8 OPERATIONS ON THE ABDOMEN

About two hours-after the operation the patient is usually placed in the
oblique position with his shoulders well raised by pillows or some
mechanical contrivance. In this position he is much more comfortable
and breathes more easily ; pulmonary complications are less likely, and
after gastro-enterostomy the contents of the stomach drain away more
freely into the intestine. - After operations for appendicitis with suppu-
ration the sitting-up or Fowler position tends to limit the infection to
the pelvis; it also facilitates drainage soon after operations for general
peritonitis. For some operations upon the biliary apparatus it is,
however, an advantage for the patient to keep nearly flat for about
twelve hours until limiting adhesions have formed to prevent leakage of
bile into the peritoneal cavity.

From the first the patient is encouraged to move his feet and legs in
order to prevent wasting. In some cases massage of the limbs is very
useful for the same reason. Free use of the limbs and a change of position
by the nurse at first and later by the patient also tend to prevent
thrombosis with pulmonary embolism. Change of position and active
movements are valuable also in preventing pulmonary complications.
For the same reason it is not good for the patient to be kept in bed too
long. In most cases the patient can be lifted on to a couch at the end of
four or five days and begin to walk at the end of a week or ten days. 1
believe that stagnation in bed is one common cause of thrombosis, pul-
monary embolism, and pulmonary complications generally. After many
operations the patient can safely leave the hospital or nursing home for
a convalescent home at the end of a fortnight, but it is rarely wise for him
to return to work under three or four weeks from the date of the operation.
A too early return leads to an incomplete recovery of general health.

(2) Shock. To lessen shock the head is depressed, the abdomen
is firmly supported by a many-tailed bandage. and sometimes by a large
towel in addition, and the patient-is
kept warm with blankets and hot-
water bottles. In many cases an in-
fusion of about one pint of warm
normal saline solution (temp. 105° F.)
or an isotonic solution of dextrose is
given into the middle of each axilla
immediately after the patient is re-
turned to bed: and an ampoule of
pituitary extract is injected either in-
tramuscularly or directly into a vein.
In a few cases of great urgency, when
the circulation is too poor to absorb the
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