis, ensuing as a complica-
tion of child birth. In a case recorded by White-
head,* the long-continued wearing of a vaginal pessary
appeared to be the exciting cause ; and similar cases
have been noticed by other obstetric surgeons. It
will be seen from the foregoing that a very great
variety of injuries may eventuate in sten051s of the
lower bowel.

From an analysis of 367 cases of non-malignant
stricture which I have collected from various reliable
sources, it would appear that 276 were females and 91
males, as nearly as possible a proportion of 3 to 1 ;
whereas, it will be seen in the chapter on malignant
disease that the male sex in this case is more com-
monly attacked. To what can this greater frequency
of non-malignant stricture in the female be due?
Various explanations have been given ; but, to state
the case broadly, the true explanation lies in the ana-
tomical relationships of the lower bowel to the organs
of generation in the female ; in consequence of which
secondary inoculation of the rectum from venereal
disease of the genitals is more apt to take place than
in the other sex, and also in consequence of which
various displacements and diseases of the uterus are
possibly competent to produce injurious effects, which
of course are negatived in the male ; the traumatisms
common in child-birth, too, no doubt tend to swell the
number of cases.

In its pathological anmatomy, stricture of the
rectum must necessarily present numerous varieties of
character, especially when we take into consideration
the many diverse stiological sources to which I
have traced its possible occurrence. It may in the
first place present differences in situation, thus : Stric-
ture may be situated at the anus, when it owes its
origin to congenital narrowing ; to too free a removal

* Am. Journ. of Mcd. Science, July, 1872 ; p. 114.
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of external piles, or a liberal application of the cautery ;
and to the cicatricial contraction following the healing
of chancroids or other forms of ulceration. In by far
the majority of cases, however, the locality affected
is the rectal pouch, the lower orifice of the stricture
being within three inches of the anus. In rarer in-
stances the position is higher up at the junction of the
sigmoid flexure with the rectum, and a few cases have
been recorded where a double stricture has been pre-
sent, one at the upper portion of the rectum and the
other in the pouch. The cause of these multiple
stenoses is stated in most of the cases to have been
dysentery.

There is considerable variety to be found in the ez-
tent of stricture, the amount of intestine involved in
the stenosis varying greatly; in some the contraction is
distributed uniformly around the entire circumference
of the gut; but only a very small portion of the
length of the tube is implicated. This form constitutes
the.so-called annular stricture of the rectum, and pro-
bably those cases which have arisen from the perma-
nent contraction of the circular muscular fibres, as
before alluded to, are of this nature. In such cases
the intestine is sharply constricted, as if it had been
included in a ligature, all the coats of the tube being
contracted, and at the same time hypertrophied. In
other instances we find that the contraction is due to
puckering up, and protrusion into the lumen of the
bowel, of one side more particularly of the intestinal
tube : such cases are generally the result of cicatricial
changes during the healing of an ulcer, and may be so
sharply marked as to justify the term walvular stric-
tures. We may recognise a third variety where a
considerable length of the bowel is involved in the
contraction, or where, by the increase in thickness of
the rectal wall due to hypertrophic changes in the
connective tissue elements, the lumen of the gut
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becomes narrowed, sometimes for a distance of
several inches. These constitute the so-called tubular
strictures.

Besides the coats of the rectum proper, the fascial
structures of the pelvis may cause stenosis of the
bowel by their contraction.  Cripps * attributes to
the levatores ani and their sheaths a considerable
share in the wtiology of stricture. Speaking of the
anterior fibres of these muscles, he says, “These
fibres run from the inner surface of the pubis to the
sides of the coceyx, crossing the rectum at an obtuse
angle, about an inch and a half from the anus. Both
the origin and insertion of these fibres being close to
the middle line, when the muscles of opposite sides
contract they act as constrictors of the rectum as it
passes between them, and I believe that not a few
cases of rectal stricture at this point are caused by the
permanent atrophic shortening of the fibrous element
of this muscular tissue.”

That a permanent contraction of these fibres
should constrict the rectum laterally is obvious, but
could only do so at the sides, and the resulting
stricture would therefore be slit-like, with the long
axis in the antero-posterior direction. Mr. Cripps,
however, does not bring forward any cases of this
nature, and none such have ever come under my
observation. In the cases which T have seen where
the altered structure was confined to but a portion of
the circumference, the anterior aspect of the rectum
was that which was mostimplicated. This probably is
to be explained by the very much closer fibrous attach-
ments of this portion of the bowel to the vagina in
the female, and the prostate and base of the bladder
in the male, than are to be found in other parts of
the circumference.

It is but seldom that the surgeon has an

* “Diseases of the Rectum and Anus,” p. 201,
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opportunity of seeing the post-mortem appearances of

Fig. 2+.—Non-Malignant Stricture of the Rectum.*

A, Greatly thickened wall of the rectum; B, termination of mucous membrane ;
below this point the entire thickness of the mucous membrane has been
destroyed; o, bridles of cicatricial tissue ; D, complete rectal fistula.

fibrous stricture of the rectum in its early stages. In-
deed, the same may be said of the clinical phenomena,

* Museum of Richmond Hospital.
1—23
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as it is only when some obstructive symptoms become
developed that these patients usually seek medical aid.

Of the more extensive stenoses, however, the post-
mortem appearances have been noted frequently, as
this disease, although called non-malignant stricture,
is one which frequently terminates fatally. From
a review of the published reports of the morbid ana-
tomy in such cases, it would appear that there is
great thickening, as a rule, of all the coats of the
bowel, the new tissue formed being extremely dense
and hard (Fig. 24); hence the old term, ¢ scirrho-
contracted rectum,” which was applied very loosely
before the characters of fibrous, as contrasted with
malignant, stricture became clearly differentiated.

In microscopic section it will be seen that there is
great hypertrophy of the connective tissue elements
in all the coats ; more particularly is this to be noted
in the muscular coats, the fibres of which are sepa-
rated and compressed by new connective tissue for-
mations ; and a considerable amount of hard adipose
tissue is always also present. In a case recorded by
M. Malassez,* he found that the stricture, at its
narrowest part, consisted of a material in all respects
identical with granulation tissue, 7.e. embryonic con-
nective tissue; it was made up entirely of young
elements, and broke down readily. In the lower
portion of the stricture, where it was oldest, bundles
of newly-formed fibrous tissue were found, sur-
rounded by embryonic cells, as in cicatrices, and fasci-
culi of the muscular coat were isolated by these cells.
According to Cripps,f the muscle fibres undergo
marked atrophy, and in some instances disappear
altogether, their place being occupied by a hyper-
trophy of the fibrous trabeculz, normally present in
the muscular coats.

