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WILLIAM CARTER QUINBY, M.D.

BOSTON,

Though. comparatively speaking, embolism or throm-
bosis of the mesenteric vessels is rare, it is, nevertheless,
one of the most serious of abdominal diseases. This,
together with the faets that, until recently, the atten-
tion of the profession has not been called to the condi-
tion by any comprehensive article, and that those exist-
ing are not in the English language; that it forms a
disease picture of very difficult clinieal diagnosis, and
that in any case, operation offers practically the sole
chance of recovery, seems to us to justify this inves-
tigation.

In the list of cases, 214 in number, on which this
article is based, an attempt has been made to ecollect
those cases oceurring in our Boston hospitals, and fur-
ther to colleet all those which were accessible from
friends in the profession and from the literature. In
every case, where possible, the original report has been
consulted.

Pathologically, occlusion of mesenteric vessels was
described as early as 1847 by Virchow.! The clinical
picture received but little attention, however, till the
article by Litten® in 1875.

There followed experiments by several men, notably
('ohnheim, Litten, C'ohn and others. which showed con-

1. (3es. Abhandlungen, pp. 338, 420, 451,
2. YVirchow's Archiv, vol. lxiii, p. 289.
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clusively that the results of stoppage of blood supply
to the intestine are divided into four stages: First,
necrosis ; second, gangrene; third, hemorrhagic infare-
tion; and fourth. abscess formation.

The general results of stoppage of blood supply are
well given by Ribbert in his Allgemeinen Pathologie
(Leipzig, 1901). He says (p. 162) :

What happens to a vascular area in which the circulation is
incompetent? It must necessarily at last be destroyed, but
the conditions of this destruetion are not always the same.

In the cases in which an end artery is involved the area,
under certain conditions, receives so little blood from capil-
laries or veins, that it becomes essentially paler than the sur-
rounding areas; when beside this, the small amount of blood
which is present loses its color. the area becomes clear, yel-
low white.

More frequently, however, a marked filling of the area with
blood oceurs, which, by its presence, stops further accession
of blood to the part. Then in the first few hours the area is
a red color, but becomes rapidly pale by decolorization of the
contained blood, which oceurs by separation of the blood color-
ing matter, this leaving by diffusion or disintezration. Then
the area is pale and forms an anemic infarct,

In other cases, either of end artery or of insuflicient arterial
anastomosis, the afflux of small quantities of blood continues,
either from the narrow, arterial anastomoses or from the
capillaries or veins. The area then remains red. Microscopie-
ally the vessels are turgid, but with no motion of their contents
worth mentioning; or often complete stasis oceurs. But we soon
see something more. We see in the experiment that the blood
corpuscles leave the vessels by diapedesis, reaching the sur-
rounding tissues, the spaces of which they fill. Then the area
takes on a dark, black-red color, and a firm consistency. A
hemorrhagie infaret has oeccurred, which does not grow pale,
but preserves its red color.

He then (p. 166) contrasts intestine to kidney, brain,
spleen. ete., in which we usnally get an anemie infaret.
saying :

It is different in the case of the intestines. Occlusion of
the superior mesenteric artery always causes hemorrhagic
infaretion. To be sure, there are present anastomoses with
other vessels, but these do not suffice for nutrition. But they
carry so much blood to the part that the exeluded area is made
turgid and diapedesis takes place. Then the gut wall and
mesentery become black red, and thickened by the mass of
blood. Similar hemorrhagic infarction occurs also from
venous stasis,
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Experiments done by Welch and Mall* on this point
show, first, that the blood which produces the hem-
ﬂt’l‘]l“iglL infarction enters by the anastomosing arteries
and not by reflux from the veins: second, that the hem-
orrhage can not be explained by sm}r denmnst rable change
in the vasenlar wall, but is the result of retardation and
stasis of the circulation, and clumping of red corpusecles
in the veins and capillaries, attributable in large part in

ses of arterial obstruection to reduction or loss of lateral
pulsation of the blood current; third, that the ischemia
is increased by the tonic contraction of the intestinal
muscles which follows for two or three hours closure
of the superior mesenteric artery; and that, fourth, the
sudden and complete shutting off of the direet arterial
L;upph' to a innp of intestine 5 to 10 em. in length, is fol-
lowed by necrosis and hemorrhage of the loop, even when
the vessels at each end of the loop are oper.

From this it is evident that closure of mesenteric ves-
sels does not, as a rule, call forth the formation of a
competent collateral ﬂrﬂﬂ'ltmn in spite of their rch
anatomic anastomoses, such as is usually established in
other areas of the body. The reason for this condition
has been the object of much experimental research.
(For a eritical review of the various theories concerning
the absence of collateral cireulation, the reader is re-
ferred to the recent and very able articles on the sub-
ject by Deckart* and by Neutra,® only the more impor-
tant of which we abstract here.)

THEORIES CONCERNING ABSENCE OF COLLATERAL
CIRCULATION,

Cohnheim?® explains the intestinal infarction which oc-
curs, in spite of the manifold arcades anastomosing
with the vessels of the muscularis, submucosa, and even
mucous membrane, by saying that coincident with the
closure of a main trunk of an artery. the anastomoses
are plugged also, thus forming an artificial end-artery.
This, however, by no means explains the process in gen-
eral, and in cmh' one case (Ponfick™) is it Expre-wh
stated that a part of an embolus of the main trunk of

3. Ref. in Allbutt's Series, vol. vi, p. 228,

4. Mitt. a. d. Grenzgeb. d. Med u. Chir., vol. v, p. 511.

o. Centralblatt f. d. Grenzgeb. d. Med. n. Chir., vol. v. No. 185,
p. 705,

6. Vorlesungen u. allg. Path., vwol. i, p. 150, et seq.

7. Virchow's Archiv, vol. I, p. 623.



the superior mesenteric artery became loose and was
carried to smaller branches.

Litten’s experiments lead him to the conclusion that
the superior mesenteric artery is a “functional end-
artery.”® His experiments showed that the formation
of a mesenteric collateral circulation needed a higher
blood pressure than the blood of the body can reach.

Faber? says that the infarction is due to back pressure
of blood in the portal system, which overcomes and is
greater than the pressure in the anastomosing vessels.
The reason why the inferior mesenteric artery does not
take up the work of the closed superior artery, he ex-
plains by saying that it is a smaller vessel and can not
suddenly assume the functions of a larger one. Fur-
ther, after closure of the superior mesenteric artery, the
pressure in the superior mesenteric vein necessarily sinks
to nal immediately. The pressure in the portal system
1s thus lowered, making the flow from the inferior mes-
enteric vein easier. It is thus easier for blood in the in-
ferior mesenteric artery to flow by its natural channel.

Though this view does not cover all the points, it has
been accepted by most writers as the best one existing.
Rosenbach!'’ says:

An inecrease of the blood pressure is not necessary for the
establishment of a ecollateral ecirculation, for normal blood
pressure is suflicient, when the resistance in the capillaries
forming the collateral eireulation is lowered, that is, when
there is compensatory dilatation of them. But this can not
oceur in an intestine which is contracting violently, as 1s that
part which is infareted. The intestine is thus in the most un-
favorable condition. It is contracted ad maximum, thus nar-
rowing the wvessels which serve for the formation of anasto-
moses. It needs by its contractions more blood than usual
for its nourishment. Thus a vieious cirele is present, and in-
farct and stasis of marked degree with intestinal hemor-
rhages oceur.

As exceptions to the gemeral rule, a few cases are
found in which the postmortem examination showed that
a collateral eireulation had been formed.

A case of Karcher' showed a plugged superior mesen-
teric artery, but no dilated, collateral anastomoses. The
process was at least two months old. Karcher says that

8. Deutseh, med. Woch., 1880, No. 8.

9. Deutzch. Archiv £, klin. Med.. vol. xvi, p.
10. Berl. klin. Woch., 1889, p. 269,

11. Schweizer Correspondenzblt., 1507, No. 18

27,
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“the circulation must have been through the colica sinis-
tra. In the case of Chiene' we also have evidence of heal-
ing. Here both mesenteric arteries were occluded. The .
circulation was carried out by the superior hemorrhoidal
artery, and the colica dextra and sinistra. The retro-
ptntnneal plexus of arteries was much dilated, and
served as union between the internal iliac artery and
those of the mesentery. In one of Cohn’s cases,’ a pre-
vious infaret of a portion of the transverse colon was
found, which was healed by collateral circulation. An
embolus had lodged in the ramus colica. Collateral cir-
culation was established by the dilated branches of the
pancreatico duodenalis and inferior mesenterie arteries,
in a case reported by Virchow.! Again, the cases of
Kaufmann' show what is to be rwcu'de as partially
formed collateral circulation. In one case the ileocolic
artery was occluded, but that portion of the colon sup-
plied by it was unaffected. In the other case, with the
superior mesenteric artery closed, an anastomosis with
the pancreatico-duodenalis was found. On this point
Neutra® says:

That in just these eases (which out of all the cases are excep-
tions) collateral circulation could form is explained—besides
by the sufficient duration of the process—by an especial con-
dition of the involved wvessel system. One ecan assume that in
these individuals the anastomosis between the superior mes-
enteric artery and the neighboring streams was congenitally
richer than the normal. Besides this, one can also assume that
in the superior mesenteric artery, before the entrance of sud-
den occlusion, there was already an impediment of the circula-
tion by some cause (stasis by weak heart, atheroma, emphy-
sema) so that opportunity was offered for a collateral eircula-

tion to form, and that then the final embolus did not have
its usual severe results.

Of interest here is the case of Robson'® and that of
Roughton.’® In the first the abdomen was opened for
internal hemorrhage, following a wound by a file. The
superior mesenteric vein was found bleeding and was
tied. In the second, also from trauma, one of the vasa
intestini tenuis arteries was ruptured close to its origin
from the superior mesenteric artery. It was ligated.
In both cases complete recovery resulted.

12. Jour. Anat. and Physiol.,, London, 1869, vol. iii, p. 65.
13. Klinlk 4. Embol. Gefiisskrankheiten, p. 548,

14. Virchow's Archiv, vol. exvi, p. 353,

15. British Med. Jour., 1897,

16. Lancet, 1899,
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It is well known that ocelusion of mesenteric arteries
causes clinical pictures very nearly identical with those
following closure of veins, in spite of the differences
found from a point of view of pathologic anatomy. It
has, therefore, been deemed best by the writers to discuss
the cases as a whole, leaving attempts at clinical differ-
entiation for later consideration.

The following twenty-seven cases are new to the lit-
erature, and are therefore given in some detail :

Casg 1. (Dr. James Marsh Jackson.)—AMan, 65 years.
Was always very strong. Served in the Civil War on
the coast survey. For twenty years has been resident
engineer of a large mine. For several years has had a weak
heart, and has been unable to walk upstairs without great
discomfort. For a long time has taken laxatives (Carlsbad),
more often of late, and in increasing amounts. Now rarely
walks more than a block, and even then is obliged to stop for
breath. Some years ago had several attacks of angina pectoris.
In 1897 had “blood poisoning” of foot from a corn, and was
sick for a long time. This was followed by gangrene of the toe
and amputation. His family physician has known for several
yvears that patient had diabetes, and what he considered a
mitral regurgitation. In January, 1900, the urine contained
7 per cent. of sugar; later only smaller amounts. For past
three vears has had reuralgia of jaw, for which he has used
from 1/20 to 1/10 grain of nitrate of strychmia. Is now
taking 1/5 of a grain daily with relief.

Present [llness.—Jan. 4, 1901, patient ate hearty lunch of
corned beef, which caunsed some gastric distress. On the next
day the morning movement was constipated. Felt well, how-
ever, until January 6, when he ate a breakfast of fish balls
and coffee, and had a very small movement following Carls-
bad. He had considerable general pain in the abdomen, and
lay on the sofa most of the day. Towards night the pain be-
came quite severe, for which he took a large dose of castor oil.
The oil operated in about four hours; first movement consti-
pated, next two very loose. After this the pain was slightly
relieved, but soon began again and kept him awake most of
the night. January 7 the pain still bothered him a great deal,
and the abdomen became somewhat distended during the day.
January 8, at 1 a, m.,, the pain became so severe that he
could stand it no longer and sent for me.

Physical Examination.—Abdomen distended, especially over
the left side; everywhere tympanitic. Very slight general
tenderness, Pain constant. dull, with exacerbations all over
abdomen, but especially in region of umbilicus. Lungs neg-
ative. Systolic murmur at mitral area of heart; aortic sec-
ond sound not accentuated. Heart otherwise negative. No
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pyrexia; pulse slightly intermittent. A high enema repeated
in an hour had no result. Morphia was then given and he
slept through the rest of the night.

January 8, 8 a. m. The enema was repeated without any
result. Castor oil was then given, but did not operate. 1In the
evening Dr. F. C. Shattuek saw him in consultation and con-
curred in the diagnesis of intestinal obstruction of unknown
cause; operation not advised. Repeated doses of Seidlitz
powders were then given. No movement followed; no gas. At
night 14 gr. morphia was again given. At this time there was
moderate distension of the abdomen: general tympanites; no
tenderness on pressure. Pain was general over the abdomen.
especially marked at the umbilicus. Patient restless, pre-
ferring to sit up most of the time. Desires to pass gas but
can not.

January 9. TBowels have not moved during the past night.
The abdomen is more distended; the pulse is rather poor, and
the patient looks rather seedy. Showed considerable improve-
ment after 1/5 gr. of strychnia. In consultation with Dr.
J. Collins Warren the condition above deseribed was found.
Rectal examination showed a mass the zize of a small orange.
high up toward the middle line, which felt like an impacted
omega loop. No fecal matter in the rectum. A high enema of
oil was then given, followed by one of magnesium sulphate,
elyeerin and water. ‘Three hours later a movement took place,
consisting of about two quarts of fecal matter; no blood or
muecus. More comfortable after this. Pulse regular and of
good volume, but still intermits oceasionally. White count:
13,400. Temperature 100, pulse 108, respiration 25. Some
thirst.

January 10. Fairly good night. Abdomen still distended.
Some belching of gas, no vomiting. O0il and magnesium
enemata repeated with two good results. Has taken nourish-
ment every two hours in small amounts. Rather restlessz all
day, complaining of general discomfort in abdomen. At night
abdomen seemed harder in right iliaec region, and very tym-
panitie over left iline and epigastric regions. Color good;
respiration rather rapid, but not labored. Slight nausea, but
no vomiting. Very thirsty. Has passed no gas and has not
much pain. Bowels have moved four times during the day.

January 11. Slept only a short time last night, when he
became very restless and complained of consziderable pain in
epigastrium. Drank freely of water and liquid nourizshment.
At 3:30 a. m. had a severe pain in epigastrium. Morphia had
but little effect. Pulse fairly good. At 7:30 a. m. consider-
able pain, bad pulse, slightly cyanotie, respiration gasping.
He responded well to 1/5 gr. of nitroglyeerin, and at 9:30
a. m. was quite comfortable. Operation was considered, but
given up on account of condition of the patient. At noon he
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again collapsed and large doses of stimulants were necessary
to obtain any reaction. From this time on he gradually failed
and died at 3 p. m. Before death he had an involuntary move-
ment and passed gas. After death about two quarts of dark
hrown fluid, smelling of stomach contents, flowed from mouth
and nose. The stomach had evidently not passed anything
along for hours.

Analysis of Urine.—Dr. .J. Bergen Ogden, Harvard Medical
School. Jan. 11, 1901. Urine in 24 hours small, specifie
aravity 103314, color high, amount of sediment considerable,
reaction strongly acid, chlorids much diminished, urophswin
increased, E. phosphates much diminished. indoxyl much in-
creased, alk. phosphates diminished, urea 1.84 per cent., uric
acid inereased, albumin very slight trace. Sugar present,
2.57 per cent. No acetone or diacetic acid. Bile pigments
absent. Sediment, numerous granular and brown granular
casts, =ome with renal cells, abnormal blood and little fat ad-
herent. Numerous free renal cells, and a few blood globules.
A few small caudate cells as from renal pelvis. We find this
urine to contain sugar. The normal solids are all diminished
excepting the uric acid. The indoxyl is very high, which is
confirmatory of the diagnosis of intestinal obstruetion. The
chlorids, phosphates and urea are diminished, probably on ac-
count of a low diet. The very low chlorids might also be con-
sistent with a serous effusion. There is considerable disturb-
ance of the kidneys, apparently of the nature of an active
hyperemia, rather severe and probably due to a toxemia.
There is also evidence of an irritation of the pelvis of the
kidney, probably from the same cause. As to the meaning of
the suear, there may have been a diabetes mellitus antedating
the present trouble. On the other hand, the sugzar may be sec-
ondary to the marked abdominal trouble. In the absence of
previous history pointing te diabetes., the glycosuria should
be considered secondary.

AUTOP3Y. DR. W, F. WHITNEY, HARVARD MEDICAL SCHOOL.

Jan. 12, 1901, 18 hours postmortem. The body of a large
man with abundant fatty tissue. Rigor mortis present. The
body was slightly warm with marked lividity of the dependent
portions.

Head.—Not opened.

Pericardium.—Contained a normal amount of fluid.

Heart—Large. Weighed 400 grams. The wvalves were
normal in appearance. The mitral valve measured 11 em., and
the trieuspid 13 em. The aorta showed numerous opaque,
vellow and caleified patches on its inner surface. The open-
ings of the coronaries were slichtly obstructed, and there was
a similar eondition to that found in the aorta, but less ex-
tensive throughout these arteries. The heart substance was
pale.
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Microscopic Examination.—A slight increase of the fibrous
tissue was found between the bundles of musecular fibers,
which were somewhat atrophied, otherwise there was nothing
remarkable,

Lungs.—Somewhat adherent to the chest cavity and rather
engorged in blood in the dependent portions, but otherwise
not remarkable.

