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INTRODUCTION

One of the requivements, for the degree of Master of Medieine
in gemeral Surgery is the submission of a disseretion of ten surgica:
conditions, each of different mature, and the author should have
participated in the mamagement of patients presented. Of thess
16@»&1‘&%;%#&@11&%@5@:&1 surgery, three of a surgical
specialty of one's cholee, and two of orthopacdies and traum surgery.

The chodee of conditions to write has not been an easy m.
M&Mngmmmmmmm '
surgery and ¢old surgieal conditionge Therefore IW;W
of the Signoid Colon, perforated duodensl ulcer and acute appendicitis,
to represente emergeney surgery and portal hypertension and obstruetive
Jaundice to represent cold surgical conditionse ‘ _

he chotee of & surgleal spectality %o withe ony bas equally
been difficulty After eomsidering several altermatives, I fimally
chose to write on surgieal encologys Although surgeons have been
treating cancer surglcally for several millentums it is only recently
that surgical oneology has come up as a surgieal speeiality on its
own right, in the same level as Urclogy or neurosurgery. The min

.mmwhzeh\wmﬁﬁetﬁ write on this mb&mneﬂwhm

nature of the conditions we admit in surgical wards at Muimbili
Medical gentres © Despite imadequate facilities, between 30% and

50% of a1l surgieal admissions, and over 807 of all surgieal referra 1s
from up-country hcamm are for cancer patients, and at any single
ﬁr nearly 407 of all patients in general surgical vards have cancer.
aaxlarge‘ part of our practice is oneology, and writing off this, asa

 speciality is in no vay, imapropriate.
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In Orthopeedies and Troums Burgery I chose %o write on
Epiphyseal injuries and traumitic head injuriess two eonditions
whieh are very gommon in oup environments

In these papers I have tried o be as brief as possible; to
avoid controversies even at the expenge of making diseussions less
dateresting, Yo avold midng this a long dissertation)
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4 case of intestinal obstm%&ueto signoid volvulus in
& middle aged mle is presented, together with & summry in a
ﬁah:lwrmed'mzmmmeminatmmrmﬂm
(m1m~m1m)sngemm1wgamrm:;mmm
Medieal Centre, Ten were mnaged in the emermeney situation
by laparatomy and primary resection of the redwdant gigmoid
colon, and end o0 end amastomogise In two patients there was
gangrene of the sigmoid colom, at operation and general peritonitise
These were menaged by resection of the gangrenous sigmoid, clogsing
ermmmmmmmmt‘mmmmaam
end eolostomy in the left iliac fossae The colostomies were later

elosed after an average of four months,
M‘mmaﬁmmm,@mwmm
cases of uncomplicated sigmoid volvulus, is defended and advocated
in our enviromment, where follow up of patients post-operatively
is at best inadequate and often nomeexistent. Shepherd's procedure
of sigmoidoscopic deflation followed by an elective sigmoid celectomy,
is seen as presemting two potential hasards; One is that sigmoidom
mmdommssmuwumﬁmﬁcthﬁ;knu,min
Wmmsxtum“zyémm. Secondly, in
amvdemrmnﬂ,mumumtananelmiﬂnnmnhﬂy%
Postponed every now and theny because of the many emergencies and
the long waiting lists. 80 many patients thms managed, will have
recurrencesy yith increased morbidity and mortality. Therefore any
QWMWMMMWGMmﬁmMmmmnm
mataaﬁghtwmmmkxmuwubmwbéaMno



P 1| 3 A eritical review of the literature on the aetiology, pathogenesis,
| E clinieal presentation and manegement of sigmoid volvulus is presented,

i mmuamezmbmwmsmsmm; Sigmoid
Volvulus therefore results from a torsion of the sigmoid eolon around .
its nesentery, which causes symptoms of partial or complete obstruction
of the bowel and sirangulation of blood vessels or m

s, oosiatia
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| in the north-eastern part of the continent, comprising of Ethiopia,
. | Kows am the sulan. (Davey WeWs 1968, Burkith Der. 1968y Loidam

.  sir1 206y Shepherd Ju7 et al 1965, 1966, 1967, 19725 vasima
0w

and the United Siates of Amerieca and &mﬁa (Bruusgard co 1?1;;
gohn I, 1972)e

5 ]

e

M fenzania, Shija (1975) considers sigmoid volvilus %o be
8 rare-entity ascomnting or ouly 4% af all cases of intestiml
Obstructions However experdence in surgleal firm I of the Muhimbili
 Nedical gentre, emmtheauﬁzwammmsatmxmm
training, at leest four cases of sigmoid volvulus are seen and operated
upon every monthe Davey (1968) Maaﬁmarnmﬁ§ cases
every monthe This would indieate that incidence of volvulus is on
~ ¥he inorease. Howevery Shiga sewt a questiomnair %o 57 hospitals,
mthemmfwmmmﬁmmmmm
representative of the indddemce volvulus in the whole cmwp
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SeJs IP, NO. 259951, is a 40 year old male, admitted via the
Casualty Department with a four daye history of g=

a) abdominal distension
b) abdominel pagn
¢) constipation
d) vomiting \
The pain was of & ecliecky nmathure and ms bean gradually inereasing
Over the preefsding four days, and so was the abdominal distension,
The patient had not opened his bowels for the Pour days of his
eamplaints, although his appetdte has been normals He felt a constamt

desire to defaccatey but when he goes %o the tollety nothing comes

outs Vomitting was not present initdally, but he vomitied oncey ag
he was about %o come to hospital,

On examination he was an i1l - looking middle aged man; who

~ Was severely delydrated with a dry ond furred tongues His blood

Freasure was 100/60 exd ‘pidse 92/min; 1t was regular suall volume)
He was afebriles The abdomen vas gressly distended and rigid, The

- bowel sounds were increased, The éisital rectal examination, showed

an empty Tectum. Other systems were essentially nomml,
‘ An emergency abdominal Xeray was oxdered for erect and

Suppine viewss virloh showed videly dilated signodd solon tomnds

the right flank and aiy fluid levelss ;
The patlent was prepared for emergemency laparetony ag

- followssw

1) An intrevenous infusion of normal saline and dextrose
was instituted, and 1.5 litres of each infused hefore
operations
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units of blood were roquested and obtained in preparation
for surgerys
ii1)

gastric tube vas inserted and emptying of castrie
eontents by aspivetion started,
The patient vas taken to the operetion heatre about four

mesthesta wes intuced with thiopentons 250ng intrevenously ani
maintained with nftrous oxide, halothane and oxygen mixtures
Plaxedil 120mg intravenously was used for relaxation,
Positions The patient was placed in & supine position and the
wmamm,mmmww the groin, was swabbed
and cleansed with an antiseptic colution eontaining ehlorhexidine,
and this was followed by flavinewinespirits |
The patient was then draped in sterile towels, and a
goverous left paramedian incision vas mde, extending above and
below the wmbilicus and abdomen openede
indings, 4 mssively distened sigmoid colon ws found whieh has
mmw:matmm, %Wmammm&n’
mmmmmm. B&hﬂmmmﬁmg by the
Monks - Moynihan mmm mhis s ) suction defbation of distended
large bowel using a Mm& bone Ms (20 sewegs) comneeted to a
suetion apparatus, through a glass eonmeetion and eompressible
Tubber tubing (Dudley HeAsPe 1977)s .
mwmw«wmmsxm,mmw
sutures was done, The immer layer was of interrupted chromic eatgut




2 = 0 and this was followed by sero miscular Tembert sutures of
8ilk 2 = 0 Peritoneal lavage with warm saline was done and abdomen
closed, : leaving a corrugated rubber drain which was brought out
through a separate stab wound.

The abdomen was then closed in 3 layersy chromic eatgut 1oe
1 - 0 to peritoneum and immer rectus sheath as ome layerj prolene
1 = 0 %o outer rectus sheath and silk 2 = 0 to skin,
The posteoperetive courses The patient was given analgesics
(pethidine) for post operative paine. Intravenous £luids and DASO=
@ammmmmemm&f@ﬁwmmwmm
reappeaped, vhen these were discontinmed and the patient wag
allowed %o drink orel fluidse The post operative eourse was
unremerkable and the patient was discharged on the eigh*%" post

operative days He was subsequently followed up at the post operative

tanwwam:wmmm,amrm;dw in a very

healthy condition,

” », oo 29 ‘ - ‘ s
40 - 49 i D b T

ore ™ T
el & o 1 : }2 ;

WeBs There were not femles in the patients presented
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44) @mawmwmmmnmmum.
' ‘mmu@uwm,memmmmw“
garietal peritoneum, Due to its varied aiammm, outting
: amm%mﬁnmmm@omm lines, m
aetiology of valvulus camnot be pinpointed o a single
seoversd factors ave therefore implicateds

A ﬁ%et Poor in animal protein but rich in vegetableg and rea:tm,

mw&mmmmwgmﬁmmmwwm

~ out the inerease in the wmwaigmumm“uﬂmem
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and Vestern Burope, during World iar Il, when rations had %o eonsist
of diets similar to the ones taken in countries where volvulus is
eomnons Shephered while not denying that dietary factors my be
important, in the aetiology of sigmoid volvulus, plays down its
importance, in a disease which is almogt exclusively a male

disease in Uganda, although females eat the same diete However,
several authors, including Brumsgard explain awey this apparent
anomaly, on the generalywider femle pelvig, whieh ean easily
aceomodate the almmmm loop.

Another W&i& the diety is the association of

volvulus, with the compound SeRydromyetys

mﬁm%mﬂaﬁmmm which is & staple diet of
several East African tribes. This substance increases mmmz
motility on intravenous injections, and this might predispose
to volvulus, Shephered noting this factg, doubts whether 5mp
Plays any role, as it is easlly degraded by digestive enzymes
vhen taken mlly with the bansvagye
a) Congenital redund
Barium enems studies doge in Eastern Burope show the sigmoid
mummwmwmmm,wmmm

aney of the colon,

factory an assertion that is disputed by Shephered et al (1968),
1.) Chronie constipe




in peychiatric institutionse (shields T. 19743 Colm I. et al
1972)s Chronic laxative abuse and mental illness are however
not assoeiated with sigmodd volvulus in the Agrieans
e) Negacolons; Adamgon and Aird (1932) define megaeolon ag &
eondition in which there is dilatatdon and hypertrophy of
some part of the collon or whole in the absence of mechanical
obstruetion. Shephered (1965) recognises at least four
utegoriufmmolm namely e
1, Negacolon of habitual constipation whiech is synomymous with
functional megacolon. This is common in children who have
_ bad fauliy toilet treining and in peyehotiess
24 Congenital megacolen (HirekYsprung's disease) is dus to
eongenital absence of ganglion cells, in the Auerbach's and
Meissnerts plexusesy resulting in uncoordinated peristaltie
movements and dilatation and hypertrophy of the proximal parte
Shepherd did a series of biopsies in patients presenting with
sigmoid velvidus but was uncble to demomstrate the absence of
~ an aganglionic segments
3» Megacolon of Chaggas diseases This is e paresitic disease
caused by Trypenosome cyuzi, vhich is ecommonly seen in
Souther Aneriea. It attacks the fyermirral plexuses of
nerves in most parts of the intestines, resulting in
dilatation and hypertrophy of the proximal portion. The
disease doe not however occur im Afriea, and Shepherd in
his series was umable to demomsiraete histological abmormality
in the ganglion cells; serologie tests for Trypanosom
. erusi were negatives .
4+ Acquived megacolon from other causes. Shepherd and Vright
(1965), consider that, the mjority of patients treated for
sigmoid volvulus in Kampala, have a megacolon as predisposing
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~ faegtors They mmmm this point, by rediological examination
of

patients with ai@ma volvulus who M an mm conservative
by sigmoidoscopie reduction and are -amiﬂxgg definitive

treatment of eleetive sigmoidectomys. They were ahia o demonstrate
three featuress= ,
1) Dilatation of the pelvie part of the sigmoid eolon, with

mmmmmmmmwvwmﬁm
mmmwtmm. At lamw it is flabby and
does not m&aﬁwpinehm

ii) The miscle coat of the same region is thickened and the

11)

a)

longitudinal mscle 1s broad and spread outy instead of

being into $hree narrow bands, amu eeit:h

The mesoeolon is thickened, elongated and :Ws blood vessels
Nesocolitis The presence of a marked degree of pelvie meso=
eolitis leadins to a long but narrow y&ﬂa mesoeolon has
been observed by mny workers. (Wright 1928, Brusgard 1947,
Dean & Mirrey 1952, Andersen 1956, Sinha 1969)s This can be
attriluted to cione constipation, and reeurrent attacks of
"Paysiologe" volvulus leading o fibrosis of pelvie mesogolons
This produces a toughy thickened and fibrosed axis around which
‘the pelvie eolon loop twisteds The presence of fibrosis in
mmlmmwmmmwtkmeww&m
workersy and it is dehatable whether it is the cause of
sequela of signoid volvulus,

- Physiologic volvulus is formed when there is a clockwise
tersion of 180° of the reetal loop under the proximal loop,
(vilms 1906)s Tiis usually eorveets itself spontaneously and

- does not usually lead %0 intestinal obstruction,
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However in a equterclociovise torsion of 180°% vhleh ean ooeur,
the proxinal sigroid loop my be squeesed between the seybala 21lled
distal signoid loop and the posterior ablominal wall leading to &
Ml@p&mmmmmmmmammw
flexures B a

 the physiologie WlmathrM%WWmv
if the sybala £illed distal loop changes ite position snd £alls
mmmmmlam,m@wwm,mmm
in a 360° torslons The degree of torsion might progress o 540°
urm?ée%mtmmmmiam{

Groth MyX. (1934) showed that torsion of the sigmoid and its
mesenterie axis, is combined with an axia) toraion of the bowel
itself because the two sigmoid limbs ave themselves fixed, Thus
axial torsion is twice as great as mesenteric torsion and a 180°
toraion will profuce a 360° axial torsion, and the oocursence of
symptons depends on whether the torsion is evenly distributed over
the loop or note Syenosis then leads to bowel distension and
Obstruction, The increased perisialsis forces air and fluid into
the loop because the torsion site acts e velve, allowing in air
but not allowing 1% to escape (Srmegerd 8 1947)e In & study of
17 patients at Ulleveal Torvweyy Bruusgard showed that 1 patient
Mam“mxm;ma&w%mmlmwmmmw
9 had 180° borsions and Frivemn - pakl (msaf@mﬂaea@m
mv:mwmmw&mawmmg 180%,

35% 360°% 507 and 540° 107, The direction of torsion is variable,

bt clockwise torsion is more comnon (Andersen 1956);“

ihtim‘ks with uﬁamd volvulus present with colicky abdominal
pein and progressive abdominal distension, Vomiting is not an

early feature, alt aough it may oeccur later. The patients ape:
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W,QWWM%EM&M&W:MM;MW
mﬁmﬁa%a%m%#w&w&mam; mm'

mit&wﬁ%mﬁmummmmmamh
nnnm abdominal mwm N

‘In a few patients especia: ﬁx the younger age group, the
Mhmmttg m;;ﬂmm&awmiﬁm with
only mederate aﬁamm, constipation and vomiting, In these
patients strangulation is commons e Presentation in this serdes
are ﬁhm in Teble 20

mmmwﬁwmﬁmmmxamm
a urinalysis and serun electrolytes.

To m@k the diagnosis ‘however m&ﬁm examivation is
mtm,mmammmmnammmm
Positions ave fakens The supine mwm Mamm
MaMWmaWamdmmww,wﬁhm
mn%wumwmmzmm N
mmwmmmamumsmmamm
mmtwmmwmawwm,mmm

;mmmm«emm,wuwmmwmmmwm
‘mammmam&m}

ﬁ%&m&f

.f?tmmmwhaamwm;m
%0 the right withy iwessmmuwm,ummm,nm

‘wamamm. Mfa&m”amwema&w
HW‘WO

ﬁam&mmwmmmmnwmhmr

‘ mmmmm«mmm ‘Thigs however is rare. In elew
mWa«.mwm,ammm%mam.

4 mmmm deformity, mamhung a "birdas bealk" is aum
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£ilms as stated Mur

e feature were noted in the erect and supine

Aocording o its elinical presentation volvulus of the

hich tends to cccur in m
patienta, WMNamm moze severe clinigal
course, mm; prostration and shooks - Abdominal
distension is moderates

Chronie types

y these patients present with

tWﬁmMm%mwwme
of the bowel vas suggested by Bogas and mbelifre (1960)s
&wuumnmmwmdmm:;mzm
wmmmmmuwmw%mm

Fecourrences the choloe of method of treatment will depend on the
| patients and vhother his bowel 15 visble op no%s
a) Viable sigmoid loop S Bk g e 1t
1) Siguotdoscopie reduction followed by elestive resections This

W8 firet advocated by Bruusgard (1947), and was suscessfully
used by a muber of workers (Mmmima Andersen 1956
Bolt 1956) and esepoially advocated by Shepherd (1968)s
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m%nmmﬁamumt,ummammmmm
Imee elbow position or mﬁwm position, depending on the prefe-
mafthe%%mﬁawmmwai@m&dw@mw

, "‘Mﬂw,mmeaymexmwmm,mm

$he point of obstruction is reached, Then a wide bore rectal tube
ammm@nﬂywmmm&mummwu
mmn,tmmhefmmwamwmmum
facossy and prompt relief for the patdents The tube is therplastered
@mmttm,MpatiEMretmdwﬁwmtebemmm
elestive resection of the reduniant sigmotd calom, Eloctive ressetien
has been adviced at intervel; ranging from seven days (4ndersen 1956,
Shepherd 1963) %o twelve weeks, atter theaaicauaek.
ﬂumﬂndmw«ba&cfthismﬁmdhasm,mtam

. proportion of patients, managed conservatively in the emergeney

situationy do not tuwm up for eleetive resection, and veturn only

 : when there uarwemeumwmwmmmwg In shepherds cases

| 4%, retumed becanse af recurrense, Mere 1s alse danger of perforation
B fienos2 cotam, sn the Possibility of missing a gancrenous loop

B M gnatty consequenses 2or the atient,

b) Primeyy resection and amastomosiss

mmwwmwmmmawmwmm

I s sttrastion st Preventing recurrences fthe first serdes of

.' ﬁnm“mmmwmm Burry (1952) with on¢death, followed
_bmwma et 8l 19555 Shepherd 1968 and Sinha (1969), St (1969)
a8 an impressive resord of 149 primazy reseetion and amastonosis of the
 sigod oolon in Tniin, but his mortality rate for this spesitic growp
* mtlents was not recordeds Shepherd (1968) reported operative

ﬂ' treatuent of 35 patients with viable gut with a mortality rate of 147,

e
LTI
P
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Gf these 6 had & primry vesection with end-to-end anastomosis with
‘& mortality of 1 (16%) and 29 had & Teul - wkullies resection anl
exteriorisation with 4 deaths (14%),

Vaenever possible & method of treaiment which fulfils both
amwwwmﬁsmmemiaammu
advocatedy This 1s esppeially so, in ne wnder - developed countries,
‘where mny patients ave in the weiting listy and many disappear if
they are put in a waiting 2dst for eleetive resections

‘ &mmmﬁwmmmmm@aam, Primry reseetion
and anastomosis X vas done in ten patients with viable m, and
there was no mortality,

114) Operetive detorsion of the loop

amwﬁwamwvwem;mmww
1s restored t0 its norml liey after guiding o rectal fube into
the loop and deflating ite Tue mesentery is then fixed %o the
Posterior parietal peritoneums In Shepherds series simple detorw
sdon without #ixation vas dome in 49 oo

sion with 8 deaths, and
14 (42%) returned with a reourrent attack after a few weekes
Pixation after detorsion was carrded out in 215 eccasions with 17
(8% deaths) and 81 (41%) returned with a reeurremt attack afier a
fow weclks: Clearly this method has mothing +o comend ite

n‘gawianwgthmummm:‘armamt&u
mm,wwmmam mst be performeds If at opew
ration, gangrene of the siguodd loop is eonfirmed then three cholces
of operative procedures are available, primary resection and anae
W,We:@rmﬁmmm mummmm &nd
exteriorisation, In Shem‘s series m? 30 cases with supervening
Mwmmmzmmmmmﬂmm
amstomosis with 1 deathy 20 k@ Paul - Iikuliez reseetion 9 deaths,
and 8 had Hartuent's pesection with 1 death, Dean and mrry (1952)

- 444 primvy reseetion and amstomosis in 3 Patients and 2 died,




" il adie 0 & N n prockdire, probably mm the
M@mﬁa&iﬁnﬁfﬁmw&&m! mmwmmmm
aihmﬂmkamsw&mmm@méisMBWalawdm
mmﬁm,mhmgugmmmmgmm
Maaanmﬂuaalaam; m&mﬁw&mhmmm
Anflazmation and sepeis have settled down, Mmammm
of our paticnts and tmymmm;

 Volvulus of the aigmém aaim :is a w» threatening eondition

., mm‘mmwmmmgnﬁufmmwm

ptably high mortality 47 gangrene of the sigmoid loop superveness,

MM@MMM&WMMMXMxmnW
of blood) and aleeﬁmwmaﬁamﬁany 1, '

b Mamsm&mmmm*m{zm};mnm
s Megagolon, mamhsmammumm
20 Andersen Duks = 7S Tolu 44 (1956) 132 = 143

, Volvulus in Vestern Tndda,
W Boggs T & Mtelitfe ms.Auitd, 55 + 1059 (1960)

o ﬁ‘w&zmmvm«&m)m - 175 ,
B anagenent of volvulus of the sigmoid solons
B s m@mmmmm@zaaw)ws»m |
; Volvulus of the signodd colom and its treatments
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Burkitt DoPe BANT Vols 29 (1952) 189 Aeute Abdomen British

' Oobn I, et al (1972) In Textbook of Surgery, Biologlesl basis

‘ | at mﬁm ameal mem &g Samtm - mm W.B*
&mﬁam ﬁﬂi '

y mw’ Ww, (19%} cmmim to snzgery in Agriea 2 & 8

:mangstm.. : |
Dudley Bﬁm (3-9?7); Mm mm :
Et&rgexmysmmm Te W‘k&mmp
ma‘mﬁmmm, 135 t 830 (1952)
Volvulus of the slgnoid colons
Prdmenn Dahl 7, (1960) me examination in amite abdominal
diseases (Blackwell Sefentifie),
Groth (1934) Quoted from mrusgaard (vide supra)
1l Craggs 2OV BT 1 3 1015 (1960) ,
Sigmoid velﬂué in an ﬁfﬁm population,
Mms&z*hm% 1 536 (3.963.)
A‘&I&eeymrwﬁ:&r%inmm absmﬁmmmﬁaga
Haspiﬁai‘
| Ogilvie He BUT 1 3 800 (1946)
Sheyhax‘é T a» Tright 2.7, BAwy 42 ¢ 401 (1965)
Shephexd 7.J. 375 54 : 561 (1967)

. Shepherd J,J, BN 1 1 280 (1968)

mm of aigmid volvulus 425 cases.

| mga 4Ky AT Yode Ress 2 ¢ 265 (1975)

Wz@z&mzum&m@wmg, wydrocoele:
mmwi

20, sinha ReSe BIS 56 1 838 (1969)

' Velvulus of the Pelvie Colom,



|2 Vembwa Juze BAT Mel. Resa 1 ¢ 265 (1974)
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A case of Portal Hypertension, inaz‘syearoiatmgw.
by a conventiomal splemorenal shunt is deagmmu This patient had ,
a moderately active elrrhosis of the lﬁrez% During the same period
a 24 year old male was admitted to the same firm with repeated
attacks of haematemesise Subsequent work up eenfirmed portal
hypertension with bleeding oesophageal varicess This patient
had a massively enlarged spleen, with a severe degree of hypere
splenismy whieh necessitated that splenectomy be done as an
initiel procedures The patient however died later due $0 pro=
gressive hepatocellular failure and wneontrolled haemorrhage from
bleeding cesophageal varicese

The patient in whom a splenoremal shunt was done, recovered
without hepatic encephalopathy, and was discharged, to be followed
up by the referring physieian, in a good general corditions

Aeritiaalreyiewezf the lietrature as it pertains %o
aetiology, pathogenesig, clinical presenitation and modalities of

$reatment is presented.

ZVTRODUCTION

Bortal hypertension is a comnon condition in East Afrdea.
(Teather T 19615 willer Jae 1967j Dagshawe & 1970, 19733
Carruthers Reis ot al 1978). It's aetiology is however quite
differenty from that seen in the developed countries of the
Weste In a series of 30 consecutive cases presenting with portal
hypertension with bleeding oesophageal varices in Zambiz, 707 were
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due to portal fibrosis, caused by schistosoms mansoni infestation
(carruthers Refl, et al 1978), Similar figures wm'?enaa in
zimbabwe (Gelfand Mo 1974)e .

In Nairobi, schistosomal hepatle fibrosis was the commonest
cause of portal hypertension, followed by idopathic sylenomegalyy
portal vein thrvorbosis and liver cirrhosis in thap ovder (Bagshawe
Ae 1973)¢ Although no similar figures for Tensania are available,
schistosomiasis is as common herey as in the above mme:#mighbeurins
countriesy and there is therefore no re#son 0 assume a different
vattern.

The prognosis in portal hypertension is influenced by the
associated impaiwment of liver funciions In schistosomal hepatic
fibrosis, with oesophageal varigces, there is minimal liver damage,
and porto = systemic shunt operations are associated with long
tern survival (Zeegan et al 1970), unlike in liver cirrhosis where
overall survival of these patients is uninfpluenced by these shunts
(Resmick et al 1974)e

gase It

ﬁ.ﬁs IP, WO, 249627y a tweuty three year old Sukume female,

was referred from Bugando Hospital, lwanza with complaints of g=
haemtemesis, left hypochondrel pain, and & mass in the lef$
£lank of the abdomens Her haemstemesis has been three times in the
last six months prior to admission $0 our unite The bleeding episodes
bad been severe, and all the time she required blood transfusion.