* Cornil : ““Lecons sur la Syphilis,” p. 412. Paris, 1879.
1 “Diseases of the Rectum and Anus,” p. 202.
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Both above and below the strictured point con-
siderable alterations are to be observed in the in-
testine. Below, we sometimes find polypoid excres-
cences, occasionally of a considerable degree of
density. The mucous membrane is, in the majority
of cases, ulcerated, or replaced by cicatricial tissue.
In other cases, however, the mucous membrane
remains unaltered, and, when this is the case, it
may be taken as evidence of the extrinsic origin of
the stricture. The glandular structure of the lining
membrane is atrophic, and the openings of fistule and
internal rectal sinuses are not unfrequently met with.
These gross pathological changes so frequently met
with, are, in my opinion, a very strong confirmation
of the opinion held by Mr. Cripps, as to the ztiology
of stricture from spasm, which has already been dis-
cussed. By any other theory they appear to be quite
inexplicable.

Of the changes which are to be observed in the
bowel above the stricture, generally the most obvious
is dilatation, and this may be present to a marked
degree. The mucous membrane will frequently be
found to have disappeared in patches, as a result of
ulceration, and at the seat of these ulcers the wall of
the rectum may be so thinned.that rupture has taken
place. If this should be above the peritonzeal re-
flexion, extravasation of fmces and acute peritonitis
will be the result ; but if the perforation takes place
into the areolar tissue of the pelvis, then stercoral
abscess is the result. This abscess may open in various
places, resulting either in a complete muco-cutaneous
fistula, which will then present the characters de-
scribed under the head of fistula of the superior pelvi-
rectal space ; while at other times a fistula bimucosa
will result, and of these the most common, in the
female, is a communication between the rectum and
vagina, the vaginal orifice being situated generally
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high up, close to the attachment of the vagina to the
cervix uteri. In the male the fistulous tract most
frequently communicates with the bladder, causing
then, in the majority of cases, extreme suffering,
owing to the escape of feces into the cavity of the
bladder, a condition which is one of those most
urgently demanding the performance of colotomy.
In some rare cases, however, the bladder appears to
be tolerant of its abnormal contents; and in one
case which came under my notice, and to which T
have already made allusion in another connection,
the first condition which attracted attention was a
peculiar deposit in the urine, the patient making no
complaint of pain about the bladder or rectum. Upon
microscopical examination, however, of the deposit,
some particles of striped muscular fibre were to be
seen, which were evidently portions of undigested food
which had escaped from the bowel, and a rectal
examination revealed the presence of a strictured
rectum.

Although the greater number of cases of recto-
vesical fistula are to be found in the male subject, the
female is not exempt, as will be seen by a reference
to page 104.

One of the most remarkable instances of fistula bi-
mucosa is that recorded by Quain* as having been
found at the post-mortem examination of Talma, the
eminent tragedian. The pelvis was filled with an
enormous sac, formed by the upper part of the rectum
largely dilated. When the sac was raised a circular
narrowing of the gut was discovered, situated at a
distance of six inches from the anus; this was
proved upon closer examination to be wholly imper-
vious. It was, in fact, a solid cord, but on the surface
irregular, and having the appearance of a purse drawn
tightly, and puckered with the strings tied around it.

* ¢ Diseases of Rectum,” p. 190. London, 1854.
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The great dilatation of the bowel at its lower end
dipped down below the level of the stricture in the
form of a dependent sac, in which was an opening
about an inch in diameter, from which fluid had been
diffused into the abdominal cavity. The rectum below
the stricture was no more than the size of a child’s
intestine, and upon it, close to the stricture, was an
ulcerated surface, with a narrow opening, to which the
edges of the aperture above the stricture had been
adherent. A new communication, but an imperfect
one, had thus been established between the two parts
of the gut, severed one from the other by the stricture.
But the connection had given way, doubtless in conse-
quence of the violence of the expulsive efforts, and
thus the contents of the bowel had escaped a short
time before death. In this interesting case an effort
had evidently been made by nature to overcome the
obstruction. In a case recorded by Wagstaffe,* a
somewhat similar condition was observed.

CHAPTER X.

SYMPTOMS OF NON-MALIGNANT STRICTURE OF THE
RECTUM.

Symptoms of non-malignant stricture are generally
in the earlier stages extremely vague. The most fre-
quent are attacks of diarrhcea, alternating with con-
stipation, and where these have persisted for some
time the suspicions of the surgeon should be aroused,
and a rectal examination instituted. The diarrheea is
generally slight, and is more noticeable in the morn-
ing: it is frequently associated with the discharge of

* Trans. Path. Soc. London, vol. xx. p. 176.
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small quantities of bloody mucus, and brown matter
resembling coffee-grounds. This diarrheea is due to
catarrhal inflammation, caused by the irritation of
retained frces above the strictured point, the mucous
discharge softening down the faecal accumulation, and
so allowing it to pass the stricture. 'When the bowel
has been evacuated, a period of constipation ensues, to
be again followed by the facal accumulation and
catarrhal discharge. ~As the case progresses the
intervals of constipation become fewer, and the local
irritation and discharge increase, unless, indeed, the
case goes on to complete obstruction, which is not a
very frequent occurrence, the patient generally be-
coming exhausted before this takes place. Associated
with the diarrhea there is a good deal of tenesmus in
most instances ; and pain, which is generally referred
to a point above the symphysis pubis, or the middle of
the sacrum, is common. Pain after food, and flatulence,
are not so frequently complained of as when the con-
striction is situated higher up in the intestinal tube ;
and the same may be said of vomiting. This last is
only to be observed as a very late symptoi, and after
long-continued obstruction, when it may occasionally
become stercoraceous.

