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when you

don’'tc

it as often as absorbent
gauze dressings on a
similar type wound.

DucOERM dressngs represant an advance in Moist wound
heaing." By forming a secure seal over the wound bed,
DuoDERM contalns natsral wourd exudate that helps speed
epidermal migraton and mitesis

DuoDERM . an inert-drassing, has no <nawn pharmacc-
logically actve ingredients and has an extramely low poten-
tial either for irritatiog or senstizing the wound

For best results, the dressing shouid not be disturbed
far up to saven days, providing there is no ‘eax<age or glinical
signs of infection that require a dressing change

Undisturbed Healing
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when you

don't violate

the bacterial barner
with frequent removal
for visual Inspection.

i

i

DicDERM dressings shield the wound from axierral
bacterial irvasion by forming a secure seal over 1he ares —
creating an effectiva "bacteral barriar” while the dressing
5 intact,

The wound fluid, which collects beneath an occlusive
dressing, has been shown to contan viable neutroohils capa-
ke of phagocytosing and destroying pathogenic bactera In
additian, 1ne wound flud possesses antibactarnial activity”

agre DG Hew cassiEtce o ivemon. EsleBiihed 200 arargng SsCcess o Hom TH, wdio
ez 1o i 1 - o 1REBTN TR BT NG S CHEA S O 1580 ARk Desdne Do
P 24T

when you
don’t remove

the dressing which covers
the hydrated gel cushion
that helps speed epithelial
resurfacing.

The gel that gradually forms beneath a DuoDERM dressing is
the result of the hydroactive particles in the dressing inter-
acting with wound fiuid

Besides creating an ideal ervironment for cell migraton
and respithelialization, the dressing alsc helps o iquely and
rermave thin eschar thereby avaicing 17e necessity of frequent
mecranical or chemical debrdement.

Upan removal, the mest gel orevents the dressing from
adhering to—and damaging—the wound bed Panand
discomiort are alsa reduced significantly.

Because DuoDERM dressings maintan a secura seal,
odor 5 contained while the dressing is intact. A characterstic
odar may be apparart wren the dressing s remaved, but wil
normally disappear when the wounc nas been cleansed and
the dressing discarged.

L

Hydrosctive™ Dreasing, Sterile
Ingcaled for derma wicers, superficial waunds

(minor acrasions, danar sites, and Seco nd-cegrea
urns), ard ‘or oogiusive draseng technigua

For contia ndications and precadtions, See DACKEQE nser.
FopeaE B Sg kb b e na e |
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HIGHLY SELECTIVE VAGOTOMY WITH DUODENOPLASTY:
SURGIVAL ALTERNATIVE FOR OBSTRUCTING DUODENAL ULCER.

LA. Naby, MD, Khairat, M.D., F.Ebied F.R.Cs, PhD.,
T.5. Fahim FR.CS, & M. Nader M.D.

From Ain Shams University and Hamad General Hospital

'I_'hi,.lr paper repots experience in treating 24
patients with stenosing duodenal ulcer nsing HSV in
addition to duodenoplasty.

PATIENTS AND METHODS:

Over a period of 5 years H § V were performed
for patients with duodenal ulcer disease:
24 patients had a gastric oultet obstruction as a
complication of their ulcers. They comprised 18 men
and 6 women with a mean age of 38 years and a
range of 25-68 years. The criteria used for diagnosis
of duodenal ulcer stenosis were those pulblished by
Balint and Spence (1959 ). Such criteria were
clessified into major and minor items. The patients
were included in the study only if manifesting at
least two major or one major and two minor items

(Table 1).

All patients were subjected 1o upper gastrointestinal
endoscopy prior to surgery and six months after
operation. All endoscopies were done using Olym-
pus GIF type Ow. Also barium upper gastrointestin-
al study was done before and six months after
surgery in 15 patients.

H5V was done in all patients as described by
khairat et al (1983). Following completion of vago-
tomy, duodenoplasty was performed using the same
technique originally introduced by Norman Tannar
(1973) and published later by I::nni:d]l (1976). The
duodenum was exposed (Fig. 1) and an estimate of
the adequacy of the outlel was made by palpation
between the index finger and thumb. In all patients
digital assessments confirmed an inadequate lumen.
The Ind part of the duodenum was mobilized by
kacker's method.

Table | criteria for diagnosis of duodenal alcer stenosis (after Balint and Spence 1%59) and details of

clinical features of patient in the present study:

NMumber of Patinets
N=Uu

Major Criteria
1. Classical history: persistent vomiting of large amounts ai times when the stomach should be empty,

usually containing recognisable residues of food eaten some hours prevmslr ........................... 16
2. Visible gastric peristalsis .. 2
3. Mean aspirates, during Imul'l_'.r namgallnc asplra.mn

totalling more thas INDOMIZAN . ... i ssss e ram sami v b s s nas sna s ane s nn e s aa e 12
{4. Retention of barium: Stomach emptying by less than

teoetmod i AR ) e S e e i 15

Minor Criteria
1. Suggestive history: PErSISIENE VOMMBIIE +.v - ovvrreunpsviosunsnrnasssorsinssniesinsssvissas s rrdsssshinanssrisssinss 2
B IRRE oo i b e st smanssn ot s s b U S T o s v i 16
3. Mean aspirates, during hourly nasogastric aspiration,

totallng moore i PO AN ettt i i s vttt b RS S AR S e S b v v
4, Stenosis 100 narrow (o admit gastroscope at ERAOBCOPY .vuvuuiimrrmsrmiasinsmmmimsassssssssiersmnsniion e 24
3. Stenosis confirmed at operation by digital assessment ..........oovismmimmmiiiismsrmsnns i ssans 0

T'h:l':'npunlmrulﬂtﬁnm\'ul,ﬁﬂu!ﬂn 1987
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Alongitudinal incision was made across the stric-
ture, starting distally and continued proximally 1-3
cm on either side (Fig. 2). It must not cross the
pylonic ring which was identified by palpation. In
our series the length of the incision varied between 1
and 5 cma. The index finger was passed back info the
antrum to confirm the integrity of the pylorie musele
ring and to exclude any pylenc mucosal diaphragm
or other narrowing. The incision was then closed
transversely (Fig. 3) using two layers of chromic
catgut.

RESULTS:

There have been no operative mortalities or major
complications. All the patients were followed up for
a minimum of 9 months and a maximum of Jyears.
No claims can yet be made for the long term results.
All through the period of follow up we had had no
patients with gastric retention. Endoscopy six
months after operation showed that all the patients

with preoperative duodenal ulcers healed their
ulcers. Post operative Xerny study with barum
showed normal antral peristalsis and gastric
emplying with no effect on the duodenal motility
nor on the duodenal braking mechanism. (Fig. &).
The overall results were classified according to the
modified Visick as excellent in 16 cases (66.6%),
very good in Tcases (29.2% ). and satisfactory in one
case (Table T0).

MSCTSSI0N,

After HSV was introduced by Johnston (1970) it was
quickly apparent that the incidence of dumping,
diarshoes and bilious vomiting was much lower than
that seen after truncal vagotomy and drainage
(Amdrup et al 1970, Johnston et al 1972, Humphrey
et al 1972). Later on much evidence accumulated
supporting the superiority of such a procedure in
routine treatment of duodenal ulcer disease (Ken-
nedy et al 1975, Dorricott et al 1978).

Table 11 : Modified Visick Grading Seale (Galiger 1972)

The patient is completely symptom free.
Mild svmptoms controlled readily by dietary or
antacid therapy.
Mild or moderate symptoms not readily controlled
by dictary or antacid therapy which cause some
discomfort without interfering seriously with daily
life.
Maoderate or severe symptoms which interfere con-
siderably with the patient work or enjoyment of life.
This category also includes all patients with proven
recurrent ulceration.

_—

Visik 1 | Excellent
Visick I1 Very Good

Visick [ Satisfactory

Visick IV Unsatisfctary

Unfortunately HSV has not been generally applic-
able in the presence of duodenal stenosis. Johnsion

{1972) performed HSV in 32 patients with duodenal
ulcer disease, and reported that he excluded all

patients with dupdenal stenosis from his series.
Wastell et al (1977) and Amdrup et al (1978) added
pyloroplasty to HSV for treatment of such cases,
however, the incidence of dumping increased signifi-
cantly from 4 to 24 per cent.

Johnston (1973) was the first to desctibe, digital
dilatation through a small gastrotomy added o HSV
in dealing with stenosing dvodenal uleer patients
(Fig. 4). However, he reported rupture of the
duodenum in four out ofl5 dilatations [Johnston at
al 1973 AND Dunn et al 1981 ].

Kennedy et al (1979) mentioned that dilatation not
only carried out & high risk of rupture duodenum but

10

also must surely be associated with some risk of
restenosis.

Hooks et al (1986) treated 62 cases of stenosing
duodenal ulcers by H5V in addition to dilatation in
44 cases and dundenoplasty in 18 cases. Follow up
was done for a period ranging from 2 to 7 years.
Hooks et al reported 8 cases of re-stenosis after
dilatation (18%) and one case after duodenoplasty
(5.5%). Such evidences make the concept of HSV
with doudenoplasty more attractive,

It is now realised that pyloric stenosis is a misnomer
as the narrowing is usually in the duodenum distal to
the pylorus. In our study we found that the point of
narrowing is 1.5 cm or more beyond the pyloric ring.
Also when there was pseudodiverticulum formation
the narrowing occured beytnd the pouches, As a
result the obstruction is actually duodenal rather

The Egyptian Journal of Suig
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than pyloric, therefore duodenoplasty is considered
adequate to aver come such narrowing leaving
plyoric ring intact,

Follow up studies by endoscopy showed no evi-
dences of restenosis or recurrence of ulceration,
Also post operative upper gastrointestinal barium
study showed normal antral peristalsis and gastric
emptying with no &ffect on the duodenal motilty
nor on its braking mechanism. Such results encour-
aged us to continue using HSV with duodenoplasty
in patients with stenosing duodenal ulcer desease.
these are safe procedures with little morbidity when
performed carefully.
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Figure 1. The ducdenum i cxposed, the wicer s seen anteriorly with post bulbar parmowing

Highly Selective vagotomy with Duodenal
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Figure 3: The duodemum is closed

Transversely in Iwo layers

Lucdenum
Figure 4. A dilatation through o small gastrotomy [ufter Jobnsasn
1573
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Figire 5: Freoperatve X-Ray study with barium showimg marked dilatotion of the stomach with retention of Barim in 6 koo

Figure &: Post-operative X-Hay study with barium lor the ame patient showing rapid empty of barum into e duodenum
wilh no cvidences of pamowing i

Highly Selective vagotomy with Duodenal 13
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TRANSVERSE TAENIAMYOTOMY
IN THE TREATMENT OF
DIVERTICULOSIS OF THE SIGMOID COLON

BY

A. Sedky, M. Ragheb, M.D.; F. Ebeid, F.R.C.5. Ph,D; T. Fahim, F.R.C.S.

and

I, Abdel Naby, M.D.
From Department of Surgery Ain Shams University

Introduction and Historical Review:

Most of patients suffering from symptomatic
uncomplicated diverticular disease of the eolon can
be controlled by conservative treatment. Paticnts in
whom this weaiment had failed were subjecied to
different types of surgical operations namely col-
ectomy, longitudinal myotomy and more recently
transverse taeniamyotomy (TTM).

Reilly, in 1954, invented longitudinal myotomy
which intails division of the circular muscle coat by
longitudinal incision done in the line of one of the
antimesenteric taenia. This operation was criticised
by Arfwidsson (1964) who thought that the muscle
thickening and narrow lumen in diverticular disease
is due 1o shortening of the taeniae and he considered
that these taeniae should be cut transversely if
myotomy was to be effective. Daniel, in 1969, also
criticised longitudinal myotomy and stated its mor-
bidity and mortality,

Penfold, in 1973, evaluated the results of col-
ectomy for noninflammatory diverticular disease
and found high percent (6% ) recurrence of symp-
Loms.

Johnson, in 1972. observed decrease in the
intra-colonic pressure i rabbits after transverse
taeniamyotomy. Hodgson (1974) practised the op-
eration of TTM in man. He performed the operation
on 18 patients suffering from complicated and
uncomplicated diverticular disease with satisfactory
results specially for uncomplicated cases.

Pescatori and Castiglhioni (1978 studied the clinic-
al results and sigmoid motility after TTM m 12
patients suffering from symptomatic uncomplicated
diverticular diseaze of the sigmoid colon. They
concladed that TTM is a better procedure with less
morbidily and mortality comparable with colectomy
and longitudinal myotomy.

In this work we tried to assess the chnical and
radiological results of TTM in the treatment of
symptomatic uncomplicated cases of sigmoid diver-

The Egyptiiin Journal of Surgery Val. 6 No 3 Oct. 1987

ticular disease nol responding lo conservative
therapy.
MATERIAL AND METHODS:

Il patients affected by symptomatic uncompli-
cated diverticular disease of the sigmoid colon were
selected for TTM after failure of antiispasmoidic
{colospasmin tab.) and high residue diet as medical
therapy for three months.

