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motives of patients in seeking surgical operations. Masochism
is a complicated subject. Apart from this, the effects of
surgery on the psyche can be divided into two main groups
-the physical effects of the operation and the psychological
effects. The former group are relatively easy to understand
and include changes in brain function, either from operative
work on the brain itself or more commonly from general
metabolic changes, though improvements in anaesthesia have
made these rarer than they used to be. The second group,
the psychological effects, are multitudinous and include the
placebo effect of surgery. Operations now outmoded, such
as colectomy for chronic constipation and the securing of
visceroptosed organs in their proper anatomical site, would
seem to owe such efficacy as they may have had to this effect.
Though these operations are done no longer, probably normal
appendixes and gall-bladders, and indeed some other organs,
are occasionally removed under the suspicion of chronic infec-
tion-and the patient may sometimes benefit.

Psychiatric sequelae are most obvious after operations on
sexual organs and after plastic surgery. Of the operations
on the sexual organs the most frequent is hysterectomy, which
is usually welcomed. But after mastectomy the patient may
need help over the difficult post-operative period. Patients
who want cosmetic surgery are apt to be somewhat abnormal
mentally. What is it that makes one woman with a large
nose seek operation while her neighbour with an equally large
nose but a better-balanced psyche does not ? Many operations
must be done on patients who blame their appearance rather
than their mental inadequacy for their lack of success.
Psychotics also sometimes seek operations because they
rationalize their delusions by blaming their appearance, and
from time to time an obviously psychotic patient is
encountered who wants an operation despite a normal
appearance. Psychiatric sequelae to operations on the eyes
are also common. It is not necessary to be too psychodynamic
about this and equate " eye " with " I " or regard the penis
as " the hypothetical beam emanating from the pupil" or
liken the " eyes to the testes with the nose representing the
penis and the eyebrows the pubic hair."3 The psychiatric
consequences of an operation that interferes with a sense so
precious as sight can be understood on more prosaic
hypotheses.

Experienced surgeons are alive to the psychiatric aspects
of their work. The many-scarred abdomen is a danger signal:
so likewise is the scarred mind.

Some Complications of Portacaval
Shunt Operations

Ammonia has often been incriminated as the toxic substance
responsible for the neuropsychiatric changes seen in patients
with impending hepatic coma or after undergoing successful
portacaval anastomosis,l though blood levels are not closely
related to the neuropsychiatric state.' But the evidence on
which ammonia is supposed to be the main poison to the brain
is slender. This substance could equally well be regarded as
a non-specific indicator of disturbed cerebral and hepatic
metabolism, or even of diminished flow of blood through the
liver.' Clinical and electroencephalographic studies are
usually diagnostic in patients with known liver disease and
incipient liver failure, and hence there is little need for routine

estimations of levels of ammonia in the blood, for these are
difficult to carry out.' On the other hand, the laboratory can
help in the diagnosis and treatment of precipitating factors
such as infection, haemorrhage, hypotension, hypokalaemia,
and barbiturate overdosage.' Other measures designed
particularly to lower the level of ammonia in the blood have
been tried with varying success. They include drugs such as
glutamic acid and arginine,' 6 cation-exchange resins,' and
haemodialysis,8 but their diversity suggests that all are
ineffective in some way. In fact, these procedures may reduce
the level of ammonia without affecting the clinical state.
Constipation may precipitate hepatic coma while improve-
ment may follow purgation, enemas, and sterilization of the
gut by antibiotics. Perhaps inspired by similar success in the
same city half a century earlier,9 M. Atkinson and J. C.
Goligher'0 found that colectomy with ileo-rectal anastomosis
controlled the neuropsychiatric sequelae in a patient with
recurrent attacks of hepatic stupor and coma and permitted
a more liberal intake of protein. Similarly, W. V. McDermott,
M. Victor, and W. W. Point'" found that disabling and
apparently permanent neurological abnormalities receded or
were cured in three patients treated by isolation of the colon
by ileosigmoidostomy.

Apart from neuropsychiatric changes, there are other
obscure but well-recognized sequelae of portacaval anas-
tomosis-namely, jaundice, diabetes mellitus,II and
demyelination of the spinal cord. Jaundice Bmy result from
hepato-cellular failure after anaesthesia, from haemorrhage,
and from excessive haemolysis. Three findings indicate the
importance of the last in the pathogenesis of jaundice after
portacaval shunt'2: first, the reticulocytosis in the peripheral
blood; secondly, marked erythroblastic hyperplasia in bone-
marrow biopsy specimens; and thirdly, the diminished life
span of erythrocytes labelled with radioactive chromium.
Though the mechanism is unknown, the spleen also plays
a significant part, since haemolysis subsides after splenectomy.
Finally, permanent spastic paraplegia due to demyelination
of the spinal cord may follow portacaval anastomosis.
This may be caused by some product of protein
breakdown, which is normally metabolized by the liver
but which is able to reach the spinal cord after operation."
This complication is unusual and affects only the
pyramidal tracts, which undergo demyelination.15 It
tends to develop insidiously 9 months to 2 years after a
portacaval shunt in patients with cirrhosis who seem to be
highly sensitive to protein.
When the patient is well selected the benefit from success-

ful portacaval anastomosis far outstrips the risk of these
uncommon complications. None the less, the surgeon should
know that they occur, for early recognition may lead to their
successful control.
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