Abdominal Cavity.—Contained a moderate amount of bloody,
serous fluid. The coils of the intestines were very much dis-
tended with gas and of a dark, bluish-red color. The stomach
itself was normal. The ilecum, for the greater part of its
course, was discolored, bluish-red in color, the membrane in-
jected with a little bloody muens in the interior, and about
midway in this part the walls were thickened through infiltra-
tion of blood. On section the veins leading to this point were
found filled with a dark red, loosely adherent antemortem
thrombus. The lower two feet of the ilenm and the head of
the colon were normal. The greater part of the ascending and
transverse colon presented a similar aspect to that of the
ileum but less in extent. The veins leading to this were also
found to be thrombosed in a like manner,

Pancreas.—It was imbedded in fatty tissue, but appeared
normal to the eye,

Liver—Was of normal slze. On section it was rather
opaque and yellow with indistinct lobular markings. Micro-
scopie examination showed atrophy of the liver columns,
slicht increase of the fibrous tissue and fatty infiltration of
the cells.

Spleen.—Small and soft.

Kidneys.—One of them weighed 200 grams. On section the
surface was somewhat pale, slightly opaque with marked in-
jection at the base of the pyramids,

Microscopic FExamination.—The vessels of the malpighian
bodies were found to be dilated and the conmnective tissue be-
tween the tubules was inereased, with a marked atrophy and
eranular degeneration of the epithelium. The arteries of the
kidney were considerably thickened, but this was in general
diffuse. In the straight tubules were a few hyvaline casts. The
thrombosed vessels in the mesentery showed very little
change in the wall of the vein that would be regarded as a
canse for the thrombosizs. In one of the pieces examined, in
addition to the vein, a small artery was also found to be throm-
bosed, the wall of which showed a marked thickening and ir-
regularity of the intima, and to which a thrombosis was very
intimately adherent, and seemed as if it might have been the
starting point of the process.

Diagnosis-—Arterioselerosis with hypertrophy of the heart:
slight, chronic interstitial myocarditis; hepatitis and ne-
phritis; thrombosis of the mesenterie vein and artery; infare-
tion of the intestine: commencing gangrene,
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1t is to be regretted that the panereas was not examined mi-
eroscopically in this case, and that a thorough dissection of the
mesenterie vessels could not have been made. It is, however,
fair to assume that the thrombosis could not have extended
further than the secondary branches, otherwise the entire intes-
tinal tract would have been infareted, which is shown above
was not the case. It is probable that the thrombosis was due
to mechanical pressure of the overloaded colon on vessels in
which the circulation was deficient from conditions of the walls
of the vessels and the heart.

Case 2 (Dr. Gannett) —A. R., woman, 65 years, entered
Massachusetts General Hospital May 18, 1902,

Family History.—One sister has myxedema, one brother and
sister died of tubereulosis.

Past History.—Scarlet fever and measles as child. For eight
to ten years has been treated for heart trouble.

Present [llness.—Has been failing gradually for four to five
vears, and is troubled with dysprea and palpitation. Has had
several severe attacks of orthopnea in last few years. Her
present attack has lasted =ix to eight months, but she did
not stay in bed all the time. At times has attacks of severe
precordial pain, bearing no relation to exertion. For one or
two months legs have been swollen, the swelling gradually in-
creasing and extending upward. No swelling of face and
hands. Appetite fair. Vomits occasionally, but only after
coughing. Bowels regular. Temperature 98.6, pulse 80, res-
piration 40.

Physical Excamination.—Well developed and nourished.
Complains of precordial distress. Cheyne-Stokes respiration.
Lungs, rilles at both bases, otherwise negative. Heart, apex,
fifth space =ix and one-half inches from middle line. En-
larged, sounds distant and feeble. Systolic murmur at apex.
At third left interspace a long. loud diasteliec murmur. Pul-
monary second sound increased. Pulse regular, small volume,
rather hizh tension, arterial walls thickened. Abdomen large,
lax. mueh subecutaneous fat, with marked dullness on per-
cussion, extending well up into fank. dullness shifting with
change of position. No tenderness, nothing abnormal felt.
Very marked edema of thighs, legs and feet. Reflexes normal
Blood, hemoglobin 90 per cent.. whites 13,000. Urine, high
color, acid 1.023. Albumin, slightest possible trace: sugar al-
sent, chlorids diminished, urea 2.77 per cent.: sediment shows
very rare hyaline cast and abnormal blood globule; considerable
blood, and some squamous cells; many bacteria.

Clinical Diagnosis.—Hypertrophy and dilatation of heart.
arteriosclerosis, failure of compensation.

May 21. Considerable improvement in pulse since entrance,
but has much distress at times with breathine. Is very noisy.

May 23. Pulse and general condition remain about the
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same. Still considerable dyspnea, but not so marked as at
entrance. Incontinence of urine and feces. Edema of legs
and abdomen is increasing.

May 25. Considerable hematemesis is present.

May 26. General condition not so good. Rilles more nu-
meroils, During afternoon became unconscious, and failed
rapidly. Died 6:15 p. m., Temperature never went abhove
normal. pulse gradually increased to 110.

AUTOPSY. DR. J. H. WRIGHT.

Arteriosclerosis with slight dilatation i aorta. Hyper-
trophy and dilatation of heart. Thrombus in right auricular
appendix of heart. IEmbolic thrombus of branenes of pulmon-
ary artery in each lung, with hemorrhagic infarcis of lungs.
Stenosis of celiae axis, and superior mesenteric artery at their
oriein. Obturating thrombus of the superior mesenteric ar-
tery. Chronie, passive congestion of lungs, spleen, liver and
intestines. Double hydrothorax. Anasarca. Senile degenera-
tion of kidneys and uterus. Chronic perizalpingitis and peri-
oiphoritis. Adenoma of left adrenal. Chronic perisplenitis.
Obsolete tubereulosis of pleura. Right otitis media, umbilical
hernia. Cholelithiasis. A very few ec. of fluid in pelvie cav-
ity. A small piece of omentum adherent to the abdominal wall,
in the region of the umbilicus. Anterior margin of right lobe
of liver, two fingers’ breadth below costal margin in mammillary
line. The mucosa of small intestine shows injection of small
vessels, and in places the valvule conniventes are of a dark
red, hemorrhagic appearance. No ulcers. Abdominal cavity
and intestines otherwise negative,

Case 3 (Dr, J. J. Minot).—E. H., widow, 68 years, entered
Long Island Hospital, Nov. 10, 1903.

Previous History—General weakness, with nausea and vom-
iting.

Physical Examination.—Well developed, slightly emaciated.
Somewhat weak, answers slowly but rationally. Anemie. Left
pupil slightly larger than right, reaction normal. Tongue is
protruded, straight, somewhat dry and coated. Pulse irregular,
slightly rapid, of fair volume and tension. Arteries excessively
caleified. Chest expansion fair. Heart sounds weak, no
murmurs heard. Lungs, good resonance throughout, moist
riles in both lower backs. Abdomen, lax and tympanitic, no
tenderness or tumors. Liver and spleen normal, not palpated.
ixtremities, knee-jerks and plantars present. Patient is able
to move left leg and arm but slightly, and with less strength
than on right.

Clinical  Diagnosis,—Myocarditis, arterioselerosis, inter-
stifial mephritis. rhenmatoid arthritis.

Nov. 11, 1903. Patient slept well during the night, and this
mornine was comfortable. About five minutes after she had
been talking with the nurse in her usual manner, she sud-




14

denly became pulseless and white, and vomited a large amount
of thin, dark fluid, filled with dark, membranous material,
varying from small fragments to 2 em. in diameter. Artificial
respiration was of no avail, and patient died.

Examination of wurine, specifie gravity, 1,023 acid, wvery
slight trace of albumin, sugar absent, bile absent. Several
squamous cells, oceasional hyaline and granular casts.

Examination of vomitus. Dark brown liquid. Lactie acid
and blood present.

AUTOPSY. DR, G. B. MAGRATH.

Anatomiec Diagnosis.—Chronie adhesive pleuritis, chronic
adhesive pericarditis, hypertrophy and dilatation of heart, em-
physema of lungs, fatty metamorphosis of liver, chronic
nephritis, multiple infarets of ilenm, senile endometritis, mural
thrombus of aorta, general arteriosclerosis, edema of brain,
acute fibrinous pericarditis, double hallux wvalgus. Several
coils of the lower part of the ileum are united to one another
by fresh, fibrinous adhesions. The eoils at the site of the adhe-
sions injected, dark red, and marked by opaque, white patches.
The mesentery at the site of these areas is thickened, on sec-
tion, edematous, the cut surface yielding on pressure, in addi-
tion, puriform fluid. These coils lie in the pelvis. Vermiform
appendix, and mesenteric lymph nodes normal. On section, the
above coils show considerable loss of substance, involving the
mucous membrane, the area extending completely around the
intestine. Color, opaque, yellowish brown. In places, partly
detached sloughs are present, about 2 em. in width: 30 em. of
out are involved in lower one-third of ileum.

Aorta on section shows some general dilatation: cireumfer-
ence at the left subelavian, 7.5 em.; the inner surface is
marked by numerous indentations, alternating with elevations,
the former caleareous and shell-like, the latter white, or yel-
lowish white: 7 em. above the celiac axis the front wall shows
two regions, approximately 1 em. in diameter, overlaid with
adherent, gray-red clots. One of these clots is somewhat
sessile; the lower part of the abdominal aorta and the com-
mon iliac are almost wholly ealcified.

Microscopic examination shows arteries of involved gut
oceluded by arteriosclerotic thickening, with few thrombi in
finest branches.

Caseg 4 (Dr. R. H. Fitz).—B. J., 54 years, widow, cigar
maker. Entered Massachusetts General Hospital, Jan. 24,
1903.

Previous History.—Pleurisy three vears ago, no other illness.
Has had 11 children, youngest 15 years ago:; one miscarriage
before last child was born. Menopause 4 years ago. Tea, two
cups per day. Seldom takes aleoholie liquor.

Present Illness.—Two weeks ago, while in bed in the morn-
ing, patient was awakened by pain in the right hypochondrium,
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of considerable severity, dull and heavy in character, not ra-
diating. A few minutes later she vomited, and continued to
vomit all the forenoon, with gradually diminishing frequency.
Vomitus was slight in amount, green and bitter. There was
no chill or feverishness. Pain could not be traced to anything
unusual in diet. Bowels had been regular. After this attack,
patient felt well until six days later, when a second attack of
pain and vomiting oceurred. This time the pain did not disap-
pear, but has continued with greater or less severity up to the
present time (kept her awake all last night, but is better
to-day.) Has vomited almost every day this week (to-day at
least 10 times). Has been able to retain but very little nour-
ishment. She has felt cold most of the time, but has noticed
no feverishness. Has noticed no jaundice. Bowels have only
moved twice in last week, nothing abnormal noticed in char-
acter of stools. Urine is red and “thick” and burns as she
passes it. Sleep has been poor on account of pain. No appetite.

Physical Ezamination.—Well developed, somewhat obese.
Skin and mucous membrane of good color. Pupils equal and
react. Teeth, upper false, many lower ones wanting. Tongue
moist, with slight white coat. Throat negative, lungs nega-
tive. Heart, apex palpable, fifth space, 414 inches from median
line. Right border dullness 12/ inches to right of median line.
Sounds very irregular in foree and rhythm. Pulmonie second
sound slightly inereased. No murmurs. Pulse very irregular,
rather small volume, and low tension. Abdomen, large, flabbyv.
tympanitic. In the right lower quadrant there is marked ten-
derness and resistance to palpation, most marked midway be-
tween umbilicus and anterior superior spine of right ilium.
In the lower abdomen is felt a mass, tender on palpation,
and elongated in transverse diameter. No tenderness or spasm
imm region of gall bladder. Liver dullness from sixth rib to one
inch above costal margin, edge not felt. Spleen negative. Re-
flexes normal. Slight edema of ankles. Temperature 102,
pulse 90, respiration 25.

Diagnosis-—Acute endocarditis,

January 24. Blood, hemoglobin 20 per cent., whites 20,200.

January 25. Urine high color, acid 1,030; albumin, large
trace; mo sugar, no bile, no diazo. Chlorids diminished.
urea 3.03 per cent. Sediment, few hyaline easts, with renal
cells, and oil globules adherent, many fine and coarse granular
casts, some with renal cells adherent. Rare compound granule
cell. Numerous squamous epithelial cells. Few leucocytes and
small round eells. No blood seen.

January 26. Whites 28,400. Marked iodophilia.

January 27. Patient has grown steadily worse since en-
trance. lmnpemtme inereased and rising, and pulse steadily
rising. Complained of abdominal pain, but for the last twentv-

four hours has been semi-conscious. Abdomen, though soft,
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is generally tender. Cheyne-Stokes respiration. Heart action
very irregular in force and rhythm. Died, 6:35 on January 27.

AUTOPSY. DR. J. H. WEIGHT.

Anatomic hagnosis.—Fibrous endoecarditis of mitral valve
(mitral stenosis). Fibrous endocarditis of aortie and trieuspid
valves. Hypertrophy and dilatation of the heart. Thrombi in
the left aurieular appendix. Embolism and thrombosis of
branches of the superior mesenteric artery, with hemorrhagic
infarction of the cecum and portions of the ileum and ascending
colon. Infarcts in the spleen and kidneys. Thrombosis of a
large branch of the superior mesenteric vein. Meckel's diverti-
culum. Cholelithiasis. General peritonitis.

Icterus, especially of anterior portions of trunk. Head not
examined. Small amount of opaque fluid in peritoneal eavity,
with gravish yvellow fioceuli. The coils of the intestine generally
show marked injection of the serosa, and at their margins of
contact present grayish wvellow streaks of fibrinous exudate.
Cover-glass specimen from this exudate shows many lencocytes,
and innumerable bacteria, among which are bacilli and miero-
cocei. The walls of the cecum and one-half the adjoining
ascending colon, and over a distance of 100 em. of ileum, show
marked changes in color. In the situation of the portion of the
ascending colon mentioned, the cecum and lower part of the
ileum are black to black-red in eolor and gangrenous in appear-
ance. Higher up the color fades out gradually from the
blacker, gangrenous appearing condition of the lower portion,
to the normal appearing intestine, about 100 em. from the
ileocecal valve. The change in color varies from the black-
red of the lower portion to gray-red, and beyond the distance
mentioned to the normal eolor. The parietal and visceral peri-
toneum present more or less of a grayish fibrinous exudate in
places. Lungs, no adhesions, negative. Pericardinum negative.
Heart, old endocarditis of mitral aortic and tricuspid valves.
Aorta, negative.

Superior mesenteric artery: At point where ileocolic branch
i= riven off, is an occluding, gray-red, fleshy mass, which is
slightly adherent at one point to the intima. This mass is
continued into the ileocolic branch, and its branches as gray-
red to blackish-red masses, and on following ont two or three
of the larger branches of the ileocolic it is seen to be continuous
in them, till they disappear in the gangrenous portions of the
ileum and cecum. In a large radicle of the superior mesenterie
vein of the portal system, which arises from the region of the
cecum and the ilenm, there is, in its lumen, over a distance of
=everal centimeters, a gray-red thrombus-like mass occluding it.
This material is invested by a grayish-red, membranous-like
covering, and on section shows rather blackish-red, slightly
soft central portions, with somewhat denser, oray-red periph-
eral portion. Liver, megative. Gall bladder, spleen, kidney,



13

ete., as ahove. No ulcerations in intestines on section, and
except for gangrenous portions already deseribed, they are not
remarkable. Appendlx negative.

There iz given off in the ilenm, at a point about 90 em. from
the ileocecal valve, a diverticulum 5 em. long by 2 to 3 em. wide,
the lumen and mueosa of which are continuous with those of
the intestines.

Case 5 (Dr, Fitz , man, 25 years, entered the Massa-
chusetts General Hospital Deec. 16, 1898,

Clinical Diagnosis.—Gastrie uleer. Secondary anemia.
Hematemesis and melena. Picture that of cirrhosis with
aseites. Gradual loss of stremgth, and death with subnormal
temperature.

AUTODSY.

Thromhbosis of portal, superior mesenteric, and splenic veins,
and of some of the radicles. General anemia. Superficial ul-
ceration in muecosa of stomach. Perisplenitis. Hyperplasia of
spleen. (ld pleural adhesions. Fatty degeneration of heart.
Edema pie., Peritoneal cavity, slicht amount clear fluid. In-
testines smooth, shiny and pale. Heart not remarkalie.
Liver small. 1In portal vein, pink, firm, fleshy mass, adherent
to wall, which extends up to where the vein breaks into liver
branches. The thrombus divides and extends slightly into the
liver. At origin of portal vein the thrombus divides and ex-
tends along the splenie and superior mesenteric vein. In this
latter the thrombus can be easily traced down into some of
the finer radieles in the mesenterie insertion of the intestine.
The character of the thrombi change in the smaller vessels to
a gray-red, firm, fibrinous material, adherent to the wall, with
intervals of a darker red, soft blood clot material. The splenic
vein presents a similar eondition to the superior mesenteric,
near the end of the superior mesenteric vein, a caleareous plate,
size of finger nail. Intestines show some reddening of mucosa.
Stomach on section, horse-shoe shaped, superficial loss of sub-
stance near pylorus,

The following four cases are from the Johns Hopkins
Hmp:m] EﬂItunm'e, and are published by the courtesy
of Dr..J. C. Bloodgood :

Case 6 (reported by Dr. Bloodgood). C. C., male, age 52,
engineer.

Past History—Had been a soldier,

Present [iness.—Three weeks ago sudden abdominal pain,
not very severe in character, associated with vomiting. Since
then intervals of moderately severe pain, chiefly in umbilical
region, and vomiting. A few days before admission, acute ab-
dominal pain in region of umbilicus, with vomiting. This at-
tack was agoravated by the administration of cathartics on the
next day. No passage of fecal matter, blood or flatus, from
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this time, three days before admission. Nothing retained by
stomach. Abdomen slightly tender above and to right of um-
bilicus and moderately distended. On admission to the surgi-
cal wards at Johns Hopkins Hospital, Sept. 15, 1896, examina-
tion showed patient to be excessively fat. Temperature 100
degrees, pulse 72, respiration 24. Facies typical of a severe,
intraperitoneal lesion. Abdomen moderately distended, slight
musecle spasm, but no tenderness. Palpation diffieult, on aceount
of thick abdominal walls. No mass detected on palpation. Rec-
tal examination negative, no fecal matter in rectum. Prepared
for operation at once.
OPERATION.