The symptoms, although at first mainly local,
after a variable time produce a general impression
on the system. The exhausting muco-purulent dis-
charge, which is commonly derived from the altered
surface of the dilated bowel above the stricture,
more particularly when there is a large amount of
ulceration, may produce hectic fever, or amyloid
degeneration of internal organs, with which we are
famiiiar as a result of protracted suppuration in other
parts of the body ; moreover, the possible occurrence of
septic poisoning is always to be remembered. On the
whole, the disease is of an essentially chronic character,
and it may take many years to run its course. The
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most distressing symptom which a patient with well-
developed stricture suffers from, is the constant desire
to go to stool, attended with colicky pains, but the
attempt to defecate is frequently without result.
This is caused by the accumulation of fzeces above the
strictured part, and is only temporarily relieved by
the spontaneous diarrheea referred to, or by the action
of purgatives. As the constriction becomes narrower
meteorism becomes developed ; the greatly dilated and
full colon may be felt through the abdominal wall ;
the feeling of doughy softness conveyed by fwxcal ac-
cumulations on palpation of the abdomen may be
made out ; or the outline of the large intestine may
be indicated by dulness on percussion. Owing to the
increased efforts to obtain an evacuation the suffering
becomes intensified, till finally death results from
exhaustion, unless it is hastened by some of the com-
plications, such as peritonitis from perforation, or the
supervention of sudden and complete obstruction.
Much has been written on the shape of the stools
as indicating stricture, but the idea taught in most
text-books, that narrow, or tape-like feeces, are indica-
tions of the presence of a stricture, requires qualifica-
tion. Such an appearance is often produced where
no stricture is present, and, on the other hand, a well-
formed motion may be passed by a person suffering
from marked stenosis. In the case of stricture of
thé urethra, the twisted or forked stream of urine is
not formed by the shape of the stricture, but by the
collapsed meatus urinarius ; the flow of urine not being
sufficient to dilate fully this orifice. So also in the
rectum, the margin of the anus gives the final form to
the voided faeces. Where there is a contracted state
of the anus, due to fissure or other cause, the feeces are
passed in the form of narrow cylinders, or they may
be flattened laterally. Where a stricture is situated
at some distance from the anus, it is quite possible
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that the mass may be re-formed in that portion of
the rectum below the stricture, and so be passed of
normal calibre. More frequently, however, the feces
are found in little masses of a spherical or ovoid
shape, reminding one of the appearance of sheep
or rabbit droppings, and this is to be explained by
the relaxed condition of the termination of the
bowel and sphincters being unable to compress the
mass sufficiently to render it again of uniform con-
sistence.

There can be no doubt, however, that in some
cases the fmcal mass is passed in narrow cylinders
as a result of stricture, and Van Buren has given the
true explanation of this condition.* When a stric-
ture is situated low down in the rectum, it is, during
the violent efforts accompanying defaecation, extruded
through the anus far enough to give its final impress
to solid matter passed under this extreme pressure;
and Kelsey { records an interesting case in which he
was able to observe the mechanism of an occurrence
of this kind, which I give in his own words: “ The
woman suffered from a stricture one inch above the
anus, which was of sufficient calibre to admit the ends
of two fingers easily. She had never noticed any defor-
mity of the freces. While under the influence of ether,
and after the sphincter had been very thoroughly di-
lated, an O’Beirne’s tube was passed through the
rectum, which was empty, into the sigmoid flexure,
which was full. After resting there a few moments it
provoked a movement of the bowels. The stricture
was instantly crowded down into view, appearing at the
anus, and taking the place of the anus, which, owing
to the complete dilatation, ceased to have any action,
and was merely a patulous ring. Through the stricture
there came a long tape-like evacuation, the mould
which gave it its peculiar form being the stricture

* “Diseases of the Rectum and Anus,” p. 279.  + Ibid., p. 189.
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pressed to the surface of the perineum, and greatly
lessened in calibre by folds of mucous membrane,
which were crowded into it from above. While
remarking to those present on the peculiar mechanism
of its production, the straining ceased, the stricture
rose, the mucous membrane was relaxed, and a
passage of natural formation was the result. This
alternation was repeated several times. At each
effort the stricture was forced down to the anus, the
membrane above it was crowded into it, so as greatly
to lessen its calibre, and a flat passage was the result.
When the effort was less violent there was still a
passage, but the stricture having risen to its place,
and not being so tightly filled with the mucous
membrane, the passage was natural. The lesson to
my own mind was this: that a stricture of large
calibre might, as a result of straining, cause a passage
of small size, and that, to get this peculiar shape, the
stricture must be crowded down so as actually to take
the place of the external sphincter, and be the last
contracted orifice through which the soft substance is
expressed.”

A very grave, but rather infrequent termina-
tion to stricture is complete obstruction. After
a stricture has continued for a long time, possibly
many years, without affecting the gemeral health to
any great extent, the bowels being relieved sufficiently
by the process Defore alluded to, the symptoms of
complete obstruction may supervene, and it is a re-
markable fact that the onset of this condition is not
uncommonly somewhat sudden: this abrupt compli-
cation may be due to one of two causes, either the
impaction of a foreign body, or even an unusually
hard mass of feces in the narrowed gut; or, as a
result of an inflammatory cedema of the mucosa and
submucosa due to the chemical irritation of retained
and decomposing fwces.
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Of the former variety the following is a well-
marked instance: I was called, in the year 1876, to
see a man, aged thirty years, whom I found suffering
from well-marked symptoms of obstruction of the
rectum ; the belly was tumid and tender, and he had
vomiting, not, however, stercoraceous. There were
frequent abortive attempts to defecate, and I was
informed that he had obtained no relief from the
bowels for the past ten days. He stated that he had
small-pox four years previously, which was followed
by a discharge of matter from the rectum, and that
since then he had suffered from alternating attacks
of diarrheea and constipation. Upon making a rectal
examination, a stricture was at once detected within
one and a half inches from the margin of the anus;
projecting through the orifice of the stricture, which
was very narrow, a hard substance could be felt,
and with considerable difficulty I removed it with a
forceps. It proved to be a plum stone. He assured
me that it was over a year since he had swallowed
it, as he had a distinct recollection of the fact of
having done so. I treated the case with a limited
incision and dilatation with bougies, and I afterwards
heard that the patient remained in tolerably good
health, although he still required the occasional intro-
duction of a bougie.

It is a very remarkable fact, how frequently
fruit stones have been found impacted in intestinal
strictures, or collected in numbers in the pouch above
them. A very interesting case of this kind is re-
ported by Dr. Wickham Legg :¥ A woman, aged 28,
had frequently before death vomited and voided by
the rectum cherry stones, and during life a tumour
composed of them could be felt through the parietes,
giving to the hand a very peculiar sensation as
they were rubbed together. At the post-mortem

* Path. Soc. Trans., vol. xxi. p. 171.
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examination the ileo-ceecal valve was found stric-
tured, and in the intestine above there was nearly
an imperial pint of fruit stones. A number of
similar instances are to be found recorded. In some
cases, possibly, the mechanical irritation set up by the
accumulation of stones may be looked upon as the
cause not the effect of the stricture. Such, however,
was evidently not the case in the instance I have
brought forward. Besides cherry stones, many other
hard and insoluble substances, as pieces of bone,
apple core, etc., have been found lodged in a stricture,
and so constituting the determining cause of complete
obstruction.

