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Fig. 4. Giant fibroid weighing 69 lb. Removed by total
hysterectomy.

by tapping as in the case of an ovarian cyst. A very long
incision from symphysis to xiphisternum may be necessary,
and I recall one case in which the tumour could not be
raised until the costal cartilages had been divided. Elevation
may also be impeded by adhesions. Large fibroids fre
quently outgrow their blood supply and areas of degene
ration form in the growth. Such areas may become
infected, with consequent adhesion to bowel, omentum
and anterior or posterior abdominal wall, necessitating
a long painstaking dissection. Also, these large tumours
are inclined to burrow beneath the posterior peritoneum,
and it is not uncommon to find a portion of the trans
verse, descending, or pelvic colon stretched out on the
front of the tumour. Not infrequently the ureter is dis
placed forward and becomes liable to damage. Mobilizing
such a tumour before it can be elevated will add con
siderably to the time and severity of the hysterectomy.

(b) Haemorrhage. The risk of haemorrhage is greatly
increased by the size of the tumour. Very large veins, some
times the size of a half-inch hosepipe, may run on the
surface of the growth, and the veins in the broad ligament
are enormously enlarged. Careless application of forceps
or accidental tearing of these vessels results in torrential
haemorrhage, which is not always easy to control. The
best approach is to divide the round ligament and, having
pushed a finger beneath the peritoneum, the vessels can
then be elevated from the tumour in a bunch and safely
divided between large clamps. The very size of the blood
vessels and the volume of the tumour means that blood
loss is always above normal, and it should be a routine
with these large growths to transfuse the patient during
operation.

(c) Visibility. The third hazard when removing large
tumours is visibility. A second assistant is necessary to
handle the tumour and pull it from side to side. Even
with this assistance direct exposure of the pelvis may be
difficult to obtain. It is therefore recommended, where
exposure is inadequate, that the uterine arteries be clamped
and a sub-total hysterectomy be performed; subsequently,
the cervix can be removed easily with full visibility. In
difficult cases it is justifiable to cut off the uterus at an
even higher level than the internal os in the interests of
full visibility.

The risk of the above procedures is the possibility of
sarcomatous change, where, obviously, the uterus is best
removed in toto. According to Crane and Decker,s malig
nant change occurs in less than 0'5% of myomatous uteri,
although the figure may be slightly higher in very large
growths.

SUMMARY

1. No standard operation is suitable for all patients
requiring hysterectomy for non-malignant conditions. The
technique must be adjusted to suit varying pathological
and anatomical findings. Such variations demand different
methods of applying clamps to secure the uterine artery
and its branches and of separating the uterus from the
vagina.

2. Four different techniques are described. Special
reference is made to the single-clamp method, the simplest
and quickest way to remove the uterus.

3. The essential requirements for the safe application
of the single-clamp method are listed and the alternative
techniques, for use when this method is not considered
applicable, are described.

4. The dangers of injury to the urinary tract are stressed
and the precautions for avoiding this accident are
mentioned. In this respect experience is necessary to know
when the simplest technique must be abandoned and
another selected.

5. Some special conditions are listed for which the
ordinary techniques of hysterectomy cannot be used. The
special methods and precautions necessary under these
circumstances are described.
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THE ROLE OF SURGERY INrCEREBRAL PALSY

G. F DOMMISSE, M.B., CH.B. (CAPE TOWN), F.R.C.S. (EOIN.), Pretoria

Rapid advances in the treatment of cerebral palsy have
been and are being made, and it may justly be claimed
that surgical measures are being applied with an increasing
measure of success in an increasing number of cases
while at the same time admitting that the problem is per

primam a neurologic one, and that the answers are pre
ponderantly in the hands of the physician.

Berta Bobath1 shed the light of true perspective upon
the lesion and its management when she said: 'For an
understanding of the movement disorders of patients with
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lesions of the central nervous system, it is essential to
realize that damage to the eNS results in abnormal co
ordination of muscle action and nor in paralysis of
muscles'. By the same token, all types of therapy are
directed at increasing the control, range and strength of
the muscles in fulfilment of their function as prime movers,
and of equal importance, at assisting the muscles to
acquire the ability to relax when called upon to act as
antagonists.

George Pollock,2 although a professed and acknowledged
champion of the cause of surgery in cerebral palsy, em
phasized the importance of observation of the patient
over a prolonged period (many years) as a prelude to
surgery, and of the application of conservative measures,
including the use of splints and walking aids, during this
time.

