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CHILD CARE IN GENERAL PRACTICE

Elective Surgery in Infancy and Childhood-Part II

WALLACE M. DENNISON,* M.D., F.R.C.S.ED., F.R.C.S.GLAS.

This article continues the discussion printed in the B.M.7.
last week on the more common conditions in which the family
doctor has to help the parents decide about operation for their
child.

Extroversion of Bladder

Operation for this condition is performed at the age of 18
months or 2 years-when the period of physiological diuresis
is over. During the waiting period the raw bladder and
surrounding skin need constant attention. Napkins are

changed frequently, and the skin is protected by vaseline or

other emollient and exposed to the air whenever possible. In
patients with bowel incontinence (deficient perineal muscu-

lature, sacral agenesis, rectal prolapse, and meningocele
associated with ectopia vesicae) transplantation of the ureters
into the sigmoid colon should never be carried out. When
such patients have reached the age of 3 years the ureters can
be implanted into an ileal loop conduit which drains through
an ileostomy in the right anterior abdominal wall.
The exposed vesical mucosa is excised with diathermy

when the child is fully adapted to the transplant. In recent
years attempts have again been made to reconstruct the
extroverted bladder after performing bilateral iliac osteotomy.
The results have been disappointing.

Intersex

There is no satisfactory terminology for the many per-
mutations of discrepancies in sex, and space does not permit
a full discussion of the problems of pseudo-hermaphroditism
and sex reversal. Certain anomalies of the external genitalia
may occasion difficulty in the determination of sex, and a

brief review of the problem is given to assist the family
doctor in the decision as to the upbringing of the child. Once
a decision has been made it must not be altered, whatever
the views of the pseudo-scientists. The upbringing of the
child is more important than any other form of sex deter-
mination.

Normally developed gonads and genitalia are not always
accompanied by full masculinity or femininity of bodily form
or psychology. In intersex the external genitalia are not fully
characteristic of either male or female and this must be
regarded as an extreme example of a common tendency. The
" sex " of an individual may mean one of several things:
genetic sex, determined cytologically; gonadal sex, deter-
mined with certainty only histologically; hormonal sex,

determined biochemically; social sex, determined by upbring-
ing; psychological or pragmatic sex, determined by the
individual's behaviour, and denoting the sex which the person
feels himself or herself to be.

If the sex is doubtful at birth the parents should be advised
to have the child christened with some such name as Leslie,

Francis, or Evelyn, lest a change of sex should be necessary
at a later date. The genetic sex may be established by
examination of the nuclei of a skin biopsy, from smears of
oral mucosa, or from polymorph nuclei using a blood film.
(The nuclei of females contain a mass of sex chromatin which
is inconspicuous in the nuclei of males). Some problems of
pseudo-hermaphroditism do not present to the paediatric
surgeon, or do not present at all until puberty, adolescence,
or even later, and only a few conditions pose problems
relevant to this paper.

The normal number of chromosomes in man is now estab-
lished as 46-44 autosomes and two sex chromosomes, XX in
the female and XY in the male. Chromosome constitution
may be abnormal in various forms of human intersex.

Turner's Syndrome

This syndrome is characterized by infantilism, shortness of
stature, webbing of the neck, and cubitus valgus. Such
patients sometimes also have such anomalies as cleft palate,
scoliosis, and coarctation of the aorta. These children suffer
from gonadal dysgenesis and have 44 autosomes and one X
chromosome. They are brought up as girls though they are
genetic males.

Klinefelter's Syndrome

This disorder is rarely recognized in childhood and we

have seen it only in boys with hypospadias. There are 44
autosomes and XXY chromosomes. Though these patients
are genetic females (chromatin-positive buccal smear) they are
unquestionably pragmatic males and are commonly recog-
nized in adult life in sterility clinics.

Female Pseudo-hermaphroditism

The external genitalia of the female foetus may be dis-
torted by excess androgenic hormone from adrenal over-
activity. The virilizing adrenal cortex prevents the disappear-
ance of the urogenital sinus and stimulates the growth of the
phallus and labio-scrotal folds. Such patients have a single
external orifice and the genitalia closely resemble the con-
dition of perineal hypospadias in the male (see below). On
endoscopy the cervix can be seen and salpingograms confirm
the diagnosis. If adrenal hyperactivity continues after birth
there is evidence of continuing virilization. Growth is rapid
and ossification and epiphysial fusion are in advance of
normal. There is growth of pubic hair and enlargement of
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the phallus (Fig. 1). Despite their female genetic sex these
patients are often pragmatic males. Excessive amounts of
17-ketosteroids in the urine follow excretion of androgenic
hormone. In infancy there may be adrenal insufficiency with
signs of Addison's disease, presenting with anorexia, weak-
ness, and vomiting, and there may be an adrenal crisis.