Inflammatory swelling, as a cause of complete
obstruction, is more often met with in cases of malig-
nant disease of the rectum than in cases of the ordinary
stricture ; but even in the latter it is sometimes ob-
servable, more particularly after the injudicious use
of bougies.

One of the most serious complications that may
arise during the course of stricture of the rectum is
peritonitis. In this case we find inflammation of the
peritonzum occurring either as an acute and general
manifestation, the result of rupture of the intestine
and extravasation of faces, or as a more chronic and
limited disease ; the former not being an infrequent
termination to years of suffering from rectal stricture.
It may be due to spontaneous rupture, during a
violent effort at defecation, of the attenuated and
wleerated wall of the bowel in the neighbourhood of
the stricture; or, at other times, we have to admit
that the treatment adopted by the surgeon' must be
held to be directly responsible for the fatal per-
foration. There is, unfortunately, no lack of cases
in which the point of a bougie, an enema pipe, or even
the index finger of the surgeon, has penetrated
through a diseased intestinal wall, and permitted
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the extravasation of faeces to take place : this accident
has occurred to the most accomplished surgeons,
who, with a candour highly to be commended, have
recorded their misfortunes, and so enabled us to learn
a lesson that should ever be present with us when
dealing with cases of this kind, to employ the utmost
gentleness when examining or conducting the treat-
ment of constriction of the rectum. When only the tip
of the index finger can be insinuated into the aperture
of a stricture, the temptation to force it through, so
as to determince the length of the stricture, or to
effect dilatation of it, is indeed strong, but it must be
absolutely resisted, unless we wish to swell the already
too long list of mishaps which have occurred. The
old saying, “meddlesome surgery is bad,” applies
with more force to the disease under consideration,
probably, than to any other surgical affection.
Chronic and limited peritonitis.——AS a
result of the inflammation and ulceration of the rectum
associated with stricture, the pelvic peritonzeum may
become involved, and bands of adhesion be found in
consequence, without any perforation having taken
place. It is not at all infrequent to find this con-
dition on post-mortem examination of old-standing
cases of rectal stenosis, thickening of the peritonseum,
limited effusion, and bands of lymph being the most
common appearances met with. In some cases the
adhesions produce by their contraction an increased
narrowing of the lumen of the bowel, the most common
seat of which is at the junction of the sigmoid flexure
and the rectum, so that the obstruction thus formed
may be considerable. The symptoms of this complica-
tion are, however, scarcely recognisable during the
life of the patient, so that the treatment of it comes
scarcely within the range of practical surgery. Where,
however, it is suspected, it furnishes a strong additional
argument for the relief of the irritation by colotomy.
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Abscess and fistula complicate the case in a
very large proportion of cases of rectal stricture, and
they may be found in various situations. When oc-
curring in the ischio-rectal fossa, the communication
between the bowel and the suppurating cavity is
generally to be found below the seat of stricture, and
when so placed it is, as I have before endeavoured
to show, a strong evidence that it has originated in
an ulcer, which was also the exciting cause of the
stricture ; although it is quite possible that these
ischio-rectal abscesses may occasionally form as the
result of irritation, without any direct communication
being established with the gut, in the same way that
we find extra-articular abscesses occarring in the
neighbourhood of a diseased joint. Where, however,
they form as the result of perforation of the
pouch above the stricture, they are then usually
situated above the levator ani and recto-vesical fascia,
in the superior pelvi-rectal space. From this position
they may penetrate in various directions, as into the
vagina or bladder, or into the peritonzeum ; or the first
place at which they become superficial may be in the
iliac region, as happened in one case under my care.
If they come down to the perineeum, their most usual
position is posterior to the anus, as the pelvic septum
more readily allows the passage of matter there than
at any other part of the circumference. These fistule
have, however, been already considered in connection
with the pathological anatomy of this disease, and
their symptoms, when fully formed, are sufficiently
obvious, so that the subject need not be further
discussed.

Upon making an examination of a person affected
with rectal stricture, it will generally be found that the
anus is surrounded by hypertrophied flaps of skin,
which no doubt owe their origin to the continued macer-
ation and irritation of the parts by the acrid discharge.
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Mr. Colles* considered these appearances as almost
pathognomonic of stricture. He says: “ We often
observe at the orifice of the anus the following ap-
pearance, which is indeed almost always present when
the disease is situated near to the external sphincter ;
namely, at each side of the anus, a small projec-
tion, which, on its external surface, appears as a mere
elongation and thickening of the skin, but internally
presents a moist surface not exactly like the lining
membrane of the gut; nor yet can we say that it is
ulcerated. These two projections lie close together
below and divaricate above, presenting a resemblance
to the mouth of an ewer. Whenever this external
appearance exists, I feel almost certain of findinga
stricture of the rectum before the finger is pushed as
far as the second joint into the gut. In some cases,
however, this external mark has not been present.”
In my experience, however, this condition has not
been often present, and I have seen a similar appear-
ance when no stricture could be detected.

Haemorrhoids are of common occurrence as a
complication, and this is not to be wondered at when
we consider the pressure that must be exercised on the
branches of the hzmorrhoidal veins in passing through
a dense stricture.

It is also common to observe the openings of fistulze,
and these are frequently multiple ; but of all conditions
of the anus great relaxation is the most noticeable, the
finger readily passing through without any difficulty.