She does not know the exaset duwration of h@r other abdominal

gomplaints. She has been brought up in the southern shores of Iake

Vietoria close to lmanza fowny an greag which is hyverendemic for



schistosomiagise She does not kmow whether she had ever been treated

mmm,m‘mmmzmmgmx, with severe
pallor of eonjuetiva and buceal micosa. She was not however jaundiced
mmammmammamnmm. The respire-
tory, cardiovaseular and mm:.wmimmmtm
normal, The abdomen was distended; and the liver and spleen were
magsively enlargeds There was no eaput medusa.

A provigional disgnosis of portal hypertension with oeso=
phageal varices was made andy the patient was subjected to a diagnostie
work up, to eonfirm the diagnosis as followss=

1) A full blood picture, showed hypochromie microcytic anaemia
11) Upper Gol ﬁ:’ showed extensive cesophageal varices in the
w oesophaguse
111) Fiber optie oesophago - gastroscopy showed
a) Oesophagus;extensive varices in the distal S0em, with

no oesophagitis or free bleeding,

Direct Se2mg/dl
b) Serum Protein 6elg/dl Gedg/dl
Albumin 4e2g/d1
¢) Allmline Phosphatase 319 L./l 200 1U/1
D) scor 2610/1 1010/1

v) Bleeding indices normal ,
vi) Iiver biopsy showed moderately active eirrhosis (P No. 3631/E1)
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, ammmmmwmawmmmm
wm.tsm was Wﬂk upy by repeated blood transfusion, bed rest
mﬂmxmm,mmmmgwm She was

 however considered to be a good risk case, seemmg to Childve

oriteria (1964) Zor & portosystemic shmts |
| ammzmwm:mmm« :
aaaum&mamxmmawammmw dmigsions

The patlent was put in a supine position with sand bags at
the lumbar spine. bt |
Anaesthesia was indueed with 500mg thﬁgwﬁm intravenously, and
mainfained with halothane-oxygen-nitrous oxide mixturess Relaxne
tion was achieved by repeated injesctions of pavulon.

paremedian ineision was mede and abdomen openeds
Taere was a mrkedly ealarged spleen, with miltiple aveas of
Mmtmg a large eirrhotie liver which was biopsied and there
mwaac‘rtem _ :

The spleen vas mobilised from its bed, it's vaseular pedicle
ummammmmm The splgfenie artery was double
mwﬁwz-amkmmamma The splenie vein wes held
with a bulldog clamp and cut, and the spleen was removed. The
splenic vein was fubther mobilised wnder the pancreas for about
Sem, ligating and cutting tributaries from the pancreas joinming ite
The left emal vein was also mobilised, and freed from the covering
‘peritoneun, The left ovarian vein, ws ligated and eut Zlush £rom
the renal vein, After adequate mobilisation was achieved, an
end~to-side anastomosis of the splenie vein +o the lefh renal yein
was mede, using ethilon 5 - O in a single layer of continous suburese
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k . mwmmm@mmmmmmmw engorged
R '- with bloods

| Msmmmaamm; the abdomen was closed in layers,

L mvmgamu@mmrmmwmwm;mm

g E through a separate stab wound.

b E | The post-operative management consisted of s~ "

E | 3 mwwmwmm@mmmm:mmu:wu
% | |  hours vas used,

} 1 ‘ 2¢ Blood transfusion. MMM‘% were given

e o » 3¢ Vitamin K injeetion and antibictics

: 4o mmmg of vital signse mmm mln and blood pressure

e 1 5e Iocking for signs of hepatie mvhalmﬁvmf mﬁa&

. 3 eanfusion, fotor hepaticus, and flapping tremove.
%homﬁmmm tamlmaelwmnwmmaymvnn

B oo ] ety for disommugs, sbout one ant it manths after operation. there

k f 3 were no signs of hepatic encephalopathy throughout the post-operative.

perdiod, %Bmhmauw withaltttw%thammm

.  uystetan to contimed folloving  hew ups

“ Z, T2, O, %m,ma%mmmu,amwmm

pus: * mmwmmmtmmwmmm with complaints of

& 1) mmmmmrmwamwmmsm,

pe 11) mmuwmm,xmmhwmmmmmy
wealmess, ﬁxepmblmmmmm‘&eafmm*kmmm

pe ‘mmmmmmmmmmmmmm,mm

I ort, over tuis Mﬂmﬁm admission, he started having

r nausea followed by!mm waich was not projectile, and the

 vonttus. omsisted of previously eaten food and altered blood,

| amx. ~ 2 litres, H.amwmmgzmmmm,
L*"‘ ' b mummmmmmw@tmm.mmum
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On examiration, he was & young boy who looked smll for his
agey with extreme pallor of the conjuctiva and buecal micossas He
had no cedems of the extremities and he was not in cardiae failure,
There was a magsive W@Iy and ascitess

Subsequent £iberoptie cesophago = gastroseopy cantirmed the
diagnosis of portal hypertension with bleeding oesophageal varices.
mwiwg&m investigations, showed an iren amw angenia,
mm%dmm&m%;%tamum&mw
with blood trensfusion and total dose imferon infusion failed,

This elearly pointed %0 a presence of hypersplemisu, It
was therefore decided to renove mwhmummwmﬂv
while brincing up the patdent's condition for a pertosystemts
operation.

mmmmﬁmmmtmmm sion,
nhmmmmmmmm“mmmmw
ﬁwm&mmmmmmmwwnwmm

- bleeding associated with hepatie mmamw JW&W

severitys The patients eondition mﬁmﬁ $0 deteriorate and
he died of Wmmmm and Mt@g oegophageal
varices, before a portosystemic shumt could be dones

Normal pressure within the portal venous system is about 150 =

180mm of saline, above the right atrdum, A rise in portal pressure
mmamtwmmtwmmnmmm

my agsoclated with dizziness and
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system or its draimage vesselss The impediment to blood flow may
bes prehepatie, intrahepatde or post hepaties It may also result
from eonditions assoelated with inereased portal blood blow e.ge
$ropical splenomegaly eyniromes

The rise in portal pressure causes venous dilatation in the
portal bed, and blood seeks alternative pathways boek to the systemle
eirculation, The most important eollateral channels to Ppen up
are those between the left gastrie veins and the azygos system at
the distal oesophagus and upper stomchj whieh is alse aided by the
positive intre - abdominal pressure against a negative intrathoracie
pressure, Dilated veins develop within the submicosej around the
oesophagus and they may be seen on gastroseopy or barium swallow.

‘The other channels %o open up as a result of portal hypere
tension, mninaarmd the umbilious due to opening up of the
umbilieal veins ocluded at birth forming the "eaput medusa" and
the veinscomneeting the superior haemorrhoidal vein and the
inferior haemorrhaoidal and middle rectal veinss This may
result in haemorrhoidse
Portal hypertension is important elinically because,

rupture of cesophageal varices, eould result in massive haemorrhage
from the upper gastro-intestinal tract which is life threatening,

' Prehepatic causes: there are two min causes of prehepatie portal
hypertension = portal vein throsbosis and inereased portal blood

flow. In eontrast to the developed Western countries, portal

vein thrombosis is an important cause of portal hypertension

in Kenya (bagshawe 4 1973) accounting to 247 of casess It is
also comon in the Indian subeontinent (Basu AeX. ot al 1963).
The aetidlogy of portal vein thrombosis, in tropical countries
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< : )
 is obsoure, but emqmtm factors includey unbilical sepsis,

the high incidence of echronle intestinal infestations and frequency
of severe dehydrating illnesses e.ge tyvhoid fever, dfysentery or
even cholera., Other causes mw

a)

Compression &m to losal glandular involvement in e.g.
hepato cellular o reinomn or carcinoma of the hm& pencreass
Blood dyseresias esgZe wlveytmm, thrombotic throrhosy
topaenic pWipure and aeeemw to aplenw&aw' sgimemgazx

 gauses pertaxmvm;aim ag 8 msult of a wt&w inereased

portal blood flow, Tropical splenomegaly mmm is common
in Bast Africa and it is esssoeiated with pwtal hypertension,
although it does not commonly present with bleeding oesophageal
varicess (Teather heM, et al 1961; Varsden Pd: et al 1965,
Miller JeRv®s 1967)e Splemomegaly due 0 other causes eege
msﬁw splenomegaly is also assoeiated with portal

mmmmiamtmgmwwmm

hepatie fibrosis, followed by eirrhosis (vide supra)s

i) Schistosomal hepatic fibrosiss follows infestation with
‘shistosoma mnsoni, and it depends on the worm load and
duration of the infestation. The ova are deposited in

initially by o gramilomatous reactiony followed by
flow, The lesion are patehy in distribution and hepa=m
tocellular damage is minimal,

11) cirrhogis - In this condition there is destruction of
liver noduless The portal vaseular bed becomes distorted.
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MWW ouiflow from hepatic vmmmmmm

ammmmmmamwmﬁmwmm lﬁi&
: ﬂumn cause azmxwmmmmmm
other western countries (Dawson dwdn 1977)e

=~

_ This results from obstruction of venous return to the

=  ight side of the heart, and it my avise from any condition

E causing cardise failurej in constrictive periesniitis and
endomyocardial £ibvosis, Congenitel supprehepetde vema caval

 webs are zave but they have been deseribed and they presemt

ammmmm&mmwmm (vamemoto
et al 1968), Heemodynamie changes $m: pertal hypertension
occur in three stagesie

i) rortal flow %o the liver (hepatopetal flow) is minm
at normal or near normal levels, wi*kh 1ittle @mam
through eollateral cireulation,

=

e s IR o el 0 M o ki S e e o . i S e
o, i = % o
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nwwmmmmmmamm

141) mmmm“m; the portal velng therefore
acting as an outflow from the liver (hepatofugal flow),
and all the portal eireulation escapes through thoe sollaterals,

Mmmmia%imﬁmmmxwmﬁm ‘
1) Wumammtmnfmmwm
surgleal treatuent should be eonsidered as there is a tendeney
mmmt b:‘meaﬂaag* m%imammwdmthfmm :
ep&man
i1) MW - M is mild to Memﬁa
pat:i.mta with aylmm&y secondary
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‘This neeessitated a splenectomy in our second patient as an initial
procedure as 1% was impossible to corvect anaenia between bleeding
episodess The ﬁhmrk operation ig only itﬁimm howevery if the
ratient has bleed from ocesophageal varicese |

%mmmwawmﬁmmmms@m

hypertensione! Fhese ares=
i) Smmt operetions |
1i) Direct operations = these attempt to remove, oecluds or
thrombose the varices loeally., They are attended by a
high incidence of reeurrent bleeding, and they will only
mmﬁwmmumywmmwu

Patients vho have bledd, at least omce from cesophageal varices
are candidates for shunt operationss However, 2 preliminary wemlup
is essential to have amge , , -

&) Acourate kmowledge of the patlemts liver disease ineluding both
biocherdeal function and h:ts-séhsj. |

B) Acourate rediogrephs of the pathological portal cireulation,

Assesoment of liver disease is usually done, using Child's
oriteria (Child, 1964)s These have been modiffed by Pugh et
al (1973) so tet pointe are used for grading.

: 1 Point 2 5 Points




4) Ascites 'm}mf‘ L 1914/ Moderate cross
5) ENCEPHATOPATHY won® - MINTMAT, SEVERE
The points are then added and the patient is graded as folloswis

A = 5 = 7 points

B # 8 = 9 pointe

C = 10 « 15 points
In addition §6 Liver biopay is mmdatery, to ascertain the 4ype of
liver sidease presents If hepatome is suspected o liver sean using
tectmotiun (00°°) san be doue, anl serum taken Zor 812 = febo
protetn, In 60 = 705 of Africen patients with hepatoms Qe fobo
protein levels are elevated (mtt M 1973),

The bleeding site should be ascertained By fiberendoseopy
and berium studies, as peptic ulcers are more common in cirrhotics

Anatony of portel eirewlation, can be ascertained by doing
a splenic venogram, whieh ean b& done pre-operatively or intra
operativelys A pre-operative splenie venogram is convenient
and its technique is simples This involves a splenie punetum
therefore prothranbin time and plateleft count should be known
‘before hand, %mﬁmhm&amm%nmﬁmmlw
in the mmmmm linqus.mga tzmzazﬂmhiat
&epth&ahm#%inﬁﬁmg@ﬁm. mmmmaaw
ismma the m@mxmamemzwmm
in pogition. The camwmla is first commested to a manometer and
portal pressure is gaugede This .ié then withdrawn and 40ml of
607 wrograffin injected and films taken, (Bagshawe 4w 1973)5

These are mjor aMﬁma, which earry a definite risk to
life, whieh is didrectly related to the severity of liver disease
* (Turcoate et al 1969). Hepatie encephalovathy is another memmld.
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$0 be caused by a eommm of ﬁatm:nmlfyw ioS
1) Diversion of portal blood from the liver which contain smmonia
end’ other products of protein degradation by large intestine

i1) Deterioration of liver cell funetion = the more severe the
liver disease, the earlier the onset of post st eneephes
 lopathys However if a portosystemie slumt is done eaa a m
tient with a normal liver, he will eventually develop ence~
phalopethy (MeDermobt et al 1954; Voorhoes et al 1974)e
i4i) Hoemodynamic factors = poﬂmtmﬁ.e shunts divert oignifieant
quantities of blood from the liver in those petient with haemow
dynamie stage I and ITs Patlents who have the greatest redue
etion in hepatic blood flow have inersased incidence of ence-
‘palopathys Certain factors are associated with an increaged
ineidence of hepatie encephalopathy. These ares= :
a) Agei= the older the ratient the higher the ineidence of
- post = shunt ensephalopathy. (Hourigan et al 19713 Zeegan
et al 1.973):
b) GeI,Te hoemorrhagest= Patients who develop hepatie encepham
lopathy after gastro-inbestinal hagmorriage are move likely
to develop post shunt encephalopathye (Hourigan et al 1971).
e) Diabetes mellitus - patients with this condition have an
ineidence of post slwmt eneephalopathy that is twice that
of patiemts without diabetes mellituse (Voorhees et al
19704 Hourigan et al 1971)e
d) Type of hepatic lesion: Egyptian workers have claimed that
patients with severe hepatie sehistosemal fibrosis and intre=
etable ascites have a high inecidence of post shumt encephalo=




( mgewmmmmmzxm ,
411) ?muntim of absorption from the colon, Upper gagire

in%eatm hnemomge probably preeivitates hepum P
Mmm:amt@mmlm M«abymm

should be treated by purgation with mghestun sulphate and
W—‘mﬁ The ehange in large imtestine bacterial flore ean
be achieved by using wide spectrum antibiotdes cege neomyeine
Tris is however assoelated with overgrowth of epportunistis
organism ege fungls Some workers have reported use of lavge
orel doses of lacto~bacillus and/or lactulose which ach by
WM ﬁwi’ﬁw the gut and have & purgative effect

MMmmmmamm@ shunt a;peratmns;
i) mwmmwmmm»mm?mm
is diverted from the Liver into “the wm vena mva‘
sy mmmmmww
venous systemss mma‘mmarme@

MMWMMMWQMME*&&m&W
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of ooclusion due o the large stom uses It has the Hizhest
ineidence of post sinmt hepatic encephalopathye

The spleen is removed and the end of the splenic vein
anastomosed %o the left renal veins It is technieally a difficult
operation with a high ineidence of anastomotic ocelusion by
thrombosise (Hallenwbeck et al 1961y Voorhees et al 1970)s

It should not be atiempted if the splenie vein is less than one
centimeptre in diameters It's main advantage is that aw "
eoneurrent hyperplenism ig correcteds It is also attended

with reduced incidence of post shunt encephalopathy, but

this is claimed by some, ¥0 be due t0 the high incidence of

shunt thrombosis (Barnes et a.l 1972)- This 1s the method M

in our patient. |

In this method the inferior wenicava is trensested and
the distal portion is closed offe. # The proximel portion is
then anastomosed o the superior mesenterie vein, (mwrion et
al 1966; Clatworthy et al 1974)s This operation is attended
with oedema of the lower extrerdty in adulte but 4t seem to be
well tolerated in childrens (Clatworthy et al 1974)s
) DISHAL SPINORMAL SHUNT (vavren et al in 1967y 1974)s

This was first deseribed by varren et al (1967), 1%
decompresses the portal tributaries of the left upper quadrent
of the abdomen while meintaning an adequate portal flows The
left gastrie and the right gastro-epiploic veins are transected
the splenie vein is dissected behind the pencreas and transeeted,
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The proximal end is oversewn amd the distal end is enastomosed %0
the left renal vein, This was later modified by the same authors:
by dividing the left renal vein and anastomosing the proximal
end-to-side t0 the splenic vein., The eplenic vein is then ligated
in eontinuity, between the amastomosis and the superior mesenterie
vein, (Warren et al 1974),

30 year (vhipple 1945, Blakemore 1948). Several large studies
have been done to evaluate the results of the various porto-systemic

patients (%) %) z(gsﬁv

Voarhees ot al (1970) n 12 " 34
Zeegen et al (1973) 174 10 2.5 24

Voorhees et al (1970) 48 12 19 30
Riddel et al (1972) 29 n T 38
Zeegen et al (1973) 29 % 20 16
For the end to side portoeadal shunt, the operative mortality
rate is acceptable, but the hepatie encephalopathy rate is highs
The lower rate of hepatic encephalopathy reported in some serdes of

~ patients who have had a conventional splenoremal shumt, probably

in the series with the least occlusion yate, the encephalopathy rate
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hgheste (Riadell ot sl 1972)

MM‘ﬂptmﬁim are attended by a high incidence of recurrent
bleedinze They are usually used when portosystemic shunt operations

are unsuitables The common direct operations ares=

1) Oesophageal transection = was first introduced by Walker
et al (1960)s The lower left chest is opemed. The Wnsdle
meﬁ%emaﬁmmmwtimg&mmm
‘migoetl tube together with the submicosal varigees ave
ddgsected free for about Som and resected. The ends are
41) Portoazygous discomection - in this operation the lower
Sem of the oesophagus and the upper Sem of the stomach
are dimahﬁ free of vascular comnections and resutureds
iii) Boerem - mmﬁmmmmwﬁm
In the Boerema = ¢rile operation the oesophagus is opened longie
tudinally into the lumen and the varices are underrun with sutures
%0 stop the bleeding and promote occlusion of the variees. The
Boerema button operation involves use of a speeial device. (The
Boereme butoon) to achieve a full thiclness oesophageal transection
via an abdominal incision.
iv) Gastro - oesophageal decongestion
This operetions is extensively used by Egyptian workers, who
elaim that patients with oesophageal varices due o portal
hypertension of extensive sehistosomal hepatic fibrosis with
1967)s It dnvolves doing a splemectomy with removal of all
vaseular pommections in the lower oesophagus and upper two
thirds of the stommehe e
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411) Confirmtion of bleeding site |
iv) Active measures o stop bleeding
70 minimise risk of h@am WMW & purgative e.ge mgnesium
sulphate, is gzﬁm orally wm with an oral antibiogie Cege
i neomyedn. Pibre optie oesophago = = gastroseopy has proved to be o
; wmwmmmwmﬁmmww4%m
patients with oesophageal varices, bleed from assoeiated peptie

uleers or m:ms; espeelally in patients with liver cirrhosis
(Palmer £ et a1 3.965):

Arrest of haemorrhageje -
1¢ Pitosin infusion - 20 intermtiona/ units of pitoedn ave added
00ul. of nornal saline and infused intrevenously over a
5- = 20 mlmites perfods It causes swooth misele contraction
o the portal vaseular bed and the mesenteric arteries, thus
reducing portal pressure, The effect is however short lived,
and 1% is only a time buying proceduve. ,

2, Ballen tampemade (sengstaken Fakenore tube)s This triple lumen
tube is swallowed by the patdent and the oesophagea
The gastrie somtents can be aspivated by an faner tube that

| g06s right into the stomeh, xtammmmmmmum,

whieh is claimed by some to help stop haemorrhage from varices by
| eausing smooth misele eartvection, The main disadvantages of the

=S
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Sengstaken Blakenore tube are that, it is associated with pressure
risk of pressure mecrosis, it is adviced that it should be deflated
24 = 36 hours after insertion, It usually achieves the desived
purpose, of contralling varieeal haemorrhages (Sherlock 8. 19643
Pitcher 1971)s |
These consist of either, a diveet assault on the variees or on
rtosystule sk operations "
ophageal varleess Johnsons and Rodgders (1973)
in Belfast (U.K,) bad a series of 100 patients whose bleeding
cesophageal variges were injected, using a selerosant (ethy=
lolamine oleate) direetly inte the varices, followed by
insertion of a Sengstaken Blakemore tube 0 produce temponade
for a few howrss A total of 1§ = 25m of sclerosant are
injested in cach session. They repovted a 90% camtrel of
ingorpovating a spectal needle attachment is usel. Tais
method should be more widely useds
11) Iigation of varices is used by some. A left side thoracotamy
is done and the oesopiagus opened. The varices ave underrun
by silk sutures. This method is however assoelated with a
high mortality in a poor risk patient (Rothwell - Jackson
| et al 1971), .
141) Emergeney slunt operations are deme by some (Grlof et 2l 1974),
and they olaim that the mortality rate for the operation,
compares well, with that of other procelures. Tids however has
not been verified by other workers (Rothwell Jackson et o 19713
Pugh et al 1973)s It is however difficult to justify, a shunt
‘. operation, with its rrolomged disseetion and adverse haemodynamie
| effects on the liver, in o eritdeally 411 patient who is in ’
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| 12, Hourigan K. ot al DT 41 473 - 477 (1972) |
3 ; Blective end to side portacaval siumt result of 64 casess
13, Hubt MeSeRe Iiver diseese and hepetocellular careinoms in

| Nedicine in & Tropical Enviremment ppe 401 = 408 edited
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14, wm GoWe axd Rodgers HeWe BJS 60 3 797 = 800 (1973)
az*m”aflﬁmmmmmﬁaem&nlmm:ﬂ
in the eontrol of acute haenorrhage

15 Zeather Hells B 1 1 15 (1961) , g
mmwmmxmmma mmwﬁnw

16 lMarion Js journal of cardiovaseular surgery Supple 70 = 71
(1966) lesenterioco=caval anastomosise

174 dareden 2uDs ot ol B L 1 09 (1965)

 4n investigation of tropleal splencmegaly in Milago
- hospital Wv
18. MeDermott WeDs et als ¥4 of Clin, Investigation 35 ¢ 1 = 9 (1954)
odic stupor assoelated with an Zek fistula in the
‘umn with partieular vefevence 0 the metabolism of
18 1iller JuRels BAMT 44 1 376 (1967) Portel nypertension in

204 Orloff M., et al Archieves of surgery 108 & 295 = 299 (1974)
Emmm Portacaval shunt treatment for bleeding
cegophageal varicese

21, m:mwmwmmm.m;m;uﬁwm(ms)

‘ ‘Vigerous diagnostic appreach to upper GIT Huemorrhage.
22, Pitcher J.,L.y Gastroenterology 61 ¢ 291 = 298 (1971) safety
and Effectiveness of the modified Sengstaken Blakemove
_ mw ,

23. Pugh RN.H, et al BIS 60 3 646 = 649 (ms) Transeetion of
oegopuagus for bleeding cesophageal varicess e
24+ Resnick Rele Gastro-enterology 67 s 843 ~ 857 (1974) A controlled

 study of the therapeutie portacaval shumte

| 25, RMddel AGe ot al B 1+ 5L - T52 (2972 Bositvs Slsmcomn

26, Rothwell Jackson ReLe et al BJS 58 § 205 = 215 (1971) Results
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274 suermk Se BIS 51+ 49 (1954) mmmm in Port
- hypertensione ,

28e Swith MeGells et 1 BINM 3 3 285 = 287 (xsu}e mmm:.
Jump graff in the mmsmat of Portal
experience with 24 easos, ‘ , : 3

29, Turcotie JGs et al AJT 117 § 108 - 116 (1969) End 4o side
verus side %o side portacaval shunts in patients with

30s Voorhees Aube ot al A7S 119 5 501 = 505 (1970) Partosystemic
Stnting procedures for Partal Hypertension,

51 Warven WeDe et alj Amals of Surgery 166 s 437 = 455 (1961)
Selective transplemic decompression of

varices by distal spleno renal shunt, .

524 Varreat Wae ot al Arehieves of Surgery 108 ¢ 306 < 514 (1974)
Selective distal splenorenal shunty technique and results
ﬂf Wm

33. Tomamoto Se et aly Gastrowenterc
Budd ebdari syndrom
mm aa‘!a* :

34» Zeegen Re o% al Gut 11 3 610 = m QM)WW

‘ affer portal decompression of patients with non=

edrrhotie intrehepatie pertal hypertension.