The complaing of these patients was mainly
intermittent lower abdominal or left iliac fossa pain
that waxes and wanes too fast to be compatible with
the onset and resolution of diverticulitis. They were
also complaining of flatulance, distension and con-
stipation. There were no positive physical signs
excepit mild left iliac fossa tendemess in two
patients,

Diagnosis was settled by barnum enema and
sigmoidoscopy. Stool analysis was done to all
patients to exclude associated lesions. Abdominal

. ultrasonography revealed gall stones in four patients

to whom cholecysiectomy was done together with
transverse taeniamyotomy. The fitness for surgery
was assessed by ECG, Chest X'ray, urine analysis,
HB%, bleeding time, clotting time, BUN and
fasting and postprandial blood suger levels. Two
patients were known diabetics and were controlled
preoperatively.

No preoperative prepartion was done except a
glycerine suppository at the night of operation,
TECHNIQUE OF TTM:

The operation was done as described by Hodgson
(1974). Left lower paramedian incision was made
except in the four patients with associated gall
stones in whom a long midline incision was used to
facilitate cholecystectomy. The sigmoid colon was
mobilized throughout the length affected by diver-
ticular disease. Traction was then applied to the
sigmoid colon and the two thickened antimesenteric
taenize coli were identified. Just above the per-
toneal reflection the first transverse incision was
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made apteriorly across the width of the fused
tzeniae to relieve the wsual rectosigmoid spasm.
Further incisions were made in a stepwise fashion
across alternate thickened taeniae at 2cm intervals
until normal bowel and taeniae were encountered
above the diseased area. The circular muscle layer
was not divided and so the submucosal plexus was
not touched and there was no danger of mucosal
perforation or bleeding from this plexus. The
abdominal incizion was closed.

Postoperatively intravenous fluids were given.
Nothing was given by mouth till bowel sounds were
audible when gradual oral feeding was started with
fluids.

All patients were followed for a period of 12-18
months by repeated clincal examinations and
barium enema done every three months.
RESULTS:

Six patients were females and five were males.
Their age varied between 46-62 years with average
of 5T years,

They all passed a smooth postoperative period
and were discharged 8-10 days after the operation.

There was marked postoperative improvement in
all patients. The pains and flatulance disappeared
together with marked improvement of constipation
during the period of follow up (12-18 months).

Postoperative barium enemas showed slight
dilatation and widening of the sigmoid colon. The
diverticulas remained without change in severity or
extent:

DISCUSSION AND CONCLUSION:

High residue diet and antispasmoidics normalizes
rectosigmoid electrical activity and improves the
symptoms of diverticular disease of the colon
(Taylor and Duthie, 1976). We performed TTM in
our Patients only after failure of medical treatment
with high residue diet and antispasmoidics.

A mortality rate of 1.5% after elective colectomy
has been reported by Coloock (1958). Penfold
{1973) found that 60% of the pateitns were symp-
tomatic after colectomy for noninflammatory diver-
ticular disease. This was probably due to the
increased intraluminal pessure in the rectosigmoid
after colectomy (Parks, 1970a).

Reilly, in 1964, mvented longitudinal myotomy
fot treating diverticular disease. This operation is
difficull to perform without morbidity science
hasmostasis from the submucosal plexus is almost
impossible to obtain withoul perforation of the
mucosea. Faecal soiling and local peritonitis have
been common and faecal fistulas have occurred
(Daniel, 1969). Also longitudinal myotomy have
high postoperative mortality 9% (Reilly, 1970) and
high rate of recurrence of symptoms 40% {McGinn,
1976). Daniel in 1969 attributed recurrence of

symptoms after longitudinal myotomy to healing of
the longitudinal incision postoperatively as a result
of approximation of the two severed edges by
contraction of the circular muscle layer of the colon,
Exactly the opposite occurs after TTM since con-
traction of the cul taeniae coli opens all the defects
and maintain the postoperative status without reun-
ion of the transversely divided taeniae coli.

In our patients there was no morntality or morbid-
ity and there was dramatic improvement of the
symptoms for 12-18 months follow-up.

This s consistent with the results obtained by
Hodgson (1974) who performed TTM for 1B pa-
tients with satisfactory results Specially in uncompli-
cated cases of diverticular disease. Also our satisfac-
tory results in this work, go with the resutls of
Pescatari and Castiglioni (1978) who studied the
sigmoid motility and clinical results after TTM done
for § patients. They recorded disappearance of
symploms in all patients. They also noticed wide-
ning of the sigmoid colon in postoperative barium
enemas as that noticed in our work, but we were not
able to record decrease in the number and extent of
diverticulae which they noticed in their work.

From the results of our work and the satisfactory
results of TTM recorded by Hodgson (1974) and
Pescaton and Castiglioni (1978) it can be concluded
taht transverse taeniamyotomy is a simple, safe and
affective operation for the treatment o symptomatic
uncomplicated diverticular discase of the colon
which does not respond te medical and dietetic
therapy.
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PARATHYROIDECTOMY IN MULTIPLE OR RECURRENT RENAL
CALCULI WITH HYPER AND NORMOCALCAEMIA A REVIEW OF
60 CASES

BY

M. Nagib, M.5; 1. Fakhr, M.D.; M A Sholou, M.D; M.M. EL
Deeb, M.D 1. Radwan, M,D:F. Ebied, FRCS, PH.D: 1. Basiouny,

M.I}. and A. Khalii M.D

From Ain Shams University and Kaser El Al Hosmiak

ABSTRACT

The treatment of renal calculi must not be only by
removal but also by prevention of its formation.
Hyperparathyroidism, Manifested.. with hypercal-
cemia or normocalcaemia is an important cause of
renal stone formation. Also, renal calculi may be the
only manifestation of normo or hypercalcaemic
HPT. Parathyroidectomy in these rase is the only
treatment of stone formation. This study includes 60
patients with multiple and/or recurrent renal calculi
without apparent local cause, and 15 patients with
normocalcaemia. Neck exploration and removal of
abnormally sized parathyroid glands was done for all
cases, Glands removed was examined pathologically
and revealed hyperplasia or adenoma in 58 patients,
There were no mortality or morhidity and post-
operative period was smooth.

The diagnosis of primary hyperparathyrowdism
has always been based wpon the demonsiration of
high serum calcum, low serum phosphorus, and
high urinary excretion of calcium.

The disease can be identified in the asymptomalic
state, or present in any of sympiomatic forms.
According to clinical picture symptomatic patients
may be classified into: a) those with renal stones, b)
those with bone disease, ) those with G.1. symp-
toms, and d) those with miscelleneous symptoms.

Currently, most patients are asymptomatic, and,
are identified on the basis of elevated serum Ca level
at the time of a screening lest,

Controvrsies exist concerning the role of different
diagnostic procedures, the indications for operation,
and the extent of the surgical procedure.

Surgery is a highly effective therapy when the
endocrinologist, surgeon, and pathologist are in
close cooperation.

MATERIAL AND METHODES:
This series comprises 60 patients treated at Ain

Shams University Hospital in the period from 1983
to 1986, They were 12 females and 48 males, Their
age range from 7 years to 56 vears. (Table 1),

Age Nao males females
*7T-20 18 17 1
21-30 fi 5 1
-4 28 19 9
41 - 56 B i 7 1

1
L 48 12

* One male was 7 years, others more than 10

years.
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Patients in this study presented with multiple

urinary stones, recurrent urinary stones, or urinary
stongs with hony affection. (Table II).

| Tahle 11 |
. g e
No. of cases
Symptoms

Male emale Total
Multiple stones 12 i 15
Recurrent Stones i ¥ M)
Stones + Bony affection 4 1 5

a8 12 fl)

All patients submitted to estimations of serum
calcium and phosphorus, Ca in urine, serum alkaline
phosphatase serum createning, B.UN., T.5.F albu-
min, U.T.P. LV.P., bone survey, and parathyroid
scan was done for only three patients.

Neck exploration for identification & removal of
pathological parathyroid glands followed by histo-
pathological examination of the specimens were
performed for all patients. We depended on the size
of the gland. In cases suspected to be hyperplasia we
removed three enlarged glands, In cases with one

larpe pland, it was the only removed one with
suspection of adneama.
RESULTS:
History of B was positive in 47 cases, four of them
were normoclacemis, and 43 were hypercaleemic.
Depending on serum calcium; patients were
divided into groups (A) Fifteen patients (12 males
and 3 females) were normecalcemic. (B) Forty five
paticnts (36 males & 9 females) were hypercaleemic.
And according to their clinical vities they were as in
(Table [IT).

| Tahle TIT
o . ) Hyper
Chinical varties Mormocaloe mic il ic
Multiple renal stones 8 ~
Recurrent renal stones /] 16
Renal stones + Bony affection 1 1
15 45
=t " s

Regarding the laboratory investigations there
were no statistical significant difference between the
normo and hypercalcemic groups except in total

18

serum proteins. The mean level of total serum
protein in the normocalcemic Patients (6.78 gm%) is
lower than the mean level in hypercalcemic patients
(7.48 gm%) (Table V),
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| Tahle 1V |

Hypercalcemia (1) Normocalcemia | P, Value
LAB. Ex. 10, 4 mg% 2.8-10, 4mgT
X SD+ x SDx
* Bl. urea 46.52 26.06 40, 21.57 P> 0.05
* S. creatinine 1.38 0.89 0.86 024 |  P< 005
* Urinary Ca™™ 129.95 46,43 146.5 76.29 F= 0.05
* §. phosphoros 3.5l 0.77 3.9 0.55 P> 005
* Alk. phosphatase 11.41 B.06 1238 | 106 | P>o005
* Total protein 7.48 0.7 6.78 0.80 P< (.01
* 5. Albumin 4.96 1.14 4,44 0.78 P= 0,05
* 5. globulin 2.52 0.54 2.3 046 | P> 005
—

{ ) Bondy & Rosenberg 1974. (Ref. 1)

(X) Mean

(SD +) Standard deviation.
* Significant

Radiological examination of the urinary tract
showed that bilateral renal stones were the com-
monest presentation {about 76% ), unilateral solit-
ary stone, which was usually Stag horn, in nearly
(more than 14%), and only 10% of patients had
unilateral multiple stones.

Mephrocalcinosis i addition to stones were seen
in five patients. The 1.V P. showed variation of the
renal function from nommal, to delayed or lost renal

Hydoureter and hydronephrosis were seen in
varying degrees but in all cases, even with history of
B, there were no evident stricture at the uretro-
vesical junction and there was no stricture at the

In pediatric patients, there was no evidence of
congenital anomalies in the urinary tract., Bone
survey showed varying affection in 3 cases (cysts,
osteoporosis & fractures). (Fig. 1V, V, VI). Para-
thyroid scan was done for three patients and showed
increased uptake and the adenoma, its site, size, and
shape were visualized and determined accurately,
(Fig 111 V1), there were two normocalcemic patients
and one hypercalcemic patient with fracture and
bone cvsts.

Meck exploration for all patients of both groups
and removal of pathological glands (known by its
size or according to. the scan). The results of the
histopathology in (Table V).

pelvi-ureteric junction.

[Table V]

Histopathological examinatiof] No. of mn'
Hyperplasia clear cell type 34
Hyperplasia chief cell type 6
Adenoma + hyperplasia b
Adenoma clear cell type B
Adenoma chiel cell type 4
* No parathyroid tissue 2

Total &l

* They were normocaleemic.

= 1’
Parathyroidectomy in multiple or Recurrent
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From the table it 1= evident that most of patienis
were c¢lear cell hyperplasia and combanation of
sdenoma and hyperplasia nearly similar in occurr.
ence as chief cell hyperplasia alone or adenoma.
Only two of the fifteen normocalcemic patients
(about 13 1/3% of the normocalcemic group) were
negative as the specimens showed thymus or LN,

All patients revealed adenomas were hypercalce-
mic except one normocaloemic with stones and bony
affection.

The postoperative was smooth. No cord paralysis
in the series detected. Tingling and numbness
occurred in 6 patients (all with bony affection and
other one with renal affection only) and treated with
intravenous ca * 7 as a drip every 6 h. for 2 days,
followed by oral calciferol for another 3 days which
after were self compensated.

Mo mortality in this series,

Renal complications and bony affection are im-
portant clinical manifestations of hyperparathyroid-
ism. There is no sure preventive method for stone
formation except if the etiological cause was hyper-
parathyroidism. In those cases parsthyroidectomy
will be a preventive procedure for further stone
formartion or renal damage. Diagnosis of hyperpar-
athyroidism depending mainly on hvpercalcemia led
o missing many cases of hyperparathyroidism which
are normocaleemic with recurrent or multiple renal
calculi Mindy, 1980

This study includes 50 patients with hyperpar-
athyroidism (hyper or norm- calcemic) with renal
caleuli and bony affection. Their ages were 7 to 56
years. The highest age incidence was from 30 to 40
years then from 7 to 20 years. In all age groups
males were more affected than females In all
studies of Mc-Garity et al., Johnson et ul, and
Hines et al., the age ranged from 20-88 years with
highest incidence around forties and fiffies. Omly
William et al., found that 6% of his series were
younger than 20 years and females represented 77%
of them. Also Hines et al., found female to male
ratio 2:1. But Johnson et al., found males more
affected than females like our series,

In our series, history of bilhardasis did not
exclude the presence of 1ry hyperparathyroidism.