This relaxed condition of the anus permits the
involuntary escape of sanious muco-pus, which con-
stitutes one of the most wunpleasant subjective
phenomena of stricture ; and it also sometimes permits
the extrusion of the stenosed portion of the bowel
which has been already alluded to. True prolapse

* Colles’ Works, by McDonnell, p. 370. New Sydenham
Society, 1881.
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of the rectum is, however, an extremely rare
complication of rectal stricture. Upon introducing
the finger into the rectum the stricture, if situated in
its usual position in the rectal pouch, will be at once
felt, if it has encroached much upon the lumen of the
bowel ; but if the amount of contraction is slight, so
that two or more fingers can be passed readily into
it, it may be more difficult of detection : in these cases a
thickening and hardness, or ulceration of, or outgrowths
from, the mucous membrane will excite the suspicions
of the surgeon. In this preliminary examination the
whole under surface of the stricture should be carefully
felt, relative involvement of the various portions
of the circumference of the gut made out, and the
existence and extent of ulceration or outgrowths
determined. Where the entire circumference of the
gut is tolerably uniformly contracted, and where the
amount of induration of the tissues is considerable,
the sensation conveyed to the finger resembles closely
the feel of the os uteri when the finger is in the
vagina : this likeness is occasionally further increased
by the fact that the finger can be passed round the
stricture, which appears to project down into the bowel,
and is due to a very limited intussusception following
the violent expulsive efforts.

With the finger the lower aspect of the stricture
can be completely examined ; but, unless the opening
is sufficiently large to admit the passage of the finger
through the stricture easily, the surgeon is unable to
form an opinion of the length of bowel involved. For
this purpose bulb-ended bougies, as recommended by
Bushe, are necessary. They are best made of ivory
or ebonite bulbs fastened on to a whalebone or readily
flexible metal rods; they should be of various sizes (Fig.
4, page 15). Having selected the largest that will easily
pass through the stricture, the instrument should be
introduced through the contraction until the end is felt
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to be free in the bowel above. By gradually withdraw-
ing it now the surgeon will be able to recognise the
moment it enters the superior opening of the stricture,
and thus an estimate of the length of the stenosis can
be arrived at. Where the stricture is situated beyond
the reach of the finger great difficulties will be ex-
perienced in the diagnosis; indeed, it may be safely
asserted that stricture of the upper portion of the
rectum has been supposed to exist much more fre-
quently than its existence has been demonstrated, even
when the greatest care has been taken in the exami-
nation by accomplished surgeons. The diagnosis
and treatment of non-existing strictures has been a
favourite field of practice for charlatans ; persons suffer-
ing from ordinary constipation being easily led to believe
that their symptoms are due to mechanical obstruction.
Kelsey* gives an amusing case of this kind. “A
lady went to consult a rectologist, for some reason or
other which is not sta.ted,?n'd—a?-s‘ound was introduced
into her anus. . Her husband, learning this, rushed to
the house of the scoundrel in a violent rage, and armed
with a whip. Half an hour later he returned, disconso-
late. He had found out that, like his wife, he had a
stricture of the rectum, and, like her, he had submitted
to catheterisation !”

If the patient has symptoms which would lead us
to suspect the presence of a stricture high up, such as
diarrheea alternating with constipation and paroxysmal
colicky pain, great straining and pain while at stool,
and the discharge of muco-pus or altered blood from the
anus, and yet if under such circumstances no indication
can be obtained by ordinary digital examination, the
patient should be placed under ether, and an examina-
tion conducted in the lithotomy position. First of all
the anus should be well stretched, and the bi-manual
method adopted, with one hand pressing deeply down

* Loc. cit., p. 182.
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iuto the pelvis through the abdominal parietes, and the
index finger of the other hand passed as high as possible
up the rectum. By this means we may be enabled to
make the diagnosis ; failing this, an enema should be
administered, and if this is at once returned without our
being able to distend the colon, it is strong evidence
of obstruction. A careful examination Wlth a bougie
should now be instituted, but the information obtained
by its use is open to several fallacies. In the first
place, the point may impinge against the promontory
of the sacrum, and so its further progress—may be
arrested ; or, it may be caught in some of the folds of
mucous memblane This may generally be obviated
by having the bougie hollow and perforated at the
point like an O’Beirne’s long tube, and made so that
an enema apparatus can be attached. When, now,
the point becomes arrested, some warm water can be
thrown up, and so the loose folds of mucous membrane
lifted oft the end of the instrument. Another source
of error is the bending of the bougie upon itself, so
that a considerable length may be passed although a
mechanical obstruction exists. Whenever the progress
of the instrument becomes arrested, the direction of the
end of the bougie should be altered and a fresh attempt
made. The utmost gentleness should be observed, the
surgeon always bearing in mind that the coats of the
bowel may easily be perforated. The only un-
equivocal indication that the instrument is really in a
stricture is the feeling that it is grasped, a sensation
with which we are quite familiar in the catheterisa-
tion of urethral stricture. Of course itis obvious, how-
ever, that before we can attach any importance to this
symptom in rectal stricture, the sphincter ani must
have been temporarily rendered paralytic by hyper-
distension, unless indeed it is so relaxed as a result of
the disease as to render this preliminary step un-
necessary. The only means left at our disposal for the
M—23
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further examination of the upper portions of the rectum
is by introduction of the whole hand into the rectal
pouch, and passing one finger up into the sigmoid
flexure, a procedure the details and dangers of which
have been elsewhere (page 16) fully entered into ;
but it can be but seldom that the requirements for
diagnosis necessitate the undertaking of this opera-
tion, which has been shown to be attended with a
considerable amount of risk. The importance of
determining the position of a stricture, situated high
up, when the symptoms of obstruction are urgent, is
manifestly of the first importance, as the treatment
to be adopted will in a great measure depend upon
exact diagnosis; lumbar colotomy is only suitable to
those cases which are situated so low down that they
can be easily explored with the finger, and in which
linear proctotomy is inadvisable ; or to those cases of
stricture higher up in which the position has been
accurately localised. Where doubt exists, abdominal
section is probably to be preferred, as will be shown
in another place.

The only “points of diagnosis which remain for
our consideration are the differentiation of benign
stricture from malignant neoplasms on the one hand,
and extra-rectal disease producing pressure upon the
other. Tt is generally easy to distinguish the ob-
struction due to the pressure of tumours, or by bands of
adhesion from non-malignant stricture, the sensation
conveyed by the finger readily estimating whether
the obstruction is situated in the rectal wall or
not ; but the diagnosis between malignant and non-
malignant disease, although in typical instances easy,
is sometimes attended with very considerable diffi-
culty, so that it may be impossible to arrive at a
definite conclusion until the case has been kept under
observation for some time, and its rate of progress
carefully noted.
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The following table illustrates the more im-
portant points of difference :

NON-MALIGNANT STRICTURE.

Generally a disease of adult
life.

Essentially chronie, and not
implicating the system for
a long time.