35. Zeegen Re % al GUT 14 : 816 (1973) Portal decompression

For intrehepatic portal hypert
£follow up of 253 easess

e with obstruetion of the inferior
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Twenty four patients presenting with obstructive jaundice in
all the three gemeral surgleal Pimms in mhisbili Medieal Centre
over & two year period (1980 = 1962) are reviewsds Two of them
are diseussed in detaily the first being an elderly man wio had
a stricture in the distal portion of the common bile ducts A4
Choledoeho = duodencstouy vas done, but the patient suecunbed
to & chest infections ‘. The other, vas a middle aged female who
presented with acute choleeystitisy mmnaged conservatively, then
had a eholeeystectomy as an elective procedures

She had eholelithiasise The literature on the subject of
gall-bladder disease and obstructive jaundice is revieweds Inowe
enphasis is placed on the conditions as they oocur in our enviroment,

', Gall bladder disease and obstructive jaundice are not very
common conditions in the Afrdcans Vhen encountered, obsiructive
jaundice in Bast Africa is more aften due to malignaney of either

 pancreasy bile duct or liver, than ghll stones (Oehola Abila 19813

Amollo = Odhiambo He et al 1976),
In this series of 24 patients, no couse of obstruetive
Jaundice could be found in 8 cusesy seven had mal: gNANeY s
had gallstones, while the remeinder had zmtmwthem
bile duet and chromic pancreatitise
Gall stones affoet about 15 million people worldwide, nece=
ssifating 2 half & million cholesystectomies every year. They ave
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more eomuon howsver in Western Burope, the USA, Canada and Inda,
‘than in Africa and the %er Bast (Schwertz 1972).
Mrmmée&m soluble components of bile =

cholesteroly bile pigments and caleium, About 80«90 percentse
are mixed stones and ave mltiples mmﬁ stones predominate in
conditions assoeiated with chronic haemolysis, ascaris lumbricoides
and E eoli (due to B glucwronidase activity), Cholesterol stones
form vihen there is an imbalance in the concentrations of cholesterol,
lecithin and bile salte leading to supersaturation. The presence of
infeetion in the gall h:aader aide absorption of bile salis and hence
preeipitation of cholesterol stonese

Ve have no experdence in this centre i of medical treatment
for gallstones with cheno It is  saldd to be
effective in about 607 of cases (Morehead D.Ts & Tarren ZoW. 1976),
but treatment has to be contimued indefinitely or stones will reform,
ehalowategw is the tweatment of choice feag Wamm chole=
lithiasis, as well as for ched

LeHe TPs 1O, 249542, & 70 year old Asian male presented to us

- with a three months history of jaundice, right hypochondrium pain,
Mils, nausea and vomitimg, polydipsia and polywria, mHis illness

started with a general mlaize and letirgy, assoelated with &

persistent slight fevers This progressed to jewndice of increasing

intesity and right hypochondrial pains He dedled history of reemt

injeetions and he does not drink or smokes He has been well before

~ this illness and Mo not been 11l before.

| On exaniration he vas # obese elderly man, deeply icterde,

m - looking and afebriles e liver was palpable four Linger=

| breadth's below the ccastdl mrgin, It vas emooths The gall-bladder
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k&u@m&am\mmutmiw
1. Bilirubin (serum) Total 1s2mg/dl
| mm 12,2ng/d1
2. Serum Porteins Mal 547g/d1
4o Trensaminases - SGPT - 32 IW/1
B ~ seor = 56 10/l
5o A normal Pull blood pieture
6+ Urine - Bilirubin + ve urobilinogen -ve
Te Bleeding Iaﬁim
2 Reeding tine 2¢ (50 )
F = Prothrombin tine 20" (eemtrol 12)
‘ ] Partial Prothrombin time 60" (gontrel 3C")
8¢ Plain abioninel X-ray was normal Percutensous trans-hepatie
choldngiagran (21¢) vas done two week after admission, using
a contrast medium "urovision"s It showed gross dilatation of
. igtre-hepatic ductsy a large gall bladdery and a very wide eommon
bile duct in virich the comtrast mediun abruptly stopped in the
distal portion. These £indings ave consistent with an extre
hepatic billiary abstruction in the &nm::m ma MQ‘
After this workeup, the patient was prepared for Iaparatomy as
followss= )
1. Daily injections of Vimn K 2.5mg in for 5 consecutive days
- prder to operations
| 2, impleiliin 500mg six howdy orelly for five days rrior %o sungery
3. Nasogastrie tube and sustion of gastrie contente in the moning
 of the operations .
« Three units of blood were made veady for operation
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Anaesthesia was induced with epontol Somg IV and mintained with
!mlnthaﬁc/wgm uixture, and pavulon for relalé.ﬁ.om |
with the patient in a supine positiony the whole abdomen wag:
cleansd with ehlorhexidine solution followed by flavine in spizit,
After draping with sterile towelsy a right paremedian ineision
extending above and below the wibilicus vas mde and the abionen
Opened,

A massively distended gallfladder and eommon bile duct, with a
strieture as it enters the retroducdenal spaces The head of the
Pancreas was noml. .

The duodenum and the common bile ducts were mobilised, The
mm vart of the duodemin was opened anteriorly and the W of
VaterMspaeted and palpateds The stricture had extended to the papilla,
&hummshecemhﬂeﬁuatmmwtheamcmme
transeeted and anastomosed to the an&arﬂ.er aspect of the duodenun
(eholedosomduodenostony). m:emostasts wms achieved and abdomen cloged

in two layers of nom absorboble sutures, after inserting a eorrugated
rubber drain,

e on g 4 not '
¥ Patient 3’:.‘1;‘-8 slow recovery from the operation. He hewewer
died of pneumonia two weel after surgery,

LeKe IPe 10, 226843 a 55 year old African female, residing at
Kimara, Der es Salaau, presented to the casualty with an acute onset
of right hypochondrial pain of one dayts duretion.s MThe rain was
nom=golicky, and had been ingreaging in intensity from onsety wntil
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the time she was seen ot the casually about 7 hourss There was 1o
agssociated nausea or famiﬁingg and no fever. She had several similar
attacks before which were managed at her local dispensarys
On examimation she was an ill looking middle aged lady in
severe pains She was not febrile, jaundiced or dehydrated. She
was not chese, The respiratory and mimmmr gystens were
normele There was tenderness in the right hypochondrium with
localised gua:éing in Shet regions Muphy's siga was posttives
The liver, spleen and the iidneys were not palpatle, The bowel
gounds were presents A plain abdominal Yeray taken at the casualty
showed gallstones in the ganbladdart
A diagnosis of acute cholecystitis was entertained., sShe
was managed econservatively by bed rest, intravenous fluid thevapy,
analgesios and antibiotics (Ampicillin). she was discharged after
about seven days :m a good condition, !reé of pa:!m’ It was planned
that an elective cholecystectomy will be done within three monthse
The patient wusﬂe ek after two months for amtimk
Preliminary investigations included an orel cholecyssogram which
gar&imea gallstones, a full k amy urine and m analysise
The l:iwr funetions tests were dome and found to be normale

She was operated on 21‘%1, under a gemeral Vemeamom‘:
induced with pentothal 350mg intrevenocusly and mintained by a
nﬁxmcarf.‘ hﬁloﬁmﬁ oxygen and witrous oxides The abdomen was
opened by an upper median incision, from the umbiliens up %o the
xiphisternum. ‘The galiﬁza&aer vwas fethered to the liver by a few
adhesion bands which were divideds The cystie duet and artery were
identified dissected and explored up o the junection with the common
hepatic duet to form the common bile duct. They were then double

ligated with silk = 2 = O sutures ard transected. The

gallbladder was then dissected out of the liver bved to whiech it
wag adherents Ioose 2 = 0 calgut sutures were applied to the
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blnding gallbladder site, after it was amhttfr}x removed. The
ahdmm%n%ﬁinmmu -prolene 1 = 0 to the rectus
sheath and pe:\z:}amm in a gingle layer of contlmious sutures, and
gilk 2 = 0 to the skm,laaﬁmgiaaewm rubber drain to the
removed gall bladder site, | | |

‘ Pogt operatively she wns mansged with pethidine intramuscularly
M pain, She had a storply recovery charaeterised by several epivodes
of shook and mental confusion, She also had bleeding from the galle
bla&dw bed,y draining to the outside through the corrugated rubber
drain and later through a track whieh has formed after removal of
iim drain, These episodes were managed conservatively, by f£luid and

ion mkim X injections and contimous monitoring

of blood pressure, pulse rate, £luid input and cutput. She made

a sglow bu} sheady recovery and was discharged from hospital after

about a monthe

‘She eontirued o come for follow up at the Surgical elinie for

: uy#amemwmmt Shewaaingmaheal'kh,whmmstam

a) Caveinom of Tanercas 4
b) Caveinoma of bile duch 2
ﬁ Careinorm of Gall bladder 1
 Seflommtion
Chronic Iancreatitis 1
Stricture of comon bile duct
MGW Ll ST : AN & 8
S
1. v



The overall male to femnle ratio s 3 : 1 but more females had chole-
lithiasis than males 2 : 1. There were more males presenting with
obstructive jaundice due to ma

Age incidence - in all the patients in whom the age was recorded,
this was greater than 40 yearss  Similar figures for Hairobi were
recopded by Amollo Odhiambo and Kamidigo (1976)e In another series
from Naipobi, the commonest cause of obstruetive jaundice was
malignancy (Ochola Abila P 1981).

2, Treatments carried out in 24 cases.

The high ineidence of malignant disease as & cause of |
obstructive jaundice in Africans, whieh is reported to be as high
as 717 of all cases of obstructive jaundice in some series (Ochola
Abila 1981), makes prognosis a grim ones All the patients who had
mlignant disease in our series died within eix months of operapions

Another feature of obstructive jaundice in Afriecans, is
that a stenosing fibrosis of distal portion of the common bile duet
is commonly encountered (Davey WeWs 1968), This may be paresitie
in Origin, In aveas where ascaris is endemie, patients who unlergo
biliary surgery, should be given a course of worm expellant as part
of pre-operative preparation (Oltoregun and Itayemi 1979)s This is
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pecause operations in the common bile duct and damage to the

gphineterie mechanisms predispose to the migrations of asearis
worms into the common bile duet, causing further obstruction
£o bile flowe

a) Aeticlogy and Pathogencsis

Cholesterol stonmes are formed when bile which is supersatureted
with cholesterol is secreted. A variety of pathophysiologie
phenomena inerease lithogenieity. These are; dietary factors can

 lead to an absolute inecrease in cholesterol secretion in bilej

exeessive loss of the bile salt pool may decrease the ability of

~the bile salts to solubilise cholesterclj alteration in entero-
hepatie cireulations of bile salts my adversely affeet solue
bility by both decreasing bile salt seeretion and inereasing
cholesterol secretion (Ia lorte WeWe ot al 1951),

The main lipids in bile arej cholesterol, bile salts and
phospholipids (mainly lecithin)e Cholesterol and Iecithin are

not soluble in waters However when mixzed with bile salbs they
aggregate to form "micelles" which are soluble in an agueous

environment. 'he solubility of cholesterol in bile is therefore
dependent @ @n the molar concentrations of bile salts, cholesterol

agd lecithin (smell et al 1980).

Small and associates (1980) were able to demonstrate three
stages in the pathogenesis of cholesterol stones.
i) Secretion of supersaturated bile
41) Precipitation of microerystals
111) @rowth of maerosecopic stone. Secretion of supersatureted
bile my be due to a high calorie dief, inecreased dietary
cholesterol or poly = unsaturated fatty acids. In some
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individuals, there is an inereased activity of W&Mﬁ»
@04 reductase the rate limiting enzyme in cholesterol synthesis,
The deorease in bile salés ' may oeeur in aem!ﬁ.t:l.ietaA essoeiated
with biliary fistulae so, that ability of the liver %o synthesize
new bile aeids is exceeded by the rate of loss of these acidse
Bile is therefore supersaturated with cholesterol, and hence
erystalization occurss Once a nidus of erystalisation forms the
grewth of the stones becomes phencmenal, Cholesterol stomes
are not radio opaques

Pigment stomes form as a result of prolonged excessive seche~
tion of certain bile eonstituents esge. in chronic haemolytic anaemias,
excessive bile pigment, crystallize out if they reach sa‘uretion
poing,

Biliary stasis, causes prolonged storage of bile, This

mucosa t0 abaesz watery; and this causes chemieal imhtﬁ.m of the
maoﬁa, whieh predispose to stone formation. Stasis also leads to
Wlisry dyskinesis and dystuction of the sphincter of 0l
Baeterial infeetion of the = gall bladder predispose to

stone formation, E eoli produces an ensyme B glueuronidase whieh
&eeanjugatga ‘bile. The deconjugated bile combines with caleium
o form caleium bilirubinate. The elumps of bacteria and desquarated
eells act as nidi upon which erystallisation ogourse Other factors
of importance in the formation of billary stones disease are=

i) Iow inhibitor concentration of bile

41) Damage to biliary epithelium

(1) Acute choleecystitis
This occurs as a result of impaction of a stone in the
neck of gall bladder, so that water is reabsorbed and concentrated

77
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ii3)

iv)

i)

vii)
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is storeds This causes mﬁm& drritation and if bacte: ” infection
supervences, the patient develops acute cholecystitise

Imcocoele of the gall bladder oecurs when there is an impaction

of a stone in the . gall bladder neck while the gall bladder
s enply. Imcus acounmilates in the gall bladders

Bmpyeme of the gall bladdery; with or without perferation =
follows bacterial cholecystitise If pus is not drained, perw
foration occurs which may lead to bile peritonitis or to a
cholecysto - enterostomys
Obstructive jaunddee with biliary Colietle, ave m&‘w tmpaetio
&m:iaﬁmmhihﬂmt‘ The mmmaigmm
Lluetuating Wiﬁaw&mmthmmwmmtm
Aeute panereatitisi- ocours if stome is impacted at the ampulla
of Vater. The pancreatic seeretions and bile are incubated
togethers Deconjugation of bile ocours, with comvergtion of

 leeithin to isolecithin by pancreatic phospholipased. Aldeco

Wtﬁbﬂam&&y&o&m&ﬁnmmﬂmwmm
tissues Impacted stones are however found in only 5% of
autopsies of patients who die of acute pancreatitis (de Jode
1977)e

Careinomn of the gall bladderg about 6% of patients with gall
bladder stones, develop carcinome of the gall hladder. [main
et al 1960)s Prolonged mechanical irrvitation of the gall
bladder micosa may he the initiating faetor in neoplastie

Secondary billiary eirrhosis follows long standing biliary
obstruetion assoeiated with spreading cholangitise There ds
necrosis of liver cells around the partal trasts, which Real
by 241 i ’,

Clinieal features of biliary stove diseases

The elinieal piciure depends upon the size and szite of stonese

The « most eommonly involved sites are gall bladder, eystic duct and
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eommon bile duets i gal - |
a) ¢all bladder stonesj up 0 157 of gall bladder stones are
Qsysuptomatie (3ailey and Tove 1971 Schwartz 1974) The
most common presentation however is upper abdominal diseonfort,

- aggravated by fatty meals. This is because fatty meals stimilates
secretion of the engyme panc: ymin - eholeeystolinin which
causes contraction of the gall bladders

b) eyam duet stones: These cause symptoms if stones are impacteds
mum«ﬂmmﬂh«mﬁsmmemmmazm
aypoehondriun and yadiates to the back. The pain is due to the
‘eentraction of the duet msele around the stoness Distension of
the gall bladder my contribute $o the pain, If acute eholeay~
stitis &amlm, the zﬁghtwr adrant pain becomes severe
and eontimious rather $han colicky, The temperature and pulse
¢) Common bile duet msaammmwmmmma
the contrection of miscular part of the duet over the stones This
’ appears before jaundice in 807 of the cases (Cole 1978) Jaundise

. levelops, if there is secondary mwmz infection miag
aammmwm. nmgmﬁm ympten in pebive
:mmmm hnmmma«mmwammmwmm %
| &uxmmian“ . : : |
mmmmmmmm _ : e ;

mmwmmﬁmmammnmmnm

,tﬂd» wwmmmwmmmwmw
mwzmmm* mmm,mmwa«%omm
mmﬁagwith;amlmgmmaemtmmw'

:t) mmmmm@swmmmmm@mmmmmm

and 8 w high umamxﬁm ykemu levels
i) Whﬁmnwwmmwmmu

mﬁlﬂ-
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444) syraight Wmmm X-ray is mandatory as about 107 of
biliary stones are redio - opaque (Bain et al 1960),
iv) Orel choleeystography shows £illing defestss Oystic ducts
 gall bladders It is &mseful procedure if total bilirubin lss
not greater than 2ng? (sehwartz 19?43.,
v) Intravenous cholangiography. This delineates the extrahepatie
biliary systems It is of no use I£ total bilirubin is greater
vi) Percutancous Trenshepatic mamgi@zm (Prc) is used in
deeply jaundice patients, to differentiate between intrehepatic
and extrehepatic biliary obstruction. The bleeding indiced
mist be normal, Potential eomplications are biliary peritonitis
and prolonged bleeding, Tnage amplification amd television
noni toring faellitate tils studys
vii) Retrogrede endoseople transpapillary cholanglograpiy is an
investigation where gastroduodenoseopy is dome using a #1kwe
optie endoseope, tae ampulla of Vater 1s identified and canme
latels The cotrast medium is then injectod and rediographs
takens It is useful in the investigation of the extrathepatie
bile duct systemse
_Blle duet pressure can be gauged either by using fibre =
optie endoseopy and cammilation or intra operatively., Normal
bile duet pressures range from 15 =~ 30em of saline.
ix) Barium meal and Barium emem studles
~ These radiologieal investigations help to zule out |
primery x fron the stomagh, head of panerease and eolon,
sending a secondaries to the liver causing absmﬁw Jaundice
(Berk 1973)e i - i - RN W)
X) Intre operative and post operetive Twtube cholangiggraphy
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This eonfirms patency of the bile duet after extraction of
stone and before Twbube is removed

Sl L s i g iaaelate L. i

To prevent emiﬁaﬁm axiamg from obstruction to bile £low,
stated above, it is mmw to decompressy the biliary system
before these complications arises The eholce of therapy, and aim
of treatment depends upon the cause of absmtimg Thig has been
well illutzeted in the two cases described, In the first case dee
compression was achieved by transecting the common bile duet proximel
| $0 the stricture, and amgtomosing the WX stoma to the mm
8 rart of the duodemum, mmmmtmamﬁamwwm
[+ disease was managed by bed rest, antibioties, intravencus fluids
anl mago-gastric suction, followed by an elective eholeeysbeetomys

In biliary stome disease, due %o cholesterol stones there is
o eholce of treatment between surgleal and medieal treatmenty both
ain at relieving synptons and preventing recurvences
$) Medisal Taerapys Twe drugs are currently in use, Chenodesxye
eholic acid and ursodecxycholie acid, (Somerville Hede o al
1982)s These drugs act by inmereasing the solubility of
: cholesterol in biley, so that cholesterol stomes exposed o such
e (v bile gredually get smaller and my cwem dissolve
Treaiment has o be continued indefinitelys
. Oral W@M&w repeated at six month intervals is the
| standard method for determining reduction in size (partial suecess) and
J,. ~ eomplete dissolution of stones (eompletel success)e Recently ultraso-
- mography hes been Tound %0 be even more semsitive then oral cholecysto-
grems in detecting very small stones and hence delineating patients
for post disolution meinterance treatuments Somerville and associates
(1982) reeommeni¢ that eomplete dissolution of gallstones, should be

R
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reported only if both orel choleeystography and ultrasonographie

studied give negative results and progress of patients receiving

post dissolution w&m‘ treatmenty be monitared by ultrasono-
graphy rather than serial m«mmm

 41) Surgieal roatment

Mmm remeins the treatment of nhma for e¢holeliw

thiam;amrwbwhwﬁemahmm Mamam. The extrae
hepatie bm.ary systen has many anatomical variations which a surgeon
mtmamwQMMwﬁaawmmmmwmmm
injury to other important adjacent ammm nom.t anatomieal
variations of the extra hapai:ia bﬂm Wmmg&mdiagmu
tleally,

The operative technique is ad reported in our second pPatient.
mgmamwwmmmmﬂumwwﬂw
head panereas (coumonest in our eavironment), liver, stomeh or
bile duet, then one has t0 be conbent with mlliaﬁm onlye Deco=

mpression is ¢ achieved Wamwmwmlmﬁ%mm

The commonest and the eagiest is cholecyst jejunostomys This wag
done in four of mmxm,gmmm the joundice disappeared,
- but they all died of cancers

1 amolle Othiaubo and Kawldigo BAMT Vol. 55 : 74 = 81 (1976)
Gall bladder disease and obstructive Jaundice at
| Kenyatta Natiomal Hospitel Nairobi,
2 Mmsmmwm ¢ 19 - 30 (ma)
. Piliay tract obstructiens
| 3. DAtley an Tove A short mmettce of amugery (1971)
~ & Devey .. Campeniou to surgery in Africa (1968)




0 5+ Plsher ot al 38 66 fim} A
(m} and mmaw wmnaa.—g mahugimm su m
dmm eg' a:mm& 3mm m
6 mekim, Megregor and Privams - Nedical elinies of Nerth
N Americn 58+ 121 = 143 (1975) mgtalogical Apzwoach to
%smwra ;iamﬂi« and pancreatic dimu, '
7, Horld =, Pemawse Dogtor 2 sa (:wse) mmm
‘ Obstructive Jaundice, e b e e
8 Toving Dy 37 VoL, 26/4 (1961) Reldet of Bitdary Obstruotion
9 Jouesy ¥, Milme toir I Villdams J. Primary Solerosing eholangitis
A ease report EAMT Vols 56 Noe 4 (1979)«
m. Lydalds N,J, (1981) BIS Vols 68 @Mmmmw in caleul
-  biliary discoses e
: 11, Ochola Abils Yedicom Vols 3 No. 2 (1981) Battern of obstructive
' ~ Jaundiee at Femyatta Natiomal Hospitals
1.2; Owor Re EAMT 41 1 261 (1974) Gallstones in the autopsy
B ~ Pepulation of Mulago Mospital Kampala, ,
oo 350 Olatosrgum 73,0, and Tiayent 5,0 BT Vol 56 os 7 (1979)
R —
5&» Shaper A.Ge and Patel L., BAWY 41 246 (1964) Disease of
| mmwmumaaammwwm
4 ~ seen in 7 yearse ‘
15, min et al Tancet 2 3 614 (1960) mm and Mogm
R . Www&m‘y“ .
m Rain et al Amels or ReCeSs {Eag.) 29 3 85 (1961) cellstones,
' ' m&m&m%mm@mmamw
: on some preblems ﬁn mwm; .
i‘h M&m KeWe et al Y a& : 3.295 (1%3) Gallstones dissolution
| el Reeurrence,




.tmmmmwmé

.}.;_"I I serte 379 2 2967




Twelve patients were operated for perforated duodemal uleer in
m@mz%;:,;mwmm,mmrmmmmm
Medical Centres The majority were menaged by laparatomy and simple
elosure; some who had chronic symptoms were given appointments for
elective definitive surgery after surgery for the acute stage.

In a third of these patients, this simple closure proved to have
been an adequate treatment as these patimhtmdnemptmce
peptiw uleer at follow upe

Perforated duodenal uleer was the commonest complication
~of peptie uleer necessitating operative intervention in this firm,
Out of eighteen operations done for peptie ulecer disease over a two
year period twelve (677%) were due to perforation. Other complications
of peptiec uleer disease for which surgery was indicated in order of
frequency were bleeding (3), intractability (2) and pylorie obstruction
(1)¢ This however does not include patients who were admitted and
treated medically for acute exncerbation of pi;a.a ulecer disease,

One of the patients, presenting with a perforated duoderal
uleer, operated by the author is deseribed in detail, and the subject
of peptic uleer disease is veviewed; as it pertains to aetiology,
pathogenesis, elinical presentation, complications and treatment

Peptie ulcer disease is a common comdition in Africans, eontrary
%0 views held by earlier workers (Baimbridge 1934, Connel 1937,
Prowelly 1960)s In a series of 733 barium meal studies, at Muhinbili
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rates In another review of mxg:!.qa:& admigsions to the same hospital
in 1971, mize (1974) noted 40 admissions out of a total 1871 surgieal
admissions, 6 of vhich were due to perforations I all the admissions
to mgm and medieal ms; and also patients reviewed at outpatient
iMs were talen into account the figure would undoubtedly be
mich highers In all reports, there is preponderance of urban over
vural populations (Konstam 1954, Shephered deke 1968)e
Incidence of perforetion vary from eountrs) to country, and
it tends to increase during periods of troumatic and stressful
situstions. Tms during the Babtle of Britain of vorld var II in
1940/1941, there was a marked increase in peptic uleer perforation
due wmmmmwm German air forces
. Perforations ave move comnon in males than females in most
seriess In the patish%s reported only oney mﬁ» of the twelve treated
for perforated duodenal ulcer vas a females There ave more duodeml
uleer pu#‘mtm than gastrie uleer perforations in mogt series
imm 1955, Vebster ot al 1958, sehwarts 1972)e
. Tatlents receiving steroids, aspirin, phenylbutazone, indoles
and who mamﬂw songume aleohol are candidates for pepiie uleer
disease and perforetions (Du Flessies 1956, Davenport 1969)s These
substances cauge ulceration by indueing alteration in the volume
and composition of micus seereted by gastric and duodenal micosae
The miosal barrier to acid pepsin digestion is thus disturbed,
and uloers form, Pour of the patients in our series had & posi-

tive history of ingestion of sspirine




wm‘ﬂ.m,mmaﬁmmmsm” iver,
£rom Wwtond in Day es Salasm who presented with an aefite onset
of upper ablominel patn at 4400 pebe in the aftemoon associated
with vomiting caffee - growsl mitordal. He hes previcusly been
3 yeave, for which he has not sought axy treatments The acube

0o examivation he wes an illelooking middle aged man, ian
The pulee was 90 per minmute, regular and good volumes Rlood
all overs Mmuguamn 4 chest Xezey mmm
position showed gne im the cupsla of the right .