In spite of the importance of hypercalcemia as a
sign of hyperparathyroidism, we found & normal
level of lotal serum calcium in fifteen patients
proaved to be hyperparathyroidism at neck explora-
von. High serum Ca was present in fourty five.
Other laboratory investigations did not show statis-
tical difference between the normo and hypercales-
mia groups except the mean level of total serum
protein which was lower in normo than in hyper-

calcemia group. This, to extent, can explain the
normocalcemia.

The term normocalcemic HPT was coined by
Wills; Park, Hommand and Bather in 1969, The first
case of normocalcemic hyperparathyroidism was
described by Mather, 1953,

Wills et al., 1969 recorded 3 patients with normo-
calcemic HPT, they discovered 2 adenomas in two
patients and hyperplasia in the third, William et al.,
1971; reported 10 patients with HFT evident by
histopathological examination of the biopsed glands
and they were normecalcemic. Grimelins, and War-
ner, reported normocalcemic cases in a series of 179
HPT patients. Also, normocaleemic HPT has been
reported to make up 13-18% in & senes of 60
patients with HPT. Ljunghall, explored the para-
thyroid gland for 52 cases of recurrent calculi and
revealed adenoma or hyperplasia in 35 patients
(more than 50%). Also, Mcleod repored 19 pa-
tients with normocalcemmic HPT with symptoms of
renal calculi. abdominal pain, bone pain and one
patient with pancreatilis,

Three explanations for normocalcemic HPT were
praposed 1) errors in standards becaose 11 mg/dl
was erronously used as the upper normal limit of
serum Ca, 2) fluctuant level of serum Ca. 3)
coenistance of certain melabolic factors such ag

Thypoproteinemia, vit. D deficiency, renal failure.

(Johnson et al, 1975).

In our senes hypoproteinemia was observed in the
normocaléemic group,

Thére have been reports that the level of ionic
calcium may be high in patent with HPT, even
when the value for wo1al serum Ca is normal, but this
has not been the experience of othem.

In this series all patients with repal calculi
{multiple or recurrent) with or withoot bony man-
ifestations of HPT, there was no apparent cause For
renal caleuli such as strictures, congenital malforma-
tion or salt crystals in urine. In the hypercalcemic
group it was evident that HPT is the etiology. In the
normocaleemic group, HPT was prooved after
exploration of the gland and histopathological ex-
amination which showed hyperplasia in 12 cases and
sdenoma in one case.

There i& no mortality or morbidity. 50 neck
exploration for parathyroid gland in cases with
multiple or recurrent renal stones with or without
bony affection is a safe procedure.

Exploration for abnormal parathyroid gland must
be done even if the gerum calcium level s normal in
renal calcoli with no apparent aefiological cause,

SUMMARY N ’ _ fll.
Hyperparathyroidism is a serious metabobic dis-
order. We have three cardinal laboratory findings to
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diagnose Iry HPT. Thy are hypercalcemia,
hypophosphatemia and hypercalcuna. High level of
alkaline phosphatase is a fixed finding in patients
with fenal and bone manifestations. But, there are
cases with normocaleemic HPT. Elevation of para-
thormone level in blood is diagnostic for Iry HFT.
Because of itz wide normal range and technical
difficulties, it is not widely wvsed.

It is safe to explore parathyroid glands in patients
presenting with recurrent or multiple renal stones
with no obvious local or general cause for their
formation irrespectivee of serum calcium level,

Exploration is better before deterioration of the
renal function, It is an easy operation with no
mortality or morbadity.

A high percentage of the normocalcemic cases
cqpecially with low albumin level have HPT and will
not be diagnosed accurately without neck explora-
tion for the parathyroid glands.
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Fig. (I}: Multiple cysts.

~

Feg, (IIl: Tc 99 scam.
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Fig (V) sblpactan Jamgc.

Fig. i¥i): Ostepporsis of the skull

Parathyroidectomy in multiple or Recurrent

PDF created with pdfFactory Pro trial version www.pdffactory.com


http://www.pdffactory.com
http://www.pdffactory.com

Parsthyrols Adenoma

Fig. (VII): Bone cysts and pathological fracture.
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THE USE OF CHOLEDOCHOSCOPY
IN COMMON BILE DUCT EXPLORATION

BY

H. Rashad, M.D., A. Badran, M.D., and N. Nasr, M.D.
From the departments of Surgery, Zagazig and Cairo Universities.

ABSTRACT

Twenty eight patients with gall stones requiring
exploration of the common bile duct were studied.
Conventional instrumental exploration and
choledocholithotomy were done for each case,
Choledochoscopy was then performed to evaluate
the technique. Post- operative T-tube cholangiog-
raphy was done for all cases. In 3 patients (10.7%)
missed stones were detected endoscopically after
conventional surgical exploration. T-tube cholan-
pography confirmed the finding of operative biliary
endoscopy in all cases. Choledochoscopy is an
accurate, and safe operative procedure, which can
eliminate the problem of undetected residual cal-
culi.

INTRODUCTION:

Incomplete choledocholithotomy is a potential
hazard for the patient undergoing exploration of the
common bile duct, The subsequent demonstration
of undetected residual calculi by postoperative
cholangiography may cause distress both to the
patient and to the surgeon (Finnis and Rowntree,
1977). The earliest report of choledochoscopy was in
1923 by Bakes who used a rigid instrument; im-
proved types were subsequently described. A major
advance occurred with the introduction of the first
flexible fibreoptic choledochoscope (Shore and
Shore, 1970; Longland, 1973). Despite recent im-
provements in biliary instrumentation and radiolo-
gy, the incidence of residual common bile duct
stones have been reported hetween 4 and 14%
{Harvard, 1960; Glen, 1974; Bergdahl and Holm-
lund, 1976) and even in one report up to 30%
{Ottinger et al., 1974). To decrease the rate, biliary
endoscopy has been propdsed. It was decided to
evaluate the technique and results of choledochos-
copy in a series of patients who were undergoing
exploration of the common bile duct for gall stones.
MATERIAL AND METHODS:

Between March 1984 and July 1987, 28 patients
underwent surgery for choledocholithiasis. There
were 4 reoperations (14.3%) for retained stones,
Olur series consisted of 11 men and 17 women. Ages

Thi Egypuan fournal of Surgery Yol 6 No 3 Ogn 1987

ranged from 22 to 67 years with an average of 42
years. The cnteria for choledochotomy included
standard clinical and biologic assessment. Each
patient had a sonogram and roentgenogram.
Radiologic study included an oral cholecystogram or
an intravenous cholangiogram in non-icterc pa-
tients. In icteric patiznts, we obtained retrograde
endoscopic cholangiogram. The study has been
done mainly for patients with choledocholithiasis,
either suspected or confirmed. Choledochoscopy
was carried out to exclude residual caleuli at the end
of the conventiomal surgical exploration.

The common bile duct was approached through a
Kocher incision. The duct was explored through a
longitudinal supra-duodenal incision between stay
sutures, and the duodenum with the head of
pancreas, were then fully mobilized by kocher
manoeuvre before exploration began. Conventional
surgical exploration and choledocholithotomy were
first done. After finishing, the choledochoscope was
introduced distally through the choledochotomy.

The choledochoscope used was the Olympus CHF-

B2 one with a working length of 610 mm and an
outside diameter of 5.7 mm. The control unit of the
choledochoscope was held in the right hand while
the fingers and thumb of the left hand hold the
mobilized duodenum and pancreas, so that the tip of
the instrument could easily be manipulated to allow
an adequate view of the lumen and ampulla. A
continuous flow of sterile normal saline from a
standard drip set through the instrument’s irrigation
channel allowed distension of the duct and clear
vision through the fluid. The instrument was adv-
anced under direct vision and ohservation was
continued during withdrawal, when the best views
might be obtained, In some cases the tip was passed
with ease into the duodenum. Any calculus seen was
washed out by the flow of irrigating ‘saline or
removed with conventional instruments. The
choledochoscope was then reintroduced until com-
plete clearance of calculi was confirmed. The
proximal biliary tree, including the major intrahepa-
tic bile ducts, were examined to exclude calculi. Itis
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usually easier to obtain an adequate view proximal-
ly, as the liver parenchyma tends to hold the bile
ducts open. When endoscopy was completed, the
choledochotomy was closed with T-tube drinape.
The endoscopic findings were checked by post-
operative T-tube cholangiograpy on the 10th post-

RESULTS:

operative day before the tube was removed,

We compared our results of operative
choledochoscopy with instrumental exploration dur-
ing surgery together with the short-term follow up
that was assessed clinically and on the 10th post-
operative day by a cholangiogram.

Table [ summarizes the indications for which common bile duct exploration was done.

Indication

No. of patients

— Ohbstructive jaundice

bladder stones

Total

— History of jaundice with gall| 4

— Gall stones with dilated CBD
— Palpable stones in CBD

17

k3 L

28 patients underwent choledochoscopy during
surgery. In 2 patients no calculi were removed at
either surgical exploration or choledochoscopy. In
23 cases, after conventional choledocholithotomy,
endoscopy revealed no further calculi. In 3 cases

endoscopy revealed residual calculi after choledo-
lithotomy and all calculi were removed before final
endoscopy confirmed complete biliary clearance,
Wo intrahepatic or other inaccessible calculi were
seen or left behind.

Table 11 show the operative findings in 28 cases of exploration of CBD.

Post operatively, all patients (28) underwent
T-wbe cholangivgraphy. All of the 28 cholangio-
grams confirmed the findings of operative endos-
copy. There were no stones detected by postopera-
tive cholangiography that werc missed by

choledochoscopy.
There was no detectable trauma to the bile ducts

caused by choledochoscopy and there were no other
complications that could be attributed to the proce-
dure.

26

- f
Operative finding No. of patients %
No. caleuli e
* on exploration on
endoscopy & 71
Endoscopically free after choledocholithotomy e §2.2
Further calculi on endoscopy
* choledocholithotomy clear ) 10.7
DISCUSSION:

Surgical treatment of choledocholithiasis has two
ohjectives: low morbidity and mortality for a non-
malignant disease, and a low retained stone rate
(Escate et al., 1984). It is clear from our experience
and from what is reported in the literature thath the
routine use of the choledochoscope to confirm
accurately the completion of choledocholithotomy
can certainly reduce the incidence of undetected
residual calculi as measured by the postoperative
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T-tube cholangiogrphy. In our study, residual calculi
after conventional instrumental choledocholitho-
tomy occurred in 3 patients (10.7%) and all calculi
were removed before final endoscopy confirmed
complete biliary clearance. The reported incidence
of stones overlooked by instrumental exploration
ranges from 5% (Schein, 1975) to 30% (Ottinger et
al., 1974). None of vur patients had intrahepatic
inaccessible caleuli. Many studies however, reported
missed inaccessible stones that were seen endoscopi-
cally (Ottinger et al., 1974, 3.3%; Kappas ¢t al.,
1979, 2.3%; Escate et al, 1984, 2%). Thev all
agreed that choledochoscopy can detect easily these
caleuli and this allows the correct decision on
management to be taken at operation, perhaps
requiring choledochoduodenostomy or trans-
duodenal sphincteroplasty.

In none of our patients did the postoperative
cholangiography and operative endoscopy fail to
agree, This is similar to the results obtained by most
of the workers in this field (Schein, 1969; Leslie,
1974; Finms and Rowntree, 1977 and Escate et al.,
1984). Some reports however, showed low incidence
of endoscopically missed stones that were detected
by postoperative cholangiography * (Shore and
Shore. 1970, 3.2%; Longland, 1975, 5.2%). S0
choledochoscopy has replaced on table completion
T-tube cholangiography which is time-consuming

“and less accurate. Tt carries a 7% residual stone rate

according to Way et al, (1972).

Choledochoscopy can he considered nowadays an
indispensible tool in common bile duct surgery. The
common bile duct is perfectly visualized and nons-
pecific training is required. The length of surgery is
not increased and no complications related to its use
has been reported (Escat et al, 1984). Some
surgeons may find difficulties in obtaining view of
the distal common duct. However, with adequate
mobilization of the duodenum and pancrease, the
common bile duct can be manipulated externally to
achieve complet visulization (Finnis and Rowntree,
1977). Compared with other forms of endoscopy

The use of choledochoscopy

e.g. duodenoscopy and colonseopy, the technigue of
choledochoscopy is easier, not only because of the
extra aspect of direct tip control but also because of
the comparatively simple endoscopic anatomy of the
bile ducts,

Sammary conclusions:

Operative fibreaptic choledochoscopy carriad out
during conventional surgical cxploration of the
common bile duct is a simple, accurate and safe
procedure which can eliminate the problem of
undetected residual caleuli. Itis easy to perform and
its use is cost-effective. Therefore, we recommend
that routine intraoperative biliary endoscopy be
performed in all patients undergoing common bile
duct exploration,
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ABSTRACT

Aseries of 39 goitres submitted to subtotal
thyroidectomy were studied postoperatively for the
elfect of surgery on parathyroid function. The serum
lzvels of calcium, phosphorus, alkaline phosphatase
and parathormone were estimated before and after
surgery and correlated with the size of thyroid
remnant, ligation of the inferior thyroid artery,
exposure of the recurrent laryngeal nerve and the
histopathology of the remowved specimen. A re-
latively high invidence of postoperative hypopar-
athyroidism was observed, so that special precau-
tions are necessary.

