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OPERATIVE TREATMENT OF INTESTINAL OBSTRUCTI ON. 3

least would be less likely to occur, and the tissues the seat of oper-
ation would be in a favorable condition for direct treatment and
rapﬂir.‘ An abdominal section in the treatment of intestinal obstrue-
tion is always necessarily attended by some shock, and it 1s therefore
of the utmost importance to perform the operation at a time when
the organs of circulation and the nervous system are still in a condi-
tion to successfully resist the immediate effects of the operation.
Death from septic causes ean only be avoided by operating at a time
when the intestinal canal at the seat of obstruetion and on its prox-
imal side is still in a condition capable of resisting infection and of
undergoing a satisfactory process of repair in case it becomes
necessary to incise, or resect during the operation. The statistics
of operations for intestinal obstruction will improve as soon as we
shall be able by improved methods of diagnosis to make an early
positive diagnosis and to adopt in the treatment positive surgical
measures before the prospects of a recovery have been rendered
improbable, if not impossible, by days and weeks of useless, and
worse than useless, internal medication. True intestinal obstruetion,
whatever its cause may be, is as strictly a surgical affection as
strangulated hernia and remediable only by the same kind of surgi-
cal treatment. Physicians should recognize this fact and should
call into counsel a surgeon as soon as a probable diagnosis of
intestinal obstruction can be made. To let a patient die of the
consequences of a removable cause of obstruetion without an opera-
tion is a reflection upon the advances of modern aggressive surgery.

The difficulties which surround the diagnosis and the present
imperfect technique of the operative procedures in cases of intes-
tinal obstruction are not only responsible for the heretofore late
operations, but also to a great extent for the many failures. Ways
and means for more accurate diagnosis will have to be devised by
more careful eclinical observations and by experimental research,
while new and improved methods of operation must be devised and
their meritg and safety tested by experiments on animals. T am con-
vinced that accurate experimental work of this kind will render
essential information in the diagnosis of the obscure causes of ob-
struction, and will point out more clearly the indications for opera-
tive treatment, while improved methods of operation will have to
be studied exclusively in this manner. The obstacles which the
surgeon encounters in the diagnosis and treatment of many cases of








































































































































































DIRECT TREATMENT IN STRANGULATION. a9

the gut withont running the risk of inflicting numberless and per-
haps irreparable injuries. In such instances excision of the mass,
followed by circular enterorrhaphy, or anastomosis between the
intestine above and below the obstruction, as previously described,
present themselves as the most appropriate methods of treatment.
Each of these operations is applicable to special cases and adapted
to meet particular indications. Thus if any of the embedded
coils should present indications of incipient gangrene resection
must be done. If no such textural changes are present intestinal
anastomosis should be preferred, as by it the obstruction is removed
and the portion temporarily execluded, after subsidence of the inflam-
mation, and absorption of the adhesions, may again become perme-
able and resume its physiological funection. Cirenmseribed parietal
adhesions, as a cause of intestinal obstruetion, are most frequently
met with in the pelvis, and on account of the greater frequency of
pelvie inflammation in the female ocenr more frequently in women
than men. Pelvie intestinal adhesions produce obstruction in two
distinetly different ways: 1. An adhereat intestine becomes flexed
or twisted by the peristaltic action of the free portions and obstrue-
tion results from sudden or gradual stenosis of the lumen of the
bowel. 2. A portion of intestine becomes fixed at either end by
adhesions and a loop is caught under it, when obstruction is
caused in the same manner as from ligamentous bands.

The only case of intestinal obsttuction after ovariotomy which
oceurred in my practice was produced in this manner. The pedicle
was tied and its surface cauterized. No untoward symptoms until
the end of the third week, when symptoms of intestinal obstruction
appeared suddenly and inereased in intensity in spite of irrigation of
the stomach and high rectal injections. She died two weeks later.
The post-mortem showed that a loop of the lower portion of the
ilenm had become adherent to the surface of the pedicle, and that
the mesentery constituted the second fixed point; under this loop
another loop four inches in length had slipped from above down-
wards and had become incarcerated in this position. The intestine
below the obstruction was perfectly empty, while abova it was enor-
mously dilated and exceedingly vaseular as far as the duodenum.

Quite a number of similar cases have been reported by different
operators. In old cases of pelvie peritonitis and salpingitis the
cause of a subsequent attack of intestinal obstruction is frequently
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168 INTESTINAL SURGERY.

only in four eases, and two of the patients are known to have recov-
ered. A number of years ago, I was forced to resort to resection of
a part of the small intesting in g very complicated case of ovariotomy
and resorted to this method, and although the patient died forty-eight
hours after the operation from causes outside of this complication,
the bowel was found permeable and quite firmly united, and had the
patient lived I have no doubt the result of the resection and sutur-
ing would have been satisfactory. In Jobert’s method the invagina-
tion sutures must be looked upon as a source of danger, as they
were made to traverse the entire thickness of the wall of the bowel,
and the material used was silk. It has been claimed that in this
method the invaginated portion of the bowel becomes gangrenous as
in cases of invagination from pathological causes. This elaim has
arisen from a theoretical, and not from an experimental standpoint.
In cases of invagination the intussusceptum ecarries with it the
mesenteric vessels intact in the form of.an arch, which by constriction
at the neck of the intussuscipiens is prone to become strangulated,
an event which is followed by cedema and inflammatory swelling of
the invaginated portion, which rapidly tends to complete venous
stasis and gangrene. In circular suturing by Jobert's method the
intussusceptum has no vaseular connection with the intussuscipiens.
The vascular arch is interrupted and consequently the danger arising
from venous obstruetion is almost completely obviated. My experi-
ments will show that gangrene of the invaginated portion as a rule
does not ocenr. My modification of Jobert’s method consists
essentially in the use of a thin elastic rubber ring for lining the
intussusceptum to prevent ectropium of the mucous membrane, to
protect the mucous membrane of the bowel against injurious pressure
from the suture, to keep the lumen of the bowel patent during the
inflammatory stage, and to assist in maintaining coaptation of the
serous surfaces, and finally the substitution of catgut for silk as
invagination sutures.

My method of proceeding is as follows: The upper end of
the bowel which is to become the intussusceptum is lined with a
soft pliable rubber ring made of a rubber band, transformed into
a ring by fastening the ends together with two catgut sutures.
This ring must be the length of the intussusceptum, from one-third
to half an inch; the lower margin is stitched by a continuous eatgut
suture to the lower end of the bowel which effectually prevents the







































































































































































































































































































































