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subxiphoid eventration by median
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maintenance
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disminuyen
significativamente la incidencia de eventos cardiovasculares, por lo que
es fundamental conocer el manejo perioperatorio de estos farmacos

para disminuir los riesgos y las complicaciones asociados a la

suspensién o al mantenimiento de estas drogas en el periodo

perioperatorio*”’.







Durante la formacion de estas hernias, el contenido herniario se abre
paso a través del espacio subxifoideo, que estd delimitado en la parte
superior por el esterndn y los cartilagos costales y en la anterior, por los
musculos rectos y la linea alba. Su limite posterior-inferior es el
diafragma’.

Se necesita conocer y comprender la anatomia abdominal para poder
reparar la pared de forma adecuada y, con ello, aumentar la calidad de
vida global del paciente, que se encuentra limitado al tener una hernia

en esa zona'l.










Los antiagregantes plaquetarios de mayor uso en Chile son la Aspirina

y las tienopiridinas; en este grupo, el clopidogrel es el farmaco mas

utilizado. El uso perioperatorio de estos farmacos esta supeditado al
riesgo trombético individual de cada paciente y al riesgo hemorragico de
cada cirugia. En cirugias no cardiacas, se sugiere mantener la Aspirina®,
excepto en pacientes con riesgo trombético bajo o moderado, que serdn
sometidos a cirugias con alto riesgo de sangrado, en los que se
recomienda suspenderla entre 5 y 7 dias antes de la intervencién

quirdargica*’.
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MEDIASTINAL SURGERY.

Br H. MILTON, M.R.C.5.ENG.,
PRINCIFAL MEDICAL DFFICER, KASR RL ATNI HOSPETAL, CAIRG.

Tap abdominal and cerebro-gpinal cavities and the organs
they contain have been freely explored by the surgeon since
he has adopted cleanliness with the most brilliant results.
The thoracic cavity and its contents, although frequently
the seat of surgical interference, have not received the same
attention, and no definite lines of technique have so far been
laid down. This is partly due to the fact that the thoracic
walls present more mechanical difficulties to the svrgeon
than the abdominal, and partly to the dread with whick
interference with most of the thoracic organs =till inspires
him, Having lately met with a series of cases of intra-
thoracic disease in which there arose an urgent demand for
surgical interference I determined to try to ascertain
whether the general cavity of the thorax must of necessity
remain & lerra incognile to the operating surgeon, Consider-
ing the subject in the post-mortem room, the advantages of
the median ineision—a prolongation, in fack, of the usnal
abdomival exploratory incision—could not but strike one. So
easy is this incision of execution and so considerable is the
power of exploration thereby obtained that one is almoss
induced to hope thab future experience may justify the
application to it of the term ** normal thoracic incision.” As
a commenpcement of my experiments I opened some ten
thoracic cavities of subjects de:d from various diseases,
employing, with slight variations, the following method :(—
1. A long skin incision from the thyroid carilage to the
ensiform cartilage. 2. Exposure by rapid dissection
of the ftrachea down to the notch of the sternum
and of the same bone in all its extent. 3. The
separation of the fascia from the notch of the sternum
as far outwards as the tendon of the sterno-mastoid on either
side, keeping the point of the knife abseolutely on the peri-
osteum of the sternum so as to avold injury to veins, &o.
4. The separation with the finger tip of the posterior surface
of the sternum, just below the notch, from 1he tissues lying
beneath it, these latter being displaced backwards, They
coneist principally of the innominate vein and artery, the
traches, and many nerve branches and plexuses. 5. An
incision with the saw along the middle line of the sternum
from notch to ensiform cartilage, nob implicating the latter
and not quite cutting through the whole thickness of the
bone. Ibis to be noted here that the fhickest and hardess
portion of the boue is at its upper end. This must be
thoroughly divided, the vein and other underlying structures
being protected by a finger inserted bebind the sternum. 6. The
comwplete separation of the two halves of the sternum I have
carred ont in two ways. In some cases I have commenced at
the sternal notch, in others just above the ensiform cartilage.
The second method has the advantage that the first part of
the separation, which bas to be done with but & very obscured
view of the deeper tissues, takes place at a sitoation where
the medinstinum iz wide. There is less danger consequently
of wounding the pleura, and by inclining the incision to the
left this danpger is still more averted, In the operation on