Besides technical precautions during surgery the
postoperative serum calcium must be estimated 2
weeks after thyroid surgery to detect postoperative
hypocalcaemia and start proper treatment early.

INTRODUCTION

In all forms of goitre whether simple, toxic or
necplastic, the pathBlogy is irreversible and surgery
8 always indicated. In all benign goitres, subtoial
thyroidectomy is generally employed since con-
servative procedures, such as lobectomy and
bemithyroidectomy are attended with high recurr-
ence rates (Rifaat et al., 1984).

Postoperative hypoparathyroidism occurs when
all parathyroid glands are removed, irreversibly
damaged during dissection or when their blood
supply is interfered with (Block et al., 1966).

POSTOPERATIVE HYPOPARATHYROIDISM
There are two forms of post-thyroidectomy para-
thyroid insufficizncy.

{a) Overt type: with evident clinical and laboratory
findings.

{b) Occult type: when the patient is asymptomatic
with relativly mormal serum calcium but is

lacking parathyroid reserve.
The overt type may be transient or permanent
(with a ratio of 2.5 : 1). In the transient form, the

The Egypiian Journal of Suigery Vol 6 No 3 Oct. 1987

injured parathyroid tissue recovers and serum cal-
cinom level returns to normal and the symptoms
disappear within 6 months. In the permanent form,
no such recovery occurs but the nerve endings
almost invariably get adapted to the low calcium
level, so that the symptoms disappear even though
the late sequelae, such as cataract and trophic
changes in hair, nails and skin, which persist even if
the hypocalcaemia is corrected.

Central nervous system affection may also develop
such as psychosis, convulsive fits, fatigue, anexiety,
depression and delusions (Wade, 1972; Reyes et al.,
1979 and Waldestein, 1980).

In the classical form of post-thyroidectomy
tetany, numbness, tingling and parasthesias (espe-
cially in the perioral tissues) are the first symptoms
to appear after the operation. Carpopedal spasms
show in about 70% of the cases, while laryngeal
stridor with asphyxia are extremely rare. Chvostek’s

“and Trousseau’s signs are helpful when frank sym-

potoms are not evident or before their appearance.
General ill-health with vague symptoms can be due
to subnormal blood calcium level.

MATERIAL AND METHODS
The present series included 35 females and

4 males whose age ranged between 21 and 60 years.
Their goitres were thyrotoxic in 15 and simple
nodular in 24 (Table 1).

The following studies were performed pre and

pustoperatively:

1- Serum calcium estimation: A colourimetric
method (0~ cresol-phthalein complexone,
without deproteinization) was used (Sarkar
and Chauhan, 1967). The normal serum value
is 8.1-10.4 mg%. -

2. Serum phosphorus estimation: A colourimetric
method was used without deproteinization of
serum phosphorus, using a single reagent which
forms a phosphomolybdate complex in the
presence of a reducing agent (ferrous sul-
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phate). The normal serum value is 2.5-5 mg%
(Taussky and Shorr, 1953).

3. Serum alkaline phosphatase estimation: The
optimized kinetic test using commercial kits
supplied by Behring institute was used. The
normal serum value is B5-213 U/L for males
and 67-207 U/L for females (Thomas, 1978).

4- Radioimmunoassay of serum parathormone:
Kits for human mid molecule parathyroid
hoermone (PTHMM) were used. The normal
serum value is 29-85 pico-moles/L (Malleite et
al., 1982).

During operation, the trunk of the inferior thyr-
oid artery was not ligated on one or both sides in
some patients. Likewise, the recurrent laryngeal
nerve was not exposed in all instances. The size of
the thyroid remnant was noted, visually and by
palpation, and expressed in c.c, by multiplying
length x width x depth.

After operation, the weight and volume of re-
moved goitre was measured and the gross and
microscopic examination of the specimen was car-
ried out with special attention to the presence of
parathyroid tissue.

RESULTS

Table 2 shows the preoperative findings:

The serum calcium was high in 14 out of 34
patients (41%) being more frequent in thyrotoxic
(67%) than in simple nodular goitre (27%). The
serum phosphorus level was normal in all patients.
The serum alkaline phosphatase level was high in 7
out of 34 patients (21%), being so only in the the
thyrotoxic (58%) but not in the simple nodular
goitre. The serum parathormone level was normal in
all patients except 2 with simple nodular geitre,
being high in one and low in the other patient
However, these 2 patients showed normal serum
calcium level.

Table | shows the operative data:

The size of thyroid remnant varied between 4 and
14 ¢.c. The main trunk of inferior thyroid artery was
ligated bilaterally in 27 patients, while in the other
12 patients it was not ligated on one or both sides.
The recurrent laryngeal nerve was exposed bilateral-
ly in 23, unilaterally in 8 and not at all in & patients.
Postoperative findings:

The removed goitre weighed 19.8-147.2 gm and
had a volume of 21-149 c.c. (Table 1). Histopatholo-
gically, parathyroid tissue was found accidentally
included in the removed goitre in only one patient.

Table 2 shows the postoperative laboratory find-
ings: The postoperative serum calcium level de-
creased relatively in most patients, but only in 10
patients it dropped below normal giving an inci-
dence of postoperative hypocalcaemia of about

30

28%, being about 23% in toxic and about 32% in
simple nodular goitre. However, the postoperative
serum phosphorus level was normal in all the
patients.

The postoperative serum alkaline phosphatase
level was high in 9 patients, § of whom were
thyrotoxic. These thyrotoxic patients had also the
same rise of serum alkaline phosphatase level before
surgery. The 9th patient who was non-toxic had
normal preoperative serum alkaline phosphatase
level.

The postoperative serum parathormone level was
reduced in all patients except two who had higher
level. The relatively reduced postoperative serum
parathormone level was below the normal range in 7
patients only and 4 of them showed postoperative
hypocalcaemia, while 3 patients showed normal
postoperative serom calcium level. The other 6
patients with postoperative hypocalcaemia had nor-
mal postoperative serum parathormone level.

Out of 35 patients, 11 (31%) developed postop-
erative tetany (Table 2), being overt in 7 (20%) and
latent in 4 (11%). Such patients included 9 with
postoperative hypocalcaemia and 2 patients with
apparently normal calcium level. On the other hand,
one patient with postoperative  hypocalcaemia
(8mg% ) did not show tetany. Tetany was detected
on the Znd or 3rd postoperative day in 9, while in
two patients, it appeared on the first day after
operation,

The size of thyroid remnant in the patients with
postoperative hypocalcaemia varied between 6 and
10 ¢c.c. However, the patient who had the smallest
remnant of 4 c.c did not develop - pstoperative
hypocalcaemia and out of the 6 patients who had a
remnant of 6 c.c., 2 patients only developed
postoperative hypocalcaemia.

Among the 10 patients with postoperative hypo-
calcaemia, the trunk of the inferior thyroid artery
was ligated bilaterally in 9, but unilaterally in one
patient.

Out of 8 patients in whom the trunk of the inferior
thyroid artery was not ligated on either side, only
one patient developed postoperative hypocalcaemia
(12.5%), but out of 27 pateints with bilateral
ligation of this trunk, % patients devloped postopera-
tive hypocalcaemia (33.3%.

In the 10 patients with postoperative hypocal-
caemia, the recurrent laryngeal nerve was exposed
on both sides in 7, on one side in 2 and not at all in
one patient.

Postoperative hypocalcaemia developed in 3 out
of 14 patients with unexposed recurrent laryngeal
nerve on either side (21.4%), but in 7 out of 21
patients with bilateral nerve exposure (33.3%),

L}
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DSCUSSION

Postoperative hypocalcaemia was found in 28% of
the studied patients, being 23% in the thyrotoxic
and 3% in the non-toxic patients; However,
Waldstein {1980) reported higher incidence of post-
operative hypocalcaemia in thyrotoxic than in sim-
ple nodular goitre,

In this study, most thyrotoxic patients with high
preoperative serum alkaline phosphatase level
showed a decline after surgery, suggesting that
corrected thyrotoxic osteodystrophy plays some role

in postoperative hypocalcaemia (Beaugie, 1975),
The serum parathormone level in most patients
became relatively lower after surgyery than before
it. Since parathyroid tissue was detected in the
removed goitre in one patient only (2.5%), injurad
blood must account for the majority of postopera-
tive low serum parathormone level. Similarly, wade
(1972) reported an incidence of 0.4% of accidental
parathyroid gland removal, but suggested that dam-

aged blood supply was more important than gland
removal,

Table 1 : Clinical and Operative Data in
the Present Series

Ige CoLtes F pocura oOf igation of Hemnant Rmoyed
= [yrs) o Type [Dur. oo, Tacy.H Inf, Thy, n% Size(C.C) Thyzoid
R L R L Ht. Vol.
I 10 F Toxic ay + i i . " 126.2 100
. 25 F Hesd, 2y - i - + 14 £5.8 G4
£ A0 I | 21 | # ¥ i 59,7 =14
4 L [ L 1 ki i i ks ] 1315 1340
L i B Iy = i - 12 L 60
Lo 52 F | 2idy - - - - 12 13.8 21
| 23 E Masl . Ly i 3 [ 4 H 120 =]
B | 26 F Tisad . 2m + I3 + 4 1] 79.5 Ba
9 | 50 F Hod | 10y - + + - ] 78.3 Bl
o | 49 M | Hod. 2y + 3 + + B 147.2 149
11 21 F Hod , Iy - - + + 2] - -
12 | 4o F Toxic 18m . ] + + 1] 71.1 il
13 |2 F | ted. Iy - - + b 10 = -
14 | 45 F | Hod. Iy 1 v + L3 4 £6.2 2]
15 | 30 F Toxic Tm - - + + 6 73.4 T4
16 | 34 F | ted. Sy + + + & 8 - -
11 ia F Toxic Bm = - + + 6 121.7 98
18 | 37 F | Hod, Zm + +i * + -] - -
19 | 25 F | Mod. 2y - = * + H - -
20 | 2B F | bHeod. 30m - E + + B - -
2l | 36 F |Hed. Ty - - + + B 106.8 109
23| 37 F |Hod. 3y + - + 1 10 - -
i} | 55 M |Hod. By - + - + Lo 123.1 126
24 42 F Toxic L0y + * + + -1 - -
5 | 26 F |Toxie Hm - - + + 8 112.5 96
26 i5 F HNed. Tm + + ¥ + B 298 3a.
21 | 45 F | Nod, By + + + 4 L - -
28 | 35 F | wod. Sy - + - + 8 104.7 109
% | 35 F Hod . Sin + - + - 1] 64.7 65
in | 25 F | Hed. 1y + . + + G 69.8 &7
il 8 F Tuxic 1y * + + + ] 79.3 72
a2 55 P Toxic 40y = + = + B 77.9 T&
13 | 24 r Texic T + + + + ] T4.4 1
M| 27 F |Toxic ldmn - + - + 1o 84.6 81
35 50 F Toxic Im + b + * 9 Q2.8 90
36 | 35 H Toxic Sm +* * + + 10 96,5 BE
37 | s0 F |Texie oy - * + N 8 B6.4 86
w | a7 F |Toxic €Em * * + * ;] 91.3 16
33135 F Toxic Tm - + - + B a88.3 12
Dur. ; Duration iyl : years {m) : months
Hod. : Simple nedular goiter

WE, : Weight in gms
Val. 3 Volume in c.c.
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: Serum Calcium, Phosphorus, Alkaline Phospliatase

Table 2
and rFarathormone Levels Before and hRfter QOperatlon
e Serum Calciws | Serum Phosphorus Serum Alkaline Sorum Parathorsone
= (mgil [mgk) Phasphotase (U/L) (P, mole/sL)
Pre Fos t Pre Posk Tre Pogt Fre Poct
1 12.8 lo,1 4.0 4.1 158 147 71,53 19.50
a 10 B.8 3.5 3.0 206 164 15.61 1. 23
i 11.9 a.8 35 .1 186 131 51,23 47 .82
L - F | 9.1 3.5 3.9 131 135 42,71 37 .46
L 1.3 1a.8 3.6 J.6 1L 113 T2.9G 65,83
4] B.2 1053 s 3.0 197 284 58,58 SB,.34
2 - = = = = = = =
& 12.2 6.8 | 2.8 p 154 165 19,48 14.64
ﬁ 5.4 8.4 3.6 3.9 126 120 54,72 47.92
| 5.7 Gyl 2.5 Sk 164 131 L iy ) 34.62
11 5.2 8,5 3.4 3.0 143 131 ¥d.33 52.23
¥ 5.4 5 3.2 Yol R 230 4l .58 39,66
s Y 1 3.2 i 10 127 48.13 ; iy e |
14 16,7 Ll.u 3.6 1.4 185 192 - -
IS B.B 4 B 315 el 158 146 44 .11 33.16
16 10.3 9,9 |2.9 1,2 11 115 50,13 43,80
17 10.6 9.5 3.0 4.0 Pl 241 51.44 qAd.16
lax B.5 B.5 3.5 3.2 71 115 G4.45 an.49
190 8.6 7.6 2.H 3.2 191 197 1537 A0 .40
20 1l.2 11.9 3.6 1.5 1490 186G a6.37 44.40
21 - - H = e = o it
b 8.3 6.9 .4 1.6 126 131 40,07 29,25
23 10.4 11.5 [ 3.5 112 a7 T6.35 44 .41
24 10.8 133 i.4 2.7 153 158 47.15 42.69
25 1l.3 9.7 3,2 3.4 245 230 s e 1L 37.56
26 10,1 9.2 3.5 3.2 104 02 35.16 3l.oo
27 B.5 a8 8.2 3.5 147 104 41.72 35.60
8 9.5 9.5 3, 5= x 169 1ha 90.57 71.05
29 10.2 8.9 2.5 2.8 a7 91 35,11 28,53
= 9,1 6.8 ed [ ] 110 104 231.82 29 .46
il 18.6 6.0 3.0 r iy 291 273 67 .45 24.93
e 10.6 7.0 3.1 3.4 197 191 67,24 22,15 =
13 10.8 9.5 3.9 4.1 237 221 63.72 50,72
4 - - - - - - - -
is 11.13 8.7 r - 3.7 236G 228 58,37 40.E8
36 10.9 10,1 3.2 3.4 217 208 71,14 58,35 l
31 9. g.3 E - 3.7 iRz 154 61.E3 16.065
iB - - - - - - - -
lgw - 6,4 - 4,2 - 236 - 25,40

* PFatient developed clinical symptcms Of overt or latent tetany (all in the First
3 postoperative days]).