The orifice of the stricture
feels as a hard ridge in the
tissues of the bowel. Poly-
poid growths, if present,
are felt to be attached to
the mucous membrane.

Ulceration of mucous mem-
brane may be present, but
without any great indura-
tion of the edges.

The entire circumference of
the bowel constricted unless
the stricture is valvular.

Pain throughout the whole
course, in direct proportion
to the fwmcal obstruction,
and only complained of dur-
ing the efforts at defweca-
tion.

Glands not involved.

There is usually evidence that
ulceration has commenced
at the anus and travelled
upwards.

MALIGNANT OBSTRUCTION.
Generally a disease of old age.

Progress comparatively
rapid and general cachexia
soon produced.

Masses of new growth are to
bo felt either as flat plates
between the mucous mem-
brane and muscular tunie,
or as distinct tumours en-
croaching on the lumen of
the bowel.

Ulceration, when present, is
evidently the result of the
breaking down of the neo-
plasm, and the edges are
much thickened and infil-
trated.

One portion of the circumfer-
ence generally more ob-
viously involved.

In the advanced stages pain is
frequently referred to the
sensory distribution of some
of the branches of the sacral
plexus, due to direct impli-
cation of their trunks.

The sacral lymphatic glands
can sometimes be felt
through the rectum to be
enlarged and hard.

Usually commences well above
the anus.



CHAPTER XI.

TREATMENT OF NON-MALIGNANT STRICTURE OF
RECTUM.

Tur various plans of treatment which have from
time to time been advocated for rectal stenosis may be
conveniently classed under the following heads: (1)
Dietetic and medicinal; (2) dilatation, (a) gradual,
(b) sudden; (3) incision, (@) internal, (b) external ;
(4) excision ; (D) colotomy ; (6) electrolysis,

By attention to the diet a considerable amount
may be done in the way of making life more endurable,
and it is obvious, only such food should be allowed as
will leave a small fecal residue. First in importance
stands milk, which should form a large portion of the
patient’s food ; and strong soup, eggs, and meat, in
moderation, also may be allowed. As most vegetables
leave a considerable residue, they should be but spar-
ingly used, and such articles of food as oatmeal, brown
bread, etc., should not be permitted. Ome objection
to giving too unstimulating a dietary is that the faeces
which are formed produce such little excitation of
peristalsis, that purgative medicines will, at the same
time, be required in considerable quantity.

As to the medicinal treatment of stricture, it
is obvious from the very nature of the case, that the
use of purgative medicines must constitute an important
element of our practice ; and that some discrimination
must be experienced in our employment of such agents.

Of all aperients, the sulphates of soda and magnesia,
as combined in some of the many mineral waters in the
market, will be found to answer best. A sufficient
dose should be taken early in the morning to ensure a
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free evacuation. 'Where the calls to stool are frequent,
and where considerable straining exists, it is generally
an indication of retention of feces above the stricture,
which are best dislodged by a copious enema of soap
and water. The compound liquorice powder will often
prove an efficient aperient ; or, where patients can take
it without nausea, castor oil. ~Frequently, however, it
will be found well to change the medicine employed,
care being taken not to use any of the more irritating
drugs, such as aloes, colocynth, etc., as they only tend
to increase the tenesmus, Belladonna is highly spoken
of by many authorities, and in some cases certainly
tends to relieve spasm ; it is best given in the form
of a suppository containing a grain of the extract.
This may be with advantage combined with five
grains of iodoform, especially if there is an open ulcer
present.  Where the bowel is very irritable, marked
benefit will result from the use of small starch and
opium enemas, and where the catarrhal discharge is
considerable, injections containing liquor of bismuth,
or tincture of rhatany, will probably diminish the
secretion. Where the disease is of unquestionable
syphilitic origin, mercury or iodide of potassium may
be tried, but these remedies can only prove useful in
those cases of recent origin where syphilitic deposit
or ulceration is progressing. It is manifestly useless
to expect that where atrophic shortening of the mus-
cular fibres, with cicatricial or cirrhotic contractions,
has taken place, that any good can possibly result.
Indecd, it is probable that under these circumstances
a positive injury will be inflicted by so-called specific
treatment further lowering the already debilitated
constitution.

Medicinal treatment, however, can only at best
do little more than relieve symptoms; and for any
permanent benefit we must look to some of the
mechanical or surgical operative methods indicated
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in the above enumeration. Of these the first is dila=
tation. Where the obstruction is considerable, as
is almost always the case when the patient comes
under observation, an attempt may be made to dilate
by means of the bougie ; but I would have it to be
borne in mind that this treatment is only suitable to
those cases which are unattended with open ulcera-
tion, as where an ulcer exists, rupture through its
floor is very likely to follow, so that in this case we
should try and heal the ulcer by dietetic and local
measures, failing which, T believe the treatment by
incision to be decidedly preferable to any attempt at
dilatation. In those cases, however, in which there is
no open sore, the careful use of bougies is of the
greatest service, and although it cannot be said with
certainty that a permanent cure can be effected (by
which is understood that no further treatment will be
rendered necessary) still a considerable amount of
good can be done, and the space necessary for a free
motion can be maintained by the occasional passage
of a bougie. When a stricture of the urethra has
been relieved by gradual dilatation, no surgeon will
admit that the case has been completely cured, but by
subsequent occasional catheterisation the stricture
can be prevented from contracting again to such a
degree as to occasion serious symptoms. The same is
true of a stricture of the rectum.

Much will depend on the form of bougie used.
The so-called gum elastic instruments, which are made
of platted cord covered with varnish, and which have
been in general use for many years, are unsuitable, as
they are too rigid, and they are made unnecessarily
long. Kelsey recommends the use of soft rubber
bougies similar to those occasionally used for the
urethra, and these answer the purpose admirably, as
it is almost impossible that any injury could be
inflicted by their use : the only drawback to them is,
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that they are so soft that it may be found difficult to
pass them into the orifice of the stricture. For general
purposes those bougies made with an olive-shaped
bulb, mounted on a flexible whalebone stem, answer
all purposes admirably. In some cases it may be
found advisable to leave a bougie in the stricture for
some hours, thus adopting the principle of wital dilata-
tion so authoritatively recommended in the treatment
of urethral stricture. For this purpose the instru-
ment should be short, about four or five inches
only in length, and with a string attached, so that
it can be passed entirely into the rectum, the
string hanging out at the anus, and serving to with-
draw the bougie when required ; as where the anus is
kept dilated for any considerable time great annoyance
is given to the patient, and violent expulsive efforts
induced. Cripps speaks favourably of conical bougies,
by means of which, if gentle pressure is kept up, a
gradual and continuous dilating effect is maintained.