Laparotomy September 15, by Dr. Bloodgood. Under ether
anesthesia, a large moveable mass was felt slightly to right and
above umbilicus. Bloody fiuid in peritoneal eavity, no fecal
odor. The moveable mass proved to be omentum adherent to
coils of small intestine beneath it. The mass was exeised.
About 8 cm. of a loop of ileum was gangrenous; the neighbor-
ing intestine was congested and covered with fibrin. No per-
foration. No fecal extravasation. The mesentery seemed
norimal. The omentum and mesentery very large from fatty
deposit; intestine not greatly distended. The gangrenous loop
of intestine was drawn out of the wound, and the intestine
grained by tubes, inserted above and below. The operation
lasted one hour, transfusion of salt solution (1 liter) at end.

After operation patient vomited a great deal of bile-stained
fluid. This vomiting continued intermittently during the next
three days.

September 17. Gangrenous intestinal loop came away from
wound, without bleeding. Temperature 100.5. Pulse, 120.
Pulse became very weak during night and rose to 160.

September 18. Temperature 103. Death 10:30 a. m.

AUTOPSY SEPTEMEBER 158. DR. FLEXNER.

Anatomic Diagnosis.—Thrombosis of mesenteric veins,
necrosis and gangrene of small intestine, general fibrino-pmru-
lent peritonitis. Abscess in omentum. Operation wound. Ex-
tension of venous thrombosis in portal vein. Congestion of
liver and spleen. Chronie, diffuse peritonitis. Chronie inter-
stitial orchitis. Hydrocele. The jejunal loops within the ab-
dominal eavity were much dilated, dark in color, and contained
much fluid. The ileal loops were much less distended, the
large intestine moderately distended. The gangrenous loops
involve the lower end of the jejunum, and the beginning of
the ilemm. The jejunum adjoining the gangrenous portion
very dark in color. The superior mesenterie artery was free.
The superior mesenterie vein and its branches to the gangren-
ous loop and to the intestine on either side were occluded by
firm, partially adherent thrombi. The main trunk of the por-
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tal vein was also filled by firm thrombi extending from that
in the mesenteric vein,

CAsSE 7 (reported by Dr. Mitchell) —G. W., male, age 41,
saloonkeeper. Patient was admitted to the Johns Hopkins
Hospital as an emergency caze July 185, 1900. Had been suf-
fering severely for four days with agonizing pain just to the
left of the wmbilicus. Considerable nausea and vomiting for
lagt 36 hours. No movement of bowels for two days before
admission.

On admiszion, condition very alarming. Temperature 102
degrees, pulse 140, fair volume. Respiration 31 to minute,
thoracic. Skin bathed in perspiration. Lips and mucous mem-
branes pale. Abdomen uniformly distended, tender on pres-
sure, especially on right side. Liver dullness obliterated in
upper line. Left side of abdomen tympanitic on percussion,
duliness over right lower alidomen, extending nearly to median
line. Palpation not possible bLecause of tenderness. Below
umbilicus there was a prominence visible in the median line.
No visible peristalsis. The general aspect of the man strongly
sugeested a severe internal hemoirhage. Dr. Mitchell made
the diagnosiz of mesenteric thrombosis and immediate opera-
tion was advised.

OPERATION,

Laparotomy 12:40 p. m., July 18, by Dr. Mitchell, under
cocain and chloroform anesthesia. The peritoneal cavity was
found to contain a larece quantity of thin, dark brown, bloody
fluid. A large distended blue-black coil of small intestine
was found, running transversely above the umbilicus, down
right side of abdomen and across below umbilicus. Above this
ras distended, and below it, collapsed intestine. The loop
was brought out of the incision, and on incising the mesen-
tery the veins bled very dark, black blood; the arteries did
not bleed. The exact location of loop was not made out. The
meszenteric glands were much enlarged. The adjacent meszen-
tery very black in color and much thickened. The mesentery
was tied off with heavy silk and divided. The abdomen was
partly closed with silver sutures. The intestine was then di-
vided well back of gangrenous portion and the distal and
proximal ends brought through wound and packed off with
iodoform gauze. No attempt was made to wash out the gen-
eral peritoneal ecavity.

Cultures from the peritoneal eavity were sterile: Buaeillus
coli communis was obtained from resected intestine. Patient
did not stand operation well and did not rally from it. Con-
dition gradually grew worse and death oceurred at 9 p. m.,
seven hours after operation. Two large involuntary stools
were passed before death.

No autopsy was permitted.

In looking throuch the Autopsy Reports of the Johns Hop-



20

kins Hospital, in all our 1,600 cases we have found 4 cases
in which hemorrhagic infarction of the intestine have oe-
curred without being suspected in life. One of these cases has
already been reported by Dr. Welch and Dr. Flexner. A second
was in a case of splenomegaly, with a gas-bacillus infeetion.
This was an outside autopsy, and as there was no elinical his-
tory it was not reported in detail. There was thrombosis of
the portal, splenic and mesenteric veins. Through the cour-
tesy of Dr. Osler, in whose service the remaining two cases
were while in the hospital, we are able to give the details of
their clinical histories, which, with the pathologie findings, are
of interest in the study of mesenteric thrombosis as a ter-
minal process.

Case 8.—K. M., widow, age 60, admitted to the medical
wards of the Johns Hopkins Hospital Jan. 14, 1898. Com-
plained of pain in the stomach.

Family History.—Unreported.

Past History—Had malaria many years ago. Rheumatism
in right leg and arm two years ago. General health fair.
Has done very hard work. Habits excellent. Bowels regular.
Subject to slizht dvspeptic attacks, with vomiting, off and
on for seven years. Frequency of miecturition.

Present Iliness.—THas not felt well for some months. About
four weeks ago shortness of breath, from which she has suf-
fered for years, grew worse, being very extreme on least exer-
tion. Palpitation of heart, with dyspnea. Some swelling of
feet. Pain and soreness in upper abdomen. Vomiting imme-
diately after eating. On admission patient seemed in great
distress. Slightly eyanotic. TLungs clear. Heart dullness not
increased. Systolic murmur at apex. Pulse 82 to the minute,
regular; vessel sclerotic. Abdomen full. Liver large and ten-
der.

January 22. Temperature rose during the night from 28.2
to 103.7 degrees and patient became comatose. Pulse 148.
Heart’s action wviolent, pulsation over whole precordia. Res-
piration not increased, but deep and full. Face covered with
sweat, Pupils eontracted.

January 23. Temperature rose to 108 degrees, pulse 120,
otherwise condition remained the same. There were a few
riiles heard at the base of the lungs. Leucocytosis 12,000.
Death at 11:15 p. m.

AUTOPSY. DR. LIVINGOOD, JANUARY 24.

Anatomic  Diagnosis.—Arteriosclerosis, small kidneys;
chronie diffuse nephritis. Hypertrophy of left wventricle.
Thrombosis of coronary arteries of stomach, Hemorrhage into
serosa of stomach. Thrombosis (firm, white thrombi) of sev-
eral branches of superior mesenteric vein. Hemorrhagic in-
farct in lune. Portal vein normal. No note on condition of
mesenterie arteries.
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Case 9.—D. B., male, age 52, admitted to the medical wards,
gervice of Dr. Osler, Oct. 13, 1898. Complaint, shortness of
breath and swelling of abdomen.

Family History.—Unimportant.

Personal History.—Always healthy. Indefinite history of
inflammatory rheumatism ten years ago. Gonorrhea twice,
Syphilis. Heavy drinker. Had been to Johns Hopkins Hos-
pital four times since 1896 with roughening of aorta, mitral
insufliciency and stenosis, and arteriosclerosis.

Present Illness—Two weeks before admission return of
cardiac weakness. Bowels very constipated. On admission,
marked dyspnea and cough. Abdomen very much swollen;
small properitoneal hernia; azcites. Marked tenderness in
right hypochondrium. Temperature 946.5, pulse 68 to the min-
ute, collapsing. For three or four days previous to October
28 patient complained of pain, usually in right hypochondrium,
at times more general. October 28 at 3 a. m., sudden, severe,
sharp pain in abdomen. The pain persisted almost continu-
ously from this time on.

October 29. Abdomen somewhat distended and exquisitely
tender, Great nervousness and exeitability. Temperature 98
degrees, pulse 88, small and weak.

Ocitober 30. General condition same. Temperature 100,
pulse 112 in morning. Death at 6 p. m.

On October 28 patient had five stools; on Oectober 29, two
stools. No bloed passed. No mention made of vomiting.

AUTOPSY, OCTOBER 30, 1898, DR. FLEXNER.

Anatomie Diagnosis—Arteriosclerosis; hypertrophy of the
heart. Sclerosis of the aortic valves. Free globular thrombus
in the left ventricle. Marantic thrombosis in right auricle.
Thrombesis in superior mesenteric artery (or embolus). Hem-
orrhagic infarction of intestine. Acute peritonitis. Chronic
passive congestion. Stomach polyp. Peritoneal cavity con-
tained much bloody fluid.

The infarcted intestine ccnsisted of all the jejunum, ileum,
cecum, ascending colon and part of the transverse colon. The
intestine was much distended, deep red in color, and covered
with fibrinous deposits.

CAsE 10 (Dr. C. A. Porter).—Miss C. D., 76 years, April 21,
1902. About a week ago she was suddenly seized with severe
pain in the epigastrium and back. On April 20 she was again
taken with sharp pain, running transversely across the epi-
gastrium. This came on after going upstairs after tea. She
vomited at once, and several times later, without much pain.
The pain continued for some hours, but she had a normal
movement that evening. Dr. Cushman of Dudley Street, Bos-
ton, was called and gave morphia gr. 1}, with strychnia. The
pain and nausea continued, despite treatment, until norning,
though she slept seme hours. In the morning she was distinetly
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worse. The patient was seen by Dr. C. A, Porter at 11 that
morning.

Physical Examination,—Face drawn, pulse 105 and weak.
Heart was somewhat enlarged. The belly was moderately dis-
tended, but not tender. The pain was referreu to just above
the navel, crosswise over this area of the abdomen. XNo urine
had been passed since the night before. The rectum was col-
lapsed and some dullness was made out in the left flank. Ten
ounces of urine was drawn by catheter. This showed albumin
and casts (fatty, ete.). She grew worse in general condition
and vomited dark material. Laparotomy was done at 5:30 p.
m. of the same day by Dr. C. A. Porter. A foul odor was emit-
ted by the intestines. The cecum was dark green in color and
surrounded by adherent omentum. Al the small intestines
were contracted and dusky in color. The veins of the intes-
tines were full but not distended. The arteries did not pulsate.
She died on the table.

AUTOPSY. DRE. WEIGHT.

Autopsy showed the heart to be normal. The mitral valve
was thickened and caleareous. A thrombus 1 em. long was at-
tached weakly to this curtain. The aortic valves were normal.
The superior mesenteric artery for 6 inches below its origin
was occluded by a gray-red thrombus mass, with a granular
surface, adherent to the arterial walls. The small intestines
were dark red. with purple fluid in the intestinal cavity. The
walls of a large part of the cecum and of the adjacent ascend-
ing colon were green and foul. The appendix was normal. The
spleen showed two infareis, the kidneys a glomerulo-nephritis.

CaAsg 11 (Dr. C. A, Porter).—M. H., woman, 38 years. Jan.
25, 1899.

Past History—More or less chronic diarrhez for last three
or four years. Has had three children, the last five weeks ago.
In bed ten days; normal convalescence. Previous pregnancy
was in 1897, after which she was in the Massachusetts General
Hospital for “milk leg.”

Present Illness.—Well till four days ago, when she had some
pain in right hypochondrium, not severe, but enough to prevent
her werking. Pain soon moved to umbilicus, where it remained
constant, something like a colic, coming and going. Vomited
evening before entrance. Bowels moved every day till day of
entrance; nothing peculiar about stools. Pain has gradually
inereased in severity. Entered hospital about 7 p. m. Had se-
vere pain in abdomen and poor pulse at 8 p. m. Enema brought
away a few small fecal masses of normal color and consistency.

Physical Examination.—At 9 p. m. Temperature 98.6, pulse
80. of poor quality: respiration 23. Leucoeytosis 50,200. Woman
pale, rather poorly nourished. Hollow eyes with dark veins
about them. Eye clear, expression rather “pinched,” though
perfectly brizht and inteliigent. It was evident that she was
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laboring under peritoneal shock. She talked freely, though
evidently in extremely poor condition. The tongue was moist,
the center covered with a superficial, brown “fur.” Heart and
lungs negative. Respiration thoracic.

Abdomen.—Liver dullness normal above, in right mamillary
line; two finger breadths below upper limit of dullness tympany
is found. Area of splenic dullness also diminished. Abdomen
in general somewhat distended, left side more than right. Both
recti rigid, left more than right. Pain most marked directly
within umbilical ciecatrix. Tenderness greatest over area size
of palm of hand, to the left of umbilicus, where the muscles
resist the slightest pressure. Dullness in left lower quadrant.
No peristalsis heard on auscultation.

Vaginal examination showed a rather large uterus, not tenm-
der. Some induration without tenderness in leit side of pelvis;
no bulging. Rectal examination negative.

Urine.—FEed color, acid, albumin 14 per cent., sugar absent.
Sediment contained some pus, considerable normal blood, a few
granular casts and squamous epithelium from bladder or
vagina.

OPERATION, DR. C. A. PORTER. ETHER.

Incision in left rectus six inches long. About 500 c.c. of
slightly red-tinted turbid serum escaped, containing a few floe-
culi of lymph. Cuiture from this was sierile. Examination
of zall bladder, appendages and appendix was negative. On re
tracting left rectus outwards, from directly under tender area
there emerged a coil of dull, dark, plum-colored intestine.
Five coils were glued together by recently exuded lymph. There
was no circulation in this bowel: no kink or band. At the lower
end there was an abrupt line of demarcation, below which the
intestine was of normal conmsistency. Above the blackened
bowel the color faded gradually into what seemed like normal
intestine, though the walls of the gut were somewhat thicker
and firmer than normal, with here and there engorged vessels.
The mesentery was thickened to twice the normal. felt rather
firm, with indurated lines running toward the bowels; evidently
thrombosed veins, as the arteries could be felt to pulsate. The
bowels rould not be kept within the cavity, so the ascending
colon, which was much distended, was punctured and collapsed,
the ineision then sutured. This gave more room. There were
no signs of injection in the large intestine. The blackened gut
was rapidly removed by a wedge-shaped incision in che mesen-
tery, one inch below the abrupt lower line of demareation, and
gix inches above the upper, ill-defined border. On dividing the
mesentery the arteries spurted freely. In all of the veins, on
the other hand, moderately firm, dark thrombi were found.
The patient’s condition did not allow time for a suture of the
resection, so, after toilet of the peritoneum with salt solutiom,
the two ends of the gut were brought out of the abdomen, sur-
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rounded by gauze, and the wound rapidly closed. Patient put to
bed in very poor condition. Time of operation, 35 min-
utes.

January 26. Early in the morning the pulse became poor,
120 to the minute. Temperature 102.5. No nausea or vomit-
ing. No reaction to stimulants, and death followed at 7 p. m.

AUTOPSY. DR, J. H. WRIGHT.

Heart and lungs not saved. The portal vein and practically
all its branches are distended, firm to the touch, bluish in color
and filled with clotted blood. No extensive dissection of inter-
ior of veins was made in order not to destroy the specimen. A
part of the portal vein at its entrance into the liver was opened
and found to be occluded by a gray, red, firm, fleshy mass, ad-
herent to the intima of the vessel and extending a short dis-
tance into one or two of the branches going into the liver. No
thrombus in splenic vein. The mesentery of the small intes-
tine shows a defect which has been closed with sutures. Oppo-
site this point a portion of the small intestine is absent. The
remaining jejunum for about two feet above resected end is a
dark red to blackish color, infiltrated with dark bloody fluid,
and its serosa showing fibrinous exudate. The mesentery sup-
plying this is not infiltrated with blood, but fairly normal in
appearance. Liver and spleen not remarkable. Kidneys show
a pale opaque appearance on section. No atrophy; markings
normal. Uterus and appendages not remarkable.

Anatomic Diagnosis.—Resection of intestine; extensive
thrombosis of portal vein and its large branches; hemorrhagic
infarction of a portion of jejunum; acute degenerative ne-
phritis.

Case 12 (Dr. C. A. Porter.)—DMan, 47 years, electrotyper.
Entered Massachusetts General Hospital Jan. 8, 1904. Trans-
ferred from Dr. Shattuck’s service.

Family History—Negative,

Past History.—Children’s diseases. Chorea 28 vears ago.

Present Illness—Cough, dyspnea and palpitation for four
months. Precardial pain, radiating from arms, occasionally
for last three months. Attack lasts 15 minutes. Some distress
after eating. Pain often comes on after exertion. Some amau-
rosis at this time. Ever since youth has had oceasional trouble
with piles, pain and itching, and sometimes palpable masses
ecoming down; considerable pain and tenderness.

Physical Ewxamination.—Well developed and nourished.
Lungs, a few moist riles at each base. Breathing rapid and
somewhat labored. Lips faintly cyanotic. Patient breathes
easiest in upright position. Heart, apex fifth space one-half
inch outside nipple line, rhythm regular. Systolic murmur
loudest at apex and transmitted outward. Diastolic murmur
at base, transmitted downward. Pulse, good volume, fair ten-
sion, quick and of Corrigan character. Capillary pulse not ob-
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served. Visible pulsation of brachial carotids and femorals.
Hadial arteries sclerotic. Pistol shot murmur in greins. Ab-
domen full, soft, tympanitic. XExternal tabs of old hemorrhoids,
internal hemorrhoids palpable and visible on straining, purplish
and sloughing. No edema.

Urine—Normal color, turbid, acid, 1,025, trace of albumin,
sugar absent. Sediment, some granular and hyaline casts.
Few blood corpuscles and cells, with erystals.

OPERATION, JANUARY 8. DR. C. A. PORTER. ETHER.