Wade (1972) found that postperative hypocal-
caemia produced tetany except rarely. In this work,
all patients with postoperative hypocalcaemia de-
veloped tetany whether latent (numbess, tingling,
parasthesia and positive Chvostek's sign) or overt
(carpopedal spasms). Only one patient with serum

caleium of 8mg'% did not show tatany.

3z

Bealrs and Vandertoll (1963) reported 1-3%
incidence of postoperative tetany. Our patients
showed a high incidence of 31%, being overt in 20%

and latent in 11%.

Tetany appeared on the second or third postop-
erative day in all the patients, except 2 who
presented early on the first postoperative day. In
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one of these two patients, tetany was only (ransient,
so that 8 days after operation the serum levels of
calcium, phosphorus and parathormone became
normal. Since this patient was not thyrotoxic, the
only explanation for his early transient tetany is
throcalcitonin release during surgery, This agrees
with the findings of wilkin et al. (1977) and Watson
et al. (1981). In the second patient with early tetany,
the goitre was toxic, the serum calcium and para-
thormone levels 7 days after operation were low

while the serum alkaline phosphatase level was high.
Early tetany in this second patient could be due to
the following factors:

L. Corrected thyrotoxic osteodystrophy; 2. Para-
thyroid gland injury; 3. Failure of the parathyroids
to respond to the low serum calcium, being suppres-
sed by preoperative hypercalcaemia; 4. Thyrocalci-
tonin release during surgery. However, wilkin el al.
(1977) and Watson et al. (1981) stated that the first
two factors alone cannot explain early tetany.

Wade (1972) noted that postoperative tetany
disppeared with the lapse of time despite hypocal-
caemia, as the nerve endings become acclimatized to
the low serum calcium level. This observation was
trie in two of our patients with tetany who were
followed for 4 long time.

In this study, the postoperative incidence of

_ hypocalcaemia was 28% and of hypoparathyroidism
20%. This discrepancy supports that postoperative
hypocalcaemia is not only due to operative parathyr-
oid gland injury, but also due to other factors as
corrected thyrotoxic osteodystrophy or release of
thyrocalcitonin.

A 20% incidence of postoperative hypoparathyr-
pidism in this series is much higher than 4.5%
incidence reported by wade (1972). This could be
due to ligation of the trunk of the inferior thyroid
artery on both sides in most of our patients. Ii is
noteworthy thit hypoparathyroidism was less fre-
quent if this artery was not ligated on one or both
sides, but the incidence is still high. Again, this may
be due to the fact thal enough attention was not paid
to the parathyroid glands during thyroid surgery.
CONCLUSIONS

The following precautions are recommended to
minimize postoperative hypoparathyroidism:

1, The trunk of the inferior thyroid artery is better
not ligated, but its capsular branches con-
trolled.

2, During exposure of the recurrent laryngeal nerve,
trauma is minimized and if onc of the parathyr-

Parathyroid Gland Function

oids is encountered, care is taken to protect it and
its vascular pedicle.

3. A generous part of the posterior thyroid capsule is
left to protect the parathyroids.

4, Tt is best 1o cut the thyroid gland cleanly with a
knife without clamping, then ligate the individual
bleeders.

5. Deep sutures to control intraglandular bleeders
are better avoided.

6. It is advisable not to suture the thyroid remnant to
the tracheal sheath.

7. Any parathyroid gland accidentally removed or
devascularized should be implanted immediately
into the near sternomastoid muscle.
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ABSTRACT
Sixty four patients with generalized peritoneal

purulence were randomly divided info two groups.
In the first group, conventional wound closure, with
complete closure of the subcutaneous tissue and skin
was done. In the second group, the skin and
subcutaneous tissue were left open for delayed
pnimary closure, Regarding wound infection, de-
hiscepce and time of hospital stay, the results were
significantly better for the second group of patients.
INTRODUCTION:

Wound infection is the most common complica-
tion in the surgical patient with generalised peri-
toneal purulence. (Ackerman, 1974). Despite the
optimal use of preoperative antibiotics, the inci-
dence of infection in pnmarily closed wounds in
cases of generalized peritoneal purulence remains
wnacceptably high at a rate of about 30% (Todd,
1968). Although it is usually an easily managed
eomplication, yet it results in prolonged hospitaliza-
tion and disability requiring weeks or even months
for secondary intention healing. For this reason
¢fforts have been made to reduce this complication
using skillful adjunctive measures,

Delayed primary closure is a well known method
aiming at preventing infection Fallowing closure of
heavily contaminated wounds (Grosfeld and Solit,
1968). In a tral to challenge this method, a
comparative study between delayed primary closure
and primary closure (with special precautions) in
cases of generalized peritoneal purulence is herein
presented,

MATERIAL AND METHODS:
Sixty four consecutive patients with generalized

pentoneal purulence (GPP) were included in this
study starting from May 1984 till July 1987, The age
of these patients ranged form 11 to 64 years with an
sverage of 37 years, Twenty four of these patients
were females and 40 were males.

In all cases rigid surgical rules were followed
departing only in the method of closure of the skin
ind subcutaneous tissues.

The Egyptien Journal of Surgery Yol 6 No 3 Oct. 1987

Cases were randomly selected on alternating basis
either for primary or delayed primary closure of the
wound. Certain points were adopted:

1. All cases were explored by a midline incision.

2. 1.V. systemic antibitics that included third genera-
tion cefalosporins and flagyl were used preoper-
atively in all cases, one hour before induction of
anaesthesia.

The third generation cefalosporin was used for 4
days postoperative by starting 2 hours after opera-
tion, flagyl was used only when needed for example
in perforated appendicitis, perforated diverticular
disease or perforated gall bladder.

3. The peritoneum and linea alba were closed in one

layer using (O) polypropylene (Prolene) inter-
ruptad sutures,

4, High pressure irrigation of the wound using
normal saline was done to mechanically distupt
hacterial adherance to the wound surface. Tobin
{1984) found that the dilutional effects of un-
pressured irrigation remove some bactena, but
the quantities removed are usually not sufficient
to cross the infective threshold. To be clinically
effective, irrigants should be delivered by a fluid
jet impacting on the wound with 7 pounds of
pressure per square inch. This level of pressure
can be generated by forcefully expressing saline
from a 33 cc syringe through an 18-gauge needle
(Maden et al., 1971). Finally, topical ampicillin
solution was applied .

5, Skin closure: Patients were diveded into two
ErOups: £

A. Group A (immediate wound closure):

A subcutaneous soft penrose drain was inserted and

the skin closed with interrupted sutures using (00)

Prolene,

B. Group B (delayed primary closure):
A layer of fine gauze impergnated in povidone
indine 5% was placed on the wound surface,
and a bulky dry dressing was applied. No
clinical signs of inflammation were detected in
all cases, the dressing was left undisturbed and
the wound was closed on the S5th postoperative
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day with (00) interrupted prolenc sutures,

6. All patients who developed complications other

than wound problems, such as residual intraperi-

toneal abscesses, septicaemia, pyemia,.., ¢tc.,
were excluded from the study.

Table (1): Causes of GPP

KESULTS: :

The causes of GPP-is shown in Table (1) with
perforated appendix as the commonest cause form-
ing 72% of cases.

Causes of GPP No, of pa- | %
tients

Perforated appendix 46 72.0
Perforated duodenal ulcer 10 15.5
Perforatedgastric ulcer 2 3.0
Ruptured diverticular abscess 1 1.5
Perforated cholecystitis 3 B.O
Total 6 100

Table (1I): Hospitalization time for groups A and B

Group

Range (days) Average (days)

A, Patients with immediate wound closure B-38 22

B. Patients with delayed primary closure

12-17 14

The average days of hospitalization for group B was 38% less than for patients of gtoup A. This is

statistically significant (P« 0L01).

Table (III): Postoperative wound problems for both groups

Complication Group A . ﬁ;mlp B
No. %o No. %
Minor wound infection 2 b.25 1 3.12
(Stitch ahscess)
Méjor wound infection ] 18.75 — —
Wound dehiscence 2 6.25 — —_
Mortality g 1 3.12 — — I

There was statistically significant difference in
total complication rate between group A (34.75%)
and group B (3.12%) (P < 0.01).

In group A patients, all infected wounds were
drained and left 1o heal by secondary intension using
daily dressing. Two patients developed wound
dehiscence on the 7th and %th postoperative days.
Wounds were immediately repaired in one layer
using through-and-through tension silk sutues. One

of the two patients died in the second postoperative
day from septicaemia.

In group (B), minor wound infection occurred
only in one patient. This was a diabetic patient
under insulin control. The stitch abscess found was
drained by stitch removal and the patient was
discharged on the 17th postoperative day with his
wound clean and completely healed.
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DISCIUSSION:
Various techniques have been used to reduce the

wound infection rate in abdominal surgery. Despite
the optimal usc of preoperative antibiotics, the
incidence of infection in primarily closed contamin-
ated wounds remains unacceptably high, at about
3% (Todd, 1968). The delayed primary wound
closure techingue was discovered by French army
surgeons in World War [ (Coller and Valk, 1940).
Since its introduction, the technique has changed
little. Mervine et al. (1973) were successful in

eliminating wound infections in 415 patients with

contaminated wounds by employing polypropylene
fascial sutures and povidone iodine dressings. Their
wounds were closed with skin tapes between the Sth
and 21st postoperative days. Edlich et al. (1969)
demonstrated that primary closure decresed the
infection rate from 22% with closure on postopera-
tive day 1 to 3% with closure on day 4. In our series,
25% of patients with immediate wound closure
developed wound infection inspite of the use of
prophylactic parenteral antibiotics, local wound
irmigation and local antibiotics. While in the second
group where delayed wound closure was adopted,
only 3.12% of patients developed wound infection
that was minor and easily controlled, just like the
results obtained by Edlich et al. (1969). The total
complication rate showed statistically significant
difference in our twd groups of patients (P « 0.01).

There are many studies howevere, that demons-
trate reduction in wound infection rates in closed
wound, Halasz (1977) demonstrated a 50% reduc-
tien in wound infection rates using ampicillin solu-
tion in the subcutaneous space before closuure,
Closed suction wound catheters were used by
Alexander et al. (1976) in renal transplant patient,
and their 3% wound infection rate contrast, with
14% in a similar series without drainapge. Mcllrath e
al. (1976) irrigated the closed suction catheter with
triple antibotics and achieved an 0.8% wound
infection rate. But all these studies were done for
elean or clean contaminated wounds.

However, in a study done by Zelko and Moore
(1981) on primary closure of contaminated wound
using Mellrath's techinque of closed wound irriga-
tion, wound infection occrred in 5% in their first
group of patients for whom regular wound irrigation
every 6 hours with 10 ml. of solution containing
3 antibiotics (Neomycin 0.5 gm., Polymxin 1 gm.
and Gentamycin 80 mg./L) was done for 5 days. In
their second group where the wound was irrigated
with povidone iodine 1% 6 hourly for 5 days the
infection rate was 12%. This shows thal infection
rate in closed contaminated abdominal wounds 15

still high inspite of any precautions done. In our
senies still a very low infection rate 3.2% is recorded

Wound Management in Generalized

for cases with delayed primary closure.

