                                         OPERATION

    Operation is a mechanical action, which is performed in order to complete cure or relieve the state of the patient. The operation is frequently accompanied with dissection or parting of tissues and with penetrating into the in'ternal anatomical structures  of the patients organism.

    Sometimes the operation is made with diagnostic purpose. The operation is the culmination [kalmi'neissÝn] and very res'ponsible act in the treatment of the surgical patient.

    There are following sorts (kinds) of operation:

   a) Diagnostic operation. There are referred  biopsy, punctions, angiography, catheterization of heart and of large vessels, endoscopic laparoscopy, endoscopic thoracotomy, diagnostic laparotomy and thoracotomy. Transfusion of blood  can be called a little operation too.

   The diagnostic laparotomy as well as diagnostic thoracotomy is made, when the precise diagnose isn't ascertained with the aid of many other noninvasive manipulation [mÝ,nipju'leissn] 9methodes), but one is lively important to choose the tactics of treatment of the patient. At present we have in our disposal  a lot methods of examination, that can ascertain a small structural alterations (the computerized x-ray, ultrasound examinations etc.).  Therefore the diagnostic laparotomy  is made rarely, but the laparoscopic diagnostic examinations  are performed more and more often.

     b) Medicinal   operation is the second sort of operation, which is performed with aim to treat the patient for an illness.

    Indication for the operation can be;

               absolute  and  relative 

    The pathological process, that is danger to a patients life and may be reliable cured  only with surgical intervention is an absolute indication for the operation. For example, the perforative ulcer of stomach, acute appendicitis, cancer of stomach in the early stages, internal and external  massive [maesiv] bleeding.

    The relative indications involve another PATHOLOGICAL processes which at the moment  of the patients inspection aren't dangerous  to his life, but can be cured with surgery. For example, stones (calculuses) in the gallbladder, hernia, varicose  of the superficial venous, noncomplicated  ulcer of stomach, lipoma, and etc. are the relative indication for the operation.

    Contra-indications for the operation can be too:

                relative and

                absolute.

    The pathological processes which increase the risk of operation are referred to the relative contra-indications. The conception "relative contra-indication" is not strong definite]. The purulent  focus  on the skin is contra-indication for the planned operation, but not for the urgency one.

    Absolute contra-indication  means that the risk of the operation is very high and outcome may be lethal (death). The shock, fresh myocardial infarction, cerebral  thrombosis, agony  are the absolute contra-indication for the operation.But if the patient has a massive bleeding the operative control of the bleeding must be performed in every condition of the patient. The operation of the patient in the stage of shock is considered  as a mistake. In all possible cases it is necessity  (obligatory  to take the patient out of the shock before the surgery.

    There are following categories  of surgery based on urgency:

    1. Emergency  operation that must be performed without delay, requires immediate] attention and may be life-threathening].

       Examples: massive bleeding, perforative ulcer of stomach or duodenum, intestinal obstruction, gunshot or stab wounds penetrated  into the abdomen or thorax, fractured skull, extensive burns, hernia incarcerate etc.

    2. Urgent operation must be performed within 1-2 days and requires prompt attention.

       Examples: acute not extensive process of inflammation in cavities of abdomen, acute cholecystitis, acute, osteomylitis etc.

    3. Required operations are necessary for the patient, but they can be planed within a few weeks or months.

       Examples: superficial venous varicose with ulcer trophica, chronic cholecystitis with hepatic colic  in story, prostatic hyperplasia without bladder obstruction, eye  cataracts.

    4. Elective operation: when the patient should be operated, but the failure  to have operation isn't catastrophic].

       Examples: uncomplicated  hernia or varicose venarum superficial, repair  of scars.

    5. Optional operations are performed at the request of the patient.

       Examples: cosmetic  surgery.

    In our country the following categories operation based on urgency are distinguished:

     1. extra  (or very urgent) operation - massive bleeding;

     2. urgent operation - acute appendicitis;

     3. urgent delayed operation - acute cholecystitis;

     4. planned operation - hernia.

    The operation can be classified as:

     1. a radical operation;

     2. a palliative operation;

     3. a radically palliative operation.

    The radical operations are performed with aim to cure completely the patient from illness, and when the pathological seat or process is removed completely. The palliative operations are performed in order to improve the patients condition or to save his life. For example: If the patient has a perforative ulcer ventricle, the resection of stomach  is a radical operation. The patient will be cured completely as he is radically operated.

   If in this case the perforative ulcer is sutured only, the palliative operation is performed. That means the patients life will be saved, but the patient probably willnot be cured completely since the ulcer is not eliminated.

   Another example. The patient has an acute cholecystitis. In this case cholecystectomy is a radical operation, and choecystostomy is a palliative operation.