Under anesthesia, which was given by the drop method, with
plenty of air, it was noticed that the patient, who had an
aortic and mitral lesion, was somewhat cyanotic in his ears,
although his pulse remained good. His hemorrhoids and veins
of the lower extremities appeared dark blue. After he was
thoroughly under ether, which he took without struggling, the
circulation improved. With a ligature 3 piles were tied off,
and a good deal of hypertrophied skin removed by a circular
incision. An iodoform gauze plug was inserted into the rec-
tum, with a morphia suppository. During the afternoon, after
recovery from ether, he complained of some pain in his lower
abdomen, distension and increasing dyspnea. His temperature
was normal, pulse about 100, rather weak tension, sounds
rather indistinet. During the night he had a movement, and
after morphia was more comfortable, though the distension
steadily increased, with some pain in the lower abdomen, and
especially marked tenderness cn deep pressure in the left iliac
fossa and just to the leit of the umbilicus.

Examination January 9 at 9 a. m., showed no edema of the
legs, respiration 35 to the minute, slight eyanosis, pulse weak
and irregular. Abdomen was markedly distended, tension ex-
treme. Rectal tube brought away some gas, but no fecal matter.
He vomited about one pint of brownish material, without fecal
odor. At 12 o'clock the abdomen, in spite of turpentine stupes,
and washing a quart of brownish, foul-smelling material from
the stomach, was still more distended, though the washing of
the stomach had given him slight temporary relief. Examina-
tion of the dependent portions of the abdomen revealed the
presence of some [luid. Tenderness in the left iliac fossa was
more mmarked. The white count was 15,000, the temperature 97.5,
heart sounds heard all over abdomen. The urine had not been
passed until early morning, and then was about one pint in
amount. '

In view of the age of the man, with aortic lesions, and ar-
teriosclerosis to some degree, and of the relative suddenness of
the onset of this pain, with marked distension and tenderness
in the abdomen and the inability, in spite of enemata, to move
the bowels, it appeared as if the diagnosis was probably a mes-
enteric embolism or thrombosis, and though his condition ap-
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peared most discouraging, it seemed best to make a small in-
cision under primary ether, and at least open up the intestine,
as the increasing distension was undoubtedly causing heart
failure, in spite of strychnin and digitalin in repeated doses.

Dr. Musgrave, on examination of the patient before opera-
tion, thought that he found evidence of a small embolus at
the base of the right lung, but owing to the shallowness of
the respiration this could nct be absolutely determined.

OPERATION. DR, C. A. PORTER. COCAIN AND ETHER.

On making a rapid median incision below the umbilicus, the
intestines throughout were found to be violet in color, with
poor cireulation. They were distended and obviously paralyzed.
On removing some coils it was seen that they were filled with
air and fluid, which at once gravitated to the dependent por-
tions, as in an autopsy subject. The abdomen contained about
one quart of turbid fluid, with flakes of fibrin here and there
on the gut walls. The bowels were opened with a small nick
and about three quarts of slightly brownish fluid escaped.
This was thin and watery. The patient’s pulse suddenly
failed and he died on the table, in spite of stimulation, oxygen
and artificial respiration. The mesentery was spread out, and
on various areas of it and on the intestine were found petechial
extravasations of bleod varying in size up to one-half inch in
diameter. There was no edema of the mesentery. Through-
out the distribution of the mesenterie artery it could be felt
everywhere as a firm cord, rolling under the finger. A portion
of the mesentery, with the vessels, was exeised for examina-
tion. The veins bled. There was no hemorrhage from the ree-
tum. Examinaticn of excised piece showed all the arterial
walls much thickened and one of them occluded. Veins free.
Autopsy was refused.

In this case, the operation for hemorrhoids seemed to have
no direct connection with the cause of death, because the symp-
toms set in too soon to have been caused by a propagated
thrombus from the rectal vessels. It is possible, however, that
the depression during the recovery from ether, the vomiting
and postoperative distension, may have been factors in caus-
ing thrombesis of the artery, or more probably, that an em-
bolus became detached from an aortic valve.

Case 13 (Dr, C, B. Porter).—D. M., man, 31 years, fireman,
entered Massachusetts General Hospital Dee. 27, 1901.

Family History.—Father died at 55 of cancer of tongue.
Habits, tobaceo in moderation, no alechol.

Past History—Children’s diseases. Gonorrhea twice, no
chanere. Otherwise well.

Present Illness,—Three weeks ago began to have pain all
through abdomen, very severe, lasting four days, at first gen-
eral, but finally localized in right groin. Vomited often on
first day, retaining nothing, Could not urinate for three days,
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when greai relief after passing urine, which was bloody. Has
been somewhat bloody ever since. Never any jaundice. Se-
vere chills daily about 6 p. m., followed by sweating.

Physical FEraminotion—Well developed and nourished.
Lungs negative. Heart slightly enlargea to right. Abdomen
full, slightly resistant in right side, with tenderness, not
sharply localized. Tympanitie throughout. Liver dullness from
fourth rib in nipple line to costal margin, not palpated.

December 27. White count 43,000. No plasmodia. While
in ward, chills have continued, without discovery of plasmodia.
Has had niorphin for pain. Urine has shown a little pus and
blood. Rare, brown granular casts at first, later fatty, granu-
lar casts, and few fatty, epithelial cells, first, later fatty, gran-
ular casts, and few faity, epithelial cells.

January 5. Whites, 19,000,

OPERATION. DR. C. B. PORTER. GAS AND ETHER.

An incision six inches long was made an inch below the
right costal border and parallel to it. The liver was large,
tense and injected, with a few adhesions on its upper surface.
The surface of the liver under these adhesions seemed slightly
softer than the rest and pitted a little on pressure. A troear
inserted at this point did not discover any pus. The gall
bladder was normal. The whole liver was palpated as far as
the hand could reach. Nothing abnormal found beyond en-
largement and congestion. The right kidney was palpated
and found normal. A gauze wick covered with rubber dam
was placed over the soft areas in the liver above mentioned
and the wound closed.

January 6. Temperature this a. m. 98, p. m. 105, and had a
chill. Pulse 140 and very weak.

January 7. Another chill, with partial collapse. Is deliri-
ous and very restless at times.

January 8. Is weaker and looks more emaciated. Whites
22,060. Lungs negative. No plasmeodia.

January 9. Whites 27,000. Bowels move well with enemata.
Takes food well. Has a great deal of pain in right side.

January 12. Has been growing steadily weaker since last
note, with occasional chill, sweating and collapse. Delirious,
Dressing has been changed and wick removed; no discharge.
The liver was tapped with a trocar to-day, but no pus found.
Thera is dullness and diminished breathinz at base of richt
lung. Aspiration failed to withdraw any fluid.

January 14. Collapsed this afternocon and died.

AUTOPSY. DR. J. H. WRIGIT,

sangzrenous appendieitis, with abscess formation in the ad-
hesions and gangrene and perforation of the wall of ceeum
near appendix. Suppurative phlebitis of the ileoeolic and
superior mesenterie veins, and suppurative thrombophlehitis
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of the portal vein, with multiple abscessses of the liver. Ab-
scess in right kidney. Laparotomy wound. Localized peri-
tonitis in regicn of right lobe of the liver. Acute hyperplasia
of spleen. Bronchitis. Streptococcus septicemia.

Bacteriologic Report.—January 13. Culture from liver
puncture shows numerous colonies of the Staphylococcus py-
OgENCs AUTEUS.

Casg 14 (Dr. C. B. Porter).—J. D., male, 64, married. Hard-
ware worker. Entered Massachusetts General Hospital, Oct.
30, 1901, 7 p. m.

Present Illness—Three days before had sudden, severe pain
in the belly. It was situated somewhat to the right of the
navel. On that day he had diarrhea, but no vomiting. Since
the first day he has been in constant pain about the um-
biliena, with inereasing distension. No tenderness accompanied
the pain, but there has been persistent nausea and vomiting,
increasing meteorism, and no motions for two days.

Physical Examination.—Fairly well-developed and nourished.
Heart not enlarged. Good impulse, no murmurs. The pulse
was B0, of fair compressibility, but irregular. Lungs show
nothing abnormal. Temperature 100, respiration 23. The
abdomen was distended, especially about the navel, where
there was some tenderness. Costal and iliac grooves are not
obliterated. Immediately to the left of the navel was a dull
area, about the size of a dollar. This area felt like a rigid
rectus, although that muscle was soft above and below the
mass. The belly was elsewhere tympanitie, except in the
flanks, where shifting dullness was observed. Rectal examina-
tion showed no ballooning. White count, 24,000, Icdophilia,
marked reaction.

OPERATION. DR. C. B. PORTER.

At the laparotomy a large quantity of free, clear fluid
escaped, (Culture sterile.) Immediately presenting in the
field, as the recti were drawn back, was seen a coil of bowel,
which appeared to be doulled into a loop and held there by a
second encircling coil. Including the mass was a sheath of
adherent, indurated omentum. The loop of obstructed bowel
was dark red in cclor. Here and there were bright, yellow-
ish green mottlings, three-quarters of an inch in diameter,
covered with thick fibrin. Over the reddened areas the vesseis
could be made out as darker streaks, running about the cir-
enmference of the gut. The mesentery, immediately attached
to this part of the bowel, was of fair color, thickened, but bled
scarcely at all when cut, except for slow, dark ooze. The
omentum was here hard and very friable, and twice its normal
thickness. The entangled coils were separated by blunt dissec-
tion, with the greatest care, until the whole six inches of dis-
colored bowel was free. There were no changes evident in the
coil that was tied around the loop just deseribed, while at either
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end of the gangrenous bowel was a sharp line of demarcation.
The gangrenous bowel was resected, and an end-to-end anasto-
mosis made. The cut edges of the mesentery were infiltrated,
friable, and bled only as a dark ooze. No other obstruction,
or discolored bowel was seen, and no fibrin flakes came to light,
except those adherent to the dead loop.

The microscopie examination, by Dr. W. F. Whitney, of the
bowel removed, “shows mesenteric artery and vein filled with a
more or less adherent thrombosis, especially so in the artery,
the inner coat of which was proliferated. in places, the
thrombosis seems pure red, and in others more or less stratified
or mixed. Diagnosis, thrombosis of mesenteric vessels with
sangrene of the bowel.” The operation appeared at first to
relieve the condition, but soon there was a recurrence of all
the previous symptoms. The abdomen was tender and dis-
tended. Nothing passed the rectum to his death, three days
later.

AUTOPSY.

Autopsy showed three feet of small bowel matted together,
under an adherent omentum. The bowel affected was proximal
to the sear of the resection. It was exactly similar to, though
not so far diseased, as the bowel taken out at the operation.
There were darkened and light green areas, the latter and
fibers attached. There was free fluid, but no flakes. Culture
taken of {luid showed a growth of some sort, but the tube was
aceidentally destroyed before a microscopic examination was
made. On separating the omentum from the bowel a rent was
made at the joint of the resection at the mesenterie attachment.
All about the suture, at this point, the bowel was green and
gangrenous, and whether it had yet leaked could not be told
from its appearance.

Casg 15 (Dr. M. H. Richardson).—B. W., woman, 61 years,
entered Massachusetts General Hospital March 25, 1897.

Family History.—Negative.

Past History.—Malaria and typhoid.

Present Illness.—Perfectly well until five weeks ago, when
ankles and arms became swollen. This went in a short time,
and she began to have pain in abdomen, not localized, and in-
creased on motion. Attacks have increased in frequency until
past week, when they have been almost constant. Vomited
during attacks of pain. Vomitus greenish until last few days.
when it has been dark and very foul. Bowels regular until five
weeks ago, since then extreme constipation. Has passed no
gas. Pain not related to eating. No blood by mouth or stool.
Has been losing weight slowly for some time.

Physical Examination.—Well developed and fairly well
nourished. Heart negative. Abdomen much distended and
tympanitic. Intestinal coils visible. Nothing could be felt be-
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cause of the distension. Patient drowsy, lips dry, breath foul
and tongue coated. Temperature 100, pulse weak, 110-120.
Clinical Diagnoesis.—Carcinoma of descending colon.

OPERATION. DR. M. H. RICHARDS0ON. ETHER,

March 26. A three-inch incision in median line, at level of
umbilicus. Hard mass felt by examining hand, at lower end
of descending colon. Wound then closed with silkworm gut
sutures. Patient then turned on right side, and incision made
down and forward from costal border to crest of ileun:. follow-
ing outer edge of gquadratus lumborum. Descending colon
grasped, purse-string suture placed in it, and gut united to skin
with sutures. Opening then made in intestines, and a Mixter
tube inserted. Rest of wound then closed.

Patient’s condition did not warrant doing a resection. The
mass was a hard, firm tumor, apparently filling the whole of
the lumen, about the size of a hen’s egg. An enlarged mesen-
teric gland also felt. About sixteen ounces of liquid feces and
gas escaped from the tube.

March 27. Very comfortable night. Vomited once, fecal in
character. Tube draining freely, and distention gone entirely.

March 28. Comfortable. Taking liquids well. No distention.

March 29. Temperature 100. Condition improving. Some
leakage about tube.

March 31. Pulse weak and intermittent. Has failed much
during last two days.

April 2. Pulse better, and general condition improved.

April 8. Temperature 101.2. This morning some nausea.

April 11. Condition much better. Sensorium clear.

April 24. As well as usual last night. At 5 a. m. sudden
labored breathing. Cold extremities. Imperceptible pulse. In
spite of forced stimulation, died in less than an hour.

ATUTOPSY. DR. J. H. WRIGHT,

April 24, 1897. Adenocarcinoma, stricture of descending
colon, with suppuration of neighboring retroperitoneal tissue.
Lumbar colotomy. Laparotomy wound. Arterioselerosis with
thrombi of aorta and superior mesenteric artery, with begin-
ning infaretion of small intestine. Anemie and hemorrhagic
infarets of kidneys. Arteriosclerotic atrophy of kidneys.
Ovarian cystoma. In abdominal aorta, a mass about
the size of the little finger, not adherent, comprised
of friable, grayish material, intermixed with black blood clot,
in variable proportions. In superior mesenteric artery, at ori-
gin, a grayish-red, friable, firm, adherent mass, filling the ves-
sel. The aorta shows rather numerouns yellow patches, but no
ealcareous plates. The thoracic portion shows a gray-red clot
adherent to intima, in the neighborhood of a small yellowish
pateh. The small intestines. for the most part, lie in the pelvic
cavity. They are rather dark colored, not black, their serous
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veins injected. The mucosa and wall veins infilirated with
fluid, mucosa red colored.

Casg 16 (Dr. M. H. Richardson).—dJ. ¥., man, 26 years,
shoemaker. Recommended to Massachusetts General Hospital
March 15, 1901, for appendicitis,

Past History—Always well and strong, with exeception of
occasional attacks of pain in lower abdomen, for last three
years, which have not been severe enough to keep him in bed,
and have been relieved by movement of bowels after taking
Epsom salts.

Present Illness—Began night before last, with a very severe
pain in lower abdomen, which traveled from side to side, and
was not relieved by movement of bowels. Yesterday morning
vomited. The pain continued and was so severe that he was
awake all last night. Copious movements of bowels this morn-
ing after salts. Pain remains in lower half of abdomen, not
localized in any one spot.

Physical Examination.—Large, well-nourished man, 210
pounds. Heart and lungs negative. Abdomen fat, slightly
tympanitic, and not very tender in region of pain. Very
slight tenderness over appendix. Doubtful mass to be felt in
appendix region. Sent to ward. Temperature 100.7, pulse 104,
_ respiration 24, whites 9,800. March 16. Whites 7,600,

OPERATION. DR. M. H. RICIHHARDSON,

A four-inch incision along outer border of right rectus. Ap-
pendix found slightly enlarged and reddened, bound down by a
few adhesions, and twisted upon itself. Base tied off with silk,
and appendix cut through with Pacquelin cautery. Mesentery
clamped and tied off with silk. Wound closed by fine =iik su-
ture of peritoneum and fascial layers. Good condition at end
of operation.

March 17. At 8 a. m. began to complain of abdeminal pain
and distress, and vomited a large amount of normal stomach
contents. Pulse and temperature rising. Abdomen distended.
Vomiting continued, becoming fecal in character. No result
from enema repeated three times in as many hours. Turpen-
tine stupes on abdomen. At 11 a. m. pulse poor, 140. Con-
siderable distension. Temperature rising, and vomits every 15
to 20 minutes.

OPERATION. DR. J. G. MUMFORD.

Wound opened. Distended bowel protruded through it, and
small amount of turbid serum evacuated. Bowel shows no sign
of peritoneal inflammation, but a coil of small intestine about
four to five feet long, near ileocecal valve, has a dark, mottled
appearance, and its mesentery shows thrombosis of the vessels
leading to it. Peritoneal cavity washed out with salt solution
and Mixter tube placed in cecum. Considerable gas escaped
through the tube. Patient at this period collapsed. Strych.
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1/20 and oxygen. Wound clesed with drainage and patient
sent to ward. Feces discharged freely through tube, but with-
out relief to general condition. Died 6 p. m. in spite of re-
peated stimulation. No autopsy permitted.

Caseg 17 (Dr. F. B. Harrington).—J. M., man, 42 years.
Twelve days ago attack of pain, most marked in epigastrium.
Had never had similar attacks. Up and about in a few days.
Eight days later had a chill with pain and collapse. Seen on
the twelfth day. Temperature 103, pulse 106. Tenderness in
right iliae region.

OPERATION.

Abseess about the appendix, which hung over the brim of
the pelvis. The appendix was removed; showed perforation.
Patient did well for two or three days, then began to vomit
and have return of pain. Seen on fourth day after operation.
Abdomen distended and painful. Vomiting; bowels had
moved. Death on sixth day after operation.

AUTOPSY.

Only a local examination was allowed and this had to be
done under very adverse circumstances. About two feet of the
beginning of the jejunum was of a blackish brown color, and
covered with flakes of fibrin. No general peritonitis. Mesen-
tery of affected gut thickened. Intestinal contents bloody.
Both arteries and veins of affected mesentery firmiy throm-
bosed. Cavity of appendix abscess perfectly walled off, and all
the intestines in this neighborhood found normal.

Case 18 (Dr. F. B. Harrington).—H. L., man, 40 years, tai-
lor, entered Massachusetts General Hospital Sept. 20, 19502.
Yesterday morning while at work was seized with sudden, vio-
lent abdominal pain, which prostrated him completely. Was
nauseated and vomited. Doctor prescribed morphia, without
much relief to pain, which continued and grew worse during
day. Vomiting increased and continued during day. Condi-
tion has been growing gradually worse.