Two of our patients with primary wound closure
developed wound dehiscence, a complication that
did not occur for patients with delayed primary
closure.

In our study, hospitalization time averaged
22 days for patients with immediate wound closur
while it was only 14 days for those who had delayed
primary wound closure. The hospitalization time of
group B was 34% less than that of group A, a
statistically significant difference (P « 0.01). The
reason for the prolonged hospitalization time in the
first group was the high incidence of wound infec-
tiomn.

The two groups of patients presented are nearly
similar in degree of contamination, procedures,
suture material and systemic and local antibiotics. [t
was not possible to analyze the contribution of
surgical technique, length of operation and other
factors that may be important in wound infections.

Delayed primary wound closur is a technique of
proven effectiveness for lowering the incidence of
postoperative wound infection in heavily contamin-
ated wounds (Tobin, 1984a). Although, it imposcs a
considerable burden on the patient and the surgeon,
yet it provides the least incidence of wound infec-
tion, causes minimal or no other wound complica-
tions, necessitates minimal skill and care and re-
quires less time for hospitalization and consequently
less expenses.
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ABSTRACT

A series of 22 patients complaining of mastodynia
were subjected to soft tissue mammography and
estimation of prolactin hormone in the blood, Soft
tissue mammography revealed that the pattern of
breast substance was lipomatous in 18%, glandular
in 9% and mixed in 73% of cases, Evidence of
thickening in the major ducts was found in 70% of
patients, while 32% showed calcification and a mass
was visualized in 27%. The prolactin level was
normal in 19 patients and slightly raised in two
cases, One patient who had marked rise of the
prolactin level proved to have a pituitary adenoma
by CT scan examination. v
INTRODUCTION:

Mastalgia or, as it is often referred to, mastodynia
is 4 term used to deseribe symptom of pain in the
breast which may or may not be accompanied by
nodulanity (Haggensen, 1971; Nichols, 1980]). It is
generally held that such pain, popularly known as
mistodynia is assoclated with some hormonal
changes although no precise hormone abnormality
has been identified. Peters et al (1980) reported that
the oestrogen level was higher in patients with
mastodynia and that the drop of the cestrogen level
after the use of Danazol was associated with rekif of
symptoms. Shaaban et al (1980) also noticed the
therapeutic value of the antioestrogen (Tamoxifen)
in the relief of breast pain.

Other authors believe that a low progesterone
level is responsible for mastodynia, Sitruk ct al
{1979) reported low progesterone levels in the luteal
phase in their patients with benign breast disease. In
a series of 23 patients, Colin et al (1978) found 7
days before the period that the progesierone was
frequently decreased while the prolactin was in-
ereased and they reported the beneficial therapeutic
value of Lynestrencl (Gestagen) in the treatment of
mastodynia. '

Contrary to the previous views, England et al
(1975) did not detect any abnormality of progester-
one level in patients with mastodvnia during the
menstrual cycle, while Anderson et al {1977) re-

The Egyptian Tournal of, Surgery Yol. 6 No 3 Cet. 1957

ported normal levels of serum oestrogen and prog-
esterone and the level of these hormones remained
unchanged after relief of pain by the use of
bromocriptine.

Gonadotrophins  were also suspected o play
a role in mastodynia, Buckle et al (1980) found that

- thelevel of F.S.H. and L.H. decreased after the use

of the antigonadotrophin (Danazol) and that this
decrease was associated with relief of breast pain.
However, Peters et al (1980) reported that the level
of F.5.H. and L.H. was normal inpatients with
mastodynia and that the level gf both hormones
remained unchanged after the use of Danazol.
These authors belived that the effect of Danazol was
due to ovarian suppression rather than to its
antigonadotrophin  property.

The possible role of prolactin in the initiation and
maintenance of fibrocytic disease is still controver-
sial, although many observations suggest that pro-
lactin 15 involved. Malarkey et al (1977), studying
the mean 24 hours prolactin concentration in control
subjects and in patients with benign breast disease,
failed to find any significant difference between the
fwo groups.

Mansel et al (1980) reported that there are two
types of breast pain, viz; cyclical and non-cyclical.
The cyclical pain occurs mainly in the luteal phase of
the cwele, and is terminated by the onset of
menstruation. This pain usally occurs in premeno-
pausal women. The non-cyclical pain tends to be in
an older age group, who are both pre and post-
menopausal and the pain is unrelated to the men-
strual cycle. It was also found thart cyclical pain was
significantly improved by bromocriptine while non-
cyclical pain failed to respond (Mansel et al., 1950).

Schulz et al (1975) found that the level of
prolactin in patients with mastodynia was normal
although most patients had a favourable response to
bromociptine which caused a fall in the level of
prolactin. In a minority of cases, there was no
response to treatment but still the level of jprolactin
dropped after intake of the drug. The authors
concluded that prolactin, although probably very
important, cannot be the only decisive factor in the
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hormoenal control of mastodynia,

Sofi-tissue mammography is & relatively recent
addition to the methods of diagnosis of breast
disease. It depends upon the difference in the
radiograghic densities of the various tissues compos-
ing the breast, fatty tissue giving radiolucent areas
while fibroglandular tissue appearing as dense areas.
For practical purposes, the most important value of
soft Yissue mammography is detection of small
masses which cannot be felt clinically and distinction
between benign and malignant masses,

It is now generally accepted that soft-tissue

mammography can demontstrate lesions as small as
3or 4 mm (Egan, 1977).
In case of a malignant breast mass the radiological
size of the mass will be less than its clinical size. The
mass will be dense and its outline is irregular and
spiculated. Calcification is frequent and occurs is the
form of fine sand-like granules, or small punctate
deposits which do not coalesce. Thickening of the
skin can appear radiologicaly long before it is
apparent clincally. A marked increase in the size of
the veins is usually present in carcinoma (Lester &
Juhl, 1927} and retraction or distortion of the nipple
and areola may be present.

The benign breast mass is usually smooth, has a
well circumscribed border, is round, oval or lobu-
lated, is noninasive and has a homogeneous depsity.

The mass may be surrounded by a thin layer of
radiolucent fat (Egan, 1977) and the radiological
size of the mass is equal to or larger than the clinical
size. Calcification, if present, is coarse and confined
to the periphery of the lesion. Such calcification is
often bilateral in contrast to the unilateral calcifica-
tions of carcinoma (Lester and Juhl, 1972),

The aim of the present study is to reveal the
radiological changes in the bresst in cases of
!:nasmdynia using soft tissue mammography, and to
mvestigate the possible role of prolactin in this
proplem.

MATERIAL ANIF®IETHODS

The present study was done on 22 female patients
complaining of mastodynia. All patients were multi-
parous and non-lactating, without any history of
hormonal intake in the year preceeding the ex-
amination. Special enquiry about type of breast pain
and its relation to the period was made. A thorough
clinical examination of both breasts was done.

Soft-tissue mammography was done to all pa-
tients, craniocaudal and medio- lateral views being
taken for every case. The serum proiactin was
estimated in all patients using the radiocimmune
assay technigue. The details of the clinical findings
and those of soft tissue mammography and the
results of serum prolactin are summarized in tables

* 1&2 and in Figures 1-6.

Table 1. Clinical Findings in 21 Patiencs
Coaplaining of Mastodynia

Casa Wo. Age Fatity Type of pain Tendernass | Dlscharge Hasses

L 3 L Cyclical + - -

2 14 3 Aoyglical - = -

¥. 23 I} Crelical - - -

. 13 1 deyelical - - Bil. Mffusa

bodulsrity

LA 3d ] doveldcal + = I =

G 29 1 Cyaticatl - - -

P 24 3 ssyelical + = =

L. I8 1 Acyelical - - -

. 18 3 Cyelical + - -
14, 1a & Cyelical - - -
11. 13 3 Coolical
T2 an 3 Acvelical - = -
a2 i 2 Cpclical = . Bil. Diffuea

nodularitr

1L 28 5 Aeyellcal - - -
15. 2a Gyelical - - -
1% 5 1 Arvelical - = =
7. i5 i Cyaldeal = = -

| 1&, ] 4 Acvelicas - Galaggorchoea ° -
19. 28 3 Acyelical + = =
- i 2 Creligal - - =
21, 34 2 Acvelical - - -
F i I kL] ; | Cyclical -
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Table 2. Soft Tissuc Mammography and Serum Prolactin

in 22 Patlents with Mascodynia

e s s — — — ———————

4

Soft Tissue Hammography Prolactin |
Breast tissue Ducts Caleification Makscs N: 1.9-20.8 ng/ml

1 Lipcmatous Thin 2 )
2 Mixed-mere lipomatous Thick Lt. 1.5 cm retronreolar 9
d Mixcd-mcre Lipomatoue - 3
4 Mixzed Thick Lingar - f
3 Lipomatous LL Lhick - 4
b Mixed-more glandular Lt thick Finc - &
T Mixed-mecre glandular Lt thick - I?
8 Milxed=-mera lipomatous Bt thick Fine - i
4 Lipomatous Thick - b4
10 it more glandular Thick - &

1t wore 1lpomatous
1] Lipomataus Lt thick - 5
12 Rt.-more lipomatous - 17

LE.-mcre glandular
T4 Hized Rt thick Duects Br—small nodules &
14 Mixed ] _ . Rt thick Tt s 3 5 m
15 Mixed-more lipomatous Thick Bil small nodules I _m
16 Hixcd-more glandular Thick dre cgmall nlyles 12 =
T Glandular Thick - 22 .IM
18 Mixecd-more plandalac - 48 m.
19 lt-more glandular Br duct Thicts BIl small nodulos 15 B

Rt-more !ipomatons cetnsla M
Z0 Mized-more plandular - - 25
1 Mixed-more lipomatous P -m__mu_..__n.n inaed 19 m
23 Clamdular Lt rhick fr ductoles . IH L3 | M

S e — e
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DISCUSSION

Mastodynia is an extremely common symptom,
both in its own right and also as a feature of the
pre-menstrual tension syndrome, which is estimated
to occur in about of 40% of women (Mansel et al,
1980). In the present study the pain was cyclical in
half the cases and non-cyclical in the other half. The
mean age of patients with cyclical pain was I8 years.
In the non-cyclical pain group the mean age was 33

. These findings conform with those of Mansel
et al (1982) who detected that non-cyclical mastody-
nia tends to occur in an older age group than cyclical
mastodynia. Nipple discharge in the form of galac-
torrheoa was present in only one patient who proved
to have a pituitary adenoma after CT scan (Fig. 6).
Breast tenderness was present in 40% of cases while
diffuse nodularity on palpation was detected in only
two patients.

Very few reports in the literature studied the
radiological findings in mastodynia. In the present
study, the pattern of breast parenchyma was mainly
lipomatous in 18% of cases (Fig. 1) while it was
mainly glandular in 9% (fig. 2). In 73% of cases the
breast parenchyma revealed a mixturc of glandular
and lipomatous patterns. The major ducts were
thickned in 70% of cases (Fig. 3). Evidence of
calcification was present in 32% of cases (Fig. 4).
The calcification was linear in one case while it was
fine in two cases. In four cases the calcification was
mainly affecting the ducts. Soft tissue mammogra-
phy revealed a mass in 6 cases. A Well-defined mass
was visualised in 2 patients (fig. 5) while in four
cases there were multiple small nodules, It is to be
noted that in those patients the masses were not
detected clinically except in one case where there
was diffuse nodularity of the breast. The fact that
soft tissue mammography could visuahse a mass in
27% of patients complaining of mastodynia should
direct the attention that this complaint may denote
an underlying breast pathology.

According to most authors, the level of prolactin in
patients with mastodynia is normal {Schulz et al.,
1975 & Malarkey et al., 1977). Our findings confirm
this conclusion. Out of 22 cases the prolactin level
was normal in 19 patients. In two cases the level of
prolactin was slightly higher than normal. There was
marked rise of prolactin level in one patient who
proved to have a pituitary adenoma after CT scan of
the brain, This patient was complainig of galactor-
rhoea in addition to mastodynia but the clinical
examination and soft tissuc mammography were
normal.

from this study we do not recommend to do a
routine estimation of serum prolactin in patients
complaining of mastodynia as it is expected to be
normal in the majority of cases. Patients with
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galactorrhoea should have estimation of serum
prolactin and CT scan to the brain to exclude the
presence of a pituitary adenoma.

SUMMARY AND CONCLUSIONS

Mastodynia is the commonest presentation of
breast disease in general practice. It is generally held
that mastodynia is associated with some hormonal
changes, but no precise hormone abnormality has
been identified.

In the present study, soft tissue mammography
was done 1o 22 patieents complaining of mastody-
nia. The pattern of breast parenchyma was lipoma-
tous in 18%, glandular in 9% and mixed in 73% of
patients. Thickening of the major ducts was de-
tected in 70" of cases, In 32% of patients there was
ealeification in the hreast. A mass was visualised in
27% of cascs and in those patients no mass was felt
clinically except in one case.