A ddagnopis of pexfovuted peptic uleer with perdtenitds
vas arrived ate A Napsogastric tube was inserted and sustion
startels Infusion of norwel saline 2 litres was etarted and blood

&»Mmmmsmﬂmlim
thesis e used, with intubation.
from the ¢ xiphitermm to the umbilious, £ perforoted ducdemal
uloer in the first part of the duodemm anteriorly, measuring 2 x
2 = 0 pilk sutures applied o obliterate the ulcer. This wag
due %0 the presence of a severe perdtonitis,
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MMtMWﬂw;Wmmmmm.
Maﬁmmam&wmmmleammawm@m
rubber drain. mmmmmmmmmzm
awmnmammmmmwmewmmm
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- The post-operative period was not remarinble and the

patient vas diseharged after 7 days from hospitals |
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3¢ Approximate tims of perforation, as recorded among the cases

studied (12),

| 1200 m0es
12,00 0000 = 6400 peie
6 pame = 12 mignight

6647%

33*3% 43

g " * {5

1

4o wwwmmxwmmm duodenal ulcer in

mmmsmm

2, simple closure plug
‘omental patehes

3; Definitive e
Junostony

83
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| 5« Duretion of Hospital siay and sertality for the duodenal
k:f : B uleer patients stulded 12 casess

30 daps i, ¢ - Bt

'

o
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‘ 6 Symptoms, signs and investigations among the 12 patients
e ; _ﬁﬁmmmgmﬂ“rmwm” 1

o |} |1 sulden comet af eptgustric jatn f 2 | 007
adae |2 4 history of previeus dyspepsia for3 |
: | months or nores FL R 66473

- b &8 5.; No history of previous dypepsia B P
' ! - 1 & mistory of s.ngesﬁmwm :
e A PR
E diaphregm on X-reys 9 5%
& Diagnosis of other acute ammm |
‘ mxm MM« - Y, 3 . 25h

: i b 5 A 5 i : 5 4
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Aetiology and Pathogenesis of Peptic Uleer diseases
Peptic ulcer is an ulceretion of the gastro-intestinal traet
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may be found in the lower Oesophagus stomeh, duodemm, jejumm
at the margin of a gastrojejunostomy, and in Meckel's 1&3. .
st Tvopssntly gpeted g i S
W@wmmémmwammﬁ Amongh both

mmwmmnmmmmaw@uw.
(Menguy Fe 1972)s These avets
a) sex; both types of ulcer ave more common in meles than females
but the ratios ave 231 gastric uleers and Til duodenal ulcerss
- Thuse thﬁ,velymmtexﬂ%ohawmmgamm
ulcerse , .
b) Ages Duoderal ulcer is a disease of young men, aged 25 = 45,
whereas gastrie ulcer ineidence tends to inerease with ages
e) Familial tendenay; Both types of uleer temd to occur in certain
familles, but in mm uleer there is a prevo-nderance of
subjeets with blood group O, whereas, in Batim:: with gastrie
nlcar, ‘blood group A mmm.
a) Relationship to environme -
| Individuals wit duodenal uleer often work in eonditions of _
tensicn, with inereased social respomsibility. Tt tends t0 oeour
m often in people of higher social strata eege m‘k&w&g
;mmm@wmrmummmm
social clagses in Turope and Aperien,
©) Gastric seeretory activitys Duodenal ulcer patients have on
~ the average of higher rate of gastric secretion than the norml
populations Indiv: with gastrie uleer, have noral or
orie acld seeretion compared to ulser
free individuals, except in patients with combined
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£) Response %0 treatment In general, duodemal ulecer responds
favourably to medical treatment, wheveas, gastrie ulcer does:
noto Gastrie vleer wos onee thought o furn malignamt in g |
propartion of casesy but this view is no longer held. (schverts
1972)e It is now accepted that bemign gastric ulcer remin
benign and mmlignant ulcers start de m»
Several factors heve been assoeiated vhth development of
pepiic ulceration, and One or more of themt my be aching in any
individual cages These aver= _
i) WMW§W&@§M@§WM®&M
$4) Dupaird mcosa barriery Gasirio and duoderal micosa contain
mious with physieal and chemleal properties suited to a
f' : protective function. It is o visoous gel waich completely
’ covers the mwcosa 4t is spongelike, hydrophilis and it my
act 1ike an dan exohange resin (avery somes 1577)s It is
secreted by Goblet cells, and chondroitin sulphate in gastric
micosa has been identifled with evolutionary development af
seeretion of hydrochlorde aeid %o aid digestions Imeus
 barrier efficiency is reduced by a vardety of factors notably
~ alechol, selicylates and spicess
111)  Altered cell kineties) the moossl cells in the gastro
Antestinal fract degenerate fast and are replaced overy
48 - T8 hourss Pactors which reduce or incresse this
activity lead $0 pepidc ulcerstion, The most motable of
these is stresss swwznhmﬁmwmm
whieh further stimilates release athieﬁamim and heparin
- from mast cells. These are vascactive substances which
produce a local inflamatory Pegtion with mecomsd coliand

T T —
% & o i
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12 the umtﬁm of mcopelysaehar:
of adrenaline and gl

des Stress alse increases release
soids whieh stimilste’ chalone activity,

that 1s decreased mptotie nmvw (avery Jones gir e 1977)4
Chalones are biological substances found especially in epidermal
and micosal cells with "antiemitotie" activity.
iv) Mereased ‘uleerogenic factorss 0
i) Inereased acid seeretiony this my be due tot=
a) memm neurel stimilations vegal stimilation inereases

b)

m; my be a ge

‘¢elle more reactive to other sidmli, (schvartz 1974)5
Thig is WM%WM@;WWGW
abolishes gastrie hypersecretions | |
Excessive eapaedty o produce acid, Patients with duodema!
uleer have more parietal cells than normel individuale,

= ",,ﬂnummmomw&mtw
mwww“iwmmq (schwarts
1974)s mwm«mummnmm&

wnmmmmmw

nmwmmmmwammmuwm

at a pH lower than 4, Therefore when the amount of ¥' seeveted
Ws%memﬁmweﬁémmﬁ%mm

ﬁ%Mmﬂwﬁmaﬂf&@m«ﬂad&&m
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jthin the range of pepsin activity for a loug perdods

1i1) Gemetie factovs in peptic uleer disease. Wore individuals with
Wlood group O ave found among patients with duodenal ulcery than
normal individuals, and also inability to seerete vlood group
antigens A, B, and # in gastric juice and saliva occurs in
about 257 of the Wm is assoclated with duodenal ulecers
The patient who is blood group O who is alsc a non seeretor of |
these blood group m%igem"‘ia his salive and gastric juice lmn'r:
a 245 times grester chanee of developing duodemal ulcer than
an individual with blood group A or Bs
betweasi nomedneulin producing Selet ool wnsrs of the FNETSRE
and peptic ulcer disease was flrst reported by Zollinger and
Ellison in 1955, This was later nomed the Zollinger - Ellison
syndrome and consists of o triad of s |
(a) arked gastric hypersecretion
(b) Recurrent ulceration despite intensive medical or surgieal

theranys ,
(e) Presence of a non beta islet cell tumor of the pancreas
the potent hormone seereted by these tumors was identified as:

gastrin 'ay\ Gregory and Traecy (1960)s Mmiltiple endoerine adenomtosis
1s also associated with peptic uleeration and the Zollinger Ellison
Syndrome, The only possible freatment for this condifion is &
total gastrectomy or Total/Partial Pancrestectomys
Pathology and elinieal featuress

Acute perforation my ocour in acute or ehronic duodenal
wleerse e base of the ulcer suddenly ruptures with the result
that duodenal comtent escape into the gererel perdtoneal cavitye
This initiates a frein of events which if not intervened may lead
%0 a generel bacterial peritonitis. Infrequently, if the ducdemm
is relatively empty the perforation may become sealed off and the
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peritoneun may be sable: to deal with the comtamination, or the
perforation ocecurs into the lesser saey resulting in a localised
peritonitis, subephrenic abscess and abscesses in the parecolis
gutter or hepatoreval pouch of Ruthexford Morrisons
The size of the perferetion varies i'm Eﬂ o over lem in
diametery and the larper ‘the perforation, the higher the morbidity
and mortality. pepending on the extend of peritoneal soiling pere
tmﬁeﬁ duodenal ulecer may be divided into 3 typesiw
(a) Acute perforationy the ulcer perforates and the general peritones
eavity becomes flooded with ducdenal and gastric contentss In
up to 307 of these patients there is no antecedent history of
chronie peptic ulcer symptomse (Desmond #wM, 1969)s From the
moment of perforation the elinical e@s& falls into three stages
1) ZPrimzy stage or stage of peritoneal irritation Lollows:
immediately upon perforations It's symphoms are due %0
intense irritation of the peritoneun by duodemal contents
whieh consists of hydrochlorie acid and proteoclytic ezaymess
This sudden and violent irritation of the peritoneun PPO=
duces a reflex action whidh shock, intense abdominal pain
vhich my be referred %0 the baek or shoulders, and retehing,
althw@ actual nausea and vomiting is rage.
The patient lies with his legs drawn up and flexed; is afraid
to move in fear of aggrvavating the paine He is pale, arxious and
sweating, with cold amd moist extremitiess The temperature may be
normal, but the respiratory rate is alvays increased and it is
shallow and thoracic in nature due to the immobility of the diaphregm.
The abdomen is tense and rigidy with mrmﬂa tendernesse There

~ 1s also a rebound tendernessj on suscultation, and the bowel
- gounds are a’bsm‘k&i
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11) secondary stage or stage of peritomeal reaction this follows
3 = 6 hours after perforation depending on the size and site
of the perforations There is profuse peritomeal fluid
secretion vhich tends to dumpen the irritation with the

- result that pain becomes lessy but all the other features
described above remain unchanged.
An upper abdominal Feray, including the lower part of the chest,

faken in the ercet position demonstrates a pneumoperietoneum in

almogt all casese This is pathognomomic perforated peptic ulecer,
and the air collects under one or both cupola Or the diaphragm.
(Rozoll and Mmyer 1562),

 444) fTertiary stage is the stage of bacterdal peritonitis, and it

becomes inereasingly likely after 12 or more hours of perfora=
tion, The elinical features ave essentially those of a general
peritonitis £rom any other cause. There is less pain and
profuse vomitings The patient is severely dehydrated with
marked electrolyte depletion, as & result of vomiting and
marked outpouring of £luid into both the general peritoneal
cavity and ‘the distended paralytic intestiness Igver also
ocours in this stages |

The abdomen is distended, tender and there is guarding of the

: abdeminal musclegs, The abdomen is aﬂem on auseuliations If no

treatment is instituted, the terminal phase is charaecterised by a
eomplex climical pioture of toxacmia, dehydration, shocky eiveus
latory failure and £inally deathe | .

(b) sub-acute perforationj in these cases, peforation cooursy but
ie immediately sealed off, beforve here is spillage of duodenal
eontents into the gemeral peritoneal ecavitys The elinical

~ pleture is that of a sudden acute upper abdominal pain which
my radiate to the back or scapulas There is loeal {enderness
in the right upper quadrent of the abdomen, but the rest of

e abhdmmen Jo sofPdE and mon Pormdan. A ssnraws 2l Bt s ke
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my veveal gas under the diaphregme

(e) Curonic perforationy ais ooours when an uleer perforates imto
an area saalad off by adhesions or adjacent viscera, mmg
in a chronic ahscem« ‘These abscesses may be in tize wbmenﬁ.g
_spacesy Rutherford Morrison pouch aﬁ an the omental bursas
mgnsais is usua}.lzr made at hmmtw %0 m ‘bhﬂ abscesse

The treatment of perforated duodemal ulcer is operetive, Nom
. operative treatment is adopied only for those patiente considered not
‘ it bo ﬁ:i’chstani an abdominal operations Some time should be spent
in resuscitating the patient prior to the operations An appropriate
pre=operative regimen would betw |
1) Nasogastric intubation and suction vith no £luids per mouth
41) Intravenous fluids, sterting with normal saline, while blood
is taken for grouping and cross-matehing, blood counts, elee
ctrolytes and serum amylases
4i1) Pain is relieved by a sirong analgesic intramscularly or
intravenously provided e diagaosis is not in @oubte
iv) IJood pressure and pulse rate chart cormenced

~ Simple elosure of the perforetion is the treaiment of choice, but
in gelected cases a move radical treatment such as vegatomy and dreinag
. procedure my be underiaken without increasing merbidity amd mortalitys

gan be cffected by placing interpupted sutures across the perfo=
rations using chromic catgut or silk sutures (Greham Re 1957).

- 18 a siople and effective procedure which does noi require experience
~ or skill in . abdominal surgerys It's aim is to remove the immediate
davger of death in a serdously 111 patient and not to cure the uleers
~ Mortality from tais procedure vardes from 4=12%, In our series onme,
_ out of the twelve petients (8437) ddeds ;
| A general anaesthetie with miscle relxation is prefered.
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 ineision as it is quicker and easier to close in potentially

infeeted areas In mOSt casesy the perforation is easily seenj b
may be oval or circular and of variable diameters The escaping
£luid is bile staineds The perfmm is best closed by plaecing
imempqmms of mmbez O=0 ehrmz:eatgut or silk and tying

them gently in places Au cmental patch cem be laid over the

perforation, Peritomeal toilet should follow this procedures
A1l the £1uid is sucked out from the gemeral peritoueal cavityy
and & speeimen taken for bacteriologleal studye A drain is left
in situ, in the ulecer site and through a separate siab wouwd.
simple closure of the perforation ie the presence of

severe duodenal stenosis would agsrovate the 3?03134 Thus a

gastro-jejuncstony should be doney either ulone or in coubination

formed, with the aim of curing the uleer in which both woriality
ané mhww' are not higher than in simple closure of the perfo=
ration (Siegrist 1957) Muboer 1951; Towlen 19525 Debakey Ms 1963)s
There is no aw that, these curative operations can be safe in
capable handsy with the provisos thati=
1. Adequate facilities mist be available .
2+ The surgeon must be experienced in these procedures
3¢ The patient rust be in & reasomably good condition to
withstand an extensive operations
The operations commonly &m ares= ‘
1) Vagotomy anl drainage
ii) Parital gestrectomy. Vegatomy and dreimage procedure is
a procedure of cholce for duodenal uleer. It is done
ag in elective procedures, except that it must be
accompanied by a meticulous peritoneal toilet im a
perforated ducdenal ulcers:
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The method of ~ dreinage depenis on the prefevence of the
surgeon, but when there is gross induretion and cedema of the
duodenum a gastro-jejunostomy would be less risky than a pylo=
roplastye
Post operative corplications:
1. Peritonitis is the commonest cause of mortality in perforated
peptic ulcers
2s OSubphrenic and pelvic abscesss These are less common when &
radicel operation is performed than in simple closure of the
perforation.
3¢ Duodenal fistula
4o Haemorrhage is common after simple closure
5e Tound imfestion rate is high especially in patients who present
late for treatments
The post operative care affer simple closure of the perforation
should be as followssm ;
1., Nasogasiric intubation and suction contimuously until bowel
sounds retyrme
24 The patient is nursed im & sitting position, mst have
intravenous fluids as dictated by the degree of dehydration
and d‘t‘:}y gserun electrolytes estimtions.
3e An aecurate = fluld balance chart is kept
4o Antibiotics are given if the results of cultures taken at
operation, indicate them, or if there is a chest infection.
5¢ In elderly patients regular breathing exercises %0 promote
chest expansion and bronehial dreinage under the supervision
of & physiotherapist is recommended.
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Prognosis tnlpertmm duodenal ulcer depends omge

(2) sive of o perforation; the larger the perforation, the greater
the extent of peritoneal soiling and the worse the prognosise

(b) Ouronieity of the uleer, the more clronie the ulcer the worse
the prognosise

(e) ffhe age of the patienty elderly patients are less able o stand

the stress or the perforations
(¢) wime factors the time which elapses between perforetion and
treatment is an important fagtor in prognosise. The longer the
interval between rupture and treatment, the worse the prognosis,
(e) Associated haemorrhage:~ when a perforated duodenal uleer is
agsociated with haemorrhage, the prognoa:ls' becomes worese
gouservative treatuent of perforated duoderal ulcer

Indications for this form of treatment are “ews It consists
of patients who ave poor operative risks, in aged pationts and in
whom diagnosis is mot certain, ,

1t consists of eontinuous effective gastric aspiration, antie
bioties, adequate intravenous fluld administretion and suction. No
fluids per mouth are permitted for at least 48 hours.

This form of treatment has few adherents for the following
reasonse

1) A perforeted gastrick carcinoma may be mistakenly treated by

this method,
ii) A gastric ulcer may have perforated, and this responds poorly
%o non surgiecal treatments
ﬂov;w its adherents like Taylor He (1957) report a

mortality rate of 967 vhich is compareble to that of simple
elosure of a perforeted duodenal ulcer. This method however is
not used in our centres
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From July 1980 ‘o April, 1982, 32 cases of appendicitis were
in the Muhinbili Medical Centre, Dar es Salaam, Aeute appendicitis
Patients is reported in detail. He was a 20 year old male, with
generalised peritonitis due to a perforated gangrenous appendiz. A
right lower paranedian incision was mde, appendicectony doms £ollowed
by peritoneal toilet with warm saline and suctions Post operatively
he was treated with large doses of parenteral antibioties, gastrie
suction and intravenous fluids. He recovered and was well at follow
upy for up to six monthse He was not seen after this periods Wound
nmﬁg‘:;: commonest eomplication observed. :

The aetiology, pathogenesis, ¢linical features and treatment

Acute appendicitis as a elinical entity was first reported in
the £irst part of the 19t century. The firs§ appendicectomy was
perforned by Pitz in 1886, Prom then onwards, the ineidence of this
mmmmmwm.mmmmmxwmm
and latery in the less developed countries of Asia and Afrdca.

uwmm, it is the commonest abdominal surgical

emergency (Burldtt 1971). marlier workers in Africa, considered acute
appendicitis to be rare, (iller 1955) but it is now on the incresse

(Buricitt 1971), and in Dar es Salaan miza (1974) and Suija (1975)
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mwdmm#ﬁmw%ammmmm
espeedally in urban areass

The disease commonly affects older ehfliren amd young adults.
M*”“mmﬁmmmtamm.xyam,mw
VWQMWFMab

© YoVe IP, WO, 234414 was & 20 year old maley a Dar ¢s Salaam
resident who presented to us with a 3 days history of abdominal

3 painy fever and vomiting, The abdominal pain firet started in the

umbilieal region, then settled in the right ilise fossa. There

s accompanying ancrexis, togeliter with nausea. Initially there
was no vomiting, Tater the pain spread to the whole abdomen, and
he started vomiting, m:mwmm*«m:mmmm He
vomited fowr times on the day of admission.

: mmmmhemmmmmmm,zm
m:&xyammm. %mﬁ-aemtemm»ezm;rwm
ulndaqmu&nv&mﬁ Mwmmunml The abdomen
was Yender with severe guarding, There wes rebound tenderness,
umwuwmmmmms,m. Amamw
ummm&.

AW#&W&WMMM‘&MW,&W%&

. perforated appendix was mde, and the patient was prepared for
. operetion as follows. An intravenous line was started and normal

- saline wao given, w0 litres were run in befare operatioms A
~ haso-gastric tube was inserted and gastrie suetion was started,

E mmmﬁmtmmﬁnammeemmumamgm

hourse
4gmwteﬁthmbsﬁmmwg &mzﬁght
WMMMWMumaMMaW There was genew
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ralised peritonitis with a gangrenous perforated appendix, The
appendix was divided at the base between two chromic catgut 2 - 0
ligatures placed half a centimetve apart and was removeds The
appendicular mesentery was also gangrenous and it was Wt

at'amewmmmhmmwmm& The stump

emnuwzxmmww»emmmwmmm
pedematous and inflammed,

The general peritoneal cavity wes swabbed with gauze packs
and fluid sucked oute It was then lavaged with warm saline and was
sucked outs Crystalline penieillin powder wae put in end & drein
mmmweawua,mmwammte stab wound,
mawmmmnmmmm,memmta 0 %0 the
peritoneun and prolene 1 - 0 to the rectus sheath. The skin was
mwuwmmawmmamm{mmmwm
peritoncal cavity. fhe patient ws put on intrevenous fluids, gasirie
suction and antibioticse

The patients tempereture contimied to rise to 40°C, and pus
discharged from the wound by the third day. Some ‘stitches were
removed and pus svab taken for eulture and sensitivity testings

Ee eold sensitive %o gentamyein, coedsioxasole and ampieillin were

grown, The patient was put on gentemgein 80mg twiee daily and

m&rmw&mmwvaam ‘The temperature dropped

mmnmmmwmmawmuwm

in hospitals
scmzmmwaemwmthmmaxxmnw

and was finally diScharged from foliow up in a good condition,




mm&mmsammmmammmx
y 198 and gt 1mmhmmm sumarised | low

A Mzm
~ (Elective Appendicectomy)

» Perforated Appendix and Pelvie
Peritonitise

B w

Ll

7« Gangrenous perforeied appendix and:
generalised perdtonitis. 2




inoreased incidence of acute appendicities from the labber
auarter of the 18th century in Burope and North Amerdea follow
wing inereased consumption of white polished wheat flour, as a
result of improved milling facilities. Burkitt (1911, 1972,
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lation, and mmm that mis
 eonsunption of a :m zsm am wm %0 that consummed

1973) mwi afm ﬁui; Mm‘in urban African popu=
esponied with increased

Buropes
mm. m’ﬁhﬁr then mm taamg geem to be the major

‘eausative taw, as imum in Black Americans, does mt differ

mmsmmmmmwmmmm alier and
Burkitt (1971) observed differences in intestinal tremsit: times
of food amonz individuals who live on a high residue diet, and
those who live on & low residue diet, There wasa residue

varked difference between the m}a very short trensit time for
thoge who consume a high residue diety and a long transit time

" for those who eonsume a low residue diet. Altered bowel behae

viour, would lead to altered bacterial flore of the large bowel

and hence possible acute appenieitise Also a long transit time

would predispose $o increased absorption of water, resulfing in

hardened m,mm& aatwe impaction in the appendicular

mmmmmwmmamwamm
appendicitise | -

(b) Viral infectionse ?Bmeln of . goxsacicle B . viruses and
adenovirus has been found in speeimens talen from patients
undergoing surgery for acute appendieitis. smzaﬂy high
titers of the same virus antibodies in some patients with
acute agpendieitis (Tobe 1965) have been demonstrateds

(e) Tumen obstruction - obstruction of the proximal part of the
appendicular lunen is found in the majority of matients
presenting with acute appendicitiss This may be caused by
8 faecolith, fibrous bands, peresites, carcineid fumor and
¢aveinom of appendix (Pitz 18865 Wilks 1914, Shija 1975)s
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shija (1975) reported 17 cases of appendicular lumen obstruction
by schistosom mengoni Mg& faet frequently observed by
the author while working in Take Vietorts islands of Ukerews
a distriet where this infestation is holoendemic, In aveas
mmwmmm“hmﬁmwmlm
obstruction,
(8) Bacterial infection: ‘
This commonly follows obstruction $o the appendicular lumene
There is stasis of appendicular seeretioms and proliferetion of
normal bacterial flora t0 the extend that they becomen imvasives
The common orgawisms invelved are gram negative enterie bacteria,

Pmm lumen obstruction leads to the acoummilation of secretions
with consequent distension of its lumen, Normal resident bacteria
proliferated o the extent that they become imvasive. As a result
of distension of the lumen venous and eapillary drainage diminish

h ‘aaﬁwmams Vaseular congestion contimues to increase as

arterial flow contimes and agute inflammtion sets in. It epbends
wimmmwwm,mmmmmmam
parietal perdtoneum,

When blood supply is compromised, there is sloughing of
mm,mmmmwmw@mmam:
mmmm:aym. Pever, tachycardia amd

socytosis result from absorption of dead tissue and basterial




by fibrosie end — Wmm 1o comom, (Defel
M)c MWMMMWMMWM
appendix w forn an aypendicular mass, which i: 0ot treated my
mwwyw*g - |
mwwmmm Mmﬁ%mglww
“gyemta, liver abscess and septloacuia (am mallace z.mz Tebt
: ‘}ﬂ‘u}u incidence of perforation, gangrens and peritonitis is
_mwmmwma. probably due to reduced blood
supply and lowsred imumity, Perforation rate s yousg adulis is
10415% while in those over 50 year is 507 and iu infante s 507

i

Mgmmmm mmm starying in
mummmmwwmammm
AMW@WMW%MWWM
, Mmmmm ratlents with asute sppendicitis,

while nauses and voudting may oeewr in up to 757 (Bruse 1959

. aupbell 1956)s Theve is uswlly a slight fevery with
temperature raised by about 1° celsius, and an inereased Mulse rates
There is tendozness in the right ilise fosem, with rebound tendezmess
: “W&QWMMM%M&MMWW

,,,,,
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Roveing's sign, that is deep palpation of the left iliac fossa,
causing pain in the right iliac fossa, my be positives Retroeaccal
and pelvie appendices may present with few abdominal signsy but my
give rise $0 pscas and obturetor signs respectively, A4 rectal digital
exemination elicits venderness in an inflamed pelvie appendiz.

A mass in the right ilise fossa in a pat:mxi mmtzng with symptoms
- and signs of amiw appendieitis as desmm a.bﬁm w ham an
appendicular abscess waWWMarmo ‘
These symptous and signs are atypieal in the extremss of
lifey and the disease often progresses tamem, perforation
and peritonitiss (Morrison 19013 Bruce 19393 Camgbell
MoPhasil 1958, Jones:1974),
ﬁmmumugzxmmm@mmmﬂmm
in 907 of cases (sesso et al 1970), Apzammmxw
gy showse , | |
(8) An atwefinid level in the eacoun and .ﬂm
() 4 radio-opaque faecolith
(e) an m@eased soft tissue density in the right iliac fossa
in cages of perimappendicular mags (Brooks and Killen 1965)e
These radiological features were not mmem all the

cages presented,

Acute apm:iﬁtﬁ.a mist be differentiated from a wide array
of comon acute abdomimal conditions, There inelude acute pelvie
mmtwaiseam twisted ovarian eyst, ruptured Graaffian
follicle, and rupbured ectopic preganey in the female, Also .
aeute gastro-enteritis, regional enteritis, acute cholecystitis,
acute Mtﬂrkw and a perforated peptie ulcer mist be ruled out
in both sexess In children, acute pyelonephritis, mesenterie 1y=-
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l nphadenitis and acute intussuception mst also be ruled outs (omwnes
| auzssﬁ,amum;ms)* Vhile this list is by no means
emmm, 1t attenpte to ahmthamgcm‘ema;
mwmg mema@ma b&mﬂa&m
'tba's a patim has get amﬁa appemimma

?_ 4 s G < -.E .;’ 2 fing
) @ b # .