FIG. 1.-Female pseudo-hermaphrodite.
Adrenal virilization in a girl aged 4 years,

The abnormal androgenic activity of the adrenal may be
suppressed with relatively small doses of steroids and pro-
gressive virilization can be prevented. The patient will
develop as a normal female, maturing at puberty into a normal
adult with ovulatory menstrual cycles. It may be necessary
to amputate the enlarged clitoris and perform plastic enlarge-
ment of the vagina. Before steroid therapy was available
some of these patients were cured by partial resection of
the hypertrophied adrenal. Others have been treated for their
" perineal hypospadias " and have grown up quite happily as
males. Occasionally we have had to remove well-developed
breasts and if the " boy " passes blood per urethram hyster-
ectomy is performed.

Male Pseudo-hermaphroditismn

Confusion of sex arises in children with perineal hypospadias
and a small penis and undescended testes. These patients are
usually happier as males. Chordee is corrected and meato-
tomy is performed between the ages of 18 months and 2
years. The urethra is advanced by the Denis Browne
or similar procedure so that the child goes to school at the age
of 5 on a basis of urinary equality with his fellows.

Testicular Feminization

There is a combination of male nuclear sex and testes with
female anatomy and endocrine status. These patients may
present in childhood with inguinal herniae and at operation
testes are discovered at or near the sac. Examination under
anaesthesia (or laparotomy) reveals a blind vagina and
absence of uterus. The testes must not be removed before
the age of 20 as they provide hormones essential for adoles-
cent development. Most patients undergo a normal puberty
apart from primary amenorrhoea and thereafter they appear
to be normal women in build, external genital anatomy, breast
development, and social attitude. I do not believe that
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hypothetical risk of malignant change justifies routine
castration.

Hermaphroditism

Individuals with both testicular and ovarian tissue are rare
and a diagnosis is made by histological examination of the
gonads. Such children usually have a hypospadiac type of
penis and a vagina opening externally or into the urethra.
There may be a testis on one side and an ovary on the other
or the gonad may contain the characteristics of both-ova-
testis.
Each case must be treated on its merits. Through the

media of many pseudo-scientific publications the lay public
are well aware of the existence of the problem of intersex,
and over-investigation of the patient (and siblings), particu-
larly colour-blindness tests, will arouse suspicion on the part
both of the patient and the parents. In my opinion an
individual's sexual role and erotic orientation are established
by the upbringing as a boy or as a girl. Irrespective of
chromosomes, gonads, or hormones, the child who has from
infancy been accepted as a boy or a girl-particularly if the
external genitalia have been altered to conform to this sex-
will not question his or her sex and will conform to the habits
and behaviour of the sex of rearing. Every effort must be
made to decide the sex of rearing as early as possible, and
no change from the original decision should be made in later
childhood.

In patients brought up as males, removal of enlarged
breasts may occasionally be necessary; hysterectomy is very
rarely required to prevent recurrent bleeding. The gonads
should be interfered with as little as possible, as removal or
damage to functional tissue may lead to eunuchoid change.

Hare Lip and Cleft Palate

Facial deformities cause much concern to parents and
relatives. The aim of treatment is restoration of anatomical
structures, correction of disfigurement, the provision of
normal speech, and improved function of deglutition and
respiration.
When the lip only is cleft, closure is carried out at the age

of 3 months. There is rarely functional disability, though
feeding may be difficult at first and may call for the use of a
large teat or spoon-feeding. Disfigurement requires early
treatment, as the parents are greatly distressed. Before
operation is carried out a satisfactory feeding routine should
have been established and the infant should be gaining weight
and not be anaemic. Malalignment of the dental arch (Fig.
2a) may be present at birth and closure of the lip cleft over
an arch thus deformed leads to a disappointing repair. Lip
closure may produce further deformity and collapse of the
dental arch. Early correction of the arch provides a sound
foundation on which to close the lip and an aesthetically
pleasing result follows the primary operation (Fig. 2b). Dental
supervision should begin when the baby is 2 weeks old.