Physical Ezamination.—Well-developed man.  Pulseless,
sighing respiration, no heart murmurs, lungs full of rales, ab-
domen distended and painful all over on pressure, no rigidity,
extremities cold. No rectal examination made. Whites 21,000.

GPERATION, DR. F. B. HARRINGTON. 1§ PER CENT. COCAIN,

Six-inch ineision along right reetus. Peritoneum dark and
free fluid present. Coils of small intestine found flaceid, black
and foul smelling. Gangrene found to involve ceeum and as-
cending colon to hepatic flexure, besides all of the ilenm. Con-
tinuing from gangrenous areas, the intestine changed gradually
to almost normal color. At this stage patient became restless
and primary ether was given, also for very poor condition.
strychnia, 1/20 gr., with no effect. Small perforation found
in small intestine, through which much dark wvenous blood
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was oozing. Perforation tied with silk. Purse-string stitch of
silk put in small intestine and Mixter tube inserted. Small

amount of gas escaped, but no intestinal contents. Patient
collapsed and died.

AUTOPSY. DR, J. H. WRIGIHT.

Sept. 20, 1902. Obturating thrombus of superior mesenterie
artery, due to endarteritis. Hemorrhagic infaret of small in-
testine, and of portion of large intestine. Arteriosclerosis of
aorta. Chronic disseminated tuberculosis (possibly syphilis)
of the lungs. Chronic interstitial orchitis. Leiomyomata of
kidney. Heart, not remarkable. Lungs, disseminated nodules
of tuberculosis. Aorta, arch and thoracic portions normal, ab-
dominal portion, intima contains several gray, firm plaques
and a few szcar-like depressions. Abdominal aorta and com-
mon iliacs of small caliber. At beginning of superior mesen-
teric artery iz a 2 em. red, fleshy thrombus, firmly adherent
to intima. The mass is propagated as a rather black, soft, red
clot, a short distance into artery and branches. Infaret of in-
testines from beginning of ileum to hepatie ilexure: mucosa.
black red.

Case 19 (Dr. R. B. Greenough).—D. F., man, 56 years,
carpenter. Entered Massachusetts General Hospital December
8, 1903.

Family History.—Wife left husband because he was such a
heavy drinker, but says that he has not drank to excess for
past five years. Has a son and daughter in good health.

Past History.—Always has been rugged and strong. Denies
venereal trouble. Wife says he had a paralytic stroke two
months ago. He says he has been told by physicians that he
had heart and kidney disease.

Present Illness—Says he has lost 21 pounds since January.
1903, when his weight was 156 pounds; loss has been steady.
Also that two months ago began to be constipated, with ab-
dominal pain, not loealized, but fairly constant. That two
days ago he began to vomit and have acute pain in belly; that
vomiting has been constant since then, without any bowel
movement at all. Has had no tapelike movements at any time
and no signs of gall-bladder trouble. Has never had bloody
stools. During last two days has felt badly all over. Son
says father was well as usual until yesterday foremoon, when
the symptoms above mentioned set in. Patient describes vomi-
tus as being “watery.”

Physical Examination.—Fairly well developed, spare old
man, in poor mental condition. Rather pale. Tongue very red,
suggesting prolonged vomiting of late. Heart negative, except
for soft systolic murmur in second left interspace, suggesting
roughening of the aortic arch. Lungs not examined posteri-
orly. Over whole chest anteriorly ave heard numerous musiecal
riles, with slight hyperresonance and prolonged expiration.
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Breathing is labored, but not shallow. Liver and spleen not re-
markable by percussion. Abdomen full, tense, tympanitic, ex-
cept in flanks, where it is dull. Tenderness is general. Rectal
examination negative. Pulse 100, temperature 96.4 by rectum,
whites 6,000, December 18, 4 p. m.

OPERATION. DR. E. B. GREENOUGH. ETHER.

December 18. Eight-inch median incision. Peritoneum
opened, allowing escape of a little bloody serum, and exposing
a large amount of gangrenous small gut. Rapid examination
failed to show any strangulation, due to hernia or bands, and
a diagnosiz of mesenterie thrombosis was made. As the gut
seemed absolutely dead, it was thought best to reseet. Small
intestine tied off by plain eatgut just above cecum, this being
a little below line of demarcation. Gut quickly cut from mes-
enteric attachment, up to line of demarcation, a distance of
1215 feet and tied and cut as below. Almost no bleeding from
mesenteric stump. Mixter tube inserted in upper portion.
Cavity loosely packed with gauze. Dry dressing and swathe.
Stomach washed, removing considerable foul matter. Infused
intravenously with 115 pints of salt solution. Crile breeches
put on. Patient sent to ward in fair condition, with pulse of
excellent quality. Patient’s pulse remained good, but respira-
tion feeble. Once he recovered consciousness enough to recog-
nize his wife, but soon relapsed, and respiration becoming
weaker, he died at 2.50 a. m. No autopsy.

Pathologic Report.—A piece of small intestine, dark blue
in eolor. The veins of the mesentery were filled with recent
thrombi. Hemorrhagic infarction. W. ¥. Whitney.

Casg 20 (Dr. R. B. Greenough).—A. M. 8., woman, 37 years,
entered the Massachusetts General Hospital Oet. 11, 1902,
with the diagnosis of gallstone colic.

Past History—Six years ago had an attack of aente abdom-
inal pain lasting three or four days and relieved finally by
morphia. Vomiting and chill, but no jaundice. No clay-col-
ored stools; no dark urine.

Present Illness.—Three days before entrance, sudden chill
and vomiting. The latter has persisted. Pain was present.
referred to the epigastrium and back. It was dull, but oceca-
sionally spasmodie. Urine smoky. Stools loose, otherwise nor-
mal. No jaundice. Vomiting dependent on character of the
food taken: contained no blood.

Physical Examination.—Temperature 100.6, pulse 132, res-
piration 40, leucoeytosis 21,000. Some rigidily and dullness
in right hypochondrium. No mass nor any tenderness. Heart
sounds normal. Vaginal examination negative. Urine dark,
acid, specific gravity 1,026, trace of albumin, sugar present,
sediment, numerous granular and epithelial easts. Small round
cells. Rarely a blood globule, much fat, free and on easts and
cells. Was put to bed, but in middle of night woman showed
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a marked change for the worse. Pulse 140 to 150, respiration
40. Marked distension of the abdomen, with shifting dullness
on right. About a quart of blood was passed as the result of
dIl enema.

OPERATION, DR. R. B. GREENOUGH.

Bloody fluid, free in cavity. Small intestine very dark
throughout. Several reddish-blue spots on cecum and ascend-
ing colon. Nothing elze was discovered. The patient died im-
mediately after the operation.

AUTOPSY. DR. J. H. WRIGHT.

Polypous endocarditis of mitral valve, Embolism and throm-
bosis of superior mesenteric artery, with partial infaretion
and gangrene of cecum and ascending colon. Incipient infarct
of small intestine. Multiple infarets of spleen and kidney.
Early pregnancy.- Streptococeus septicemia. In the peritoneal
cavity about 100 c.c. of thin dark red fluid. On the serous sur-
face of the cecum is an irregular dirty wvellowish neerotic-
looking patch apparently representing gangrene of the wall
of the gut. This pateh is 2 or 3 em. in diameter. On the serous
surface of the aseending colon another larger similar pateh of
gangrene. The small intestine, throughout a large portion of
its length, is generally of a dull reddish-gray ecolor, as from
the presence of a reddish fluid within. At one or two points
fibrinous shreds are present in the peritoneal cavity. There
is no generalized exudate on the surface of the intestines.
The aorta was opened from behind and in the superior mesen-
teric artery a reddish-gray mass 3 or 4 cm. long is found oc-
cluding this vessel. Prolongations of this oceluding mass
extend a short distance into the large branches. There is no
hemorrhage into the mesentery of the small intestine. Dissec-
tion of the intestines shows considerable amounts of a foul
dark-brown opaque fluid contained in them. ‘1he mucous mem-
brane of the cecum and the ascending colon, dver a large pro-
portion of their extent, is dirty brownish in color, softened,
more or less disintegrated and mnecrotie. The mucous mem-
brane of the greater part of the small intestine, from the ileo-
cecal valve upward, is more or less reddish-brown in color and
in places is emphysematous in appearance. -Multiple infarets
are found in the spleen and kidney. Thrombus in renal artery.
Polypous endocarditis of the mitral valve.

Bacteriologic Report.—Cultures on blood serum from heart.
liver and spleen show streptococei. :

Case 21 (Dr. E. A, Codman).—C, 5., man, 68 years, jail
officer, entered Massachusetts General Hospital June 26, 1901.
11 a. m.

Past History—Last winter had a loss of power in the limbs
and wasting of musecles. Doctor ealled it poliomyelitis of un-
known origin. He recovered from this, except for right thumb,
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Present [llness.—Three weeks ago he began to have abdom-
inal pain and an ocecasional attack of vomiting. Pain was
referred to the stomach. Last Saturday the pain became more
severe, and he ealled in his physician who found tenderness
about the navel, and pain referred to right inguinal region and
hypogastrium. Temperature normal. Very little distension,
but some tympanites. No constipation. Vomiting for past ten
days has been more frequent. This morning sent to Massa-
chusetts General Hospital for very severe abdominal pain.

Physical Examination.—Rather poorly developed and nour-
ished man. Lungs and heart negative. Arteries thickened.
Pulse rapid and of small volume. Abdomen somewhat dis-
tended and tender, the greatest tenderness being just to right
of umbilicus, along rectus. Some dullness in flanks. TPatient
looks sick. Urine shows no blood. Temperature 101.5, pulse
110, respiration 40.

OPERATION. DR. E. A, CODMAN.

Median ineision, umbilicus to pubes. On reaching the peri-
toneum, it was seen to be dark, and on opening it a quantity
of blood-stained fluid gushed out. Just to the right of the
incision a long piece of dark-red, much thickened intestine was
seen. This was grasped and drawn out. About five feet of it
was disecolored, and the mesentery was thickened and hard
throughout, showing what was probably obstruction in the
superior mesenteric artery. Small intestine pulled out, until
healthy gut was met with on each end. Tied off and clamped.
On section of mesentery many vessels were found filled with
clots. Ends of intestine fastened in lower part of wound.
Upper part closed with sutures. In ward, under stimulation,
condition improved somewhat.

June 27. Condition grew poorer steadily through the night
in spite of stimulation. Did not vomit, but had a great deal
of pain. Somewhat relieved by morphia. Died at 11:20 a. m.
No autopsy.

Bacteriologic Report.—A few unknown bacilli.

Pathologic Report.—Specimen, about 514 feet small intes-
tine, center foot of it dark. Hemorrhages scattered through
the rest of it. Mesentery very much thickened at gangrenous
part. Veins filled with loose elot. Arteries empty.

Case 21 (Dr. J. G. Mumford).—C. C., 19 years, plumber’s
boy, entered Massachusetts General Hospital May 16, 1902.

Family History.—All healthy.

Past History—Pneumonia at 4, otherwise well. Habits,
considerable tobaceo, no aleohol.

Present Iliness.—Eight days ago complained of cold in head
and stopping up of nose, also had a little sore throat. Six
davs ago face began to swell, and region of left malar bone be-
came discolored and tender. The swelling rapidly increased,
so that his eve became closed. A few days ago, on blowing
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nose, had quite a discharge of material, looking something like
dark, clotted blood, Discharge continued during yesterday and
to-day. It is mucopurulent. Sleeps most of the time. Frontal
headache to-day and yesterday. No chills or sweats. This
morning complained of eramps in the belly, which are now
quite severe. No diarrhea.

Physical Eramination.—Temperature 101.2, pulse 10, res-
piration 30. Well developed and nourished, face =slightly
flushed and apathetic. Inspissated mucus on lips and teeth.
Pupils equal and react. Teeth good. Tongue red and dry,
also throat. Right tonsil negative, left mucous membrane is
reddened. Inferior turbinate swollen. No swelling of face,
Slight tenderness over upper portion of superior maxilla,
Very slight tenderness over left masioid. Lungs negative.
Heart, apex, fifth space, three inches from middle line dull-
ness not enlarged. Sounds regular and of good quality. Pul-
monie second sound accentuated. Systolic murmur loudest at
apex, somewhat transmitted to axilla. Pulse regular, small
volume, fair temnsion. Abdomen full. firm, somewhat more re
sistant on right than on left, no tenderness: dullness in right
flank extending almost as far up as the umbilicus, over an
area about four inches wide and six inches long. Slight dull-
ness in extreme left flank, which changes with change of posi-
tion. Liver dullness from sixth rib in nipple line to costal
margin. Spleen negative. No edema of extremities. Blood,
hemoglobin 90 per cent., whites 31,000, iodophilia positive; no
Widal reaction. Urine, high, acid, 1,034, albumin a trace,
sugar abzent, chlorids diminished, sediment, few normal blood
globules, some leucocytes and squamous cells, no diazo reac-
tion.

May 17. Pulse of better quality and patient does net look
so poorly. Some relief of pain in bowels by stupes. Enema
with fair result. Seen by Dr Goodale. who finds a septic con-
dition of mucous membrane of pharynx and left nostril. Abdo-
men somewhat tender on palpation on left side, in iliac region,
much less marked, tenderness on right. Blood, whites 36,000.

May 18. Patient was slightly delirious during the night
and did not sleep well on account of abdominal pain. Abdo-
men this morning is distended and rigid, with diffuse tender-
ness more marked in the lower portion, but not well defined
in any one spot. Bowels moved once during the night, with a
little relief. Patient stupid and restless. Murmur at apex
less marked. Pulse much better than at entrance, and patient
not so typhoidal. Marked restlessness. Vomited early yester-
day and again durinz the afternoon, the vomitus consisting of
curdled milk. No vomiting since yesterday afternoon. Whites
44.000. Transferred to surgical service with diagnosis of an-
trum abscess. Septicemia.

Seen by Dr. J. G. Mumford. Abdomen much distended,
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tympanitie, very tender to pressure. Temperature rising, gen-
eral condition growing worse, with increase of abdominal
symptoms.

OPERATION. DR, J. G. MUMFORD. ETHER.

Incision in median line. Muech free fluid in cavity. Intes-
tines show marked infection and blue color, as if of beginning
gangrene. Mesentery light yellow approaching colorless with
no vessels seen in area supplying eight feet of intestines which
are in the above condition. Areas of fine hemorrhagic spots
about the size of one-half dollar on intestines and adjoining
mesentery. Small areas in mesentery, suggestive of fat necro-
sis. Cadaveric odor. Appendix not found, but its region ap-
peared normal. Cheesy gland removed from mesentery. Ab-
dominal cavity washed out with sait solution. Incisions (one
in flank for counter opening) wicked. Sent to ward in poor
condition.

May 18, 11:30 p. m. Restless, pulse 130, temperature 104.
respiration 35. Died at 8:40 a. m. No autopsy.

The following cases are from the Boston City Hos-
pital :

Case 23 (Dr. Withington).—D. L., man, 47 years, entered
May 30, 1898; died June 17, 1898. Chronic diffuse nephritis,
with ascites and dilated heart. No symptoms referable to
abdomen.

AUTOPSY.

General arterioselerosis. Hypertrophy and dilatation of
heart. Chronie diffuse nephritis. Chronie passive congestion
of liver and spleen. Edema and atelectasis of lungs. Throm-
bosis of branches of superior mesenteric artery.

Case 24 (Dr. Henry Jackson).—P. C., man aged 39 years,
entered September 28, died October 8. 0Old myoecarditis and
endocarditis. Now has broken ecardiaec compensation. Tem-
perature never over 100. Leucocytosis 20,400. Oetober 8§ had
sudden, severe pain in epigastrium and slight bloody vomitus.
Collapsed and died.

AUTOPSY.

Acute peritonitis. Hydrothorax. Pericarditis. Hypertro-
phy and dilatation of heart with infarction of heart. Mural
thrombus in left ventricle. Thrombus in descending branch of
left coromary artery. Emboli in mesenterie, left renal and
middle meningeal arteries. Bronchopneumonia. Congestion
and edema of lungs. Acute bronehitis. Old infarets of spleen.
Infaret of intestine. Chronic passive congestion of liver.
Cholelithiasis. Cyst and softening of cerebellum.

Case 25 (Dr. Ames).—C. A., man, 44 years, entered Boston
City Hospital Aug. 6, 1901, died August 14, Story of weak-
ness in legs. Occasional eardiac pain. Sudden dyspnea, then
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pain in foot, frontal headache. Whites 19,600. Hemoglobin
100 per cent. Subecutaneous hemorrhages of left leg, pinhead
to one-fourth inch in size.
August. 10. Noisy. Right hemianopsia. No heart murmur.
Aungust 14. Died delirious, with no signs from belly, no
tenderness.
AUTOPSY.

Thrombosis of pulmonary artery. Thrombosis of right au-
ricle, with extension into left auricle, through patent foramen
ovale. Embolus of left renal artery, both iliaes, superior mes-
enteric, hepatie, splenic, innominate and left earotid. Infaret of
spleen and kidneys. Acute softening of left occipital lobe of
cerebrum. Sear of old eyst in right corpus striatum. Cholelith-
iasis. Imfarct of intestine from duodenum to splenie flexure.

CASE 26 (Drs. J. C. Munro and E. H. Nichols).—Boy, 17
vears, entered Boston City Hospital July 22, 1901.

Family History.—Negative.

Iast History.—Whooping-cough and measles. A year ago
had severe erampy pains in abdomen, with vomiting, constipa-
tion and tenderness; no fever, Attack lasted five days.

Present Illness.—July 18, drank several glasses of ice water
and the next morning had sharp abdominal pain, mostly on
the right side. He vomited after breakfast, had a few watery
movements and attributed symptoms to diarrhea. Food dis-
tressed him. :

July 20, Chill in evening. Vomited, had much tenderness
on right side. That night several watery movements due to
salts.

July 21. Had to go to bed; two chills; vomited again, with
severe abdominal pain and inereased tenderness in right lower
quadrant. To-day another chill, with fever, which has been
present since July 18,

Physical Examination.—Ieterus of sclerss. Heart negative.
Lungs, riales at right apex. Some tenderness on deep pressure
in hepatic area. Tender under outer edge of right rectus,
where small mass could be felt.

OPERATION. DR, NICHOLS.