IR e tweetennt of aente supinltetiin Ui Snsat it ool of the

. insult by the opertion of appendicectony. In en uncomplicated

:‘ acute appendicltis, this simple operation has gratifying resultse
The mogt emngi’ih is by an oblique incisdon through

superior ilisc spine to the umbiliouss The incision is 8 = l0em
1mmmmmwmauesahmmsummmmuo;m:'
The extexnal obligue aponeurosis is divided in the line ﬁ% "%
incisione m internal oblique is separveted in the am«td fibres
resemble a grid-iron. The peritoneum is thmwmmaw
etion of the original incisions This approach was first deseribed
similataneously by MeBuwrmey and leiriimr in 1894, and it affords
adequate exposure and has few eomplicationse
A similar, but mugele eubting incision was deserdibed by
Rutherford and ‘mﬁm in 1901, I% provides adequate access, and
is especially useful in obesc sid stout individuals (Taylor et al
1935)e
A lanz incision is a transverse incision, following a skin
crease and it is performed meinly for cosmetic reasonse
A right lower paramedian ineision is preferved by some
especially in fermles, when diagnosis is uncertain and if there is
Gentleness with tissues; especially in a gangrencus appendix,
i3 necessary to avoid complieations such as perforations The appendis
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mesentery is clamped, mwmwmme»cmwm.‘
mummmmmwgmmm; The vest of the
appendix is ‘shanmmed. fmmwm mmbw-amv
mmmm,,mmmhmawwm to cause an
abscess in the closed cavity oreated (Mayo 1988), and some
surgeans prefer o leave the sturp wburded (Ringsley 1969).
systemic broad spectrum antibiotics ave useful in a

perforated appendix and peritonitis (Macarey et al 1971). Drainage
of the appendix site is necessary if:-

(a) There is an appendicular abscess

(b) There is doubtful integrity of the caecal wall

(¢) There is furbid peritoncal exgudate (Winnicombe 1964).

omplies ‘ﬁiﬁm OF appendiceciony
Wound infection 1a the commonest eomplication noted in this
and m serdes, followed by peritonitis and pelvic abscesseme
The commonest organisms cultwred were & coli, staphylosoccus
aureus, proteus sppes Klebsiella and pseudomenas (Winnicombe 1964),
wound contamination is frequent in the presence of a gangrenous:
appendix or peritonitis, Use of packs minimises this complications
Leaving heavily comteminated wounds wnsutured or leaving ina
drain reduces wound sepsise ITn the experience of Polk and Topeze
layor (1969)y dreimage of the wound site reduced wound sepsis from
14467 t0 2437, Use of antibioties, also reduces wound sepls
0 a considerable extend,
In the last 15 years, infections following coloerectal

and genitourinary surgery ineluding acute appendieitis have been
found %o be eaused by nomespore forming anserobi bacterds (Wilkde
1967)s It has therefore been recommended by a study group on wouwnd
prophylaxis and treatmente (Study group 1974 1975, 1976)e This
group has noted it prophyladtle use of metroniddzole roduces
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wound sepsis  rate following appendicectomy from about 207 to
practically nil, |

Por pationts undergoing appemdicectony for acute appendlcitis,
a dose of 100ml (500mg) given mmvenmly with éremedieatim and
eontinued post operetively at 8 hourly intervals for at 1ens§ three
days is recommendeds, It is comonly combined with gentamyein or
‘Kanamyein to reduce chances of sepsis from atrebio( orgenisms,
(wiliis 1979).

4 pelvic abscess presente with an intermittent fever,; micus
discharge per rectum and diarvhoea,s It can be drained per recthum
and an inesitu rubber or tube drein is ummeceseary,
peudicular it and &hscosl
An appendicular mase forms when an inflammed appendix is
walled of? by adhesions and omentume It is s con@ddered to be a less
vimilent form of the disease, and is an attempt by the body o
localise the infectione

The stendard approach to the treatment of a periappendicular
mass is conservative, a method first reeémaxxlad by Osehmer (1901).
The patient is admitted t0 hospital and given intravencus fluids,
gastric suetion, pare:;\eml antibiotics and Sewmr =2 four hourly
monitoring of pulse and termperatures

If fever fails to settle and the moss remains the same in '
size or increases after 12 hours, then operative intervention is

~ neeessary. The success of the method is indicated by 2 drop in

temperature, a diminished migs sizc and an improvement in the general
- - . eondition of the patients The treatment is contimied until there is

i .}r“w more pain, and interval appendicectomy is reeommended after 6 = 13

m (Barnes et al 1962),

; Some surgeons - - prefer o operate on all cases, irvespective

. of viether, there 15 a mss or noty contending that it is difPieult

%0 differentiate elinieally between 2 mass and an appendicular

_ abscess. If an absoess is encountered it is drained and appe=

P
.



nicectony my be done at the same sithing or latery and if an
appendicular mss is e seredy the adhesions ave separatedy and

appendicectomy dones

An appepdioular abscess mst be drained ﬁdﬁﬁmﬁéwi to
avoid the high mortality rete following rupture of the abscess into
the general peritoneal cavity (Barmes et al 1962). I mmm
Morrison miscle cutting ineision is recommended for ﬁaisg and it is
extended as far laterally as possibles If possible the absecess
should be drveined extrasperitoneally, and the wound either lef%
unstitched or loose stitches applied with a rubber dreine

g iU e R

The approach %o this is the same as that %0 peritonitis due %o
éfthir‘ causese Immediate appendicectomy is performed, followed by
an adequate peritomeal toilety and dreins left in-situ, A Pus swab
ig taken for both acrobic and annerobic culbures and an adequate
antibiotie cover given.

There has been a d€crease &nmmty from acute appendicifisy
in Zurope and the UsSeds over the last 30 years (Contwell and
Stafford 1955)3 Iazarian 1970)s The mortality for perforated
appendices have also shown a gimilar downward trend. This has

- been attributed to a mich wider use of antibiotics and m;'

3 operation, However appendieular abscess still carries a high
mortalitys (Barmes et al 1962)¢

. 1o Barnes et al (1962) Je of Aums Surge AssOe 130 § 122
Treatment of appendicitis at Imssachusebts Gencral Hospital
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During the perded between June 1978 and June 1982, twelve cases
of reectal carcinoma were seen and treated in firm I, one a&"ﬁm three
geuneral surgical firms, at the Muhimbili Medieal Centres Among
the patients treated, only one out of the iwelve preaanm in an
early stage (Duke stage A), where 2 curative surgical excision

~ eould be dones INine patients presented in late stages (Duke stage

Gy ¢, anrd D) and the aim of treatment in these cases, surgical or
otherwise was palliatives The main symptoms encountered were,
bleeding per rectum, feeling of incomplete evacuation, loss, of
welghty pain, &mm{"m of stools, and alteration of bowel habitss
A1l patients had a proetoscopy and biopsy dones Barium enemay

_examination under anaesthesiay cystoseopyy intravenous urogroms,

and chest radiogrephsy were dome as indicated in Table Ve Two
patients had liver and bone scansy during the last 4 months of the
period under reviewy as these special investigations bocame available
at that periods The treatment of the cases rresented, was as indie
eated in fable VI, Out of the six patients who had an abdomine =
perineal exeision, only three were slive and well, at one and half
yeare after surgerys Follow up of patients has been a difficult
processy as most of them come from up-gouniry stations and trensport
t0 and from Dar es Salram s difficults

The aeticlogys pathology and treatment modalities of rectal
carcinoma, are reviewed quoblng extrensively from the world Lliterature
on the subjects '




Although large m:%. :zawew is not as common in m, as it
is in the developed cmmﬁ of the Wests recent reviews show that
its incidence is on the mcrm: (Iiim 19763 ssali 19773 Sande
1975; Ojara 1980)s Iarge nowel cancer in Africens elso temds %0

occur in the younger age groups, coupared to Vestern societies

(51 Mosri @wie and Boulos #¥®e 1975)s | |

In Bast Africay reetal carcinomn :!.a zore coron in
malesy and a male to female ratlo of 2 1 1 have be«en reported in
tencania (wiza 1976) and Uganda Seali (1977)s Stuiler ngwﬁicm'
were made in Kenya (Sande 19754 Ojara 1980)e In the patiente pro=
sented were 8 reles and 4 femalesy and all but one were beltm
gixty years of agee : “ |

In a retrospesiive 3@63, base on mterial gai:heréﬁ Yy
the Tanzania cancer registry between 1969 aml 1973, undawm by
Hiza (ms), large bowel cancer was shown %0 cemtimte about 1%
of all almm:ary met cancers with careimma aof the mw forming

- 60% of the large bmxeamms, In Ssalits series (1977)y 82

patients with large bowel mmm geen.in a 7 year perdody

‘of vwhich 647 were rectal carcinomass These figures are similar

to those oheerved in the Western countriese
Patholagym and elinical pmmm of :mam

carcinom are the same as that observed in the literature from

advanced countries. However patients with mu@ﬂ.i it im in
genersl and rectal carcinoma in particular tend o present Mte for
treatment in Afriecay ma@tm@ first to herbs and cther medicdtioms

from troditional healerse

Pehe IP, N0, 253811) was a 30 year old figua feunlgwho presented

%o us with a two year history of i=

a) Paivlcss swelling in the anus

%Y Mastddns an AoPossatdon
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¢) vwasting and general body wealness:

d) Slight lower abdominal pain. Since there was initially little
pain, she did not seek medical advicej she instead went %0
treditional healers and she was given some herbsy which she Yook
for about two years without notieing any improvemente
she reports that, the mass has now inereased in size and has

uleerateds It was now peinful and there was more bleedinge In
addition her generel condition and weight have contimed to decline
over the same perdods She has been welly prior to the onset of
these symptoms and had not been admitted 0 hospital for any
serious disease before. She is merried with three children,

the last being five years olds

on examination, she was ill-looking, generally wasted and
ansemic. There was no inguinal Lymph node enlargenent, or lcteruse

The respiratory, cardiovaseular and central nervous systens were

normal. Per abiomen, there was no organomegally nor ascitese

on reetal examination there was an ulcer around the anal orifice

with everted mrgins, It ves mostly in the anterior aspect, and

exbending for up to five eentimetres into the anal ogmls The

aval sphincter fone vas absent and faGes were passing freelys

there was also a large recto-vaginal fistula.

Biopsy was done, and it was reported as & well differentiate
adenoeareinom of the rectum,  (mistology report Nos HPs 3302/81)s
4 full blood pMWMW&MmM; due to chroniec
blood losss This vas corrected by blood transfusion and iron
therapy (total dose imeran)s

After the correction of the amaemia, a two stage operative
treatment was planned for this patienti=




a) An initial laparetony 0 assess the operebility of the
tumor, and to fashion a eelostomy.

b) If tumor vas foumd $0 be opereble, then an abdominal =
perincal excision of the reotum and anal camal together
with $he posterior vaginel wall bo dome, ot a later stages

mm‘hmmamwgamm-uzmwm

not spread beyond aad perttonsal refflection, and vas thevefore
operebles A double barreled Seomold colostony vas mde hringing
out the proximl protion in the . left dliac fosse as an end

cologtony and mmmmmm.mmm
a8 & mious fistula, She was taken back to the wand and her ulcer
vhieh was dnfooted, was trented with Sefe-baths trloe dally and
antibioticsy orallys

Afgor two weeks the patient was ready for the abiominge
Mnm This vap done under spiml amalgesis.

"mmmma,mmmmmmmm
mious Pistula vhich wes elanped with & Zacheryesope clampe The
abdomen was opencds The disceetion of the pelvis was done stage
by stage starting posterforly with tho sigmodd mesoeolon, until

. the peritomeal reflection was reached) then the laterel pelvie

o wlls) Mgating and cutting the supelor rectal vesselss e

ureters were identified and preserveds The anterder aspect was
also disseoted Zree of $ho uterus wntil the posterior formix of
$he vagiz vas reasheds A% tils stage, the, sbdominal dissection
was stopped, and mtient put in & lithotemy position for the

Mdm
; Bl phases "ith patient in a lithotomy position a puree -
MMMNMWWMM A wide elliptiecal
_mmm,mmwaﬁzwmmﬁmmm
sides of the amal carsl, This was deepened to meet the abdominal




, ‘_"‘f:]ﬁmmtmwerthemmmmmuﬁa
the rectum and anal caml, The whole mass comprising, the ansl,
mmmsmmmmmmwwm
 the perdineal we ‘ b ,

mmmmgmmumw-mmmmm
diatherny, depending on their size, ﬁmpmtimwmmw
wmmwmmmﬁmtmmmwmwm
Posterior vaginal well stitohed t0 it with chromic catout 2 = 0,
w-mmmmmmuwthemmm
Patlent returned o the origimal position,

gemeral condition, She was followed upy at the outpetient elinie
for about 1} years, after whieh she was lost £0 follow wpe




- % .

mma‘“%mtmag
Muu‘.z ixj
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PABIE V,DIAGNOSTIC VORK-UP TN 12 PATIEN?S STUDIED

‘ In addition to the above investigntions, mmm. liver
function testsy blood urea and creatinine, urine sugar and cultuvey
were done in ell yatients. Towards the period under review liver
»mm»wmmwwam&minmmm'
They showed metagtages in both patients,

WMmmmﬁmmm
~ and ileal conducte ¥ pea

:- ﬁm«mwmmmm tne died after 1 year
i’" : ﬂﬁlﬁ#iﬂlrw 2 1 alive
wmmm 3 1 aied affer 2 months
- | "2 were lost of £ollo wu

i :_;ﬂi; 50 j:f:
' weet Bood

1. 2q8d



 In societdes, vhere a low mm et is consumed, with ity
~ Wolonged intestiml frensit tine, careinoms of the rectun is somuon,

| &w&zmmmh This is presumably beeause prolonged
] dntestial trenstt tine exposes eolon and retal micoss to dlstery
?:-mmzwaamm‘ mmmmmmamm
% + "mw:mmmma olyeylic hiek
mmammmummmnmmwam
- MM Hill and assoeiates (1975), iﬂmﬁ&fm these baeterda
 ag anaerobie organisms, notably nmmmmmw,aam

 further able %o show that, healthy subjects from aveas of
TMMaM¢mmﬂmw£Mammm§aw~
9 thg olostridia, than mmtohed controls £rom low incidense areas,
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Amm&&m mmmammiem mmammwm

mnmm hyazwm, vhich breaks domn caveinogenic po
: M&a Coge benzepyrene to harmless ma&aetm (smu 1972,
4 Bundotte wm),

, mmm earcinom iy mich more eommoner in patients with;
famidlial polyposis &fﬁi@ uleerative amm, adenomas of the «Qm,
| M in normal 5

| : nodulary. ulmting; seirrhous or colledd,
mmwmm of the mﬁﬁmmmlammmmm

varying degreej from well differentiated tumor cells grouped in

ar clusters, similating normal rectal micosal glands to anaplastic

® with 1o resemblance o nomml rectal cellss A tumour groding

ey attributed to Wer, clageifies tumors on he basis of the

wlken together with Dukes clindeal staging, this corcelates well
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mamuwwmmgmmma

Mmmmmmmﬁmmmmi

| Feovria Tk dth negative nolesy Gel lesion is limived o the bowel

| A 02 lesion extends through all layers
| and posttdve nodoss A type P lasion 1ms boen adted to the crigioal
ﬁlmmtimx to denote lesiens with distant mmtastasess

: | mmm;%nalﬁm)mnmmm
,mmnmmmammwwm

- ororgans, The jroposed amging is as tmwh
h

mmmm; is a controversial mmmm

uhgang systemg for e@lmm cangery it ‘hignlights local tumer

Hon as a significant proguostie dﬂmg and itts atﬂ,lam
m ﬁm‘k 1% is intended to eomplement




mm to mg&eml lymphatics is the commonest form of me&awaa:is
for reetal care

LU .

- Above the level of 2.5em from the anal mrs.«. mﬁm am&

1 W&mmmmwwz{mmwmm
iliac vessels also ocours in growths ariging from the lower and

| middle thind of tho recths Al growihs drain o the inguinal lymph

. nodes.

B v svint ok st mirel spread to pelvie organs, as

B S co pertioninl disvamtuation axe 1ate ranifestationse

The symptoms of caveinom af the rectum vary according o
 the quration or growihe The most constant ¢ symptoms arese

| 1) Alteration of bowel habitis

- 31) Passage af bloody stained meus or stool per reetum
441) Abdomirel pain

© 4v) sense of imcomplete evacuation of the rectum

| ectal bleoding ooouring minly ot the end of defaccation, ds the
308t constan syuptoms  The sense of ineomplete evacuation is observed
* minly in tunors arising fro the rectal amzmm, anda:.mm 3
wel &Bﬂl&

M M is mc&rmm of growthe in the mmgwa Junetion
»mmms mmmmammmmamm&

- be
mﬂfel‘t by a finger in the

;,maamzmmmﬁmmymmamymmm
dgnoid junction. Tn fermles a biedigitel rectal and vaginal

uyg&ui‘werwmm

%&épy and signoidoseopy will show the tumor, ite exterd

"mmmﬁm;aélasmblmamthmf
mmww eontrast studies will show the upward extent
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&ﬁumaﬁothwleaimvmiehmeMﬂ
Geemoidoseonye

Other investigations include, haemogrem, erythrocyte sedime
mﬂm ::ata, ngnm&a ratio, serum proteins, bumuu,
m. urea nitrogen and me intravenous urogramy o rediom
tmopn liver scan and a chest Yexays Ihe investigations done in
our Rﬁenta are listed in tabla Ve

The differential diagnosis mma«. benign rapillomas, adenomas,
inflammatory strictures, amoebie and sehistosomal granulomas, grexmus
loms, lymphogramilore venereum, endometri@sis, tuberculous ulcersy
__________ leionyomas and carcinoid tumors. These conditions are however, nod
eommon, Whavevmmeauofleawomofthe rectun in a two
year period and despite the hyperwendemiolty of schistosomiasis in
» mam; we have notf encountered a case of schistosoma greamiloms

: The minstay of treatment of &eem carcinoma is surgical exeision,

ﬂ the most y performed operation is abdominoeperineal exeision

” the rectum with a permanent colostomy. (Iloyd Davies 1938)e Thisg
s 10w & standardised frocedure, Wiich in sultebly selooted Lavlente

~eE
(8 °

.’ adical ewres Other forms of redical exeision which aim at
rative resection but aveiding a permanent colostomy, are determined
hﬂ“ﬁm of the tumor from the anal varze, the size of the

3 and its degree of differentiation.

» i e w-‘““ ‘l
- mmmmmxwmmmummma,zme
mors with a mexrgin of less than 7 = Scm from the enal verge. For
hs above this marging abdoming - perineal resection may also be
med if an anterior resection is found o be difficult %o

Foredd ke =



boorioio ‘Mumery et al 1972) Goligher W)‘

, : E M@omﬁmwmmxwm;mmm
 ephineters and tho Zascla propria surrounding the reotum, the
;:_;ﬁmw; mmmafmwmmmm@mmmm

barrt 4 906
E ¢o; e and the perdtoneum lining the £loor of the pelmy A

k.. . permanent colostouy is also astablim;,.

5 It can be pexformed by a eingle surgeons doing the abdominal
~ pert first, then the mea:s. mark (ﬁilaa 190‘)% e synehronous

s  eombined awmmpezml excision ‘u:s per"amad by two sm:gzm
 pemovaotel . teams in the lithotomy = i*andelenhwg position (Toyd Devies 19358)
b .o 5 - }Ii‘haa several advantagess namely, it obviates the need to tén the

k- : yatmta, and enmidemb&y ﬁmrkm aymating timee

. &M bowel cleansing is important because Bacteria form
~ about 27 of fecal masse (Golarin 1975)s A low residue diet is recow
i 'Wfaz4w5dawm'&em operation and an enema given 48
f_kam before operation, Pollowed By colonie irrigation emd norml

g tﬂ.im@; in the eveming and mowning before operatioms An interesting
mm? in the last few years in mechanieal preparation of the
m for largebowel surgery, was an attempt by Hewitt et al (1973)
\‘ﬂwmmx@ﬁmmam@ammm.

The m:{@ﬂm is delwemi into the gtomach via & Nago=
m bube while the patient sits in a comodes The irrigation

| salution contatns sodhum chloride (6:l4g), potassiua hloride
(0a75)s and godium bdearbonate (2.94g) in distilled water (xm),

~ warmed to 37°. It 45 pumped into the stomeh at a rate af Toul
_’"MM% Bowel action usually siarts at 40-60 mimxkaa aftm

" the sfart of the drvigation and a clear #1uid is passed at about



Stages Up %0 10 litros of this trrigation £1uld my be usede The
drrigation is well tolerated by patients and 1% produces & mos
mfevt:m clming of the walarge bowel surgery, golo=

| noseopy and eontrast mﬁm rediological siudies. waem, its
mm of safely, still needs o e Qefined. (Goligher 1977),

The uge of amhiams am other antibacterial agentsy in

preparation for large bowel surgery is advoeated oy iy, (Po1x

m Iopez Mayer 19693 mvans and Pollock 1973, study Group 1974,

1975, 1976), S§0io3 et al (1974) advocate combined theragy against

m:mly encountered organisms, They recormend gentamyein againgt

m negative aerobic Organicms, emhimd with Lincomyein or metro-

niﬁazale Tor their effeet against nonespe e forming amerobie hae
3 m:a which inhabit

mmm,mmMsmﬂmbem
wa bolue in the last Pre-operative day, followed by 20%*

' hourly until Pre=operative starvation starts,
medication intra -

-

or given with pre -
venously (500mg) and contimied for three daya post
‘at eight hourly intervalse This is combined with gentamyein
m widce daily. (Goldring 1975; willis 1979).

Won absorbable oral antibioties, such as mcms;cm ew 8 sulphoe

ide have been used for a long 't;izse, but they ave Occasionally agsom
2ted with complications such ag ° ' prsidgemens

2ous colifise

. A left paremedian incision extending above the urbilicus i? mece=

S8ary is recommenied.. ‘The pelvie colon is mobilised by incising the
peritoneal reflection, ddentifying and securing the left

" from injurys The inferior mesenterie artery is divided and

1 just below ite origin from the abdominal aorta, the blood supply

Mmmmiwmtw&emmlmm* The

tion is contimed © untdl the pelﬁa—wlonmmmmm
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been completely makmm fronm the lateral pelvie walls, the sacrum,

e - and anteriorly. The site for a colostony is now chosen. Some surgeons

sti11 prefer to place it in the left iliae fossa, but the tendeney
is now %o place it higher up %o the umbilicus level lateral to the
umbilicus, ae this permits easy application of an applia:
Teduces chances of herniation (Maingot 1969).

The perineal disseetion is carried out by placing a purse -
m»gmmmmm‘,mmma invaginates the ams
and the distal amal camal. An eliptieal inelsion is made on both

ce and

i nw.mmm,mmmawmamtu

. W ‘theperincal body, and this is deepensd to divide the ischiowrectal

i fat close 0 the bones and the medial part of the gluteus maximg

~ mseless m saeroeoceygeal joint is opened and the coeoyx excised
< i | outs The ineision is then deepened %o eommmnieate with the abdominal
Mﬁmmmm&ommmﬁw%hem,themmmm
. Belvie colon fogether with the surreunding faseds and peritoneum are
| nemoved, In fepalos the postericr vagim wall 1o aleo removed.

| Maragement of the perinsel wound is still a controversial

| dssue. Some surgeons still prefer 4o pack the wound with non-adhesive-
| dressings, but Trving and Goligher (1975) recommend primry closure

- 8 dredmage with suction, through a separate stab wounde Various
‘mmwmmammwmmmummﬁema
'mmmmmm*mum (Ruchley, Smith and

- Balfour 19703 multen et al 1971y Denker et al 19733 Broader et al 1974,
Wlter and Malik 19743 Altemeiyer 19745 goligher 1980)s On the basis

* r_‘g O the experience of these authorsy it is now recommende that primayy

ire with suetion drainage be employed, unless it is specifically
Sontra~dndioated, e.g. by inadequate eambrol af bleeding or gross
mination of the perineal wound,

Results of surgioal treatment for rectal earcinoms, have
n amalysed by many authors, espeeially at speeislised eentres,
 the St Marks Hoap&tal:twdumes of the reetum and eolon



3 o Zondon. (cabrded 2952, 2957, ms; Duke ww, 1957 Morgan
3 £k - Mg m 1964, Tockhart Mumery 1969, 19?6).- The results as
a2 m oy m(lss?) show a rising resectabllity rate, a falling

~ oo operative mortality and an inereasing five year survival ratey
B : m 1928 and 1952, m it has been inomming ever sinces

. 1 | (Morgan l%ﬁi mamm M 1976)e An overall five year sprviva:
PRI ] of 63.8% among 990 patients was reported by Lookhart Mumery et al
" f. | Wﬁ)MWMhhmmms.mmzsmmm
ponn (oobia I‘ Tates of 89% 67427 and 3&«5% respectively. (Lloyd Davies 1969).

| Ww W‘awmm for rectal eancer, have been employed
mmzmqmrwmmm«mﬁmmmmwmw
WW% They received further impetus, when it was realised
‘imgmmmmwwmmmm 30 = 607
i.ﬂwmmammmmwmwmwmwmma
i "fmmm W«m 19763 Whittaker and Goligher 1976)s
| The prime criterion for deciding on a restrorative resection,

5*kmﬂumatthemaammquwuum

 degree of tunor differentiation, This deternines the length of nowmal
i':"mmmmmtmwmmuwmwm
'_Wwpammm A margin of 3-4om below the tumor
g am@mm). This means that, the lowest tumors that can
] hmmw:mﬂmﬂn resection is 7 = mmzhasm&m
imaﬁzzmmammmmmwmeaam ‘distally, and
| ref ore maﬁmﬁm&wﬂm&lmnﬁmhm&mﬁﬁ.