It would seem pertinent to stress these points, parti
cularly because they require of the orthopaedic surgeon
a radical re-orientation of his more accustomed approach
to an orthopaedic rather than to a neurologic problem. A
simple yet specific instance is the operation for lengthening
the tendo acbillis. As an orthopaedic problem, the matter
is straightforward and the end result is in all respects
predictable - a mechanical answer to a mechanical
question.

How different is the case in cerebral palsy, where the
shortening of the tendon is not necessarily due to
structural alteration or contracture, and where the surgical
correction of this deformity has the effect not only of
allowing the heel to make contact with the ground, but
also of setting in motion the 'switch over' from the positive
to the negative supporting reaction - a sequence which is
vital to ambulation.

How different also are the conditions which are to be
fulfilled before surgical measures in cerebral palsy may
even be contemplated, thus:

I. The establishment, beyond reasonable doubt, of
the diagnosis. The typical childhood case presents no
diagnostic problem, but what of the individual who has
reached the age of adolescence or even adulthood in
complete normality, and then develops the picture of
cerebral palsy?

2. The determination of a favourable mental and
psychological 'climate' in which to undertake the pro
cedure.

3. The demonstration of the fact that a deformity
is of a structural rather than a functional nature.

4. The demonstration, to the satisfaction of patient
and parent or relative alike, that maximal possible
benefit has been derived from non-surgical measures,
and that such benefit cannot be equated with minimal
functional requirements.

5. The demonstration of the fact that the time factor
is on the side of those who favour operation.

The period of observation, during which these conditions
either become fulfilled or fall away, requires the aid of
the orthopaedic surgeon who will advise in respect of and
direct the application of plaster casts, splintsJ and func
tional aids, and who will assess the degree of improvement

in range, control, strength and deformity of the affected
limbs.

CAN SURGERY BE HARMFUL IN CEREBRAL PALSY?

In cerebral palsy, the muscle are not paralysed - they are
pastic, and they may al 0 be weak. This is a basic and

cardinal fact, and it is at the relief of muscle pasticity
and an increase in the strength of mu cle action that treat
ment is directed. A muscle of which the nerve supply ha
been severed or even partly divided, i complicated and
prejudiced from the point of view of rehabilitation. A
muscle of which the tendon has been shortened or
lengthened, is a 'disturbed mu c1e' and one in which
effective treatment and effective function are rendered
very difficult. Furthermore, the results of surgery are not
always strictly predictable, and 'curiou ' results have been
known to be an indication for further urgical treatment
with (not infrequently) further and more curious results.

It is for these reasons that neurectomy, either partial or
total, should be undertaken with great reluctance in a limb
where the aim is the ultimate and near-normal restoration
of function. A destructive and multiple neurectomy or
radiculectomy, aimed at eliminating intractable pa ticity
and producing permanent flaccidity, is of course a legiti
mate procedure, but with an ultimate objective quite at
variance with any procedure which aim at the restoration
of function.

ABSOLUTE INDICATlO S FOR OPERATION

The snags, pitfalls and objections to surgical approaches
have been cited - what then (if any) are the absolute
indications for operation?

There are a number of condition and circumstance
which, in my opinion, constitute absolute indications for
surgery. They are as follows:

1. The mild case of cerebral palsy with localized
involvement and minimal reflex activity, e.g. the equinus
foot, in which the results of operation are good and
comparatively rapidly obtained.

2. The presence of severe structural contractures in
a case of any degree of severity, where it is anticipated
that ambulation may be restored.

Pollock2 advised the use of local block-anaesthesia in
these patients, in order to establish the structural nature of
the contracture. It is generally agreed that if the contrac
ture involves the hip, knee and ankle in the same lower
extremity, it is advisable to correct the hip deformity
before the knee, and the knee deformity before the ankle.

3. Inequality of the leg length in excess of 1 - 1t
inches. The operation for restoration of equal leg length
can and does have results which are dramatic for
obvious reasons, not the least of which is the re toration
of dor iflexion at the ankle.4

4. Severe adductor (and internal rotation) contracture
of the hip, of either a structural or a functional nature.
The choice of operation will be determined by the
merits of the case, but I favour one of two procedure,
namely:
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(a) adductor tenotomy, which permits re-attachment
and restoration of function of the adductor longus,
and

(b) abduction (and external rotation) high femoral
osteotomy, either uni- or bilateral. Neurectomy of
the obturator nerve is a procedure which in my
opinion should be condemned - the presence and
retention of functioning adductors is essential to
satisfactory ambulation.