Appendectomy with drainage.

July 23. Temperature still up. Delirious. Slight tender-
ness in hepatic area.

July 26. Whites 10,200. Small, offensive, purunlent dis-
charge from wound. Daily chill.

July 29. Chill, vomited twice.

OPERATION, DR, MUNRO.,

August 5. Drained pus, retroperitoneal, from broken-down
gland. Exploratory punctures of liver negative. Died Au-
gust 15.



40

AUTOPSY. :

Operation wounds. Localized adhesive peritonitis. Pus
pockets and softened lymph nodes about cecum. Thrombosis
of superior mesenteric vein and branches. Suppurative pyle-
phlebitis, with multiple abscesses of liver. Infarct of spleen.
Acute bronchopneumonia. Acute splenic tumor. Hyperplasia
of mesenteric lymph nodes. Fatty degeneration of heart.
Ulecers of colon. Chronie tuberculosis of retrocecal lymph node.
Appendectomy stump.

Case 27 (Dr. Paul Thorndike).—Negro, 21 years. entered
Boston City Hospital Sept. 2, 1902,

Family History.—Negative.

Past History—Healthy. Has had four or five attacks of
gonorrhea. Last one about one year ago. Denies lues. Rarely
drinks. Smokes to excess. Had acute epigastric pain last-
ing about twenty-four hours Ilast summer.

Present Illness—Malaise all last week, Five days ago began
to have colicky pains, accompanied with chills and fever. Ab-
dominal pain general, constant, with colicky exacerbations.
Chills quite severe. Next day vomited medicine. Pain has
continued to grow worse till to-day, when patient was given
“tablets” by outside physician. He felt hot and feverish all
the time. Bowels only moved with medicine. Stools natural
color, soft comsistency. Passed some gas. Micturition not
frequent, and without pain. No cough. Feels weak.

Physical Ewxamination—Well developed and mnourished.
Anxious expression. Tongue thick, brownish, dry coat. Pulse
regular, slightly rapid, fair volume and tension. Heart and
lungs negative. Area of liver dullness normal. Spieen not
made out. Abdomen, protrusion of umbilicus, with opening,
which admits the little finger tip. No hernia. Musecles of ab-
domen held moderately rigid. Tympanitie, except for an area
onr the left, beginning on level with umbilicus, extending down
to Poupart’s ligament, limited internally by the middle line.
Percussion note over this area is almost flat. Flatness extends
deep into flank, except for a small area, where there is high-
pitched tympany. Over flat area muscular spasm is marked,
with considerable tenderness, mot definitely localized in one
spot. On deep palpation. tenderness is also elicited in right
lower quadrant, but not so marked as on the left. No mass
made out. No hernim. Reetal examination, slight tenderness
high up on left. Extremities negative.

September 3. Enema returned only slightly tinged. No vom-
iting.

September 4. Tnereasing severity of ahdominal symptoms
and white count.

OPERATION, DR. THORNDIKE.

Incision below umbilicus in middle line. Very slicht amount
of blood-stained serum escaped. Small intestines collapsed.
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Colon distended. A hard, firm mass could be felt lying beneatl
the intestines., Luster of small intestine preserved, slightly
darker color than normal. Venous network in wall plainly
seen as fine, dark lines. Toward the mesentery the larger veins
appeared thrombotic. No area of necrosis or sloughing. Mes-
entery of small intestine enormousiy thickened in a wedge
shape. The thickened portion two to three inches on section.
It was reddish brown in color, with oceasional hemorrhagic
areas. Incision into mesentery revealed dark venous blood.
Megenterie glands enlarged and indurated. Almost whole mes-
entery was involved, so cavily was closed with drainage.

September 8. Afier operation, collapse. Better next day.
Ocecasionaily vomited dark green fluid. Hiccough and restless.
Abdomen distended. Obstipation.

September 10. Moribund for two days. Abdomen distended
and tender. Diet.

AUTOPSY. DR. SOUTHARD.

Mesentery size of tangerine orange. Enlarged glands give
vaguely knotted character to mass. Stomach greatly dilated
with gas. Bowels of a dark color throughout. Superior mes-
enteric artery and branches free. Bowel contains tarry, dark,
mashy material.

Anatomic Diagnosis—Infarction of intestine, with (a) en-
largement of mesenteric lvmph nodes: (b) suppurative pyle-
phlebitis of superior mesenteric system; (¢) abscess of mesen-
tery; (d) acute general peritonitis. Infaretion of liver. Sub-
endothelial hemorrhage of hepatic vein. Cloudy swelling of
kidney. Celiolomy. Chronie adhesive perityphlitis. Slight
chronie fibrous pleuritis,

ETIOLOGY.

All those disease which lead to the formation of
thrombi whence emboli can arise, are of direct etiologic
significance for mesenteric occlusion. Endocarditis,
atheroma of the aorta and arteriosclerosis, especially of
the mesenteric arteries, are of first rank. Sclerosis of the
mesenteric arteries lms been found. even in cases in
which the peripheral vessels or the aorta showed no
atheroma, and this process can involve even the finest
branches. The results of this are evident, and are well
stated by Neutra.® He says:

By the calcification, the arterial wall loses its elasticity and
becomes narrowed, a condition which hinders the formation
of a collateral eireulation through the anastomoses. This can
be observed clearly in a case of Deckart, where only a small
twig was plugged. causing the formation of a ring-shaped
uleer, because the lumen of the neichboring vessels wa= nar-
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rowed by numerous deposits on the intima, so that in common
with the loss of elasticity of the arterial wall an adequate col-
lateral circulation was prevented. The calcification may be of
such a degree that the plaques, without any thrombus, nearly
fill the whole vessel lumen, as is seen in a case of Adénot. A
similar if not identical process is deseribed by Litten, which
he calls “lattice-work endaiteritis,” whieh gives rise to throm-
hosis of the involved artery. According to the statements of
this author, it is characteristic of this disease, that in spots
it surrcunds, in a ring-like form, the whole circumference of
an otherwise healthy wvessel.

Lorenz'™ has published a case of closure of the supe-
rior mesenterie artery, which followed multiple neuritis,
as a terminal process. The process was characterized
by a growth of the intima of the finer branches, com-
hined with nodular dilations.

In the case of venous thrombosis, all conditions caus-
ing stasis in the portal system play a causative rdle.
Here it is a question whether the thrombus is primary
in the mesenteric veins, and, therefore, an ascending one,
or itelf secondary to a process beginning higher up. As
a matter of fact, both sorts of cases seem to occur. Of
etiologic 1111]}”1*‘[:111('.(, for the primary thrombosis are all
intestinal changes which allow penectration of bacteria
into the vessels. Such are the severe enteritides, sur-
gical infections, puerperium, milk leg and phlebites of
the lower extremities; eaeheﬁziﬂs, such as that of canecer
or malaria, sepsis and typhoid fever. Here also should
be mentioned the cases which have followed a suppura-
tion in the region of the appendix, as illustrated by our
cases {Nos. 16, 17, 26), and also the case of W eleh and
Flexner,” in which the Bacillus aerogenes capsulatus
was found. Local disease of the vein wall, such as
syphilis, ete., has been found (Borrman,'® Gull*®)

Secondary venous thrombosis follows cirrhosis and
syphilis of the liver; pylephlebitis and processes at the
liver hilum which h} pressure or the formation of ad-
hesions cause portal stasis. Koester® maintains that
slowing of the circulation is, in itself, unable to cause
venous thromboses, and gives this only as a predisposing
cause. Neutra opposes this view, however, and certainly
the weight of evidence of reported cases seems to be in

17. Feitschr. £ klin. Med., 1891, vol. xviil, p. 497.

18. Jour. Exper. Med., 15586. vol. 1. p. 35.

19. Deutsch. Archiv f. klin. Med., 1897, vol. lix, p. 281.
20. Guy's Hospital Reports, anlun. 1883-84, p. 15.

#1. Drantsch, med. Woch., 1808, p. 325,
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his favor. In =everal cases also thrombosiz of the veins
has followed arterial emboli, apparently by the stasis
thus brought about.

COURSE O DISEASIE,

The cases can be divided into two groups—acute and
chronic. The first group is by far the larger, and is
composed of cases of sudden onset of colicky “abdominal
pain, often at a time when the patient was in appar-
ently full health. This is then followed by nausea and
vomiting, often bloody, and diarrhea, also often bloody ;
or the picture is one of obstinate intestinal obstruction
of the paralytic type. Often not even flatus is passed.
In many cases the temperature falls below normal. The
abdomen rapidly becomes distended with gas, peristalsis
i= absent, and death oceurs often in a few hnurs\}ar days.

The second and smaller group is formed by cases of
insidious onset and chronie¢, sometimes remitting symp-
toms; by cases having no symptoms referable to
the abdomen during life; and by cases where spontane-
ous cure resulted.

The tendency is to consider the cases of arterial embol-
ism as forming the acute group, and those of venous
thrombosis as making up the bulk of the chronie cases.
On analyzing our list of 214 cases we find the follow-
ing: In only 197 cases is an accurate statement obtain-
able which can form a basis of separation into arterial
and venous varieties. Of these, 120 cases, or (1 per cent.,
were of arterial closure, while 77 cases, or 39 per culL,
were venous. In 71 of the arterial, and in 50 of the
venous group, accurate data as to duration are given.
They are tabulated as follows:

VEIN. ARTETY.
Duration, Per cent.| Imration. I'er cent.
SO LT T e e e e e S e 20 et B | e e e e 20
RRTAREN B b s sk £ 2 el o 15 SRR e a2
3 days..... R o S 8 s B e e R e 10
SodRTE . b R 12 dodayac ik A e T 6
1 week... A B 1G VL T et e e o e e e B &
LT Frighs e e s e e R R 2 R e e e 17
A L] s e S e S R 58 a0 I | R R e i s e G
R o s 10 B e T e e 10
1 month L e T tea 4 T e e e e 4
6 weeks. ....... o i e 2 1 LRVt o e e e 1
T L £ T o i e o 8 gl S B e 1
100 100

It thus becomes evident that the course is surprisingly
similar in each variety of cases, and that no differentia-
tion can be made on this pmnt
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In each group there were 7 cases of markedly chronic
course, that is, over two months. Of these, those due to
venous closure were more apt to show grﬂdual and contin-
uous progression, while the arterial often ran a course
of various attacks, interrupted by longer or shorter in-
tervals of comparative health. On these latter Neutra
lays special stress, and calls them chronic, relapsing
cases (c.f. cases of Alexander,* Kaufmann,<* Spiegel-
berg,*® Goodheart,>* Rolleston®* and others).

These cases are apparently due to a thrombosis which
makes more marked progress from time to time, with the
establishment of a competent urcul&tmn thmugh col-
laterals in the meantime.

That partial healing takes place has been inferred
from what has already been said in discussing the forma-
tion of collateral circulation (c.f. also case of Packard“}
In a few cases also, 14 in number, recovery has taken
place. In 4 of the:,e the diagnosis was established at
operation. In several of the others, however. the diag-
nosis seems perfectly justified (Aufrecht,*” Finlayson =
Moos,?® Schlesinger,®® ete.).

PATHOLOGY.

The pictures found at postmortem examination are
most varied, dependent, firstly, on the situation of oe-
clusion, and secondly, on the duration of the process. So
the infarcted area may show only simple hyperemia, or
there may be gangrene, perforation and peritonitis, either
localized or general. In the large majority of cases there
is free fluid in the general mvltx often blood-stained, and
usually in amount sufficient to be demonstrable during
life. In about three-fifths of the cases the infarcted
area showed a well-marked line of demarecation. In some
cases, however, the boundary between healthy and dis-
eased gut is absent. This oceurs, according to Neutra,
in two ways. Firstly, in some favorable conditions col-
lateral eirculation develﬂpq but not one which is suffi-
cient to care for the whole infarcted area, and =o protects

=

22 Perliner klin. Woeh., 1866, p. 35.

23. Virchow’s Archiv, vol. exlii, 1895.

24 Pathological Transactions, 18940,

25. 'Trans. Pathological Soc., London, 1892, vol. xliii, p. 49,
26. Proc. Path. Soc., Phila., 1898, n. s. i. p. 288.

27. Deutseh. Archiv f. Klin. Med., 1902, vol. Ixxii, Nos. 3-6.
28. Glasgow Med. Jour., 1888, p. 414.

29. Virchow's Archiv, vol. xli. p. 58.

20, Cited by Neuntra.
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only the margins; secondly, it is conceivable (espeeially
in thrmnhﬁms) that the occlusion in the terminal
branches is irregular, and so the end line becomes hazy.
In a considerable number of cases the process involved
the whole small intestine, ascending, and part of the
transverse colon. GIUSHI’E of the inferior artery causes
changes, most marked in the large intestine. Smaller
areas of involvement are most numerous in the ileum.
The contents of the intestine are bloody n about two-
thirds of the cases in which accurate data as to this
point are given.

Ulcerations of the intestinal mucosa, often ring-shaped
and surrounding the whole circumference, also are not
rare. The mesentery is often thickened and edematous,
and in several instances there was found an extravasa-
tion of blood between its lavers, forming a tumor of
varying size, sometimes palpable. The intestine is often
found distended by gases of decomposition, and in a few

cases its wall has been the seat of air vesicles, shown in
the case of Welch and Flexner,'® to be due to the aero-
genes capsulatus. Subserous hemorrhages from finest
petechiz up to 3 or 4 cm. are also found. The mesen-
teric glands and lymphatic tissue are often swollen. In
cases of venous closure, in contradistinetion to embolus
of the mesenteric arteries, the large intestine is only
seldom affected. The probable reason for this is to be
found in the more abundant anastomoses, between the
inferior mesenteric vein and the inferior cava, with the
hemorrhoidal vei:.

Here we may also mention the views of Sprengel®' who,
basing his theories on the experimental work of Kader,
finds cases which he classes as hemorrhagic infaretion on
the one hanr?. and anemic gangrene on the other. The
first is the result of plugging of an arterial OF VENOUS
supplv while the second only occurs when on closure of
an arterial supply the return stream is impossible. Cor-
responding with th's, he makes two clinieal groups—the
one with intestinal h{‘mﬁII‘hJﬂ‘Pw or bloody vomiting, the
other with simple ileus. This division is worked out
very prettily, but is disbelieved by Talke,** and we agree
with him. He very pertinently quotes cases of simulta-
neous closure of artery and vein where, instead of the

-

31. Verhandl. d. Deutsch Gesellsch. f. Chir.. Berlin, 1802, vol.
xxxi, p. 55.
32. Dentsch. Zeitsch. f. Chlr.. vol. xxxiii, p. .TT
i,

3%. Bruns' Beitriige z. klin. Chir.. vol. xxxvii . 1438
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anemic gangrene to be expected from the statements of
Sprengel, there was found hemorrhagic infarction (cases
of Taylor,** Grosskurth®*). On the other hand, a case of
Grawitz®® was anemic with only arterial closure,

It is also interesting from a Lompurﬂtwe P"tthﬂlﬂglf:
point of view to find that this same process is common in
the horse, due to the parasite Strongylus armatus, which
often is situated in the mesenteric arteries. causing
chronic endarteritis and thrombosis, with the formation
of a so-called aneurisma verminosum. The sequel® as
regards emboli and infarction are wholly parallel to
those found in man.

AGE AND SEX.

Sixty-four per cent. of the cases occurred in men, and
36 per cent. in women. One case occurred at 1 month,
another at 5 years, and another at 8 vears. The rest
are seen as follows:

Ier cent. Per cent.
R0 E0r 1Y FeATE . e s 4 G0 to 69 years............ 15
20 fo 20 WBATHE.. .- liiaa 12 W0t T AT B
B0 o 2O WONTH . x o 5 sie e nrs 14 B0 fto BY years. ........... 3
40 to 40 years. ... ... e 22 190 to D9 FeRTE. ..o v ivas 2
Sitor SY pears, Ll LS LT 18 |

It is thus seen that over one-half of the cases occur
between 30 and 60 years of life.

DISCUSSION OF SYMPTOMS AND PHYSICAL SIGNS.

Pain.—Five cases were found in which no symptoms
referable to the abdomen were present. In 157 cases
accurate data as to the pain were given.

Per cent.
General abdominal palan.. .. .............. ..., 51
Pain in epigastrlom. .. ...... .o viiieennnn 8
Faln shout amblloma. .. o e e s liia atuls v aiminia 7
Pain In lower abdomMen. .. ..o iueeiovnssnenas 4
Pain In right hypochondrivm................. 4
Pain in upper abdomen...............ccvuu.. 4
Pain In hypogastriom.........cvovveivcnnnss iy
Pain in right illac T L R e e e i S e R a
Pain in right side of abdomen................ 2
Pain in left hypochondriom................... 1
Patn g et iglde . s s e e e e 1
Pa!n 0T e e o o oy P o 8 i o e e a8
Pl AR IR e s e e e 4

In two cases pain radiated from right to left hypo-
chondrium, while one case of each of the following was
met : From navel to bladder; from vulva to navel ; from
right iliac fossa all over abdﬂmeu from bladder to ce-
cum and umbilicus; and from the epigastrium to the

4. Path. Transactions, 1881, vol. xxxii, p. 61.
45. Inang. Diss., Giessen, 1895.
26. Virchow's Archiv, vol. cx, p. 434
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right side of umbilicus. In most cases the pain is sud-
den in onset, and usually constant and dull, with colicky
exacerbations of extreme severity. The intermittent
character comes out strongly in some instances, while
in others it is less evident. The causation of the pain is
generally admitted to be due to the intestinal contrac-
tion. Borszéky® so considers it, and refers to the experi-
mental work of Kader.** Schnitzler,”® however, main-
tains that in cases of the intermittent rccurring char-
acter, such as have just been mentioned, the pain 1s
identical with that described by Charcot in the so-called
intermittent claudication. We have here an artery which
has become much reduced in caliber by the endarterial
process, but which under good heart action is wholly
competent. Lessening of blood pressure by heart weak-
ness, however, causes a local anemia in the area supplied
by the diseased vessel, which in turn gives rise to the
pain called by Schnitzler “intermittent anemic dysperis-
talsis.” A case of Schnitzler and one of Lepine®® well
illustrate this type.