In cleft palate regurgitation of feeds from the mouth into
the nose interferes with feeding and may lead to malnutrition
and naso-pharyngeal infection. Later the defect leads to

difficulty in phonation and is responsible for the characteristic
speech defect. Rhinitis is common, and infection may enter

the auditory tube and cause impairment of hearing. Operation
is essential to provide a soft palate sufficiently long and mobile
to permit closure of the sphincter between the nasopharynx
and oropharynx. A mobile soft palate of adequate length
must be provided before the child starts to talk, otherwise
faulty speech habits may be acquired and such habits cannot

always be corrected by subsequent speech therapy. Surgical

974 10 April 1965 Elective Surgery in Childhood-Dennison
 on 24 M

ay 2023 by guest. P
rotected by copyright.

http://w
w

w
.bm

j.com
/

B
r M

ed J: first published as 10.1136/bm
j.1.5440.973 on 10 A

pril 1965. D
ow

nloaded from
 

http://www.bmj.com/


10 April 1965 Elective Surgery in Childhood-Dennison BRITISHn
MEDICAL JOURNAL 975

closure of the cleft palate is therefore performed about the
age of 15 months. Early feeding difficulties are overcome by
spoon-feeding or by the use of a large teat, and care is taken
to avoid regurgitation. The post-operative diet consists of

FIG. 2a.-Complete cleft lip showing deviation of nasal septum, fla
post-operative result in patient shown in Fig. 2a. Furthex

glucose drinks and soft foods and a drink of water is given
after all food and drink to keep the suture line clean. Hard
sweets and hard foods are not allowed for two or three weeks
after operation. If after operation speech is not satisfactory
by the age of 3 years suitable training is given by a speech
therapist.

Tongue Tie

A congenitally short fraenum of the tongue is not un-

common but it rarely prevents the infant from fixing on the
breast or sucking. Even more rarely does it prevent the child
from learning to speak properly. If the infant has difficulty
in sucking or if there is difficulty with speech and the tongue
cannot be protruded beyond the lower gum, the fraenum must
be divided transversely under general anaesthesia. A snip
with scissors without anaesthesia is both dangerous and
ineffective.

Short Frenulum of Upper Lip

This deformity is invisible and rarely causes disability. In
later life it may lead to a wide gap between the central incisor

FIG. 3.-Frenulum of upper lip causing separation of central incisors.

teeth (Fig. 3). If the frenulum extends between the incisor
teeth it should be completely excised under local or general
anaesthesia when the permanent incisors have erupted. This
is usually done about the age of 9 or 10 years.

attening of nostril, and deformity of alveolus. FIG. 2b.-Immediate
r surgery will be required for alignment of left nostril.

Spina Bifida

Spina bifida occulta may be diagnosed at birth when there
is a local patch of hair or a naevus over the underlying bone
deficiency. This condition rarely gives rise to symptoms in
childhood.
There may be protrusion of cord or membranes through the

gap in the vertebral arches. In less than 6% of cases is this
a simple meningocele; in most patients the condition is a
meningo-myelocele or myelocele with paralysis of the limbs,
bowel, and bladder.
No treatment benefits function and any operative treatment is

carried out as a neonatal emergency procedure to prevent
deterioration in function. Hydrocephalus is a common com-
plication after early operation for spina bifida cystica and
should be treated early by ventriculo-atrial drainage (using
the Spitz-Holter valve) or by ventriculo-peritoneal drainage.
Paralytic club foot is common and the paediatric orthopaedic
surgeon is called into consultation as soon as the spinal defect
has been dosed. If paralysis of the thigh muscles is not
complete, paralytic dislocation of the hips is common. By the
use of callipers, and later by stabilizing operations, every effort
should be made to make the child ambulant as early as
possible.

It is important to find out early if the neurogenic bladder
is flaccid or spastic. This is done by performing a cystogram.
If the bladder does not empty spontaneously the mother is
instructed to empty it by suprapubic pressure. A careful
watch is kept for the presence of infection or deterioration
in urinary function.
A very guarded prognosis must be given in every case.

Despite early operation on the spinal defect and the success
of ventriculo-atrial drainage there is still a relatively high
mortality from meningitis and infection of the urinary tract.
All but about 6% of the children are paraplegic.
The male with urinary incontinence is fitted with a port-

able urinal after the age of 4 years. In the female it is our
present practice to construct an ileal loop conduit after the
age of 3 years.

Thyroglossal and Branchial Remnants

Thyroglossal cyst or acquired thyroglossal sinus may
present during infancy or childhood. If there is no infection,
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operation is delayed until the child has passed the first year of
life. The tract is excised along with the mid-portion of the
hyoid bone.
A branchial sinus may be unilateral or bilateral and is

always present at birth. The opening lies usually at the
anterior border of the lower part of the sterno-mastoid. The
tract is excised before the child goes to school. Branchial
cysts rarely present until the child is a few years old, and
excision is carried out before infection occurs.

Conclusion

Much of the surgery which is performed in a large
children's hospital is full of drama and the near-miracles

receive well-deserved publicity, not only in medical and
surgical journals but also in the lay press and on television.
In most large children's hospitals the paediatric surgeon
devotes much of his time to operations of choice. Such
"bread-and-butter" surgery receives little publicity in the
journals or the textbooks but it is, in my opinion, highly
rewarding. I have briefly reviewed the time and procedure
of choice for the relief of some of these anomalies.