A considerable amount of ingenuity has been ex-
pended in the construction of elastic hollow bougies,
which can be inflated with air, or distended with water
after they have been introduced into the stricture.
This is a plan of treatment, however, which
requires extreme caution, as the surgeon is unable
to satisfactorily estimate the amount of force which
he is using, especially if water is injected instead
of air. In some cases, where there is a great deal
of induration and perirectal thickening, this method
may answer tolerably well. None of the special instru-
ments which have been invented answer the purpose
better than the ¢ Barnes’ bags” used by obstetricians
for the purpose of dilating the os uteri, the fiddle-
shape rendering them less likely to slip out of the
stricture when once they have been introduced, and
they can be introduced with the greatest facility
while empty. I have treated some cases in this way
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with decidedly good results. Sudden dilatation by
means of Todd’s dilator, or other similar instru-
ments, must be looked upon as a very hazardous pro-
ceeding, which cannot be recommended for any form
of stricture.

If it be found that dilatation is impossible to
any useful extent, or if, as before mentioned, the
presence of ulceration render the attempt at dilata-
tion inadvisable, recourse may be had to division of
the contracted tissue, by either internal or external
incision, by which is understood the simple superficial
incision of the stricture alone; or the complete
division of the rectal wall from a point above the
stenosis through the contracted tissues, and also
through the anus, external sphincter, and skin.

Internal incision is of but limited utility, and is
not by any means devoid of danger. It is only applic-
able to those cases of very rigid stenosis in which there
is a great deposit of indurated tissue, and then only as
an aid to gradual dilatation by bougies. For this pur-
pose a Cooper’s hernia knife, or blunt-pointed bistoury,
should be used, and several superficial incisions made
round the circumference of the stricture. Great care
should be taken that the division is not carried
through the wall of the gut, else fiecal extravasation
and stercoral abscess will be the inevitable result.

External incision,or linear proctotomy, may be
adopted for those cases attended with ulceration of the
mucous membrane below the stricture; and, indeed,
in all those cases where gradual dilatation is ineffectual,
or where the continued use of the bougie sets up such
an amount of constitutional and local irritation that it
is inexpedient to continue the treatment.

As it has frequently happened that fistulae in
connection with stricture have been operated upon
without the stricture being diagnosed, and as the in-
ternal openings of these fistulze are occasionally situated
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above the stricture, it is evident that complete
division of the contraction has been thus sometimes
unintentionally performed ; but the first deliberate
attempt to cure stricture in this way appears to
have been made by Sir G. Humphry, of Cambridge,*
who proposed this method in consequence of the
“good results following longitudinal incisions in
urethral stricture.” And although he performed the
operation on two occasions with excellent results,
this method of treatment appears to have fallen into
disuse until comparatively receutly; and even still,
especially in England, many surgeons prefer colotomy
in those cases where gradual dilatation is either in-
efficient or inadvisable. To M. Verneuil is un-
doubtedly due the credit of having revived this
operation, and of having brought it prominently
before the profession. In a paper read at the
Surgical Society of Paris,f he enters very fully
into the subject, and enumerates ten cases of the
operation. He has moreover extended the applica-
tion of linear proctotomy to malignant disease, as
a substitute for colotomy in the treatment of obstruc-
tion. Can we anticipate a complete and absolute
cure by this treatment in cases of non-malignant
stenosis? A more mature experience of this opera-
tion compels me to give a less favourable opinion as
to ultimate results than was expressed in the former
edition of this work. If the operation has been com-
pletely performed, that is, if the entire thickness of
indurated structures has been divided, a cure will
result in the majority of instances, and, as cOmpared
with colotomy, the advantages are obvious. After
the recovery of the patient the power of controlling
the evacuations is only partially recovered, so that the
occurrence of a certain amount of incontinence must be

* Association Medical Journal, p. 21 ; 1856.
+ Bull. de la Soc. Chirurg., October, 1872,
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expected in the majority of cases, while the occasional
passage of a bougie is afterwards necessary in order
to avoid stenosis. The operation may be performed by
different methods. Verneuil recommends the following
plan :—The bowel having been well cleared out, and
the patient placed in the lithotomy position, the finger
is introduced through the stricture. If difficulty is
experienced in doing this, a probe-pointed bistoury is.
first passed, and an incision sufficient to allow of the
easy introduction of the finger is made in a direction
directly backwards. A trocar and cannula is now
entered at the tip of the coccyx, and pushed on till it
enters the rectum well above the seat of stricture. A
flexible bougie, or a piece of string, is by means of the
cannula passed into the rectum, the end being hooked
out at the anus with the finger. By means of this the
chain of an écraseur is now passed, and the tissues thus
surrounded are gradually divided. More recently Ver-
neuil * has recommended the opening into the rectum
to be made with a fine point of Paquelin’s cautery,
instead of the trocar and cannula. Van Buren is of
opinion that the entire section is best made with a
knife-shaped cautery, the charring of the edges pro-
tecting the wound from irritation of the faces until
granulation is established : he also avoids making
it directly backwards, as he considers that the wound
heals better when made a little to one side. Of all
methods the knife is, I am satisfied, the best. With a
probe-pointed bistoury the division can be more surely,
expeditiously, and cleanly made than by any other
means ; and if it is confined to the middle line there
need be no fear of bleeding. Any vessel that does
spring can easily be ligatured ; or, if there is general
oozing, the wound may be plugged with an aseptic
sponge, or, better still, with iodoform gauze, and the
whole supported with a T-bandage. At first there