The present work confirmed that the serum
prolactin level is usually normal in patients with
mastodynia, Out of 22 cases, the serum prolactin
was normal in 19 patients and shightly raised in 2
cases. One patient who had galactorrhoea and
showed marked rise of serum prolactin, proved to
have a pituitary adenoma after CT scan examination
of the brain. We do not recommend routine
estimation of serum prolactin in patients with
mastodynia except if there is galactorrhoca.
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Fig.1. Soft tissue’ mammography of case 5 showing that the breast is mainly lipomatous.

Fig. 2. Soft tissue mammography of case 17 showing that the breast is mainly glandular.

Soft tissue Mammography & Proloctim
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Fig. 3. Soft tissue mammography of case 19 shoing
right duct ectasia.

Fig. 4. Soft tissue mammography of case 14 showing
calcification of the duocts.
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Fig. 5. Soft tissue mammography of case 21 showing right will defined oval mass.

Fig. 6. CT scan of case 18 showing a pituitary adenoma.

Soft tissue Mammography & Proloctim
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CLINICAL EXPERIENCE WITH
ORTHOCLONE OKT.; IN RENAL TRANSPLANTATION

M.A. Sholou M.D., and A.Q. Gaber M.D., 1.R. Thistlethwait M.D.

ABSTRACT:
Monoclonal antibody, orthoclone OKT: has been

used with preat efficiency in the treatment of first
rejection episodes in cadaveric CD renal allografts
in Protoeol using prednisone and arethioprine,
recurrent rejection occured in about 23 of OKT;
treated patients™.

OKT; was reserved to treat rejection episodes
resistant to 3 bolus injections of methy1-Prednisone
5-10mg'kg. in cadaveric renal graft recipients using
prednisone, azothioprine and cyclospuorine,

Using this protocol 35 of 52 rejection episodes
dizgnosed between 10/1986 and 4/87 in Cadaveric
renal allograft recipients were treated successfully
with methyl-Prednisonz, of the remaining 17 ster-
oid-resistant rejection episodes,s 16 were reversed
with a 10 days course of OKT;, Smgiday. only 2
recurrent rejection episodes (11%) have been
observed in 6 Months follw up after OKT3 treat-
ment. The result of this work confirm our observa-
tion that OkT; as a second weapon for steroid-
resistant rejections gives excellent results with low
incidence of recurrent rejection.

INTRODUCTION: _
The cells play a crucial role in most cases of acute

rejection, there is rational for using the monoclonal

antibody orthoclone OKT; for prevention or treat-
ment of rejection,

OKT; was introduced clinically by Cosimi el al in
1981. OKT; is an Ig G, its action directed towards
The cell which is mainly involved in acute rejection
(kohler,® 1975.)

The cell surface has 2 molecules on its surface that
specifically recognize antigenicity. These antigen
recognition structures are associated with 3
polypeptide chains (T - complex) that transduce the
signal for the T-cell after antigen recognition enahbl-
ing the T-cell jo react to foreign allograft, prolifer-
ate, and kill the foreign allograft, the T. cells
perform these function via the antigen recognition
structures, but the signal that leads to functional
effect is mediated through Ty complex, (Goldstein,
198).

Thus, OKT; is a monoclonal antibody that specifi-
cally reacts with Ty~ complex, blocks the function of

The Egyptian Joursal of Surgery Vol. 6 No 3 Oct. 1967

T cells, So it is a drug that blocks the T ccll cffector
function involved in Allograft Rejection.
MATERIAL AND Mthuds;

17 cadaveric renal allograft recipients whose base-
line immunosuppression consisted of cyclosporine,
azothioprine and prednisone were treated for acute
steroid resistant rejection with OKT;.

TREATMENT PROTOCOL:

— Cyclosprine 12 mg/kg body weight tapered to 4
mg/kg by 4 months in patients with stable graft
functions,

— Agothioprine Smp/kg at the day of operation
tapered to 2m.

— Methyl-Prednisone 10 mg/'kg, Smg/kg and 2mg'kg
was given I.V. on Post transplant days 0,1 and 2
respectively; on day 3, oral predmisone, (.5
my'kg/day, was begun and slowely tapered to a
dose of .15 mgfkg/day.

REJECTION TREATMENT:

In all patients, diagnosis of rejection was supected
clinically and confirmed by biopsy. All rejection
episodes were first treated with MP, 5-10 mg/kg/day
I.V. For 3 days, in addition to baselinc immunosup-
pression. No further anti-rejection therapy was
given to patients whose serum creatinine decreased
to its pretreatment level and remained at that level
for at least one week subsequent rejection episodes
were again treated with high dose steroids.

In rejection episodes where serum creatinine did
not fall or intially fell but increased within 7 days,
renal biopsy was obtained. If the diagnosis of
rejection was Proved patients were admitted to
hospital and OKT; 5 mg/day was administered as a
single daily peripheral LV, bolus for 10days Ifa
pretreatment chest X-ray suggested fluid overload
of if weight had increased more than 3% in the
preceeding 7 days, patients were not treated with
OKT; until weight reduction had been achieved by
diuresis or dialysis,

A single LV, dose of MP (500mg in adult,
10mg'kg in Children) was given 6-12hr before Ist
dose of OKT;, hydrocotisone 100mg V., was given
30 minutes after intial OKT; dose. Starting with day
of OKT, treatment, CS5A was discontinued and

a7

PDF created with pdfFactory Pro trial version www.pdffactory.com



http://www.pdffactory.com
http://www.pdffactory.com

AZA reduced to 25mg/day. 3davs before stopping
OKT: CSA and AZA were returned to their
P'I'E'GKT} dDSf-'.

RESULTS:

Between October 1986 and April 1987 there was
52 rejection episodes in 50 CD' renal transplant
recipients treated with steroid bolus therapy 35
episodes were resolved, the other 17 rejection
episodes were classified as steroid resistant and
treated with monoclonal antibody OKT; the profile
of the 17 pts who experienced steroid resistant
rejections and were treated with OKT; is shown in
table 1.

Table II. Gives a summary of the course of each
patient treated with OKT;. Patients were divided
into 2 groups, those who failed to respond to MP
pulses at all, receiving OKT; on the next day, and
those who had an intial incompelete response to MP
the interval between MP and OKT; therapy
appeared to have no effect on treatment outcome,
as rejection episodes were reversed in 16 of 17
patients.

Other complication experienced by these 17 CD
renal graft recipients have been side effects from
intial doses of OKT;. With avnidance of giving
OKT; to patients in pulmonary edema and with
patient pre-medication with sterocids, no serious
respiratory complication have been encountered,
4 patients have had wheezes audible on zuscultation
and 1 experienced mild dyspnea following the first
dose of OKTs, the frequency of various patient
reactions 1o intial doses of OKT; is as follows:

fever 100%
hypertension 30%
chills 30%
headache 25%
Nausea 0%
Wheezing 14%
Myalgia 14%
Pruritis 11%

2 patients No. 12 & 15 experienced re-rejection
(40 days and 59 days Post treatment).
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DISCUSSION
Use of the monoclonal antibody OKT; to treat

acute renal allograft rejection was reported in 1981,
(cosimi. et al. 1981).

The key to OKT,'s efficacy is its antigen specific-
ity. in vitro treatment of human T cells with OKT;
has been shown to inhibit their effector function
londergran, 1982

Although using OKT; as a first weapon in
treatment of rejection episodes in protocol including
prednisone and azothioprine reversed almost all
acute renal allopraft rejection episodes in rando-
mized comparison with steroid treated rejection,
b6% of patients with successfully treated rejection
suffered recurrent rejection in the 89-486 day follow
up period. Norman, et al have proved in previous
studies that anti OKT; antibodies developed after
OKT,; therapy in 74-85% of patients with resump-
tion of AZA and Pred alone. the Immunosuppres-
sion provided by AZA and P may not be adequate
o prevent response to this murine protein or to
prevent early recurrent rejection.

Thistlethwait et al studying the use of OKT; in
first rejection episodes in cadaver renal transplant
patients receiving AZA and P, noted recurrent
rejection rate in 75% of 16 patients, Similar finding
has been recorded by Norman et al, 1985.

In our study including CSA as a basic immunosup-
perssion and reserved use of OKT,; for the treatment
of steroid resistant rejections with follow up period
up to 5 months post OKT; treatment, 2 patients had
developed recurrent rejections 40, 59 days. None of
the rejections were early and no grafts were lost due
to the few late occuring re-rejection. Our treatment
regimen differs from that employed by the ortho-
multicenter transplant study group in 3 respects, all
of which potentially contribute to the reduced rate
of recurrent rejection. First we have overlapped
OKT; and baseline therapy at end of OKT; therapy,
second, we have treated only steroid resistant
rejections with OKT:; and third, we have used
OKT: in combination with baseline treatment reg-
imens that include CSA. The actual contribution of
CSA to the Low recurrent rejection rate after
treating rejection with OKT, probably lies in the
fact that it is a more potent immunosuppresant than
AZA and causes blunting of the rebound immuno
complence after cessation of OKT, therapy.

Although eight infections has heen observed,
most of them are trivial and cavsed no mortality, In
the randomized trial of OKT; VS. steroid therapy

for acute rejection, infection occured in 41% of
OKT; treated patients during the first 45 days after
the start of treatment.

In our trial, where the need to rreat recurrent
rejection is low, the observed infection rate after
OKT; treatment is also low, despite using an
aggressive immunosuppression regimen of CSA,
AZA and Prednisone.

Aside from infection, side effects of OKT, have
been limited to adverse response to the first doses of
medication.

One patient was presented with a picture consis-
tent with aseptic meningitis,, this symptom complex
resolved in 2-3 days whether or not daily doses Were,
stopped. This finding also had been described hy
thistlethwait, et al 1987,

CONCLUSION:
Although the follow up period is short, OK'T; has

been shown to be a safe and effective agent for
treating acute rejection. Reserving OKT for pa-
tients with steroid resistant rejection has been cost
effective, and has allowed 62% of rejection episodes
encountered to be resolved successfully with methyl
predmsone bolus therapy.

OKT; treatment after steroid faliure has resulted
in almost uniform reversal of rejections, low rate of
recurrent rejection and 2 low incidence of infection.
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INTRODUCTLON

Saft tissue mammography was first applied clini-
cally in the 1930's (Warren, 1930), but it was not
until refinements in technique and interpretative
criteria in the 6{'s that X-ray examination of the
breast became an established supplement to the
physical examination (Egan, 1960). Thoughs physic-
al signs and mammography become standard di-
agnostic methods for breast lesions diagnosis, addi-
tional breast imaging methods “continued to be
sought including Thermography, Ultrasound, C.T.
scanning, heavy particle imaging and NME.

The present work is confined to mammography,
ultrasonography and C.T. sean in 40 patients with
palpable breast masses in a trial to evaluate each
each technique regarding its relative diagnostic
accuracy in the light of pathological findings.

MATERIAL AND METHODS .

This study was carried out on 40 Kasr El Aini

Hospital patients whose ages ranged between 30 and
£ years, Those whose mammograms revealed a
mass 1 cm or larger in diameter were referred for
ultrasound examination on the same day of the
mammographic examination. C.T. scans were done
for 20 patients before and after contrast enhance-
ment.
Mammograms were obtained with «Siemens” Mam-
momats diagnostic unit. For each patient, two
projections were obtained cranio-caudal and medio-
lateral, using either a specific mammographic film
with a single coated emulsion layer or an ordinary
film in a mammographic cassette (with single back
intensifving screen).

Direct contact B scan ultrasound examination was
performed using both «Schimadzo and Siemenss
Ultrasound machines with 3.5 and 5-MHZ linear
and sector transducer. The sonography was per-
formed after physical examination of the breast and

The Egyptian Journal of Surgery Vol, 6 Mo 3 Det. 19497

reviewing the mammographic findings. The supine
position is optimal for most patients. Large breasls
with a laterally located mass are best examined with
the patient turned slightly 1o the contralateral side,
because flattening of the breast ensures complete
penetration of the breast parenchyma by ultrasound
waves. When the mass is small it is positioned
between the examiner’s fingers and both transverse
and longituding] scans are done.

C.T. examinations were done in a standard whole
body scanner {Pfizer 200 FS, 2nd generatton) while
the patient was lying prone and raising her chest 5o
that both breasts were hanging freely downwards.
However, it was more practical to let the patient rest
on her elbows and support her shoulders and
abdomen on pillows, The table was put in a position
that would allow the breast to be in the center of the
scanning field. The region of the previously localised
lesion was scanned by successive 5 to 6 slices of 10
mm thickness. The same sequence of scans were
repeated after 1.V, contrast enhancement with 120
m1 Urografin 76%.

RESULTS

The ultrasonic and mammographic findings are
summarized in table 1. Out of the 40 pathologically
proven cases, there were 27 malignant masses; 8
cysts and 5 fibroadenomas. Cysts and fibroadeno-
mas were diagnosed by the combined mammog-
raphic-sonographic approach.