WM), has 1isted a mmber of criteria that should be
b b Mﬂamm@&m&wiwmﬁw&am
mm in the upper rectun or rectosignoid junetion is contemplateds
aret=

B 5] erovib should be situntel uot Jess fian 12ex 2rem fhe amal
e
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it) mum should be:emBll or of moderate size and mobile
1i4) mmmm, the tumor should be MMM@M'&M
mm the hm& stapling machines in the 1970%s for
amsmaiag the bowel, very low anterior veseetioms are now possible
(wieholls 1980)s The extemt of the ablomimal dissection is the same
88 in abdoninal perineal exeision. The amastomosis mde above the
peritoncal reflection (iigh anterior reséotion) is simpler and has

 less-amstomotie leaknge. Theve is a high incidence of leaknge at

the amstomotic site, when the anastomogls is made below the perie
toneal refloction (Jow anterior resection), Anmastomotie leakage ig
| manifested %m&ahmn or a faeeal fistule amd a frequency
Tanging from 5 « 507 of casess (Pielding et al 1978), Tension amd
mmmmwe@mmmmme@ammmmmm
am«mt&wm&ammnamﬁmwmwm
waismwﬁmm

%mnwéz%meinmamﬁwmkh@a

: mm@zwammmnmwme@mmmaw _

’fmmtt 1975 goligher et al 1977)e Although amsgtonosis using a
‘#tapling deviee (evge the Russian STPU insrument or the Amerdcan
EEA stapler) is mich easier than hand suturing, there is no evidence

iumm mmw, in commeetion with a low anterior resection,
-awamama the hazard of faeecal ‘eontamination, should amagtomotie
dehiseence ocecur (Goligher 1977),

In this operation, the resection of the growth is done in the

;ﬁmummveﬁwmmmg 1mﬁmgalemcmmaw
&MMW Mﬂmcmbm@timmﬁmww

mm:&mmthaamm.ﬂmﬁsmm:;m
mmmmmmmw emmmmxmm
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. wsmmmmawmxmmmwmm,
mwmwmammsxmmmxwmmnﬁﬁ
(aamlem Wﬂﬁ:%ﬁymwaxm).

s opertion vas: iniretuosd w:eam« in _,‘3.972;**2 The patient
is put in a reversed Trendelenburg position with legs reised, The
abdominal disseetion is carried out as in nterior resection and

the fumor bearing portion exeised cute Me remining distal colen
18 pushed: through a previously widely dilated amis held open by & |
Teptractor. Anastomosis is then carried out under diret vision
through the ams, m (1972) reports favourebly on the results
of this operation in his hands, but more time is requived for a
proper appraisals |

The ht‘k colon and reetum are fully mobilised but not divided
through an abdominal approachs They are pushed down into the pelvis,

| and the patfent 15 then turned to & Stu's position after the abdomen

is closeds The eoceyx is exclsed through a transverse or oblique curved
mmmmmmmmmnxaeammamm
~ outasa loop and resecteds mmmammm
 &re then anastomosed under direct vision, A complication of this

| procedure is amastonotde dehiscence with the development of fecal
fistula through the m wound, Iocalio (1975, 1978) who kas
‘mmm experience $n this procedure, now peﬂma ransverse
eolostony to protect the amastomosis, Tonger perfods af follow up

‘, o m‘kimh who have had this n}mﬁﬂ& aremew necemssary for a proper
'_7 -W«

This operation was developed by Yolk - Mason (1972)s mhe
| ablonimel dissection is carried out as in anterior resection, but
| 1ot resected at thls stage, and the abdomen, is elosedo The patient
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1s then turned to a jack - Wemmm the mammaymm
:  through e 1mwm mm - saeral incision dividing the aral sphincters
™ | complotely. '

aphinm;m are then &mma in layers, Wﬁy
rates ( 2 = 10%) and amastomotd

Mﬁmﬁmwmwwmwmmmadmmwx&
m:lmt change or gessile uleerative mmm

should be seloeted by strict eriteria, which areie

Suitable cases

ould bemmlm&emmeWMGa
:iar) I possible, the resected specimen should be examined by &
pathologist (Masson et al 1977),

WMf and treatment is then repeated at regu}_ar .33 nonthly S.m;e &
4 One poseible draw Mt@r this procedure is that,
~ Pathological examination ig a¥ailable,

viptoms and they can be effectively
Led uymmm. mmmmum;mm
192 19625 Uredamate lafee et al 1972),
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$0 recurs Mi&ihmw can also render a locally inopereble fumop
operables (Stevens 1976)e

Papillon (1975) treated 186 patients by intrecevitary low:
voltage X-reys applied direetly through a special protoscope. Thvee
0 five applicantions of 2500 ~ 45000 red were give over 4 = 6 weeks,
%0 a total of 10,000 = 15,000 reds Criteria for selection of these
patients were similarto those of local exoisions Overall 5 - year
survival rate was 7&%’

marcmaeil and it's analogues (eegs 5 FUDR) give a partial
response rate of about 204 in rectal careinoma, followed by metiyl
CONUy mitomyein and rezexane (ICBP - 159) (wieholls 1980). INoue of
these drugs, alone or in combination are effective in the treaiment
- of rwtal.eamer; nor ag adjuvants to surgery are ‘éhty superior to
. radieal surgical smeision alones (Grage 1979 Higging 1976)
k- BCGy. . levamisole (Ketrax) and BoG methamol extract (30 = MER)
B s hoen used tomaem«mmammmmmm
‘with rectal carcinoma with the hope of improving survivale (Lolditoh
19794 Bedilmn 1978)e No improvement was founde A% present, i%
seems that non speeific immmotherapy, does not play a slignificant
 role in the treaiment of rectal careinoma.

‘ vangesteen in the 1950*: advocated & routine second look

F mntien 6 months after primery resection, and reported up to

20% of local recurrences 0 be reseetable However this is

' assoclated with mortality and morbidity and these outweigh the

'_- ‘advantages aeswr sccrwing from early deteetion et ‘mmm.’ tareino-
 enleyonie antigen nonttoring posbeoperatively 1s mich move accmete
ﬁmmm sublinical recurrences. It is able to deteet recurrence
48 over 90% of casess (Staab et al 1978 Steele et al 1960), Vhemever
 available this is now accepted as the method of cholce, of detecting
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Altmetyer Veke ot al (1974), Amer, Jour, Surgery 127 1 215-219

Prtmary closuwe o healing of the perineal wound n abomiml
perineal resection of the rectum for careinom,
m HeBe (3.9@; Teholishe 160 1 628 = 64‘5 ~perineal

» Black Bells and Botham ReJs (1958) svehe of Surgery 76 s 6558~696
ined abdominoeendorectal resection for lesion of the

mid and upper rectums
 Broader J.H, et al (1974)13:5&& ﬂna?mmmm

* mmtm?, Qm)mwwmmmwmwm \

colon and veotums |
Bussey Hed,Re (1963) Proce H0ye Soce Meds 56 1 494 = 496
Longhern results of surgieal treatment of cancer of the
Butler E«CoBs (1971) BJS 58 3 29 = 32 Treatment of careinoma of
the large intcstine, :
Dultes CeBe (1930) BJS 1T 3 645 - 669 Spread of cancer of the reothun

. Dukes CeEs (1940) 7. Path, and Bacts 50 ¢ 527 « 537 Cancer of

| Reetum, analysis of 1000 casess

Dukes O.Es and Bussey HeJoRe (1958) BF cancer 12 ¢ 509

Denker Jo et al (1973) Act Chir, Scand. 139 3 571 = 580 Manaw=
gement of the Perineal wound afier rectal exeision,

Evans ¢e and Polloek A«Ve (1973) BIS 60 & 434 = 437 Reduetion of
surgical wound infeetions by prophyladtie parenteral

mmz‘wm‘ (1974) B¥S 62 & 135 = 140 A eomparison of one layer



Domg

15;
3.3.

19,

22,
25,

24
25,
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. Goligher J.Co and Drving DeFe (1975) BJS 62 + 287 A oo

and two layer teehniques for colorectal amagtomos mosiss

o Fain S.Be et al (1976) cancer 38 & 1461

Plelding 1.2, et al (1978) Zancet 11 : 778 |
Golwdel T34 (1952) BIS 20 § 254 = 248 Results of Rrs
mﬁs&mmwmmmmmm»iusm@

17, cebriel TeBe (195?) m. Roye Seoe Heds 50 ¢ m - 1%2

mmmzmmxmmwmuﬁ
wﬁMme. mmmgmmmw

mmmmtw@m

@wzwm(m)mwnmw&mmw

5th Bditicn, Londons
Goldring Ju (1975) Tanset 2 + 997 Prophylactie aral antimierobial
agents in slective colon surgerys
Goligher Jo0s (1977) in socent Advanees in surgery Tos 9 Ble
by Se Teylor Published by Churohill = Iivingstones

clinfeal trial of three different methods of perineal
Hewlbt WeBe (1963) lancet 2 8 337 = 340 Waole gut irrigation in
wmﬁm for large bowel surgerys
HIl1 M.J. et al (1975) Tencet 1 i 535 Pecal bile acide and
elostridia in patients with lorge bowel cancere
Higgins Gede ot al (1976) Cancer 38 & 1461
Hize PuRe (1976) 5447 53 + 62
¥alignant disease in Tanzania,

. Highes EeS.Re (1962) Meds Ju Austws 2 3 907 « 909 Rull through

operations for moi.m of Rectbums
Kennedy Jo%s et al (1990) BIS 57 ¢ 589 = 596 Abdominal awel pull
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M&emme@az(im)matwm:ws
mmmwwal (1915) BIS . 53 1 675 Results
ummmm#wmwm at
St Markts Hospital.. a.m w972 ,

Tloyd Davies (1969) Syehronised combined abdominowperineal
exeistion of the rectums in Abdomival operetions 5th
Bdition Appleton = Oentury Croftss

§ adden 7.L ond Kendaltt So (1971) APS 122 1 347 Clinieal eva-

luation of eleetrocaogulation :in m mm# of cancer
of Reotume

myo . et al (1951) m.aymm‘aa t 360 = 364 A

mmmdmmrwmmwm
and mteaaw .

Mayo Cs et al (1958) Surgs Gyne am. 106 § 695 = 698 Five
year survival after antaxﬁ.az mmtiw for carcinom
of vectun and rectosigmodds

Miles W.Ee (1908) Tancet 14 ¢ 1612 = 1813§ A method of performing
‘abdomino perineal exeision for careinome of the reetum
and the terminal portion of the pelvie eolons

| Nicholls ReJs and Condon ReBe (1971), Surge Gyme Obsts

132 3 323 = 337s

¢ Nicholls ReJs (1980) BJHM 24 t 2 Recent advanees in the treatment

of reetal cancers |
Ojare E.A (1980) EAMF: 57 Careinoms of colon and Rectum at
Kenyatta Natioml Hospital, Nairobd (1974 - 1979)
Papillon 7o (1975) Camser 36 : 696
Parkes AsGe (1972) Erocs Roye 50es Meds 65 1 975 = 976
PoLk 2,0, and Iepes-iyor 7.7, (1969) Surg. 66 ¢ 97 Post operative
wound infoetions a prospective study of determinant

g T ey e




3 are: of colon and Reotun = a Review of 49 casese
45, seall JuC. Amn, Roye Coll. Surgeons (Eng.) 59 3 420 (1977)
; Careinoma of the large bowel in Ugandas
46, Staab H,J, et al (1978) J. Surgieal Oncolong 105 275 -
T Steele G et al (1980) Am. Jo Surgery 139 & 544
48, Stevens K.Re et al (1976), Concer 37 3 2866
49, Yolkeimson A (:m) Am, Roy Coll, Surg. (Eng.) 51 & 320 = 351

‘ anophineterie exposure of the Reetums
'50s Uredemata Iafee N. et al (1972) mdiology 104 : 384
E . mmmm and Goligher J.0e (19?6)%&5«3%
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Twenty patients presenting with careinome of the oesOPhRguSy
begween July 1980 and Jume 1982, in surgieal firm I at Muhinbili
Medical Gentre were studied and reported. logleal features,
recorded in each case. Important elinical features were noteds ALl
patients had barium gwallow rediographie studies done, and nineteen
out of twenty had an cesophagoscopy dome and histological econfirmation

of the tumor. Treatment modalities offered were as shown in table

IXe The majority of the patients were imeatment by rediotherapy,
which was at times eombined with celestin tubes

This was for palliation only as all patients presented in
an advanced stage of the disease. Follow up of these patients was
diffieult as many patients came from upcountry stations with
' ort problems, and most were probably too 111 to come for

 Qesophageal careinema is ecommon in Bast and Southern Afrdca,
but rave in West Afrdca. (Aziz and Hiza 1980). It is more common
in Kenya than in either Ugenda or Tanzaniay and in these countries
there 1s great variation within verious regions. Thespeculiar
epidemiological pattern, has an aetiological significence which
will be discussed under "aetiology"s

There are variations in the incidence of the disease in
the two sexes; renging from a male to female ratio of 19 ¢ 1 observed
4n this serdes to & ratio of 1 3 1 seen in Transked (South . Afriea) o
Azdz and mize (1980) foumd a mle $o femml vatic of 5 3 1, in 147




patients seen over a 5 year periode They report mle to female ratios
for Uganda and Kenya as 1.6 § 1 and 1211 1 respectively, However
Bonelli (1980) working in Kampala, Uganda, reported 54 females among
216 patients with carcinoms of oesophagus, making a male to female
ratio of 3 1 1. |

. Thb ineidence of esophagesl careinoma has sometimes increased
over a short perdod of tize in some regions. Por example in the
high ineidence gone of Transkel in South Africa, the disease was
rare in the 1930s but id has now voached mear epidemic proportions
(41145 and carter 1977). Tms in epidemiological terms, cesophageal
earcinome exhibits both temporel and spatial variations

FeM, IP, N0, 277172, was a 44 year old mle, referved from Irings,
ﬂﬁatmmmaw,wuuwaﬂmnm
weight loss. He also had a retrosternal chest pain, which is not
eolicky and not severes He is & member of the Hehe tribe in Iring
mmmwmmzmwmmmmm,

,’ ' eigarettes,

On examination he was in a fair gemeral condition, slightly
dehydrated and not cacheeties Systemic examination showed no

. sbnormlitys A bariun swallow showed a mlignant stricture in the
middle ¢ of the ocesophaguse oasopmémm showed the tumor at 26em

~ from the upper incisors, and o biopsy was taken. Histology report

:;:Wamﬁwemmtunmmunm&mwmmmgm.

antevic
The patient was first treated with rediotherapy using ' dwllucr

 and posterior fields, extending Sem above and below the visusjised
 lesion and given in 200 ved fractions daily, four times a week %o
" & fotal of 5,000 reds. This was achieved in 6 weeks.
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Although there was less dysphagia at the end of radiation

- therapy, this wuz aﬂwﬂm and it vas decided that this
'mﬁmmﬁawmm wwasmmamgw&ﬁa
’Wﬁﬁmmawm:miﬁmam = laparotony was done, by
an upper median ineision and a gestrotomy dones Another team did
mwnop&maaﬂapmw;emmwwm
Gmpimgmm and out W the @amm The %aamuwm
vas removed and the proximel end of the pilot beugle was attached
t0 the Celestin tube using silk 1 = O suturess The pilot bougle
vas then pulled out through the gastrotomy until the Celestin tube
- slgnifying that the ballooned end of the tube was resting smugly on
~ the tumors The tube vas then faghioned to size and stitehed %o
the wall of the stomeh using Noe 0 = 0 silk sutures. The gastrotony
mmmmmmme@m”@mwm
mammwmmsw&wﬁmwm;amm.znem

| 'wmmﬁ

;. Post ~ operatively, the patient did well, He was able to
. mmammmtmwammmmsmm
‘em the seventh day. Ie ves discharged on the 10th day t0 Iringa
ﬁﬁaMﬁwW%Mm&wW%mﬂmdﬁth
A mwmmwzwmmmwmm:mm
',:.- after 3 months, We were umable to trace him, after the end of the




o BeNy

of caveinom of the cescphagus studied in

Summry of 20 e

& two year period (July 1980 = June 1962)s

d

: : 3:
w The ﬁémﬁ' of the patients were in the mmp 40 - 59,
ing T57 n the atient stulteds
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2, Celestin tube alone
3+ Bediotherapy ani Celestin
tube.
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’ _ In Afriee, the great differences in incidence within short geographie
o . distances suggests an envirommental aetiology, although no direet

evidense of a particular aetiological factor is available (langmn,
1971)s Pactors implicated in the aetiology of oesophageal careinoms

- arei~- | |

. 1) cometde fastors: There ave etinic variations in the incidence of
oesophageal cancer and familial patterns have been deseribed in
high ineidence aveas (64115 and Cartery 1977)s In Muropeans, an
association between tylosis, (an abmormal thickening of the palme
and goles inherdted as & domimnt chavecteristic) and oesophageal
careinom, was noted by Howell - Evens et al (1958), but this was
disputed by Tangmn (1971)s There is no piwitive evidence of
genetic susceptibility to ocesophageal careinoma anmd exposure to

v-.'v"'. E; 3“ e
R R R
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| §1) febaceo and Alecholi~ both alechol and tobaceo consumption,
: have been noted as important aetiological faetors of oesophageal




‘ ' mmmmmwmmm (MWMWIS&;
B ] niveyems 19705 miulinen et al 19745 Cook :m). Although

F 3 between various types of smolked m (eege aimmm; cigars
paoiin L. and pipes). cooky (1971) mmem  detatled study of African
Jpcioalon o5 8 home brewed beers and their mwmm %o the inoreased ineidence
o - . of oesomhageal eareinom, The renlits fvem Gdke sVilY Shi :
| 8 tiat some constituents of mise beer or ome of its fernentation
1 profucts, we involvede However the mature of the careinogenie
agent ig not m | |

There are situstions vhore correlation betwesn oesophageal
eaminm and alechol and tobaceo eonsumption cannot be uphelds

Por exampley in the high ineidence zome of the Caspian sea littoral
Mmmmmmum,mazwhm

- of norta imericay and both Iastern and Vestern Buropey the incldence
| 'M mmm careinoma is not m@m

oesophagusy achalasiay and previous gastric surgery, but the nature
of these associations is obseure (MeDonzld 19713 Verwiclk and
Harvington 1973)s Mabitual consumption of hot fluids, especially
hot tea, which is ,ammwmmmwmm;@mz&m
sreas of oesophageal carelnomn mey also be W as an :

gheal factor. (Hightower and Selem 19583 Xaufman et al




SN - (1975) in a series of 181 petients reported 92,87 squamous cell

:
E
%

o In this series, histo=

logy was available in 19 patients, and squamous cells carcinomag
were 15 (77.7%), amaplastic careinoma 5 (1548) and adencearcinom
7 (5&2%); (rable m)'»

|

|

|

& ; V  submieous spread in the Wmm
axis. !&m, a curative resection should invelve a segment

E B o0 ot doast © 4w 6o of noreed eacztages Yegend the fumer fa

E , either direction (Miller 1962)s Direet extension through the

E ?" ~ wall occcurs easily and may ment to involve a?!i,&m mediastinal

| - structures, the bronehi and the lungs, Iymphatie spread to the

? regional Iymph nodes as well as hacmatogenous spread to the liver,

.*F lungs and bones does oceurs (MeKewon 1972)s

;

twenty patients presented with this symptoms Loss of weight,
regurgitation and a retrosternal chest pain are also common
symptoms in patients with oesophageal eareinoms., Patients may
present wm: tre.cheow 'mmmﬁwmwemmm

ehoking on swallowing fluids. Erosion of a blood vessel by the
mlignant process my lead to mssive haemntemesis and/op hace

Bariun swallow demonstrate® the malignant mmm its
extend, but eesophagoseo

by is neeessary for a more exact estimation




4 mmm Azm s;a is aifficult to charadterise 1

with precision in relation to aetiology of ossophageal eareinomm
 there is an assoclation between poor mitrition, Tow
statusy and a tendeney %0 develop careinom (Giles and Carter
1977)e mm ere miltiple dietery deficiencies which differ
qualitatively and quantitavely in different parts of the worlds
Vitamin 4y riboflavine and nicotinie acid defielency witract
attention as these vitaming are concermed with meintaining
integrity of oquanous epitheliums Iron deficlensy predisposes
o the Plummer - Vinson (Patterson - Felly) Syndrome vhich is
assoolated with oesophagesl careinom, Walmitrition fora

Long period, leads to a degree of immumologleal incompetence
involving cell mediated immme processes that are imvolved in

In this series of 20 patients, consumtion of locally brewed alechol,

~ emoking and chewing tobacco, a5 vell as eating smoked Pishy were noted

in e mmber of patients (Table vI)e

pathology: Ocsophmgeal careinom is slow growing and it takes a long
W before it gives rise to symptomss To faeilitote choice of

! treatnent, the oesophogus s divided into =n upper, middle and lower
‘, . $hird segments, corresponding o the distances of 15 - 23emy 24 «Slem
’, . and 32 - 40em from the upper ineilsors recpectively. Careivom is
commonest in the middle third and in areas of constriction i.ee

et al 1970, Ong 1975, Azizt and Mize 1980)s The mddle thind
segment, was the most commonly involved aﬁzﬂ in the twenty patients
mmm (mable VII)e
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of the level of the tumor and also for taking a biopsy. A plain
chest X-ray my reveal aspiration pneumonitis or pulmomary metastasess
Bronchoseopy uay show involvement of the tvachea and the main bronchis,
It is indicated if a tracheo=broncho=oesoph fistula is suspeeted,
as the use of a thick bardum sulphate in the presenmce of a fistuls
my lecd to airway obstruetion.

_ mmmmmmmp:mmmmetmmtwmwp&m
B aretnons, ey e used 2or bown m& and cure, Oesophageal
. bouginage and intubation arve used for palliation onlys

| Resectiont The $ype of surgieal resection depends largely on the level
&t vadeh the tunor is situated(VoKewon 1972)s The aim of surgleal

! -WMinm%Mt&am;mwmm”eﬂyatnmﬁm

3 present early encugh for a curative resection.

Ml&tﬁm}aﬁ surgical excision for growths of the

lower one third ave rediesl and curative, as it is possible %o earzy
out 2 block dissection of the growth, its lymphatie fields and all

» The eclassical approach is by a left thoraccabdominal ineision

 along the ine of the 7th rib with the patient lying in & right lateral

- B pesiticn. s approach is espeotally ddesl for growths below the

viies R dtaphregmtic hiatus and the gastro-cesophageal Junctiany bub access

hinidl 1 'St limited for growths above the diaphregmiie hiatus,

| .' Reeonstruction ueing a Roux-en~Y or jejunal loop with jejunoe

aves . jejunal anastomosis, eenbined with a total gastrectomy is the most

Tm— muitable reseetion for careinoms at the gastro-sesophageal junctiom
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as &%mma em:wh elearance of gastrie ymphetic glands.

 ; (wm 3.972)¢ Por growths above the gastro-oesophages

- 3%&@. preservation of the pyloric antrun and axmtmm&y
Hekewon 1972)s

2l stump is recommended (mm 3.9’?1;

4 left sided thoreco-abdominal approach is

V unsaitable for middle third oesophogeal careinomes because the

proximity between the oesophagus and the heart, the thoracle
aorta and the lungs mkes dissection and insertion of sutures

difficult. For these growths, a two stage technique first deve~

loped by Iewis (1946) ani Tammer (1949) is recommended, This
approach is also suitable for Iower one third tumors (Prenilin
1970)s The stomach is Piret mobilised through an upper left

geremedian incision geking care o preserve its blood supply

from the gastrowepiploic arch and the right gastric arterye

The left gasfric artery and the short gastrie vessels are cut and
tled off and the poritoneal reflections exciseds The spleen is
removed and the second part of the duodemumn is x#abﬂisad (xocherts

~ menouvre)s A pylororyotomy is recommended, to facilitate gastrie

drainage as section of the parvasyuphathetic nerve supply is an
inevitable consequence of this operations

The s,,eémi slage consiste of exposure of the oesophagus
through a right thorecobony in the Gth interspaces The oesophagus
is mobilised fram adjacent structuresy ligating and eutting the
h is then pulled inte the
right chest, through the diaphragmitic oesophageal hiam, 80 that
the affected part of the oesophagus,
of the stomoh are reseebed enwbloske The ddstal remsut of the
 is sutured in two layers. The proximal ocesophageal remnant
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mmnmmwwmammmwmmh
_mammmm mmmw@amtmmwm
awmmmmwmmmwmmmm
plewra to diminish tension in the amstomosis (MeKewon 19?2)«.

| ﬁ‘w% stage total maep&agw’sws

Zris was developed Yecause of difficulties encountered in the two
é’aaga procedure for growths in the upper oesophagus, involving the
upper middle third and the upper thirds The first two stages are
similar 4o the lewis - Temner procedure, but the stomsch is mobilised
with an even greater care 0 preserve adequate blood supply up to
the funduse This is dome by cuttians the left gastric artery at
ite point of ordgin from the coeliae axis 4o preserve its arasto-
motde comnsctions up to the funduss Brtensive mobilisation of the
second part of the duodenum and head of the paacreas, eombined with

a pyloromyotomy are essentiale

A.ﬁ@r& thoracotony is done and after the azygos vein ia
divided hekmm ligatures the entire thoracic oesophagus is
mobilisedy talking care o avoid damege o the left mmm

The third stage involves exposure of thoraeie cesophaguse
It is miermﬁhe right side of the neck between the rigr&
thyroid lobe and the crotdd sheaths The gastro-cesophageal :
is oversewn afier the entire thovacic cesophagus inehvliagm
WMM@W&M&%MMW« Tae cervieal
Zus or even the hypopharynx can be amastomoged ¢ the gastrie

. MoKewan (1973) who developed this technique listed a mumber
of advantages over ofher surgical procedures for earcinoms of the
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| Stoml lealnge, if it ocoursy would be less harmPull if i3

oocurs in the necky than if it ocours in the thoraeie cavitys
Epkthelial union takes place easily between the squamous
epithelium of the cervical cesuphagus and the misosa of the

gastric fundus, This is not 80y with jejunal ™ Il - eolonie

- replacement,

In total gastric replacement there iz only one emastomosis
between the aémaaal oesopliagus and the fundus of the stomech
vhereas in colonlc replacement there ave mltiple anastomoges
each ﬁﬁh a danger of lealage am contaminatim with nm
ba&%eﬁa*

The patient is able Yo eat a full menl without distress or
aw«w aﬁw e three stage otal ceaamageew; and ite
mortality rate compares M}mb}.y with other proceduress
After a cervical anastomosis, yasi, operative radiotherapy can

'memehmMMesﬁﬁmtmdm&mm
ges% = frradiation neerosis 1o the rezion of the gastro-oesophageal
"mstmsis. ﬁemtazmmmmmmmmmm

hyMcialﬁ.pemm at ﬁmmpﬂﬁ&mm Junetion at

; mﬁmawamsmmm

Akﬁm@a Yesophageal earcinoema has a poor orognosis, there is a
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rediation therapys (Hensehke Js 1966)s Barlier cases, esepeially
these involving upﬁ? 2/3 of the oesophagus, treated by rediation
therapy using megavaltage rediation yleld improved resultss

- 4 localising bartun swellow, £iln and oesophages
biopsy are mendatory pre-irrddiation procedures. PFor curative purposes
& dose at 55@9 - 6000 rads given in 5 ~ 6 weeks is adequate. Por
mmaﬁmmmmm&msawc Radliotherapy, given
in a eobalt = 60 machine, like the one available at Muhimbili lMedieal
Centrey &ﬁumﬁawaxmx&wm pastarswmln,am the
£ield extending Sem abwe and below the wisualised defecte In
general the field will be 15 - 18em long and 7 - Sem wide depending
on the loealising £ilm (barium gwallow)s

A three field technique for cervical and upper 2/3 of the

thoracie oesophagus is optionale There is one anterior and two
postero~lateral fields, thus avoiding spinal cord irradiation.