   In oncology the radical operation has another one meaning. In case of the radical operation not only the local tumor is ablated, but the regional lymphatic glands are removed too. In oncology the resection of stomach is called as a radical operation if the part of stomach is ablated together with omentum major and minor in which the regional lymphatic glands are disposed. To operate radically means to ablate the primary tumor and all metastasis.

   Radically palliative operation is called the operation when the primary tumor is ablated but not the metastasis. Example. The patient has a tumor of stomach that obturated its outlet ['autlet] (the partis pylorica  ventricle). A few metastases is in his liver. The patient cannot eat, his body weight decreases progressively. At the the time of the operation  the surgeon has found that the tumor of stomach is movable and it may be removed. He decided to make  a resection of the stomach with ablation  the omentum major and minor with regional metastasis  in lymphatic glands. But the far metastasis in liver he had left. This kind (sort) of operation is called radically palliative operation. In radically palliative operation the basic tumor is radically ablated but the remote  far metastases aren't eliminated.

    According to time of operations the can be classified following:

        - one time operation;

        - two-stage operation;

        - multi stage operation.

    In cases of the acute cholecystitis the cholecystostomy may be  performed as the first operation and the cholecystectomy as the second stage of the operation if the very old patient with the bad condition has been operated.

    The endoscopic papilotomy with extraction  the calculuses from the common bile tract may be the third stage of the operation. 

    The extended operations.

     When the pathological process located  in one organ is passed on the another organ the surgeon can perform an extended operation. Example. The ulcer of stomach penetrates the colon (large intestine). In this case the extended operation with resection both the stomach and the part of colon can be done.

    The combinative operations.

   The combinative  operation are performed in order to ablate two or more pathological processes. Example. At the time of one operation both the cholecystectomy and the resection of stomach can be performed, if the patient has cholelithiasis and ulcer of stomach simultaneously  (at the same time). Therefore the combinative operation often is called the simultaneous  operation.

    As a rule each surgical intervention must be undertaken in lying or reclining position.

    In the beginning before the anaesthesia the patient is placed flat on the back. That is most con'vinient  for the general anaesthesia and for most abdominal operations. One arm is at the side of the table, the other is carefully positioned on an armboard  for intavenous infusion. The strap must be fixed above the knees.

    After, when the anaesthesia is done, the position in which the patient is placed on the operating table can be changed depends on the operation to be performed. 'Factors  to con'sider include following:

   - the patient should be in as comfortable  a position as possible;

   - the operative area must be adequately  exposed;

   - circulation  should not be obstructed  by an awkward  position or  undue  pressure on a part;

   - nerves must be protected from undue pressure. Improper  positioning of the arms, legs or feet may cause serious injury  or paralysis. Shoulder, braces and sacrum must be well padded especially if the patient is very thin, elderly or obese.

    The Trendelenburg position usually is employed  for operations on the lower abdomen and the pelvis in order to obtain good exposure by displacing the intestines into the upper abdomen. In this position the feed and body are lowered so that the plane of the body meets the horizontal  at an angle. The knees are flexed by "breaking" the table and they is held in  position by padded shoulder braces.

   The lithotomy position  is employed for nearly all perineal, rectal and vaginal operations. In this position the patient is lying on his back with legs and thighs flexed at right angles. This position is maintained by placing the feet in stirrups].

   For kidney operations the patient is placed on his well side with a tick pillow under the loin, or the table is broken to spread  apart  space between the lower ribs and the pelvis. The upper leg is extended, the lower leg is flexed at the knee and the hip joints; a pillow is placed between the legs. The sandbag is placed on the table to support the patients chest.

   For chest surgical intervention the position varies with the operation to be performed. The patient is placed on the operating table in the desired position.

   Operation on the neck are performed with the patient on his back, the neck extended by a pillow  beneath  the shoulders. The head and chest are elevated in  order to reduce venous pressure.

   The operation consists  of three stages:

     1. operative approach;

     2. proper  operation - the manipulation in order to eliminate  the pathological focus or relieve the patients condition;

     3. completion  of operation.

    In the begin of the operation it is important to choose the comfortable  (convenient) approach. In abdominal surgery most common are the  upper, middle and lower midline incisions. 

    The upper midline incision is suitable for most operations on stomach, duodenum, liver, gallbladder, pancreas and spleen.  It traverses  linea alba, which is avascular,so that the abdomen can be quickly opened or closed, and is useful in emergency.

    The middle midline incision is made, if the locality  of pathological focus are not exactly (precisely) ascertained.

    The lower midline laparotomy is useful to provide good exposure for most gynecologic  procedures and for the operation on caecum, sigmoid colon and on the other organs in lower parts of abdomen. This incision is less satisfactory as it leaves behind a weak scar leading to herniation as the linea alba is thin and narrow below the umbilicus.