Nausea and Vomiting.—This is usually present fol-
lowing the pain. When the onset of the disease is more
gradual, this may or may not be present. According to
the severity and duration of the process, the vomitus 1s
either normal stomach contents, bile-stained, fecal or
finally clear blood.

Diarrhea or Constipation.—According to Kussmaul
and Gerhardt, bloody stools are essential for the diagno-
sis. Several other authors, among them Deckart and
Neutra, oppose this view, and our present analysis bears
them out. Of 153 eases, in which aceurate data on this
point are given, we find:

Per cent.
I Ty A O e e e T 22
I L L s B e L B B 16
IMarrhea without blood. ... ... ... . cen.. 13
T B E e T A e e e Ty e, 5 Ly A PP e e g 12
DMarrhea, later becoming bloody.............. 10
Obstipation followed by bloody diarrhea........ 6
Normal stools. succeeded hy obstipation. . ... 5

Norma: stools followed by bloody diarrhea,
diarrhea followed by obstipation, bloody
diarrhea followed by obstipation, obstipation
followed by diarrhea, each.............. 3

Obstipation followed by normal stools, bloody
diarrhea followed by normal stools, normal
stools followed by diarrhea, e ach......... 0.3

37. Bruns' Beitriige z. klin. Chir., vol. zxxi, p. 704,
38. Wiener med. Woch,, 1501, Nos. 11-12.
39. Quoted by Schnltzler.
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Adding these together, we find that blood occurs in the
stools at one time or another in 41 per cent. of the cases.
The statement that obstinate constipation was present
from the beginning Neutra thinks improbable. He con-
ciders this due to lack of observation or explains by say-
ing that the spasmodic contractions of the intestines,
which cause the colicky pains, pass so quickly into the
paralytic stage that there was no movement of the bowels
as a result. The first statement can naturally neither
be proved nor disproved, but the latter is warranted by
the large number of cases where bloody intestinal con-
tents were found at autopsy, although this had not ap-
peared during life. It is certain, however, that though
the above percentages may not be absolutely accurate,
blood is found in the stools with sufficient frequency to
make it of considerably more diagnostic value than
Borszéky’s statements imply.

Abdominal Tenderness—This was noted in 115 cases.
In 30 per cent. of these it was absent; in 70 per cent.,
present. Its localization, when present, is shown by
the following:

FPer cent.
Ueneral abdominal tenderness. ... ..o cwnean ()
Localized abont Davel: o5 b o o e aleis wia s b
Localized abont CeCUIL .- - @ . cuss ain s e e T
Localized In epigastrium. ... ... .. o0 ina:q0s T
Localized In hypogastrinm. .. ...... ... - 00000 g
Localized on left side of navel................ 2
Localized In right hypochendrinm. .. .......... 2
Localized at MeBurney's point.. . ............. 1
Localized at right costal border.............. 1
Localized at several points in hypogastrinm.... 1

Distension.—This is usually a rather late sign, and
one of increasing severity. It was mentioned in 125
of the cases. In 22 per cent. of these it was absent, in
Y8 per cent. present. When present it was:

Per cent.
General ...... e e e T L e el 06
Lorallzed below Davel. . . s e aaiim e 2
Loecalized in right hypogastrinm.............. 1
Localized in upper abdoemen. . ... ....cc.c0::0: 1

The experiments of Kader, already mentioned, showed
the following events on ligation of the superior mesen-
teric artery: Contraction of the coils of intestine and
anemia of them; then hyperemia followed by complete
intestinal paralysis, when stasis had occurred; then
lastly came distension from gases of decomposition.

Intestinal Obstruction.—This is one of the most im-
portant appearances and occurs rapidly in many cases.
Deckart (and Rosenbach already quoted) explains this by
nutritional disturbances. In some instances the en-
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suing peritonitis is undoubtedly the cause of the ileus,
but that this is not always the case is shown by cases
where it follows immediately the closure of the vessel,
at a time when there can be no question of either peri-
tonitis or necrosis of the gut wall.

A symptom of minor importance is hiccough, which
1s found in a few cases. In our cases there has been
found also a marked increase in the leucocyte count,
and a positive iodin reaction (iodophilia). In a certain
number of cases sugar has been found in the urine (see
Case 1), but it has not been possible to determine from
the reports whether this was present before his intestinal
symptoms began. In Case 1 it was already present. Its
previous absence would make its finding of some worth,
however, since from the experiments of Tangl and Har-
ley*® and Kolisch,** one of the results of closure of the
mesenteric vessels is glycosuria. Also an increased elim-
ination of indoxyl is often seen in these cases. There
1s often evidence of nephritis of varying grades of se-
verity.

The temperature usually falls below normal, though
not infrequently an increase is observed, which perhaps
iz due to accompanying processes, su-:*h as peritonitis,
endocarditis or toxic absorption from the intestinal
contents.

Of interest are those cases referred to by Talke,** in
which purpuric spots are seen. He makes the occur-
rence of purpura of considerable diagnostic value. Such
cases also demonstrate the embolic nature of purpura
in certain instances. Here must also be noted the ar-
ticles by Osler, the last of which appeared in the Amer-
ican Journal of Medical Sciences for January, 1904,
Several cases are here given of disease of the so-called
erythema type, in which, together with purpuric spots
and various other Eutanmus symptoms, there occurred
also abdominal symptoms, such as pain and bloody in-
testinal movements. The case described by Talke
showed undoubted embolism of the mesenteric vessels.
In none of Osler’s cases was this present. From a clin-
ical point of view it would seem, however, that an early
differential diagnosis were impossible.

Diagnosis.—This is admitted by all to be exceedingly

40. Pflilger's Archiv, vol. Ix.
41. Centralblt. f. klin. Med., 1802, p. T37.
42, Bruns' Beitrdge #. klin. Chir., 1903, vol. xxaviii, p. 743.
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difficult, and the more so because the symptoms have
the same causation, as in several other acute abdominal
lesions. Gerhardt** makes the following diagnostic
postu]ath

. There must be present a source of the embolus.

. There are present copious intestinal hemorrhages,
unexplainahle by disease of the gut wall or by hindrance
to the portal circulation.

3. There is quick and marked fall of body temper-
ature.

4. Colicky abdominal pains, which may be very se-
vere.

5. Later distension of the abdomen and free fluid
occur.,

6. Emboli of other parts may have been present be-
fore or may occur simultaneously with closure of the
mesenteric vessels,

7. There occurs sometimes a -large,-palpable blood
tumor between the layers of the mesentery.

Clinieally it is very rare to find all these points pres-
ent, and so the diagnostic value of the above schema
is eonsn]erablv 11111311]'&(1 It can not be wholly dis-
carded, however, but, as Neutra says, only in the pres-
ence of the greatest number of points of this schema
can the diagnosis be made with any degree of certainty.

Schrittert* says that if the characteristic disease pie-
ture develops in the case of a younger individual, with
a heart lesion, one 11nmedmteh thinks of embolus. In
an older mdnu‘hnl with arteriosclerosis, a sudden oc-
currence of the sy mptnm-mmplem makes embolism most
probable. With slow development, at any age, throm-
botic processes of either arfery or vein are more prob-
able. According to Koster,*® it is impossible to differ-
entiate between “closure of arteries and that of veins.

The conditions which are most often confounded
with these cases of intestinal paralysis are those where
the obstruction is due to a mechanical hindrance. These
are intussuseeption, volvulus, strangulation by bands
or obstruction from gallstones or cancer. Also those dis-
eases which may cause blood in the stools or vomitus
must be ruled out. Such are gastric or duodenal ulecer,
heart and liver disease.

4%. Wilrzburger med, Feitschrift, 1863, vol. iv, p. 141.
44, Nothnagel's Spezielle Pathol. v. Therapie, vol. xv.

45. Dentsch. med. Woch., 1898, p. 325.
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Naunyn*® considers dysenterie, foul-smelling hemor-
rhagic stools characteristic of intussusception, but these
also are found in closure of mesenteric vessels, Nothna-
gel*” thinks the variations in size and shape of the sau-
sage-shaped tumor in intussusception, caused by the con-
tractions, to be of value. We must remember, however,
that there are cases of mesenteric occlusion which have
tumors of the mesentery caused either by hemorrhage
or edema.

In volvulus, which is usually of the lower bowel, it
is impossible to inject any great quantity of water.

Obstruction due to cancer, gallstones, ete., is usually
more gradual in onset, and in the previous history there
will most often be found data for differentiation.

The differentiation from portal thrombosis is usually
impossible, since this is, in many instances, only an
earlier stage in the same disease process. In this con-
nection, Stefan*® thinks that the presence of a large
amount of fluid in the abdomen, in a case where intes-
tinal obstruction of the paralytic type has occurred
suddenly, speaks for mesenteric as against portal throm-
bosis. Tuberculosis and malignant disease must first
have been ruled out. Occasionally in portal thrombo-
sis we are able to note the gradual increase in the size
of the spleen. Schrittert* also mentions in differential
diagnosis the rare cases of aneurism of the hepatic ar-
tery. This rarely causes symptoms unfil it ruptures,
when severe abdominal pain occurs. The sac has usually
become adherent to the intestine or bile passages, and
so there occurs hematemesis or melena. In this con-
dition, however, 1t 18 to be noted that the attacks are
usually recurring, and last through weeks, that often
jaundice is present, and that signs or symptoms of per-
itonitis are absent.

So, too, the various clinical tests showing the pres-
ence of sugar, or much increased indoxyl in the urine,
or the increase of white cells and marked iodophilia in
the blood, since they are all consistent with intestinal
obstruction from various causes, show nothing specific
for those cases due to occlusion of mesenteric vessels.

46. Mitt. a. d. Grenzzeb. d. Med. u. Chir.,, 1896,

47. HEpezielle IMath. u. Theranie.

48. Nederl. Tijdschr. voor Geneesl.,, 1900, from Centralblatt f.
klin Med., 1901, p. 178.

49. Dizeazes of the Intestine, 1902, vol, ii.
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We must agree with Hemmeter,*® therefore, when he
says that in the large majority of cases the nearest to a
recognition of the correct state of affairs that will be
made is the diagnosis of intestinal obstruction.

Prognosis.—As has been seen in speaking of the course
of the disease, the condition is a very fatal one. Kven
granting the dlagnnm to be correct in all the reported
cases, we have a mortality of about 94 per cent. The
condition is admir ably summed up by Neutra, whom
we quote: “In cases of acute onset, the pmqnosis is
indeed very grave, but by no means absolutely bad,
since behind these severe symptoms there may be hid-
den a chronic process which favors the formation of a
collateral circulation, and on this the prognosis de-
pends. If, on the other hand, the course is a chronic
one, and only a few exacerbations are present, between
which there is complete absence of symptoms, the prog-
nosig, nevertheless, is moderately bad, since in these
cases it must be assumed that because of some hindrance
a competent collateral circulation can not be formed.
Accordingly, thrombosis of mesenterie arteries is of rel-
atively better prognosis than embolus.”

T'reatment.—DBasing his treatment on what has gone
hefore, Neutra advises, in the early stages, drugs to in-
crease the blood pressure, or a light abdominal massage
to displace the clot, if possible, and spread it into
smaller branches. Both of these means seem to the
writers to be illusionary. It does not seem to us that
any treatment is rational except that of exploratory
laparotomy, in every case where the patient’s general
condition will warrant it, and as soon as even a tenta-
tive diagnosis has been made.

Operation.—Operation has been done for the condi-
tion in 47 of the reported cases, with a mortality of 92
per cent., only 4 cases having recovered so far as re-
ported. It seemed, therefore, to be of interest to re-
view the pathologic findings in the non-operated cases,
to see whether in these, had the diagnosis been made,
operation could have been of any avail. The case show-
ing the largest extent of resected gut is that of Elliot,
in which 48 inches were removed, with complete recovery.
Making this the upper limit, the autopsies show 24 non-
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operative cases, having the following extent of involve-
ment :

One case showing 1 inch.
One ease showing 2 inches,
Two cases showing 4 inches.
One case showing 8 inches.

= One case showing 10 inches.
One case showing 1 foot.
One case showing 16 inches,
Two cases showing 20 feet.
Two cases -ahnwiu;, 2 feet.
One case shmvlnh o1 inches.
One ecase showing 38 inches.
IMonr cases showing 39 inches.
One case showing “‘several inches.”
Four cases showing “‘one coil.”
One case showing 2 coils.

That some of these cases would not have been benefited
by excizion of the gangrenous area is undoubtedly true.
The extremely low general condition of the patient or
the high situation of vessel closure prevents us suppos-
ing any other course than a lethal one. In 15 of these
cases, however, there is nothing brought out in either
the history or autopsy protocol to contraindicate a re-
section. These cases have to do with a small area and
the vessels in its immediate supply, and these conditions
have been found most frequently in cases of venous
closure.

We feel also that faulty technic has been a factor in
some of the operative failures. In many cases it is im-
possible, even with good demarcation lines, to be sure
that the gangrene has reached its limit. For this rea-
son those operations in which the resection has been
followed by immediate anastomosis seem unwise. They
also expose the patient to an operation which is too long
and involves too much trauma.

The method of procedure which we advise, therefore,

is to bring the involved gut well out of the wound, with
liberal, sound margins left at either end, and after re-
section to fix th-? open ends in the wmmd well walled
off with gauze tampons. If peritonitis is present, a
speedy flushing out of the eavity with hot saline solu-
tion, through the Tait tube, is advisable, and adds but
little to the trauma of the Gpm'ﬂt on. W fth both ends of
the intestine thus open, the distension can be relieved,
and the intestine watched for signs of further gan-
grenous involvement. Such an operation as we describe
ought not to necessitate over fifteen or twenty minutes
anesthesia.

We do not claim that many cases can be successfully
treated by this or by any other method, but it does seem
as if an occasional case might be sawd. and certainly
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this method puts the patient in the best position to
recover, if such be possible.

LATER CASES.

While the preceding article was in press, the following
cases occurred, which we add to the above list. The
first is a good illustration of the venous type of throm-
bosis, oceurring as a terminal event, after operation
for nmbilical hernia, in an excessively obese old woman.
with poor heart action.

CaseE 28.—(Dr. C. A. Porter.) Woman, 64 years, entered
Massachusetts General Hospital Feb. 17, 1904,

Previous History.—Has always been healthy. Has had five
children, the youngest 33 vears old. At last childbirth had
double milk-leg, and has had enlarged veins of legs ever since.
Sixteen years ago varicose uleers appeared on each leg, and
have persisted. Thirty vears ago she first noticed a bunch, the
size of a walnut, just to the left of the umbilicus. Since that
time this bunch has been enlarging slowly to its present size.
One year ago first noticed a bulging of abdominal wall, size of
one’s palm, just above the umbilicus. Socon after this she had
stoppage of the bowels, and vomited for two or three days; was
relieved by big dose of physic. For past six or seven years has
been able to get about only when wearing an abdominal
swathe. For many years has had some pain in the rupture,

Present Illness—February 13 and 14 she had very small
movement from bowels, with some cramps. Took physie with-
out result. February 15 began to have severe pain in abdo-
men, about umbilicus, associated with mueh vomiting. This
has continued. Bowels have not moved since February 14,

Physical Examination.—Markedly obese. Heart and lungs
negative. Abdomen tympanitie and considerably distended. In
region of umbilicns is a tumor, evidently an umbilical hernia,
the size of a small football. Abdomen is tender just above
this tumer. Uleer on each leg.

Operation.— (Dr. C. A. Porter.) February 17. Radical
enre of an incarcerated umbiliecal hernia, which contained
about six inches of the transverse colon and a large amount of
omentum. The patient made a fair recovery from ether, con-
sidering her condition at entrance. Convalescence was com-
plicated by slight fever, due to a mild wound infection, which
showed itself first March 6, when a pocket of pus was evacnated
and drained.

March 11. Slight syncopal attack, cyanotie, dyspnea, hands
eold. This was relieved by a bed rest, digitalis and strychnia.
During the next week she was kept on digitalis and strychnia;
had to have a bed-rest to relieve the dyspnea. During this
time hands were for the most part cold and blue, but now and
then became warm.
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Death.—March 22, In the morning she became distinectly
worse and very eyanotic; complained of colicky pains in the
abdomen. Physical examination showed the abdomen mark-
edly distended, with some dullness in both loins. At 5 p. m.
she vomited a large amount of brown material, without feecal
odor, which proved on examination to be chiefly blood. She
rapidly failed, and died early in the evening.

AUTOPSY.

Anatomic Diagnosis.—(Dr. Oscar Riechardson.) March 23,
1904. Thrombosis of the portal vein, with hemorrhagic infare-
tion of the small intestine, and with hemorrhage into the
stomach and intestine. Congestion of the spleen and pancreas,
with small hemorrhagic areas in their tissues, Ascites, chole-
hithiasis; arteriosclerosis of the aorta; fatty infiltration of
the myoecardium of the right ventricle, with hypertrophy and
dilatation of the heart. Chronic pleuritis. Hemorrhagie
edema of the lungs. Thrombosis of the right common and ex-
ternal iliac and femoral veins. Edema of the lower extremities,
Small abscess in the mass of adhesions at the base of the old
operation wound.

Peritoneal cavity contains a large amount of reddish fluid.
At a point 270 em. above the ileocecal valve, the small intes-
tine, over a distance of 120 em. above this point, presents
walls of a marked blackish-crimson color. At each end of this
strip of intestine this marked change in the color of the wall
ceases suddenly. The mesentery supporting this strip of in-
testine shows no distinet change in its color, but is slightly
thicker than normal. In places, toward the root of the mesen-
tery, engorged veins are plainly visible. The serosa of this in-
volved portion of gut presents fine, fibrinous-like material on
its surface. The descending colon, sigmoid and reetum, on sec-
tion, show nothing remarkable. The small intestine, on section,
contains a large amount of blackish, bloody semi-fluid mate-
rial. The bloody character of this material is most marked in
that portion of the small gut which shows the marked disecol-
oration of its walls. These walls, on section, are of a blackish-
erimson color, opaque, and there drips from them a thick
fluid, blood-like material. The mucosa of the small intestine
below this infarcted strip is more or less reddened. No ulecers
are found in either the small or the large intestine. On see-
tion of the portal vein it is found to be distended and occluded
by a large, grayish-yellow to blackish-red, fibrinous mass,
about 10 em. in length, which is in places adherent to the
intima. The cirenmference of the vein is 4.5 em. The adher-
ing mass is continued a short distance into the great branches
of the portal vein in the liver, and is propagated from there on
into the small branches as blackish-red, more or less firm blood
clot. From the lower portion of the portal vein this oceluding
thrombus mass is propagated into the gastrie, splenic and su-
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perior mesenterie veins and their radicles, as black more or less
firmly-clotted blood. As far as can be determined, the in-
ferior mesenteric vein appears to be much more free from the
clotted blood than any of the other branches of the portal vein.
The intima of the splenic vein, near its junction with the
portal, shows a place where the clotted blood is adherent to if.
A large branch of the superior mesenteric vein, apparently the
colica dextra, is distended with blackish-red clotied blood, and
is plainly traceable to the mass of fibrous tissue, colon and
omentum at the base of the healed wound in the abdominal
wall.