‘ In careinome involving the distal thind of the oesophagus
1% is advised to use an I - shaped field waieh includes coslise

Pre~operative rediotherapy, is m&mmaéd, when surgery is
contemplateds A dose of 400 reds given daily for 5 days, is followed
within a week by surgery. If tumor is found to be unresectable, a

Irads is given in a 3 week period. (Hensehke Wi 1966).

Very frequently, patients with oesophageal eareinoms present
w%th lesiony which are not amenable to curative excision, The
wtavazﬁbm of these patients is inability to swallow their
omn saliva. This leads to accunmuilation of saliva in the mouth
and aspiration 17 the patient attempts to swallow. A feeding
gastrotomy or jejunostomy does not solve this problemj and irradiation

or bougimge offer only temporery relief.




¥ Y W’k ﬁelmm ta thais m ﬁa oesophageal intubation

(&mﬁu 19?2); ﬁwm mem %hw have been devised
(souttar 19245 rouseau - m tube 1956, Celestin fube 1959)e
The most mmumm t&cm%mmmmiathe&leﬂm
tubes mmlyw it gives o most gratifying relief of
~MM for the patient (Rize 1974)s The Eelestin tube is
introduced through a pilet bougie, and a msﬁhmw: as
reported in the case described. Mmﬁmammﬁm
o3

a) chew food M‘W
b) Avold swell :

™
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#)mwﬁmmmﬁ%ﬁm@wmﬂx
WoWe 19&)#

in Tenzania proceedings of the association of surgeons
of Bagt Afriea Vol. 5 1 92, |

2. Bommelli Auf. (1980) Caveiname of the ocesophagus in Uganda
Proceedings of A.SeBeds 3 3 96 (1980)

3¢ CollinGuHe, Cook P. et al (1972), Tameet 1 s 441 Gavoinoms of

‘ the oesophagus and Aleoholde drinks in Bast Aprieas

4 gook P. (1971), Brit. J. Cancer 25 3 858 Cancer of the oesophagus

in Afrieay A summry of evidence for the frequency af
ocourrence and a preliminary indication of the possible

| assoeiation with the slecholic drinks mde from maize,
5. Cook P, and Burldts (3.971); British Medieal Bulletin 27 ¢ 14 =
‘ Caneer in Africa.
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membymmm.
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i B .mmwmmmm&% asm)
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Seventeen patients presenting with breast earcinoma, seen in

~ surgieal firm I, were amalysed. Among the features recorded were age,
— i Parity, stage of the disease at which the patient presented, whether
' ; the right or left breast is affected, sex, treatment given and responses
R¥s One of these patients is presented in detail, She presenmted
B it s stoge 1T csreinom of the right hreaste A modified redicel
' W (Patey's operation) wes done, followed by rediotherapy to
wmmwm. After this course of rediotherapy, her
M&m&mﬁi&m;mamwmm.mwomﬁm
~ nopausale mmwmmmmm:aaammammxm
mm;«m at follow ups
3 ourrent treatment modalities of careinome of the breast ave
m«u, quoting from the litereture on the subjects

areinom of the breast is a common condition all over the world.
;ﬂh the second commonest cancer of the adult female in this part of

mmwmmrwmum“uawmmw
WM%%MWManwhm,m
Mmmmgwmma&nmmwam
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| sites, 4150 the mmber of patients treated before the tunor spreads
e 1 Wmmmwmmm«mmmmw

; | early deteetion and sereening programs. This justfied these, otherwise
F expensive programs, (Henderson ¢u amd canellos GePs M)‘ Current
p ~ stayfging systems have been amm to ;xmmm m gamm with
I ] "local" disease and hemee Bemefit from radical surgery and those in
F mmmmwwmmamwwm
oot dte Jymphatie draimage.

B - & Patients with "early" stages of hreast eancer i.e. Tocal

i; dsease, with no evidense of spread beyond the breast and i%s lyuph
 nodes, are treated, in £im I, at the MWihinbili Medical Gentre with

| W K5
= = o

} - ™dical surgery (malsted's or Patey's imstectomy) or simple metectony
i | anl rediotherapy to regiomal lymphntiess Advanced dissase is treated
et S iy o sonbimation of 1imtbed migery, hornemi menipulation, anti oe=
L ‘ | Sizogens; radiation therapy and chemotherapys fTreatment modalities
boo soof nede P mm&etﬂﬁmmmmﬁsmwam@mmmmh

Z; E 1 mzwﬂmwganmwmm Presenting 40 us with
:

m&mm&.mﬁwwam Therefore to
mmwm&mwmmamaaatmﬁbhmm
M was therefore evaluated and treated on an individual basis.
nmzallewupwmﬁmmmﬂwﬁmuadmm&m
| m only e handfull of patients were available for follow up, for

«Di%0W S ﬁm:m; under review.
R
AvJﬁrﬁ}_ .
3 m.mm;zmsaawmuam.mwxmmm
a0 S84 1]
. mwmumammtwammmmmmmm
Bl o TE8 E }

casing in size for the last 7 years. It was not peinfull,
;,&i Ws bringing diseonfort, espeeially when breast feeding, She

A

B o auot$ st




: mm:cwmmmgtham‘ Mavmge&mﬁmetw
~ feeding was one ym- ﬁm sﬂt m mmml Mﬁﬁ mgzﬂarly.
mmmmmmamwvzwmmaxgmzm

ﬁmmamﬁmmmﬁmmwg mmammﬁhemm

mqmma*mrsmtw, Mmmmmm
m in the largest QMMQ There was no mml meza ﬁ.mﬁm,
/ "mé"mﬁ wmmawmm Momaz m W‘by nk&n

u i Wabelitie: slcin nodules were not presente There weve
mmae mma homolateral axillary lymph nodess Other eystems
.miumﬁmzy tmm:h o _
- A chest X-ray amd a mmwm done in preparation
E mmﬁmmmmmmwww- The patient was
i ;mwthmmtwamuammmwwmm mm
| matectony after the preparations were resdys

m&mmmtmmmm*wm;xmmmm,a
Mmmmmm,wmmmwmm, The

| remults were available afier about fifteen mimites, The pathology
- report was of & seirrhous carcinom of the hreasts

- The frozen seetion incision was sutured with silk 2 = 0, and
| the surgeons changed fpwns and glovess An elliptdeal notsion vas
~ then mde tg:&m anieﬁw&xi‘nm fold to the stermum at the Tth
- imtercostal passing sbove the breast, A smller incision ws mde
" - %0 civeumseribe the breast. The incisions were deependd and the

| breast was-ddssected out £ivet, and with the amm stretched and the

;»jmlmm;wmmmmgﬁnuﬁhryMu&m
| fat lying below the axillary vessels were disscoted oute The wiole
mss, comprising the breast, its axillary tail and fat were removed
- en~block, :tmmwhmmemwmm
minor during this procedure.
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the wound was then closed in layers, using silk 3 = 0 to skin
and leaving a tube drein. The patient made an uneventful recovery
~ from the operation and was prepared for mtaﬁm thexapy.
| miiation therapy ws applied o tho e roglonal Tyupistto
| dreinage sites; theaxm.amnmm;mmw
 rew, Awmasswm:nmmmngammwomm.
l‘vammmmmmzmumhmmmmmamm
| - weeks, mtum&h@ammmdm, mmgtMsﬁ
1200 reds to the pelviss She tolerated all treatment wells At follow

F up,ﬂ;hommaumuup%mmmwthemwgmw

gnyis it
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qmww@ammmxmma@me cancer
&sss,am also adopted by the American Joint Committee on Gancer

" wmnmlmmamwmamm,mmmﬁagm
use ‘dn this mwmﬁm

This nymm of ezammmn ig ealled the TeI,M, elaggification,
Were 7 stends for "qumor', § for "nodes) aud M for "metastases’s The
neral outline used in breast cancer iy s followse

T = Primxy tumor

| manor of 2em o less in 'its' greatest dlameter &idn is not invelved
%MM loeally with Pagetts diseases

-.'
-

ot
" L

, (dimpling of slkin)
| @ oipple retrastion (in sub-aveolar tuors), and no pestoral msels
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garcinoma of the breast



&
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s

or chest well attachment.

L . Tumor of any size or greater than Sem with any of the follewingy

sldn infiltretion; uleeration, peaudtorange, skin oedema, pectorel
misele or chest wall attachment,

¥ = (Regiomal lymph nodes)

0 = No clinically palpable axillary lymph nodes (metastases not
suspected ), .
M - Clinfeally palpable axillary lymph nodes that are not fiwed,
12 = Clinically palpeble homolateral axillary or infreclavieular
lymph nodes, that are fixed to one anothers
;w = (Digtant metastases)
10 « No distant metastases:
1 - Olinicel and rediclogle evidence of metastases, other than to

1 - 71 §O 30§ 72 NO W
fage 1T = MMy ® MW
SlegeIm - 10 10y WM W B R WOy W 2 0
8 W2 M0 and includes any combivation of 71, T2 o
15 with N2 and MO.
Any stage of the disease with distant metastases (i)
. examimation of lymph nodes removed at mstectomy provide
lse prognostie information (Hendersom and canellos 1980),
mamwmmwmwm
‘mmmwammm.maammmumm
al, mmmwmwwwmmmmw“
eW 19713 vallace et al 1972). The absolute mmber of lymph
odes: involved with tumor is the single fastor most predictive of 10
r and 20 year survivel, and patients with four or move positive

g
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nodes have & worse prognosis than those with less muber of positive
nodese (Fisher et al 1975)s Other well established prognostic
uwmmsmumm,mmmmm
fixation %o eimt mz., qt «m,@m mmtaa in the mmm
erdteria,

Although generelly speaking the patients with stage I and II
wwmmammmmmmwmmsmmmmm
mmpﬁmwﬁmgmma»mm mmmwﬁacaﬁym
linited disease (stage T with no nodal involvement), about 25 = 55%
of them, will die within 10 years after mstectony, uswally as a
direct result of tumor recurrence at distant sites, (Iw\gmm
19713 Pisher et al 1975), mpm of complete eontrol of the
disease in the breast and m&m Lymph nodes. This implies that
the disease had } spread %0 distant organs before detectable spread
%0 lyuph nodess

In another stuly, vhich eontredicts well established
‘proguostic determinants, patients with large lesions (larger than
6em) and no histologle evidence of nodal metastases had a 247
recurrence rate at 5 years, whereas those with seller lesions
~2em) and positive nodes had a 44% recurrence at 5 years (Pisher
et al 1969 Tackard et al 1977). These observations, suggest that
there are at least two different populations of patients with breast
eancer} ome in which the tumor grows large within the breast, but
without elther regional or distant metastases, and another in waieh

E  distant metastases oceur before theve is utemﬁ growth ﬁm the

m.r Tt my also be Mtammamimmmm
".wmiwmmmamhmwmwh
equates mmwmmtmmummmm

 of cach camot yet be determined. (Henderson & Canellos 1980 Fegis
et al 1974 Carter Rule 1977)s |



Rumerous attempts have been made $o identify patients with more
- more recently the determimation of hormone receptor status. (Sloom
ot al 1972y Black et al 19755 valgren ot al 1976) Kister et al 19695
| Heyer 7.5 ot al 19775 Duight et al 1977), mistologleal guding i
based on the degree of tubule formtion, miclear plecmorphism and
- frequeney of mitotie figures. In one study involving 1500 patdents,
those with "low grode" malignaney hed & 624 ten yeer survival vate
p— mwas%zwm\um:hi@&ﬁfm cancers (Bﬁmw
- N— m&}%

| eamfmm o o Sewdt 38 wzéa, vy ‘mm, rediotherapy,

‘hormoral manipulation and mmmmmmmmngmwm
| of taese modalitiess NO results Gf treatment, whethor masured in
terms of mﬂm@e of patiemt alive 10 years after diagnosi
| treatment (607) or patients fres of recurrence (89%) have been better
than those ub;%.qwﬁ by Hangensen in a serles of over 1000 patients
| trested with redical mstectony bem 1935 and 1975, On the
| basis of these objective data, it is difficult not %o acoept redical
W«w’“aa&mwmmm@w mwm:a
J"‘u eompared, (Henderson and Canellos 1960§ Hasgensen 1974)s
‘Whatever mode of treatment chosenj 11%3&3&&113
~ (4) Prevent the development of distant metastases in those patieats
 without evidence of either bloodstream or mm dissenimtion
" (1) Prevent losal recurremce of the disease
; 'mwmwmm,mmﬁummm
indicated (Wilson Re 1972)s

 his vas developed independently by Halsted and Heyer in the
MM.&!‘%M&MW They stressed certain aspeets
ﬁf mw' namely: ' , :

1) en-block dissection of all breast tissuss:



- W -
: : ~ 441) axillary node dissection »
Brtoass oras iv) vide excision of the skin around the breast tumors

selection, to yule out those who are already incurabley
if the best mwmmue obtained,

mewaammawﬁam (1943) and it is sometins
imown as Metey's operations It differs fram the elassfeal redieal
Mstectony only in that the pectoralis major de left intact. Several
B0difications ave done by differemt sungeonsy (imndley 19645
Wedden 1965) Patey removed the pectoralis minor with exillary and
'mmmmamammm)mmmwm
mim uwmmmmueummmnwnu
mmmmwmwmmmwmmwmwm:;
o ﬁamm, with better arm functional resulte

, mw(m}»smm&aswmmwmam.
3 mm«mwmmmmmmmm.m

. Imement at the time of diagnosise mmtmumnmmy
%% be oured by yoddeal masteotony alone, and 1t ks led some
mgwmmmmwmwmmmmm

".uammwmmwm(m)wm
ﬁm& (1973) quoted by Henderson and Canellos am)mmm,
memmmm studies, failed to show an advantage af

7 this extended procedure except in a group of patdents with imner

| mdrent lesions, and even in these Jationte, stertlisstion of
Mw nodes by rediation therapy would achieve the same

| mm (zsm:.mmnalst).



o wuammmwmmvmmum‘
crile (m; vigorously advocated this procedure in patients with

k- stage I disease, without addition of radiation therapy to lymph node
 draimge sites, Mevhirter (1948) used @ eombimation of radiotherapy

- $o the axilla, the supreclavicular areay the internal mammyy chain
and simple mastectomy. Since 1948 it has been ghown repeatedly

that the addition of radiotherapy to any surgieal procedure, lowers:

the incidence of local or regiomal recurrencey especially in patients
With involved axillary lymph nodess (Weichselbeum et al 1976) Brady
ﬂdlm;mz%a; Honetal:mv).

mmmmmm, by radiotherapy alene was
 until recently eonfined %o those patients who refuse mastectomys
Vdzenbarg and Brieckner (1979) presented a review of stulies done by
| Baelesse in Pards, Deters:in Camada and' Hellma in Bostan (TeSehs),
| in vhich inei#domal or exeisiomal biopsies of the tumor is Pollowed
| by redtation therepy to the breast and lymphetic drainage sites to
& dose of 4500 to adse Furthermore a supplementary dose of

~ between 1000 reud 1500 red ig given Yot tylectomy site using either
 extermal beam rediation or intergbtitial iuplantation of redicactive
~  (1%2)0 Por stage 1 and 11 sancersy there 18 good Losal

. oomdeol ant au exvellent cosmetie results

mmabunvmlmlmmtfmadmﬂaearlysm:.
e 18 before the disease hms spread beyond the confines of the breast
”mmmmmum. om:heaotdmmw;atlm
‘ mmmmmtmaﬁmwmzmmwm
%0 a1l otherss (Henderson and canellos 1%0)J

i ADVANCED BRE AST CARCINOMA
Advanced breast carcinome is a disease which has metastasize d to
sites, regardless of the size of the primry lesione The likelihood:
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= 142 -
of "eure" in these patients is remote, buy relief of distressing
Wmmbam. WMM'&W%WW eege
mmtmwm;mamm Mﬁmw ora
conbination of theses Wmmmﬂmmmmm _
wmmmmwumrm«xmmmm |
d B

Wwﬁuﬁﬁmtwmmmmm
iamefmummmm, mummmmmmm
mwmummmmwmmm

cancer, Surglcal oophorectomy or reddation eastration are both
equally effective, but it takes about twe o six months before
effect of rediation oophorestony are objectively seens There is
on the average a response rate w%%in pPremenopausal womem

who undergo oastration (Veronesi et al 1975, Puga et al 1976)s The
response rate in women castrated more than ome year after menopause
is less than m%.

‘ hores ; ausej The two procedures can
be done u&mw, alw studies comparing the two procedures
m %‘hzﬁ the response rate, and duration of response are usually

#lightly higher after WWGWQ but these differences are not
 with cortisone alone, but ptients undergoing hypophysectomy elther

Mmmﬁmawmmm

dy or by yttriun

»mm,wmmmm Other forms of endocrine
;‘"_ therapy, involve tie use of hormones such as oestrogens, androgens,

sterones and m:tmtm&m ) 5t !
Oestrogens (ang; silboestrol) or endoerine aklam are

| ummlly the ?irst Lino of theraZy, affer o relapse, Whereas anirogen s,
Progesterons and corticosteroids are reserved for second = line therepye
"': (Kennedy 1974)s The median mﬁm of regponse is 9 « 10 months after

B i o sontrontn favssr and 12 o 14 Soaibe xéber mli




endrocrine amm
v E ‘ empzicatim at*ker Mmim timsw mt' be mﬁﬁﬁa#ﬁ m&
éﬁl*kw:{th‘ ?hem"h emmawmfm&mﬁm,m
F mmwmémmwmmmnmmm
. 'i‘gmmmuwmwsmmmmmlwm
._ He 1%9), mde mﬁm of pa#ieuts who would maym! o anﬁmm
¢ ﬁmpy gmﬂam amm anty about 60% of patients with cestrogen
i -, mm sontent above 5 fmol per mg vespond %o mm mw::-
F ﬂm{m xm).. Nore Tecently, progesteroms receptars have been
} e #mwm, and m bm cestrogen and progestercue recepiars are
'F,{ % 0o  pomitive, the patients chane of remission on endoerine treatment
i‘“ Tl . »mmu 1007 (Horvitx end Heguire 1977)e %n e umqwn
}l it | are however stfl1 largely experinental and ave not widely available,
b ocu0g 1 ,” ,gm”m

| xmfwarhmm;mmmummﬁm~
mm and suppression of the adrenals using, aminoglutethimides
e nost wdely used antimcestrogen is tamexifen, administered as a

5, 15': ﬁmﬂ twice daily, About one third patients treated with '
mm have evidence of a&swﬁm regression, mostly in post

? W women, (Henderson and Canellos 1980), It's use is

§ : WM with very few side effecte.

lestony, by bloeling eonversion of cholestewl to preguemclone i
('memmmMumnmmm&mmmu
. osstrogen in peripherel tissues. Replacememt therapy with cortieo-
: steroids mist be given comeurrently with mmuw (santen
ﬁﬁ.lm"f)a The response rete o aninoglutethimide is 514 and
‘mwwmmawwmammmm

L IO HERE S
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¢ | &m%mawmuwmmmwtmm
| with far grester toxleliys Rocently coubimation of three or more
o

o mwwmmw mhﬂiﬁhaﬁmmmm: araamarmm
| st a different point in the cell oyele, and eyelically given at sayy
= mm,y intervals have produced remission rates of the wﬁer of 50 -
504 vithout tnoressed taxlotty. (de Tit ot al 1975, Carbons amd
‘ . Tommey 19773 Bmun 1980). %ummmamm'um
- due to the therapeutie mtermh vinich aim rapidly amamg ghem

eells %o recovers
| ‘ The agents most commonly usedy either alone or in verious
| eoubization ares eyclophopphamide, adriauyeln, methotrexate and' 5 =
~ fluorowracil. These drugs ave not eross resistant. Gooper (2969),
 instituted a veginen emtainingﬁm drugs mmmae. metho=
. tremate, 5 « ¥, Vineristine and predmisane (@ = mm in
© en tntensive weelkly industion course, followed by a less mm
“ “m courses He reported a m&me rate of 907 Other
| workers confirmed the effectiveness of this dwug ecubimation although
8t reduced ratess
mmmmwmmbcmm,hwwmmma
~ found o be superior to 1P alones The toxicity assoeiated, with
. mma for mat mw g&ﬁffemnt fm i:hat M&M
| with shenotheray far vontting, myslosuprression, tionbocybopacniay
' alopeeia and increased fatifuability, and they are reversibles

3 ;ﬁ Baum e (m&) In Recent Advances in W H0e 10 odited by
| Taylors
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i Dupact of tumer grede and host resistance on survivel

of wouen with hreast cancers
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wxmmmwmneemm with carcinom
of the breast ina m«a trial evalusting

164 maeeme& (m)mwmmmmm

W semxm Co

asen OoDe (19'?63 W 76 + 685 = T4

, Choice of treatment for awam Yokt cavelminid
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Barly spread of masf; careinoms and its bearing
mmﬁm mm

9, Henderson JuCs mﬂ; oy Wag GoZs (1%9) NEJM Vole 302

muxmmammﬁgmmwmw

20, Hisa PeRe (zmmmss:aa |

Haligrent disease in Tenzania, |

23} Host He and Bremshovd 1.0, 1977)s m#@miﬁwa 7. Radiote

PP u«» 2 s 1%3. - 7 Bffecot of post: operative
rediotherapy in mst cansere

| 22, Horwits KeB, and MeSuire Walo (1977)
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advanced breast cancers
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5 - phase fraction, morphology and vestrogen receptor
304 Patey Dele (1967) Brite Ja Cancer 21 260
1 A Teview of 146 cases of eareinams of the hreast operated
) on between 1930 and 1943,
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g Selection of breast cancer patients for adjuvant
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20 Puga Fede ot al (1976) Arehe Surge, 1Alj 877 - 880
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3% mm ReEs (&9’?&) In Textbook of Surgery

1 . by Davis = Chrigtopher = ssbiston 10th Editions
mnm ods & Brickener JuJ,. (1979) Surge a;m. b
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in the orthopacdies treum wards, during a 3 months peried with
distal femorel epiphyseal injuries. The majority were referved
cases from upeountry stations, with no attempt at reduction mdes
Open reduction was done in 4, and vas being planned for another
two. The rest were seem soon after injury and immediate reduetion
and imobilisation using a $oe = 40 - groin complete plaster cast
done. All patients who weve fweated recovered,

One of these patients is reported in detail, from the
time he presented at the mﬁé 0 the day he was discharged. The
period was too short for-a conclusive follow upe A general review

e

. of epiphyseal injuries, with perticular emphasis to injurdes to the

distal femorel epiphysis is presemteds

Epiphyseal plate injuries ocour specifically in ehildrens The

~ epiphysis my separate through the epiphyseal plate or it zay be

erushed by & lémgitudinel force, or a fracjure my cross the epi-

They are common injurdes in children, although, the speeifie
Nmn t0 the distal femoral cﬁmm‘ are uneommon. (Sharred

' Wes. 1979y - metdy JuAs 1965). The epiphyseal plate is weaker than
m mcﬁ, ligaments or joint capsule and am injury that my
 eause 8 ligamentous tear or a trammtic dislocation in the adult
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is more likely to cause epiphyseal separation in the child. These
~ injuries are best mnaged in the fresh state by closed reduction and
. mobilisation with a plaster caste If this is not possible, open
| reduction with or without intemal fimation is the mext line of
 treatments (Reddy JuAe 1965)s Results of treatment, if properly

. g AsSe IP, NO, 516666y was a 19 year old boy, Zaremo by tribe, who

B prvsutod 1o 1o samuliy departoent, baving sustained Snguzy So the
e W rignt deg Just above the kmee, while playing foothalls He was hit by
: wmmam«m,mm lateral aspecte. He fedll down and was
. uwmable 0 stand up and move, He vas taken $0 a nearby health centre ,
‘hourss On examimation he wes a healthy looking boy with a swollen,
tender right leg just above the kmees The leg was in a hypervalgus
| posttion. me dovselis pedis pulse was present and nerve supply to
%&o distal aspeet of the leg was normal bther systems were n .
| An X-rey of the affeoted part eonfirmed the elinieal
' M of traumatic distal femorel epiphyseal separation, salter =

| Mrvis type I, Because of the mssive swelling, closed reductiom ves.
a0t done.