Four of the fibroadenomas interpreted by mam-
mography as benign masses, were considered by
sonography as 3 solid benign (Fig. 1) and one solid
malignant. The remaining case of fibroadenoma
interpreted by mammography as suspicious cancer,
sonography regarded it as a soild benign lesion (Fig.
i B
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Table 1: Mammographic and Sonographic Interpretations in 40 Cases of Breast Lesions

Pathologic Mammography Sonography
Dizgnasis Mo, Solid mali- Solid
Cystic gnant beningn ]
- -
Carcinoma s — 0 2
Carcinomas 27 | Suspicious Ca 3 - 3 -
Benign 2 — 1 1
Fibroadenomas 5 | Benign lumps 4 —_ 1 3
Cysts E | Suspicious Ca | = - 1
Benign lumps g 8 - —

The B cystic cases diagnosed by mammography as
benign masses proved by ultrasound to be cysts (Fig.
3).

Regarding malignant cases, mammography di-
agnosed 22 cases as cancer while by sonography 20

¢+ cases were regarded s solid malignant (Fig. 4)and2 ~
as solid benign masses (Fig. 5).

Thres cases were suspicious of malignancy by
mammography and were confirmed by ultrasound
(Fig. 6).

The remaining two cases were interpreted by
mammography as benign lesions, whereas by
sonography one was considered as solid benign;
while the other as solid malignant.

* In 20 patients, it was possible to obtain satisfac-
tory C.T. scans of the breast and to localise the
lesions and assess their relation to adjacent struc-
tures. The lesions met with in this study included 4
benign and 16 malignant masses (Fig. 7 and 8). Our
of the malignant cases, 14 had ill-defined enhancing
masses with accompaning axillary lymph nodes and
thickened skin. In the other 2 cases, an irregulacly
enhancing mass (range of 29-104 HU) was detected
without any accompanying secondary changes. In
the 4 benign lesions, a relatively well-defined faintly
enhanced masses (range of 4-51 JU) were seen.

DISCUSSION

In the present study, special stress has been

focussed on the criteria used for the interpretation

- of benign and malignant lesions of the female breast
by sonographic and C.T. examination since soft
tissue mammography has been extensibely discussed
in the literature.

The accuracy of the three techniques in making-
the correct diagnosis and their value in saving the
patient an undue invasive interference such as
biopsy have been investigated.

SONDGRAFHY

1. Cysts: The ability to definitively diagnose
simple cysts has made sonography an indispensable
tool in modern-day breast imaging. Thus, custs have

52

a characteristic sonographic appearance, being well-
circumscribed and echo-free with sharply defined
posterior wall (Fig. 3) and posterior enhancement in
all cases (Scikles et al., 1987).

In the present series all cysts had the same
sonographic criteria as described above and were
correctly diagnosed by ultrasound while mammogra-
phy revealed a benign mass without specification
(Cole-Beuglet et al., 1975). Therefore, sonography
is valuable in the diagnosis of cystic disease and the
need for biopsy is eliminated,

2, Carcinomas: When carcinomas are non-
cirumseribed and infiltrating they have a typical
scnographic appearance. The mass has a jagged
border, a weak or absent far wall -and contains
internal echoes with heterogeneous pattern (Fig. 6).
Attenuation of the sonographic beam is often but
not invariably, present with malignant dominant
masses casting a posterior acoustic shadow in some
cases (Mature et al., 1982).

When carcinomas are well-circumseribed, they
display a more regular contour on sonography with a
weak far wall and homogeneous internal echoes.
Also, transmission of sound is diminished to a
variable extent but not sufficiently for an acoustic
shadow to develop (Fig. 5). These features are
shared by fibroadenomas, making sonographic dif-
ferentiation of malignant and benign solid masses
difficult (Gros et al., 1971), (Cole-Beuglet et al.,
1983 a & d).

Mommography remains the most sensitive
method for the diagnosis of carcinoma. In our series
we have 27 pathologically proven carcinomas, 25
cases (92.5%) were correctly diagnosed as malig-
nant or highly suspicious of malignancy by mam-
mography, this percentage is almost the same &s that
recorded by (Teixidor, et al., 1977), but we have a
more accuracy rate than those recorded by (Dodd,
1977, Croll et al., 1982; Walsh et al., 1985) and a _,
lower accuracy rate than (Sickles et al., 1983) who ,
claimed a sensitivity as high 97%.

by sonography only 24 out of the 27 carcinomas
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{88.8%) were correctly diagnosed, This percentage
is higher than that recorded by (Teixidor, et al.,
1977). However, (Guyer et al., 1986) recorded an
uitrasound sensitivity for carcinoma of 93% which is
higher than our results and this is mainly because

" they used 7.5 MHZ resl time transducer which gives
a better resolution and used a special type of gel
(Kitecho stand- off) gel to improve the near field
detail.

The remaining 3 cases were wrongly diagnosed by
ultrasound as solid benign, all these cases were well
circumscribed masses, hypoechoic with no sur-
rounding echo halo, or posterior shadowing, making
an error of 11.1% which is a higher error than that
recorded by (Guyer et al,, 1986) which is 7%.

By using the combined mammographic-
sonographic approach 26 out of 27 carcinomas were
correctly diagnosed rasing the diagnostic sensitivity
to 96.3%. This was possible because occasionally
malignancy can be diagnosed by sonography in the
absence of a typical mammographic features as in
ceses of adense breast without a definite mass in the
X-ray (Croll et al., 1982), also the use of ultrasound
in these can help to reduce the biopsy rate (Harper
et al., 1980). -

3. Solid Benign Masses: Fibroadenomas are im-
‘portant because they are the most common benign
breast tumours in women between the ages of
15-35%.

Fibroadenomas display the same sonographic
features as circumscribed carcinomas, i.e. a well
defined out line, homogenous internal echo pattern
which is mainly seen in the large fibroadenoma, the
smaller ones show a mixed echo pattern, with some
acoustic shadowing (Sickles et al., 1984).

In our series, we have 5 fibroadenomas; 4 outof 5
diagnosed by mammography as benign masses, 3 out
of these diagnosed by ultrasound as solid benign and
one as solid malignant.

The last one case was suspicious for carcinoma by
mammography and benign by sonography (Table 1).

S0, 4 cases out of 5 were correctly identified with
a sensitivity of 80%.

Sufficient overlap of features exists so that malig-
nancy can not be ruled out by sonogram (Kobyashi
et al., 1974).

COMPUTARIZED TOMOGRAPHY

Cysts: In C.T examination the cysts appear
homogenously hypodense with an attenuation value
ranging from 10 to 15 HU, They have a thin
well-defined wall which may enhance after contrast
injection, but the contents of the cyst itself do not
enhance (Fig. 7). No skin changes or axillary lymph
node enlargement can be detectad,

Evaluation of Breast Masses by New Imaging

2. Malignant masses: C.T. examination was car-
ried out in 16 malignant cases only, because the
amount of new information gained was practically
limited and also considering the relatively high
exposure dose and expensive gost (Chang et al.,
1982). :

The C.T. findings include:

(a) Irregular hyperdense area with radiating
projections.

(b) Intense contrast enhancement, the Housfield
numbers of the malignant lesions were higher (range
of 29-104 HU) than those of benign lesions (range of
4- 51 HU). However, because of overlapping
between the two groups, the reliability of uding
enhancement as a criterion to differentiate benign
from malignant lesions is questioned (James et al.,
1083). In the present series, 12 cases showed dense
enhancement while the other 4 showed only faint
enhancement.

(c) Fine calcifications were usually not recognized
as in mammography due to relative thick C.T. slices
used in our study because these calcifications are
generally only 12 mm in diameter. With the
resulting volume a 1-2 mm slice thickness some of
the calcifications would have become visible
(Change et al., 1977).

(d) Skin thickening and enlarged draining lymph> -
nodes, although these signs can be detected clini-
cally.

{:r] Pectoral muscle of pleura-pulmonary invasion.

3. Benign lesions: On C.T., the benign lesions
were those which exhibited sharp borders, faint
contrast enhancement (4-51 HI) and no fine calci-
fications althouh it can be easily seen on mam-
mography (Jamaes et al.m., 1983).

CONCLUSIONS
Combined mammographic and sonographic eva-

luation of breast masses gives higher accuracy rate

than either method alone. Ultrasound can easily
differentiate between cystic and solid masses. Also,
in cases of dense breasts by mammography, particu-
larly in the presence of clinically palpable lump,
ultrasound is very helpful in detecting lesions.

However, differentiation of benign from malig-
nant solid masses cannot be reliably accomplished
by sonography. Because of the increase in radiation
dose and cost of examination, C.T. should be used
only in specific instances, viz.:

1. When good quality mammograms could not be
obtained because either the beast is unusually
dense on X-ray film or too small or having
extensive disease causing technical difficulties in
performing mammographic examination.

2. Equivocal mammographic interpretation
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3. Suspected sxillary or intemal mammary node 4. Suspected skin, pectoral muscle or pleural inva-

affection s100
5. Planning radiotherapy.
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LEGENDS TO FIGURES

Fig. 1: Fibroadenoma:
(A} Ultrasongram showing a well defined solid mass with homogeneous. inte rnal echoes and no

posterior shadowing (solid benign};
(B) Mammogram of same case showing an oval-shaped lobulated density with smooth contour and

radiolucent fatty borders (bemgn mass).
54
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Fig. 2; Fibroadenoma
(A) Ultrasenogram showing a large solid mass with fairly well defined outline, homogeneous echo
pattern and edge shadowing but no central posterior shadowing. There is posterior enhancement
(solid benign).
(B) Mammogram of same case showing a dense opague oval-shaped mass with posterior well-defined
border and ill- defined anterior and lower borders (suspicious carcinoma).

Fig. 3: Cust
(A) Ultrasonogram showing a completely transonic well-dfined mass with edge shadowing and
posterior enhancement ({cyst).
(B) Mammogram of same case showing a more or less well defined dens apague rounded mass in the
subareolar region. No calcification or skin thickening (benign mass),

Evaluation of Breast Masses by New Imaging -
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A B
Fig. 4: Carcinoma:
(A) Ultrasonogram showing a solid irregular mass with mixed echo pattern but no posterior

shadowing (solid malignant)
(B) Mammogram of same case showing faint opaque mass. hazzy outline, dense breast parenchyma

and thickened skin (carcinoma).

A B
Fig. 5: Carcinoma:
(A) Ultrasonogram shoing a well-defined solid mass with homogeneous internal echopattern and no

posterior shadoing (solid benign)
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Fig. & Carcinoma:
{A) Ultrasonogram revealed a large irregular solid mass with incomplete surrounding echo halo,
ilidefined posterior margin with posterior shadowing and mixed echo pattern (carcinoma).
(B) Mammogram of same case showing a dense breast with no definite mass (carcinoma).
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Fip. 7: Cyst:
C.T. examination showing well circumscribed low attenuation area within the breast (15 HU)
with wall enhancement but no enhancement of the content,

PO ChT =

Fig. 8 Carcinoma: :
C.T. examination showing dense irregular irregular mass with axillary lymph nodes and

thickenad skin.
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Meet the experienced

A female patient presented with painless
cholestatic jaundice of three months dura-
tion. There was no weight loss and no
pruritis, Ultrasound showed dilatation of
the intrahepatic biliary tree and a stone in
the gallbladder. ERCP revealed an obstruc-
tion high up in the porta hepatis which was

compatible with cholangio- carcinoma —

The patisnt was explored through a
kocher subcostal incision extended to the
left across the medline dividing the left
rectus abdominis, Exploration revealed a
collapsed C.B.D. and a hard mass which
was better defined after removing the gall-
bladder. The mass was found in the ter-
mination of the tight hepatic duct and
encroaching on the confluence. A length of
right hepatic duct was present between the
tumour and the liver and was dilated be-
cause of the distal obstruction. The left
hepatic duct wag exposed within the liver
through the umbilical fissure by following
the ligamentum teres. A Roux-y jejunal
loop was fashioned and a double anastomo-
sis. performed. Intrahepatic cholangioje-
junostomy (between the Roux loop and the
left hepatic duct), and extrahepatic cholan-

mojejunostomy (between the Roux loop
and the right hepatic duct at the poria
hepatis proximal to the tumour).

The patient recovered after a transient
hile leak which lasted 10 days. She was seen
1 months after the operation and is doing
well,

Management of cholangiocarcinoma in-
volving the upper third of the biliary tree
{down to the cystic duct- common hepatic
duet junction) is dificult, Percutaneous in-
tubation exposes the patient to attacks of
colangitis and the burden of changing the
Terblanche tube when necessary. Surgery
with bypass of the tumour is satisfactory
because these patients do not die of
metastatic disease, the cause of death is
usually cirthosis with portal hypertension
and liver failure. Excisional surgery when
frasible offers a prospect of cure but it
involves a hepatectomy with its attendant
mortality if done in non-specialist centres.
Peroperative intubation through the tumour
is the least effective method of palliation but
it has the advantage of being relatively safe.
M.H.Rateb M.D.

ANOUNCEMENT

The Egyptian Society of Surgeons

The bth Annual meeting
The 6th annual meeting will be held between the 17th and the 19th of February 1988 The main
theme is: Surgery in the tropics. Free papers in different surgical domains are cordially invited
and should be submitted to Prof. M. Shawki Kamal Dar El Hekma, 42 Kasr El Eimi St., Cairo,
nat later than the 15th of December 1987
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