I am glad to acknowledge my indebtedness to Dr. W. W. Fulton,
of Glasgow, for his constructive criticism of this and last week's
article on elective surgery. The problems discussed were chosen
by Dr. Fulton and other colleagues in general practice. The
illustrations were prepared by Mr. J. Devlin, of the Department of
Medical Illustration of the Royal Hospital for Sick Children,
Glasgow.

TO-DAY'S DRUGS

The Menopause and the Climacteric 2
Treatment of the Climacteric Syndrome

Successful treatment of the climacteric syndrome requires
common sense, sympathy, and patience. The nihilistic
approach which, taking its stand on the physiological nature of
the climacteric, refuses any form of treatment with hormones
is as much to be condemned as the indiscriminate administra-
tion of oestrogens in large doses and for long periods of time.
This latter treatment is usually responsible for the so-called
"difficult cases," the patients who seem to be unable to do
without oestrogens. While it is true that mild cases can be
treated effectively by reassurance and perhaps moderate seda-
tion, such as is provided by phenobarbitone 50 mg. b.d., the
more severe cases will certainly require oestrogens.

Oestrogen Therapy
The basic principles of oestrogen therapy for the climacteric

syndrome are as follows. First, it must be remembered that
oestrogen production under physiological conditions is always
cyclical, so oestrogen therapy should always be in interrupted
courses. Secondly, the object of treatment is to convert an
abrupt fall in oestrogen level into a more slowly declining one.
It follows, therefore, that if relatively large doses are given, so
that the level is restored to something like the previously normal
value, symptoms will be certain to reappear every time treat-
ment is stopped. The dose used should in fact be insufficient
to abolish all the symptoms; the lowest dose which produces
an effect regarded as acceptable by the patient is the maximum
one to use.

Generally speaking, a convenient dose with which to com-
mence treatment is stilboestrol 0.2 mg. daily-well below the
dose all too commonly used. Equivalents for some other
oestrogens are: ethinyloestradiol 0.01 mg., dienoestrol 1 mg.,
hexoestrol 4 mg., oestrone 5 mg., methallenoestril (Vallestril)
5 mg.
As the appropriate dosage is low, the toxicity of oral

oestrogens, experienced at higher dosage, is not encountered in
the treatment of the climacteric syndrome. The treatment may
be continued for 28 days and then stopped for 10 days or a
fortnight. It is probable that at this dosage an occasional hot
flush may still occur, but this is all to the good. If 0.2 mg. of
stilboestrol proves insufficient the dose may be increased up
to 0.5 mg. daily. However, it should not exceed this, since
higher dosage is very likely to produce withdrawal bleeding if
the patient is post-menopausal. There may be some return of
symptoms during the 10 to 14 days off treatment but they will

be controlled when the treatment is resumed. If symptoms
do not increase when the treatment is stopped, as may be
expected when a few monthly courses have been given, the
dose may be reduced, with progressive reduction in subsequent
courses as circumstances permit. The aim is to stop treatment
altogether as soon as possible, but one should not be unprepared
to continue treatment at low dosage for many months if
necessary.

Mixed Hormone Therapy
Some years ago a vogue developed for the use of mixed

hormone preparations, usually containing ethinyloestradiol and
methyltestosterone. The rationale was based on the somewhat
dubious grounds that the two hormones are synergistic in many
of their desirable characteristics (e.g. protein anabolism), while
being mutually antagonistic so far as some of the undesirable
potential side-effects are concerned. By the use of such a
mixture, it was supposed, the symptoms of the climacteric
syndrome could be controlled with lower doses of oestrogen
than would be possible without the admixture of androgen.
As a rule there is no need to use mixed preparations, though
an occasional patient appears to respond better to them than to
oestrogen alone. The general principles, enunciated above,
apply to their use. It is well to remember that some women
are sufficiently sensitive to androgens, and perhaps particularly
so at this stage of life, to develop hirsutism even with the
comparatively small doses of androgen supplied in this way.
The mixed hormone preparations on the market are shown in
the Table. The use of mixed hormone and sedative preparations,
of which a number are marketed, is not recommended.

Mixed Hormone Preparations for Use in the Climacteric

Trade Name Ethinyloestradiol, Methyltestosterone, Ethisterone,mg. mg. mg.

Climatone .. 0005 2-5 -

Femandren 0 005 2-5 -

Femipausin 0-01 5 -

Mepilin .. 001 3 -

Mixogen . 00044 3-6
Trimone .. 0005 2-5 5

Synthetic Oestrogens

One of the drawbacks of oestrogen treatment for the
climacteric is the production of irregular uterine bleeding, either
as an oestrogen withdrawal effect or during the course of the
oestrogen administration. Since such bleeding always raises
the question of genital cancer, its occurrence necessitates dilata-
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