. Open reduction was done, under a general amasthesia, and
en Bamreh baniage touriquet applieds The patient wes placed ina
ne: position and an geshaped anteromedial ineision was mde, The
2y site was reached after a layer by layer dissection, The old
baematoma vwhich has aceumilated at the site of injury was sucked oub,
msthenaﬁeete&wﬂhm,wﬁmwmwwmem
Wo streng staples across the epiphyseal plate anteriorly and medially,
,mmmmmmwmfmwhmgmwmmm



mmuw overy from the operation and was dise
" on non mim mm;  after about tmma Gradual
*mmmmmmm* When last seen at
mmmm three onths period he was able to bear weight on
mmwmmwmﬁmm

6 nonths,

e,
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f'fw Hhat growing cells ave attached to the epiphyss

gh & layer of hypertrophie cariilag
',sma%tﬁﬁm@mmmmwmm

I physeal mm, oecur thy ‘!v

| 4mto Vo2, 1960)s The fate of these growing cells, depends on the
epipiysis. The epiphyseal plate ig eommon
| pseal soparetion, Vaen Yiey fieverse the epipiyseal plate from
| tho metapiyeis to the epiphysisy they may be damaged in epiphyeeal

0 the nutrient vessels of the
supplied at a point

~ separations (Dale GeGe and Harrds WeRs 1958)s The upper fegoral
. epiphysts and the upper redisl epiphysis are valnerable dn this

| vay. e loer redial epipiysis is mave frequently separated than
~ auy other, followed by lower ulmar, lateral umeral condyle, upper
 end of redius and lower end Gf radius, in that orders Salter and

bely from the metaphysis, along

aammmna&mmnahumzm

1s found typleally in birth injuriess Mmmﬁwmhm
iF is usually not diffieulty if dome sufficiently early, and

osis for subsequent growth is goode |

} 11§ s the commonests %mwapwmmﬁews,m
1%?&%&“2&%&.@&%@%%%&#
0 the metaphysis to produce, a triangular shaped metaphyseal fragmente
8 due to lateral displacement force which tears the periostewm on
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one gide and Mamd% intaet on the other side.
mm;mn not &Mﬁmwm veduetion ig prevented
by inteet pmtm

TYPE III is due taa‘ammmmmgﬁmxymmﬁ
verticle split from the joint surface %o the mpmea:x plate, and
then along the plate $o the peripherye mmmy@wm
 be displaceds

L Mams@mmmmmsamtmmumm
Mmaﬁy at the lower tibial epiphysiss Acourate reduction is

~ essential for the restoration of congruent joint surfaces. Prognosis
3 mgmewthisgm provided the bloowlsupply of the separated portion
i& the epiphysis is intact,

. Type IV is a fracture axtemmgmm joint surface, through the

: ng the epiphyseal plate and the metaphysise It is commonly
Seen at the lower emd of the humerus.

P Aecurete repositioning of the fragment is needed to restore
| good aliganent to the joint and o prevent the possibility of melunion
ﬁtm wmmiwmmmmmsmwmmmﬂ ,
WV&WMMMWR:?&%%& severe crushing injury
 applied to the epiphysiss There is minimel displacement but: proguosis
Mum& Premature eessation of growth or defoxmity may

These are rare mmaa, oceurring, almost erclusively in

M boys aged between 12 and 20 years. (Reidy J.Ae 1965)s This

pErtioular injury is associated wita two important complicstionse

F €af} Mjury to the popliteal nevrovaseular bundle

{b) Damage o the epipiysis and the resultent deformity
with continued growth. Dermge to the neurovascular hundle
my oeouwr at the time of injury, from pmxwistent deformity
when swelling ineresses or at the time of weduotion of +ha
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ghfs 650

M«mﬁ. Imnediate aﬁmﬁm to these is mndatory. Deformity
should be mmumwtwwmw“wssimmuamm

1 umm;mmma In Salter - Harrds type I = III lesdons redu-
oy e ‘Lm«n S.tumn;r easy, mugmn be immcbilised from the toes
4 0 the groin in a long plaster eylinier following redustiony with
. - : mmmmzm mmm::enmﬁmalmmlholoéq
& | menitorel, for the firet 24 hours after reluctions If there is
% maent mxwmeuhr dmga, it will bo neeessary to expose the
il il mull in the popliteal region, and to render appropriate g treatment,
BT The leg should be imobilised for 6-8 weeks Lollowsd by
18 S S S wml mobilisation of the knee and the patients moves about an
o ot 48  erutehess |
i 1 Pull fimotion should be possivle in 12 = 16 weekse If
ik 35 » has been a delay in reduction or failure, a skeletal trction
2% ,,,,fs ':amaamaﬁmmmmmmmwmyuam.
,  Saotion is fivct applied in the line af deformity, folloved by gredual
oo hi '-mnm of the volgus or varus and flexton deformity, and the 1eg
bt i E Miaa%maﬂp&iaﬁwiﬁ:?&m*akmeammc >4

—_— zedistion is effcetod, usnlly in 10 = 14 days, trecttan s zenoved
B s Jog 1o tmobilised in plaster (etdy 1965)

3 1 If the fracture has been negleeted for a long time, amd a

N il reduction is not possible, an open reduction should be earried

| o An anterownedinl parapatellar ineision is reeommended $o expoge

e supre. patellar region amd the kmee jointe The frogments could

thes be %411y visuslised and adequately fred and refuceds Interml

_',‘aﬁl vith steples my or may not be dones It is the practice in

orthopacdies/trawn department at Mmban Meddeal Centre, to

Iways danobilise using strong staples, which are removed after 6

(Saxumgt r,u, 1962 = pereommmication)s Ve have not seen any
A
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- eomplication following this procedures

: | staples g were originally devised o control bone growth,
and in many centresy they are mainly used for epiphysicdesis
~ (Blount WePe and Clark GuRe 1949)s Theyshould be well made, strong
% i ul aémmmting. They mmst be accurately placed, to produce ﬂa
", : Wd oﬁe«h Tn epiphyseal injurics, they ave used (o $abilise
. & seperated epiphysisy and ave usually removed after they bave sexved
; am purposee
: Complications Pollowing epiphyseal stapling inclule, eix
extrusion, broken staples, laxity of knee ligamembs and deformitiese
(Brondvay et a1 19545 fogberg Ny et al 19573 Pllehor NP et al 1962
" i Poirder He 1968)s Complications are less eommon, in stapling the
b @dstal fenorel epiphysis compared to others (Pilcher M. 1968)s
4. vk VIR { : .‘tm *;;,,*u '. _injuries:
- ; mﬂmmmwmahmmsmomm

m associated with fractures in general, there are specific complie
‘ations to cpiphyseal injuries wieh ineludes

1) mmm&@wmunmﬁwamw-m‘wrv
lesion in which there is a compression foree upon the epiphysise
Parent should be warned of this possibility and a carefull wateh
upon epiphyseal growtk is kept for 6 = 12 monthss

| ngular defornity = oeeurs when there is a crushing injury o
one side of epiphysis producing partial elosure of the epiphyseal
lines The angulap deformity, so produced is progressive wmtil
the end of the childs growth (Salter and Harris 1963)c Osterman
(1972) showed experimentally that a similar deformity could

be produced in animals and then corrected by removal of a bony
n%;mwmymwamﬂmwmmgeﬂﬁ%@“
fangensiciold (1975) exeised the crushed portion of the epiphyseal

nsboehie

pas 1.'_::1-



: |  Foduce correction o2 he angular mmm

j ‘m) In Salter = Harris type Iv lesions, in m the m«m, -

P m the egiybywai p&ata; it acmmte reawm 1: m
ffoctedy 30 that MWMMmm; WOW

© of a double ended bone, mmmummmefmm

oocure (siffert et al 1966),

‘ ributions to megm-; mmzn the
ischaemia,

ﬁ mmgm‘amw@ma%mmm;m

cmwwﬁcmmmhyummmmgammw
report, '

Brockiay e ot al (1954) JBys 564 + 1065
. End results of 62 stapling operations,

mm;ammm. (1958) sm9s 408 &+ 116

- Prognosis of epiphyseal umﬁm, an axperimenkes
Slold (1975) Ju3.3.8 675 4 325 |
“An operation for M &me of an ep .ﬁ 1 9
in ehildren and its experimental &
Mmm and Lindsberg 4s (19‘5?) Acta Seaad,
i | Aspects of epiphysiodestss
mmaz;.s (1972) Act Orthe scands wo. ur
 Operative elimination of partdal epiphyseal
' MaPs (1962) JBIS 443 ¢ 82

ortn 27 4 69




rier 1. (ma) - 503 : a

WW& mpmg and leg ﬁmm
:mw RaBs and Harvis WeRe (196353 .mxs 454 3 155

, Salter WeRe mﬂﬁy M.g et a1 (3,9653

‘Practure problems - Problem cases from mﬁmv&; i

grand rounds % lssagemsma General Hospitale

| Sharved WaWe (1979( - Paediatric Orthopacdies end

 Proctures Vols 2. Blackwell Selentifice
$if2ert Res, and Burash B (1966) JBJS 454 : 1548
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Mﬁw mmﬁwmxmh mmmwm«
were seen in a 3 months period in the orthopeedie ‘
ﬁmntmmmmwywm 1982, Five had subdural
haenatoma which was evacuateds six had cerebral injurdes two of
vhom died on admission or soon aftervards. The rest had cerebral
Wm&mmﬂeﬁtﬁwamw@am&mﬁm

MWm&i Mﬂaaauimﬁmatmwweu
. geen in Dor es Salasm ave discusseds

One of the patients with «ehronie gubdural ¥

~ presented in detaile mmamm mmmmm
mmatmmmmmm«m.:ﬁammemm’u;m

. walk home, but developed fluctuating levels af mmmmz(

- weeks after injury. A carotid anglogrem showed a spaee Secugying
Vmemmmmpw&eWWm Amﬁmwmm
‘end haematoma evacuateds The patient made a complete recovery from
the: operation and was very well about 3 months after surgery.

1 In most published series, cramioeercbral injurles, account far
approximtely, half of the fatalities from traumn, and less severe
 head injurdes take a 1ot f hospital beds and days out of works

. (Pitt's LoH. and Martin 1, 1982), In the UeSsAd, head injury is
WW%Mmama!&mﬁmm%dimm
The majority of head :hmtrxee ogour as a result of read traffic
mu, altaough & signiticant muber arise fram other causes af

 intuba fubation it necessary, eontrol of haemorrhage and ‘treatment of
- shosks The head and neck mist be kept in a neutral positdon, until
e P——— i o




Imomn adagey revive, review, mmir and m&m&m in that
~ order, 80 appropriate ag in head injuries,

wmmmwumgmmaumwwmm

duration, mmmummmmtmmmmm-
prior to admission, mlmmimzzwammm
vas able 0 get up and walk home,
mw%thmaMﬂymmmm%

m;mw:wmmwmmmw
| He bad & temperature of 38%, Systemie exanination vas norm
Amm,mmmm,mmmﬁmmm
i‘ on a course of oquine, The fever subsided.

A shall m. ‘showed & ealedfie falx eerebrid which

pying lesion on the

Wummm&a%&a@wmmmﬁmlﬁi
- sides mamﬁmtmmm:wamm; as his condition
' mwam&mmmwxxwm

wwam&‘miwgﬁmmmmwm

\a;:
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mawmmmammmmmmwm
Momﬁwk%m%mmﬁwimwm

a&ﬁmﬂa&,Mmﬁk&ammmmx mmwwm
] mmw. ﬁam&aam&%waﬁmmawm

elinie,
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¢ brain with mmmmﬁu &W# :m
mmy Mam are tm types gg fntre
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depending on the layers involved (Jemmet 1977), These are epidural,
" haematoma is further divided into aecute, subsscute and ehronie,

Sometimes & chromic subdural haematoms liquefied, the cellular
elements phagocytosed b and a chronie subdural hygrome forms,
(collints 1972).

In eivilian life, most head injuries ave due 1o diffuse
| ‘forees caused by a moving head striking a static surface (uswally
fLies . el j the road), or by the head being struck by a moving mm’ﬁ* The:
g The 3 resulting damege to the brein, ae};am on the rapid &mﬁmﬁm
' mnamngmamaamm}ytamtmthemawm
| ration when & stationary head is stwuck, ,
P s i : In early stagesy neuroml lesions méming at the moment of
, _______ : k », impact, are due to displacement and digtwstion of cerebral tissue,
; e i | ocouring during impaete The superior eerebrel yeins
? “| 3 ,: brain in cercbrospimel fiuid, allowing greater antsmstm
b S5 me‘ The midline septumy the falx mbﬁh rigid and dews
| does not allow lateral movements, and this means that lateral forees
cause less diffuse injuriess (Bailey and Tove 1971),
. of the cerebrum at the corpus callosum. Ioss of consciousness is due
%0 two factorse These aros=
E (a) Shﬂaring effeot and injury to brainsten exeitatory patlveyss
TWPW paralysis or permament damage %o these pathways is
thought to be the eause of instant loss of consolousmess,
folloving the imitial dmpacts
{b) Damage to grey and white mtter, with resultant defective
umazy and persomality W& mmdu and antegrade ammesia
is vexry counon £ollowing head m'ﬂ!yu\ These mechanisms results
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; 50 It consists of gm ;
&) mmm&wmwmmwmgm
= M, laryngoseopy and Mﬁm or twacheostomys

» the dwation of post - traummtic
mmemmwwmmwwww




wmwmmmmmmmammm; :

fractures, Mm%mmuwummwm

percooen R e Portion of the temporal bome. Battles sign, an area of
o 1 3 WW%Mmmmm&ammm
mmawmm; ﬂumuyaﬂwgmm 24

b s hours af.m injurye
y3 9% e
BT 2 - dderuptdon at the site of the basilar freciure. Barly
| thmMMﬁwMémﬁwmmma
— - temporel fracture site and requires carly surgleal int
. iy ~ Zate omset faoial nerve palsy resolves spontancouslys
. Other associated injurdes should be soughty and dealt withy
_
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o mx«mm mm; weat; abdomen, mmgm m m

Best. m&'mm :aent verbel response
6 Pollows eommands 5 Oriented
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| %mm, m*ﬂmmmm; mﬁ’étﬁc
.' patientts ramtawm mmmmmﬁamu
ﬁ e ‘ ) valuakle ool m following ¢ a mmu Amprovenent or deterdorations
E it | f’"’ 4 m can sm be eharted gmyhim&ly m at a glange ﬁaa patientts
’; . Iam at wm&mmaa ean be assessed, amﬁm; the level

: Wmma%mhﬂmu&mn
mmmzmmmmmwmawmmmm

 death bedug the next steps (Colling WP, et a1 1972)s The inere
mediate levels, a«m on the response to various mng W
volee and pain, | :

| Signs of brainsten compression mist be soughte This

ingiudes assessuent of the :lmsawv of the midbrein, mm

- mgdulls by examination af eranial nm» w reflex
allom evalustion o optie and oculemoter me: oul ‘

lateral $o the ﬂszet:%m of head mﬁm xt mm. on M

- mmmmmmmmmmmmmw
eranial nerve amd thini cramal nerves I patients with cervical
:mw@memm ratients, thetmﬁmﬂthcmmM |
mmmm«mwmwmmhmmw

- ealorde testing (ocular vestibular se#lex) by which eold water :ﬁl
SrT— mmmmmwmx; there 1a conjugate
 deviation of the eyes to the irrigated ears The 7th eranisl mexve
 can be fested ina patdent with altered level of sonseicusness by
 noting facial griimos $0 supre orbital pressure, Assessment of the

| e respiratory pattern, cough and gag 7eflexes, provide informtion
ntammww%m&amammmmm




X~rays are indicated o rule out injurles to the chest ani
cervical frocturess Skull Xerays will show, fractures of
the slull, or pineal gland shift iu intreeranial space
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of the head has revolutionised the care of head injurdes and
the diagnosis of trewmtie intrecrenial lesions, Fpidurel, sube
dural and® intracerebral haematomas, cortical mtu:lom. cercbral
ocedemn, skull freetures and intresranial foreign bodies ave all

erebral fys This used to be the minstey in the

radiologic eveluation of severe head injury before the advent of
computerised axial tomographys It is still a valuable test where
eomputerised tomographic seanning is not availables It can
demonstrate extrecerebral and imtrecerebral space ogoupying lesion,
but the exact nature off the lesion eg haematome, contused neerotie
: brain or fosal cedern, camnot be obitained from angiogramse

' 4o Adr ventriculography = The lateral ventricles are canmilate
vis a burr hole. It permits localisation of mass lesionsy by demom
nstrating shifts of the veutrieular systeme It also offers the
additional benefit of allowing measurement of intra cranmial

After initial emergency therapyy ounieal evaluation and
 diagnostic workeup, a therapeutie plan must be instituted for
each patient, Pitt's and Marbtin (1982), identified four degrees
of severity of head injury, each with a specific diagnostic and
therapeutic é’alﬁa. Patients are grouped into four categories and
each eategory has a specific action to be taken. These are

balumTadad laand u-ﬁ'



¥ s roomes ON EXAMIVATION  AOPION

Bratn sten WM“ _ | Diagnostic burr holes
Non focal defieits . Observetion ar oT sean
¥o deficits: |

& W o o]

This scheme, simplifies an otherwise complex problem of adequate
care to these patients and it is adopted for diseussion in this
preseutations

coup I3 The brainsten dysfuction is due to compressicn by an
expending intremcrenial mes eg epldural or subdural haemators,
The medial aspect of the temporal lobey the uneus, is shifted
- medially compressing, the upper brainstem with in the bentorial
| notieh = transtentorial herniations This menifests elinically as a
. trial ofye T |
) Aibnormel pupillary light reflexes
* 31) Drepression of the level of conseiocusness and
* 431)  ssymmetrdic motor respansefloulomotor nerve paley with pupillary
dilatation results from gtreteh of the nerve as it traverses
the tentorial noteh by the shifted wncuss Pupillary dilstation
is a reliable loealising sign and it is ipsilateral to the space
ing lesion im 957 of cases. Progressive impairment of
eonseiouness is due to failure of the reticular activating system
in the compressed upper breinstem, as already discusseds Motor or
seymuetry refleets either dircet compression of the motor cortex -
focal pressure on the ipsilateral cerebral peduncle by the hermiating
temporel lobes This manifests as wealmess in the cantralateral
arm and lege In some emses however, the breinstem sxgm, during
herniation causes the comtra lateral cerebral pedumcle 40 be
- compressed against the edge of the tentordal uotch resulting in
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motor weakness ipsilateral t0 the lesion. Therefore motor wealness is
not as aceurate as pupillary abnommlities in localising the site af
mmm ‘I is contre latemal taim aite@pw the lesion in 80 =
857 of cases (Pitts and Martin 1962), ‘ £k
The management of transtentorial herniation synirome mist be
inmediate and vigorousy and it ineludes the following measuress
44 Madiaté: first aid measures as already discussed sved

1i. Use of hyper - osmotie agents eg 1manitol (1=1ls5gm) per kilogram )
//

‘as a bolusy and can be repeateds
413, Carefull moritoring of arterialy, blood pressure with avoidanee |
hypotensions Avterial hypertension should We not be treated
because this may be a response to elewvated intracrenial Mmg
and lowering it may camse a dangerous £all in cerebral perfusion
pressure with resultent cerebrel ischaemia.
dve Operative interventions=
Exploratory burr holes is search of an extracercbral space
B, .
sccupying mass lesion eg epidural or subdural haematoma showld not be
delayeds Computerised tomographic seamning or earotid anglogrems,
before surgery have the advantage of aceurate loealisation of the

- lesior before operation, and helps to remove 5 of unnecessary

surgerye l'hése advantages are h@mmmisw‘ by the delay incurred

in these investigationss If 2 haematoms wm&mm; a full eranio-

tomy 1is done to evacunte the clots

¥ Steroids are not effective in improving, outcoms from severe head
dnjury and in high domes, they increase the chances of intracranial
infectionse (Pitts and Martin - 1982)s They are therefore no longer
reconmenied in the treatment of severe head injury. ’

¥, Eyperventilation therapy with addition of exygen is helpfull in



Patients with focal neurologlesl deficits cegs visual, speech
~ or motor defeets, with absent signs of breinstenm compression
(espeeially pupil dilatation) should be evaluated by aprropriate
investigationsy cege CAT seans or carotid anglographye I there
i# o Qiminished level of eonseiousmess, mannitol should be admie
nistered while a definitive diagnostie workeup is being dones
Thig ghould only be a temporary weasure and definitive therapy
mist be given, depending om the outeome of investigationse

Greup IIT y

Por patients who have no neurologie defiecity but only a dimie
nished level of conscicusmess, carefull serial sbservations my
be employeds Ifvmitol may be given. If no improvement is detected
or the patient shows eny deterioretion within several hours,
appropriate investisations should be dones This is especinlly
irportent in elderly people with cerebral atrophy because they
ean horbour expanding intracranial haematomas that produce no
. Poeal deficit until they become very largee

@grevp IV Theme cre patients who are neurologieally normel following

head injurys Thoy are unlikely to develop later complicationse.
Patients who develop delayed complications (weeks or moniths affer
injury) of chronic subdurel heemetoma are an exeeption to this
principles

Amnegie due to Mms'mt is very common, in cerebral
gomoussion, and short periods of retrogrede or antegrede amesia
are of no proguosbic importance, Bub prolonged amesia manifes
gted by comtimiing coufusion and inability to answer simple
. guestions is o significant neurologle deficit and requires close
observations



The awuim to ayam’ea on g haaé injury eue,a ﬂepﬁnés ong
i, Deteriorgtion on the level of consciousmese ml‘kh mealtsiag
signs eg pupillaxy reaetim or mw. ’
11, Depressed fracture of the skull vdth an ingtep of more 'khlm
CJ5en " | .
144, Compound slwll fracture = debridement and smurgloal tollet ave
dones
Cerebrospinal £1uid lseknge, If OSP rhinorrhosa pevsiste for
more than 10 ~14 days the CBP fistula has to be fownd and closeds
Yo Signs of interral hydrocephalusss |
If these developy then a lateral ventriouloctomy and QP

shnnt into the superior vemn cava via the intermal juglar vein
is done. A Holter valve is used to maintain venitricular pressure
&t 50 = 70m of water,

supportive care following initial resuscitation and surgiesl
intervention, is a criticel phase in the care of these patients, that
is optimally provided in the iﬁ}mfm care settings
i, lMenagement of reised intracranial pressure

Increased intrecranial pressure is most pronounced in the first
48 - T2 hours after traume Cerebral blood flow devends on erebral
mm .pz.’esm (0PP) which is calculated as mean arterial pressure
mims mean intracranial pressures Mntracrenial pressure my be eontrolled
using a eombination of the following modalitiesge
(a) surgieal decompression by removal of space occupying lesions.
(b) osF draimge if hydrocephalus has formed
(e) Head elivation, enhances vemous draimage and lowers venous pressure
(@) comtrol of body temperative below 37°0. e mmge of 33 - 37%

is optimal, It reduces brain mmw




(e) Hyperosmotic thevapy: Mamnitol is the most widely used agents
it is given in a dose 1.5 = 2g per Ikilogram body weights Repeated
use is best guided by actual measurement of intreeranial pressures
Tower doses of munitel (0,25 = Os5gm per Iilogram body weight) »
every three to four hours mey be given for chronie eontrol of
intracranial hypertension.

Other agents used are ueaurea and glyeerol as well as diuretles
such as frusemide (lasix 0.5 = lmg per kilogram), |

(£) Hyperventilation therepy

erebrel vessels eonstriet in response to hypoeapniae

Cerebral blood whm deecreages during hyperventilation, thus
lowering intrecranial pressure.

It is important o monitor fluid input and output, and serum
electrolytes. Iow plasme sodium is not uncommon following head injury,
due to inappropriate seeretion of anti diuretie hormone. If this is
proved of an $0 be the case, appropriate therapy with antidiuretie

be are advised in patients with head injury
that produce coms for more than 24 hours. Phenytoin or FPhenobarbitone
my be given, but the duration of therepy that would effectively pweveni
development of epilepsy is not known,

Post - eonoussion synirome, characterised by bothersome but non
specific symptoms, including dizziness, headache, and poor memory and
concentration, is the most common sequala of head inaw' There is
no gpeeifiec therapy. If there has been significant subarechnoid
haemorrhage, resorption of cerebrospinal fluid will be jmpaired resultd
in a commumieating hydrocephalus. Other sequalae may be permanent or
temporary eranial nerve dysfunetion, resulting in amasmia, blindness, &
other cranial nerve palsies.
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Whatever the sequalae it is useful to evaluate the overall social
outeome for the patient who hes survived an episode of brain damges
The Glasgow Outeome Scale (Jemnet 1979) emables this to be dome ina
simple way.

Dead gleey/wake but not sentinent.
Vegetatfive Disabled ;' ‘;

Severely disabled gonseious but £ dependent
Moderately disabled Independent but disabled

H N W s W

Vegetative states refers to a survivor of brain damage, who is breathing

Severe disability is due to a combination of mental and physiecal disabilit
He is unable to get through the day without some sort of dependence on
someone else. lioderately disabled people, have . a wide range of handicap
but are able to cope on their own, but at a reduced level. Good recovery
does not necessarily mmﬂ.ﬁh recoveryy but ability to undertake

¢ and leisure activities similar to those previously possibles

1. mmiley and Tove (1971) A short prectice of Surgery
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