5. Gross spasm or contracture of the wrist joint, in
a position of maximal palmar flex ion. Arthrodesis of
the wrist in a suitable position is a procedure of great
cosmetic value, and one which may produce gratifying
(if unexpected) functional recovery.

6. Gross spasm or contracture of the fingers in a
position of severe flexion, with the finger nails pro
ducing ulceration of the palm of the hand. Suitably
chosen arthrodeses of the finger joints produce great
relief:

7. Severe talipes calcaneus, in which shortening of
the tendo achillis is an invaluable procedure.

8. The knee joint which has been straightened out

after a severe flexion contracture, is one in which con
trol of extension is limited because of relative lengthen
ing of the quadriceps muscle. Distal advancement of the
insertion of the patellar tendon is necessary in order to
restore function.

9. The fixed equino-varus contracture of the foot,
in which triple arthrodesis is performed for the restitu
tion of a stable, plantigrade foot.

10. The flail calcaneo-cavus foot, in which the Grice
procedure, with or without simultaneous shortening of
the tendo achillis, may be undertaken.

CONCLUSIONS

Cerebral palsy is seen to be a condition in which every
possible modality of treatment may and should be utilized,
in which conservative measures play the dominant role,
and in which surgical measures of a limited and selective
nature are able to complement those conservative measures
which are productive of the best possible end results.
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THE SURGICAL TREATMENT OF PEPTIC ULCERATION
B. J. v. R. DREYER, CH.M., M.D. (CAPE TOWN), F.R.C.S. (EDIN.), Surgeon, Cape Town, and Lecturer in Surgery,

University of Stellenbosch

In treating patients suffering from peptic ulceration
uncertainty about the type of patient who has to be
referred for surgery, as well as about the type of surgery
which should be done, still exists. The time must come,
and is perhaps not too far away, when peptic ulceration
will be completely controlled with conservative treatment
without great inconvenience to the patient. The answer
will probably lie in the use of preparations that will
inhibit the acid-peptic secretion of the stomach reliably.
In the meantime, however, we must make use of the
treatment available today, and this is often surgical. It
is our duty to select the best form of treatment for each
individual patient.

Surgical treatment must always tend to be conservative
- one can never replace a stomach that has been removed
but one can always remove more of a stomach. In doing
a sub-total gastrectomy for duodenal ulcer, many surgeons
feel unhappy when they have to remove such a large part
of a completely normal organ. If such a specimen is sent
- usually by accident - to a pathology department, the
pathologist shares the surgeon's unhappiness when he
examines a normal stomach. It is true that many duodenal
ulcer patients do well after a gastrectomy, but it is also
true that a few patients are worse off after their operation
than before, whereas others remain thin with a lowered
resistance to infections such as pulmonary tuberculosis,
and without any reserves should a disease process start
elsewhere in the body.

I would like to discuss briefly the surgical treatment
which I consider is, with our present knowledge, the best
available for patients suffering from peptic ulceration. For
this purpose it is essential that patients suffering from
gastric and duodenal ulceration are dealt with separately.

1. Treatment of Gastric Ulceration
It is advantageous to divide this group into two sub

divisions:

(a) Conservative therapy is the ideal form of treatment
for the patient with a small ulcer niche along the lesser
curvature. The chances of complete and permanent cure
are good and surgery is practically never indicated.
Follow-up barium meal studies till the ulcer has completely
healed are important. Conservative treatment consists of
bed-rest, hourly or continuous alkali administration,
sedatives, and drugs that suppress acid-peptic secretion.

(b) Surgical treatment is indicated in the patient with
a large chronic gastric ulcer which penetrates beyond the
stomach wall. When such an ulcer is situated anywhere
in the stomach, except along the lesser curvature, and
especially when it lies in the pre-pyloric part, the danger
of a carcinoma that has undergone peptic digestion makes
immediate operation necessary. The majority of these
ulcers are however situated in the usual position along
the lesser curvature. They are benign and their size is no
indication that they may be malignant. Such an ulcer will
heal radiologically with prolonged and zealous conservative
therapy. A thin layer of atrophic epithelium will cover
its surface. Because of the depth of the ulcer and the
surrounding fibrosis this epithelium tends to break down
easily when conservative therapy is slackened and a large
ulcer can develop in a comparatively short period. Such
a gastric ulcer can be compared with the 'incompetent
deep-vein' ulcer of the lower limb where the ulcer heals
quickly when the patient is put to bed, but appears again,
almost as quickly as it had disappeared, soon after the
patient gets up and walks around. It is also the large