    Some surgeons give preference  to paramedian incision both for upper as well as lower abdomen. The incision is made parallel to the midline at a distance of 2-3 cm. The anterior rectum sheath is divided in the line of skin incision. The medial cut margins of the rectum sheath is retracted laterally to display the posterior rectum sheath, This is cut in the line of incision. Then the fascia transversely and peritoneum are cut. The advantage is that the paramedium incision gives stronger scar and less herniation, as the line of cut is closed by rectus muscle.

    Kocher's subcostal incision is used on the right side for operations on the gallbladder or liver and on the left side for removal of spleen. This kind of incision is more traumatic as all the muscles including the rectus are cut in one incision and given more often incisional hernia in distant (remote0 postoperative time. Therefore many surgeon prefer midline or paramedian incisions.

    In gynecologic  praxis, when surgical treatment are performed on young patients, a Pfannenstiel incision may be used. This approach incision a better cosmetic result. This approach can provide adequate exposure for operations confined  to the uterus or to the adnexia. The incision is placed transverse just above the pubic hairline and extends beyond  the border of both rectus abdomens muscles. The are 'separated in the midline, and the peritoneum is entered in a vertical fashion.

   Appendectomy is carried out by Mc Burney incision. It is 7-10cm length and is given at right angles to Mc Burney's point, which is located one third of the distance from the anterior superior iliac spine to the umbilicus. The incision is made through skin and subcutaneous tissue and divided the aponeurosis of the external oblique muscle in the course of its  fibers. The internal oblique muscle is separated in the direction of his fibers. The peritoneum is incised and the peritoneal cavity entered.

    In the chest surgery there are two principal incisions:

   1. lateral thoracotomy, performed as either an anterlateral, midlateral or postlateral incision, usually in the sixth intercostal space;

   2. median sternotomy, performed as a vertical, sternal splitting incision.

   Other incisions are unfrequently used.

   The thoracoabdominal incision combines an upper abdominal incision with an incision in a lower (sixth, seventh or eight) intercostal space. The costal margin ['ma:dzin]  and diaphragm are divided to provide an extensive exposure of the upper part of the abdomen and retroperitoneal and posterior thoracic structures.

    The incision must be made with sharp knife and the operations wound limited from the skin by sterile towels. The small bleeding vessels can be coagulated or ligated by rapid resorbable suture. The manipulation in subcutaneous lay must be as less traumatic as possible as that tissue is less resistance to infection.

    If the inflammation exudate or pus are suspected in the peritoneal cavity the operations wound is limited  with next towels or sterile gauze by  additionally fixation their to the parietal peritoneum sheath.

    In every stage of operation the or area around the inflam'mation focus or incised intestine must be closed additionally by moist sterile gauzes or towels to prevent  the scattering  of bacteria's. Clamps should be placed on the intestines to prevent the escape of its contents.

    At finishing of the operation the operating area and the operating wound are washed with antiseptic liquid to reduce the number of bacteria's and to eliminate the leavings clots of blood, if ones  give favorable  conditions for development  of infection.

    The abdominal cavity as well the thorax or the operating wound are drained in following cases;

    1. if during the operation they were contaminated or contained the inflammation exudation;

    2. if the inflammation focus  was not completely e'liminated;

    3./ if the surgeon isn't fully confident  that the bleeding didn't come completely stop.

    Usually, the drain is made from plastic tube. The rubber drains irritates and necrotizes the tissue around him; therefore it isn't applied today. The single or two channel  drain are used: one channel - for the injection or irrigation of the cavity with the an tiseptic liquids, another - for the suction.

    The inner (internal) end usually has two or three apertures  (orifices. 

    The external end is taken out outside through the wall in the most sloping [sloupinn] places, but never through the operating wound. The external end of the drain is placed in bottle with antiseptic fluid.

    The abdominal cavity in case of the necessity is usually  in following four points; the upper part in the left or right regions below the ribs; the lower part - in the left or right regions of hypogastria.

    The pressure in the thorax cavity is negative. Therefore the air can go through the open  drain into the pleural  cavity and dangerously displace the mediastinum and the heart. This complication can be avoided  (eluded) on one of the following way:

      1. the external end of the drain is placed in antiseptic fluid in hermetic  bottle, that is connected through the other tube with the pump;

      2. the thoracic drain is connected with the hermetic plastic bag;

      3. one finger is cut off from the surgical glove and it is fixed on the external end of the drain. An incision is made on the end of this finger of the glove, and it is put down into the antiseptic fluid and works as a valve. When the pressure increases in the thorax cavity, the air  go out freely through the drain and trough the aperture of the finger of the glove. If the pressure becomes negative, the finger becomes flat and the aperture closes itself. Working as a  valve the finger of the glove  doesn't let neither the air or the fluid pass back. This kind of drain is known as a Bellou drain.

    The operation is ended with suture the edges of the operating wound. Over the operating wound is applied the sterile bandage.