* International Medical Congress, Copenhagen, 1884.
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will be a certain amount of incontinence, but as the
wound heals the power of retaining feces will
gradually be regained. During the healing, frequent
syringing with some antiseptic solution should be em-
ployed; or, until granulation is established, continuous
irrigation with warm solution may be resorted to.
Excision of the stricture has been performed
several times for non-malignant stricture, and in
suitable cases has much to recommend it. It is pre-
ferable to linear proctotomy both as to the cure of
stenosis and the ultimate control of the bowel, and
general comfort of the patient. The first case of a
simple stricture I excised was one in which there
was a doubt between malignant growth and simple
stricture ; the result was extremely good. Microscopic
examination showed that the case was one of benign
stricture. I have since adopted excision in a case in
which there was no question as to diagnosis, with
equally good result. The method of operation differs
in no respect from the perinzal excision of rectal can-
cer. (Seepage 360.) In cases of slight stricture attended
with extensive ulceration, that have proved intractable
to ordinary treatment, celetomy is indicated, even
though the symptoms of obstruction are not very
severe, the operation being mainiy undertaken to afford
physiological rest. If the ulceration can, under the
new and more favourable conditions, be made to heal,
and the stricture eventually dilated, the artificial anus
may be finally closed. And again in cases of ano-rectal
syphiloma where there is great infiltration and matting
of the surrounding pelvic structures, the rectum feel-
ing like a hole bored in a turnip, excision is obviously
contra-indicated and colotomy the only course open.
Electrolysis has been recommended for the
treatment of rectal stricture in the same way that it
is used in stricture of the urethra. It is to me in-
conceivable that good results could possibly follow its
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use. If the current is strong enough to destroy tissue,
injury may be done by destroying tissues not intended ;
while even if the stricture itself is necrosed the heal-
ing after separation of the eschars will only add to
the contraction. The supporters of this treatment
would have us believe that a current passed through
the contractive material of a stricture has some elective

Fig. 25.—Diagram illustrating Dieffenbach’s Procto-plastic Operati m.

and “alterative ” effect on it; I am convinced that
if the electrodes had been passed without any current
with the same assiduity they would by their mechani-
cal pressure have produced as good results.
Stricture of the anus is most frequently the re-
sult of some operative interference, and can generally
be treated by dilatation sufficiently to obviate any in-
convenient obstruction, unless there is a great deal of
dense cicatricial structure, in which case the procto-
plastic operation of Dieffenbach (Fig. 25) may be had
recourse to. Vertical incisions are made through the
contracted tissues, one anterior and the other posterior,
and from the outer ends of these, two radiating inci-
sions are carried through the skin, thus forming an
angular flap of integuments. This flap is dissected up,
and its apex brought up to the inner extremity of the
vertical incision, where it is retained by sutures. The
incisions are in the shape of the letter Y, and the result-
ing cicatrix in the shape of the letter V. Cases re-
quiring this operation are, however, of rare occurrence.
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CHAPTER XIL
SYPHILIS OF THE RECTUM AND ANUS.

Frow the fact that syphilis is credited with causing a
large number of the cases of stricture met with in
practice, considerable attention has been directed to
the subject ; and at all stages of this protean disease
the anus and rectum may be the locality affected.
Considerable looseness of description is, however, to be
found in the accounts given by various authors, par-
ticularly in reference to the primary lesions met with.

There can, however, be no doubt that both the
chancroid and true chancre are met with not only at
the anus, but in the interior of the rectum.

Atthe anus, especially in thefemale, the chameroid
is of common occurrence ; and in this sex it may be the
result of auto-inoculation from similar disease in the
vulva, the discharge trickling down over the perinseum,
and so infecting any excoriations of the part that may
be present; or it is quite possible that the accidental
contact of the penis during coition may be the means
of conveying infection. In the male, however, primary
soft sore in the neighbourhood of the anus is exceed-
ingly rare, and when present furnishes strong pre-
sumptive evidence of sodomy. According to Péan and
Malassez,® mnearly one-half of the superficial anal
ulcerations observed in females at the Lourcine, in
1868, were due to soft chancre; and according to
Fournier,t one-ninth of the cases of chancroids in
the female are situated at the anus; whereas in the
male he met with only one case in four hundred and
forty-five.

* ¢ Ftude clinique sur les ulcérations anales.” Paris, 1872.
+ ¢ Dict. de Méd. et Chirurg. Pract.,” art. Chancre, p.72.
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In position these ulcers may be found on the skin
in the immediate neighbourhood of the anus, or be-
tween the folds of the outlet, and extending over the
border of the sphincter. They are mostly multiple,
with sharply-cut edges; in fact, they in no way
differ in appearance from the same form of ulcera-
tion met with in other parts of the body. When
the ulcer extends over the margin, the pain is
considerable, especially after defaecation, and bleeding
is not uncommon ; in rare instances extensive phage-
dena may supervene and occasion considerable destruc-
tion of the parts; when this has been the case, or,
indeed, when the chancres have been numerous and
large, an anal stricture may be the result, but generally
these sores heal without difficulty.

That chancroids may extend up into the cavity of
the rectum has been put beyond doubt by the observa-
tions of Bumstead and Taylor,* Van Buren,t and
others; and there can be but little doubt that the
much greater relative frequency of non-malignant
stricture in the female is in a great measure due to
this fact, although in all probability other causes are
concerned in the production of the same result ; for a
further consideration of which the reader is referred
to the chapter upon stricture.

That a primary soft sore may be found in the
interior of the rectum without involvement of the
anus has been denied by many authorities. The fol-
lowing case recorded by Neumann,] from the very
full and elaborate way in which it has been investi-
gated, appears to set the matter at rest :

“Upon examination, a sharply cut sore, having
the characters of a soft chancre, was found on the
posterior wall of the rectum, about 4 cm. above the

* “Venereal Diseases.” Philadelphia, 1879.
4 ‘““ Diseases of the Rectum.” London, 1881.
T Allgem. Wien. med. Zeitung, No. 49 ; 1881,
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sphincter ; the anus and genital organs were healthy.
Inoculation of the discharge on the patient’s arm
produced characteristic soft sores. The patient’s
husband was then examined, and was found to have a
soft sore on the margin of the prepuce. He admitted
that he might have infected his wife directly. Sub-
sequently two chancres appeared among the anal
folds, presumably from secondary inoculation.”

The first and most important indication in the
treatment of soft sore in this region is absolute
cleanliness. The bowels should be kept somewhat
free by means of a saline aperient ; and iodoform, or
black-wash, used as a local dressing. Where the ulcer
presents a spreading edge, cauterisation with nitric
acid is indicated ; and, should the ulcer become chronic
and assume the characters of irritable fissure, division
of the sphincter or forcible dilatation may be required.

True chancre at the anus is very rarely met
with. This fact is accounted for by Péan and Malassez
by the very slight disturbance to which the disease
gives rise, so that the sufferers do not usually seek
advice. True chancres here, as elsewhere, have a
hard and raised outline, with indurated base, and
might be mistaken for fissure, from which, however,
they may be distinguishe<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>