The me=enteric arteries are free, and the iIntima smooih.
The right common and external iliaec veins and the first por-
tion of the femoral vein, on section, present a grayish-red to
blackish-red fibrous mass of material, which is rather firmly
adherent to the intima in places.

Culture from clot in portal vein showed a colon-like bacillus;
those from the liver show this same bacillus, and also a few
streptococei. All other cultures were negative.

In this case it appeared as if the primary thrombosis
formed in the portal vein, from which the other mesen-
teric vessels were filled by backward extension. It is
impossible to explain the origin of this thrombosis. It
may have been due to infection of the wound, though
this appears to us unlikely, as the peritoneum was not
involved in the infection, or secondly and most prob-
ably, the thrombosis developed as a result of her poor
cardiac action for a period of ten days.

The following ease has been kindly sent by Dr. Elmer
H. Copeland of Northampton, Mass., under whose care
the patient was:

Case 29.—Man, aged 61 years. Typhoid 36 years ago; well
and active since,

Present [llness—Feh, 6, 1904. Attack of pain in left in-
ouinal region, with some tenderness. Bowels had not moved
for two days. Temperature, 96.5 F. After active catharsis,
bowels moved several times, with relief of the pain. No blood

in movements. The pain returned soon, however, and could
not be relieved.

Operation.—(Dr. G. W. W, Brewster, Boston.) Feb. 9, 1504.
Entire small intestine of dark red color, like “bologna sausage,”
with several spots of a darker red. Abdomen washed out and
closed. Operation gave no relief of pain, which continued to be
spasmodic in character. Temperature rose to 103, with vomit-
ing (not bloody) and abdominal distension, and patient died
February 11, fifty-three hours after operation,
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AUTOPEY,

These several spots of gangrene above mentioned were pres-
ent at autopsy, and also an area of gangrene six inches in
length, about six feet below the pylorus, which extended
around the entire cireumference of the gut. Below this the in-
testine was empty; above, it contained semi-fluid, slightly
bloody fecal matter. The blood vessels were not examined.

The following very interesting case is at present in
the wards of the Massachusetts General Hospital under
the care of Dr. J. W. Elliot:

Case 30.—Man, 22 years, electrician, entered the medical
wards of the hospital April 7, 1904, with the diagnosis of a
duodenal or peptic uleer.

Previous History—Until three years ago had been very ro-
bust. One year ago had pneumonia.

Present Illness—Perfectly well until three weeks ago, when
he began to have pain in epigastrium, and inability to keep
food on his stomach. Has good appetite, but vomits all he
eats. At first vomitus consisted of food eaten, but lately has
been of “coffee grounds™ character. For past week has vomited
three or four times a day, never any fresh blood.

Physical Examination.—Well developed and fairly well
nourished. Pupils equal and react. Glands in both sides of
neck, right axilla and grein, varying in size from a pea to «
large bean, Left epitrochlear gland hard and shot-like. Heart
and lungs negative. Abdomen full, muscles held rather rig-
idly, tympanitic throughout, no masses. Considerable tendai-
ness beneath left rectus, and some spasm in epigastrium. Small
sear on dorsum of penis.

April 14. Vomited some blood last night, and does not feel
very well. Has some pain in epigastrium, with tenderness.
Abdomen slightly distended. Vague sense of mass in right
hypochondrium, with distinet resistance of right rectus. Liver
dullness slightly diminished.

Urine: acid, specific gravity 1030; albumin absent:; sugar
absent. Leucocytes, 7,300.

Operation.— (Dr. Elliot.) April 14. Median incision in
epigastrium. No free fluid. Sponge passed to pelvis brought
up a little fluid, not cloudy or foul. Thorough palpation of
stomach gave no evidence of disease. It was not dilated.
Pylorus not abnormal. Small intestine looked rather dark, as
if the contents were bloody. Upper part of jejunum distended.
This was brought forward to anterior wall of stomach and
gastrojejunostomy made. Mucous membrane of jejunum very
thin and friable.

April 15. Vomited some dark material this morning, and
color is rather cyanotic. Urine: aecid, specific gravity 1033;
albumin absent; sugar abszent.
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April 16. Some fever to-day and abdomen tender and dis-
tended ; relieved by enema. Leucocytes, 9,300,

April 18. Patient more comfortable. Vomited this after-
noon after potassium iodid. Abdomen soft. Retaining nutri-
ent enemata well, which, however, have to be given small.
Taking considerable amount of liquid by mouth.

April 22, Patient looks brighter and in better condition. Is
now taking soft solids. Wound united by first intention.

April 25. Gaining. No complaints.

April 28, Excellent appetite. Retains and digests all food.
Is having soft solids, chicken, ete,

May 1. Daily gain.

May 2. Complained of slight pain in abdomen to-day, which
soon passed away.

May 3. This morning patient was seized with abdominal
pain, not loecalized, eramp-like, accompanied by some nausea
and vomiting. Abdomen soft, slight tenderness in left lower
quadrant. During day patient had steady pain, with rare re-
missions, At night slightly more easy, when a vague resisi-
ance and sense of mass was felt in left lower quadrant. Two
enemata have had no result. Leucocytes, 21,400.

May 4. Pain persists. Rigidity of left reetus with tumor
felt beneath it. Slight spasm of right reetus. No dullness, no
nausea. Leucocytes, 24,600.

Operation.— (Dr. Elliot.) May 4. Small amount of eloudy
fluid found in peritoneal cavity. A coil of much distended and
almost black small intestine lay beneath the incision, with
neighboring coils slightly adhering to each other, and u little
fibrin on them. Mesentery black almost to its root. oil
pulled out and 14 inches found gangrenous, but peritoneum
still intact. Affected gut resected and ends brought out of
wound, No strangulation present.

May 11. Sinece this second operation the patient’s condition
has been fairly satisfactory. He oeccasionally has considerable
pain in the wound. Nourishment by mouth is retained, though
there is at times some mnausea. There is no pyrexia or other
evidence of peritonitis or further gut involvement. The seat
of the diseased gut could not be determined at operation ke-
cause of the poor condition of the patient. If his conditicn
permits, a secondary anastomosis of the resected intestinal
ends will be done in the near future.

It seems evident that whatever the process that ex-
isted before the time of the first operation, the definite
intestinal involvement began May 2, at the time when
the pain and vomiting occurred. Though no gastric
lesion was found at the first operation, the marked im-
provement in the patient’s condition for over two weeks
would seem to exclude the existence of a mesenterie
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thrombosis or embolism before this date. At present
we can only speculate as to the nature of the original
trouble.

The pathologie report of the above case by Dr. J. H.
Wright is as follows:

Pathology—"“Specimen consists of a loop of intestine 25 or
30 em. long, with a small amount of mysentery about 1.5 em.
in its widest part, attached. With the exception of lengths of
14 and 16 em. at either extremity of the loop the intestine
presents the following appearance: It is of a black-red ecolor,
and at least twice ag wide in diameter as normal, the peritoneal
surface showing some fibrous thickening. On seetion the entire
wall of the intestine is densely infiltrated with blackish, opaque,
thick fluid. The same flnid is found in abundance in the lumen
of the intestine. The mucous membrane in general is of a
blackish, moist appearance, with no definite ulcerations. The
portion of the mesentery adherent to the infestine iz markedly
infiltrated with black thick fluid. The condition of the in-
testine ceases rather abruptly at a point about 4 to 6 em.
from each extremity of the specimen, where there is a fairly
well-marked constriction. The serous surfaces of these ex-
tremities of the specimen also show some fibrous thickening.

“Microscopic examination of pieces of the mesentery at-
tached to the intestine shows thrombosis of good-sized veins,
but none of the arteries. The thrombus material in the veins
is composed chiefly of red blood corpuscles, together with a
small amount of fibrin and a few polynuelear lencocytes. Some
of the veins show infiltration of their walls with polynuclear
lencoeytes. There is no thickening of the vein walls. The
tissue shows extensive hemorrhage. The appearances in the
sections do not admit of a definite conclusion as to whether
the thrombosis of the veins was the cause of the conditions in
the specimen or not; the thrombosis might be secondary.”

About one month after the operation of May 4 the exposed
ends of intestine were brought together by an end-to-end
suture. This was not immediately successful, but the result-
ing fecal fistula had wholly closed in about four weeks more.
The patient was discharged well on July 14, 1904,

We have here, therefore, the fifth reported case of re-
covery through operation.

OTHER CASES.

The following cases are quoted briefly from the literature:

ApExor.—Woman, 48 years. Operated for myvoma of uterus.
A ecoil of intestine adherent to the tumor, as iz also the trans-
verse colon in its upper portion. Resection of a piece of the
mesentery of colon near its upper border. Death the next day.

Autopsy—In lower part of descending colon a ring-shaped
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area of gangrene with large perforation. Thrombosis of vessels
leading to it.

ApExNoT.—Woman, 73 years. Two weeks previously opera-
tion for strangulated hernia, with immediate relief. The
wound did not heal and was coated gray. On the fourteenth
day persistent diarrhea, not bloody. Died five days later,

Autopsy.—Gangrene of wound. Foul, dark fluid in pelvis.
Lower two-thirds of descending colon gangrenous, with large
perforations. Heart normal. All vessels show marked ather-
oma, especially the descending aorta and mesenteric arteries.
Clot in the inferior mesenteric artery.

ALEXANDER—Man, 36 years. Sudden vomiting of large
amount of dark blood. Blood in stool. l.oss of appetiie and
headache, No tenderness or resistance in abdomen, but marked
distenzion. Watery stools followed. Heart and lungs negative,
Peritonitis and death. This same condition has oceurred three
times during the last few years.

Autopsy.—Turbid red fluid in eavity. Small intestine dis-
tended. Several coils, dark blue. Roots of mesenteric veins
are very wide and filled with firm non-adherent clots, which
are continued into trunk of inferior mesenterie vein, and are
here adherent. Trunk of superior mesenteric vein is also full
of clots down to gut wall. Main frunk of inferior mesenterie
vein is as large as a child’'s arm. Splenic and portal veins
thrombosed. Cause was chronie pylephlebitis,

ALEAN.—DMan, 64, alecholie. Well till five weeks ago, Feel-
ing of fullness in region of stomach, frequent belehing of gas
and anorexia. Copious vomiting of late. Abdomen negative.
Liver palpable two finger breadths below costal margin. Bow-
els regular and normal; diarrhea later, not bloody. Lungs
negative except for slight emphysema. Aortie second sound
slichtly aceentnated. Temperature 36.5 C. Stomach contents
show stasis. HC] diminished, lactie acid absent. Urine con-
taing neither albumin nor sugar. On seventeenth day sudden
pain in lower abdomen. Distended below navel. Liver not pal-
pable, its area of percussion dullness gone. IPulse 50 to 100.
Reddish-vellow diarrheal stools. Distension inereased. Col-
lapsed and died the following day.

Autopsy.—Intestines have lost their gloss. Fresh fibro-puru-
lent adhesions between coils. Bloody ascitezs. Whole lower
ileum, ascending colom and 20 em. of transverse colon discol-
ored and gangrenous. Extensive myocarditis, causing an
aneurism cordis, which eontains a thrombus. Colica media
and dextra arteries thrombosed at their origin.

ArtENx.—Woman (age mnot given). Compensated mitral
stenosis. Collapsed after delivery. No signs of hemorrhage or
of rupture of uterns. Death without any abdominal symp-
toms.

Autopsy.—Showed embolus of superior mesenteric artery.
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ALTMANN.—Woman, 73 years. Thrush and deglutition
pneumonia. No abdominal symptoms.

Autopsy.—Distension of abdomen, especially in right hypo-
gastrium. Atheromatous patches of superior mesenteric ar-
tery, with secondary embolus of several end branches. One
and a half meters of lower ileum infareted and almost necrotic.
Gas and bloody slime in small intestine. General severe ar-
teriosclerosis, Small dissecting aneurism of right iliac artery.

ANDERSON.—Man, 17 years. Always delicate. Five years
ago, theumatism. For six months since this, constant dysp-
nea on exertion and ocecasional epistaxis, always from left nos-
tril. One year ago, attack of pain in abdomen, with nausea;
no vomiting. Feet and legs red and swollen. Dyspnea and
blood in stools. Now, for two weeks, has had severe pain
across abdomen; nausea, but no vomiting. Melena. Heart
dilated, double aortic murmur. Urine negative. These symp-
toms continued for about three weeks, no further details, no
autopsy. Author considers the case emholus of superior mes-
enterie artery. This diagnosis is doubted by Litten.

AroNsSOHN.—Man, 45 years. Sudden severe pain in epi-
gastrium, which disappeared by degrees. FEight days later
pain recurred, more severe, and lasted till death, five days
later. Pain was accompanied by dyspnea and cyanosis. No
vomiting or diarrhea. Moderate distension of abdomen. No
tenderness on pressure. Temperature 36, respiration 45, pulse
100. Riles in lungs. Death twelve days after first atiack of
pain. Last day comatose.

Autopsy—Trunk and branches of superior mesenteric artery
thrombosed. Embolus in a eerebral artery. Mucosa of whole
small intestine swollen and suffused with blood. Bloody fluid
in pelvis. Pulmonary edema. Hypertrophy and dilation of
rizht heart.

AUFRECHT.—Girl, 8 years. Double pleurisy at 2 years of
age; at 4 years diphtheria. TFor three days severe pain in
right side of abdomen; vomited six times, clear blood, amount-
ing to about one-quarter liter. General spasm and retraction
of abdomen, which is tender on the slightest pressure, espe-
cially at the right costal border. Here there is felt a resist-
ance over area the size of a dollar. Pulse 132, small; tem-
perature 38 C. Cardiae dullness enlarged, systolic murmur at
base; pulmonie second sound accentuated. Tungs negative.
Urine not albuminous. Next day, epistaxis. Pain worse. On
second day dark, bloody, thin stools. Abdomen distended. On
fifth day no more blood in stools: abdomen soft, still =lightly
tender. Ome week later general condition good, no more pain,
stools regular. Three days later pain of short duration below
liver. Stool contains two bloody and many slimy mucous par-
ticles. One month later, discharged relieved. Cardiac condi-
tion the same. Feels well and weight is increased.

BartH.—Man, 47 years, alcoholic. Scarlet fever as child.
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Intermittent fever while in Algiers. At 33, phlebitis of leg;
well in three months, Onset of present illness, with pain in
abdomen, nausea and vomiting.

Clinical Diagnosis—Hepatie colie, without jaundice. Pain
most marked in epigastrium, radiating to right of umbilicus.
Frequent attacks, but little influenced by morphia. Slight
distension. Seventeen days later, sudden distension and hiec-
coughs. No ascites, cutaneous veins not enlarged. Liver
small, retracted under costal margin. Abdomen very tender.
Following distension, no movement of bowels or gas. Before
this they had been regular. Vomitus green. Rectal tempera-
ture 37.2, pulse 140, thready. No bile or albumin in urine.
Collapsed and died before operation could be done.

Autopsy.—Abdomen contains about one liter of sterile, red-
dish-brown serum. Intestines distended, and their peritoneal
surface injected. Area in middle of jejunum violet color, with
fibrin on surface. No line of demareation. Thickened and
lardaceous mesentery very striking. Mucous membrane of in-
volved intestine grayish red. No ulcerations. Thin, reddish,
fluid contents. No stenosis. All mesenterie veins thrombosed,
as well as those of diseased portions. Splenic vein closed.
Arteries free. Firm, gray-red clot at hilum of liver, in por-
tal wvein. Liver small, but not sclerotic. Gall ducts free.
Spleen not enlarged.

Bayer.—Man, 58 years. After movement of bowels, tried
to push back with force an ordinary prolapsed hemorrhoid.
Sudden unconsciousness. Next day pain in chest and bioody
sputum. Riles in lungs. Epsom salts caused diarrhea. For a
few days severe pain in lower abdomen; no stools or gas.
Vomited. Painful resistance in ileocecal region. After two
days dark, bloody stools. Fetid breath; collapse. Hemorrhoids
inflamed and very tender., Streaks of blood in sputum for sev-
eral days. Gradual diminution of symptoms and recovery.
The hemorrhoids were apparently thrombosed, and part of the
thrombus was separated by the pressure. Then followed pul-
monary embolus, and later embolus of branch of superior mes-
enterie artery, causing intestinal paralysis and paralytie ileus.

BEcEMANN.—Woman, 80 yvears. No clinical data.

Autopsy—Mitral and aortic valves thickened and stiff.
Chronic endarteritis of whole arterial system. A cyst between
layers of mesentery at lower border of liver. Mucosa of duo-
denum and jejunum swollen and hyperemic. Contents, fluid
blood. Ileum dark bluish-red. Obturating thrombus of su-
perior mesenterie artery, at origin of ileocolic. Origin of em-
bolus not evident.

BEWLEY.—Man (age not given). Vomiting, pain and dis-
tension of abdomen. Obstipation.

Operation.—One foot of small intestine gangrenous, no ob-
struction found. Soon died.

Autopsy—Thrombosis of mesenteric and portal veins.
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BoNNE.—Man, 28 years. Headache, and enlarged spleen.
After a short time, diarrhea and pain in stomach. Fever.
Blood examination showed red corpuscles pale and disinte-
grated. Symptoms of peritonitis from perforation. Death.

Autopsy—Fluid blood in ecavity. Mesentery thickened.
Spleen enlarged, surrounded by adhesions. Organized throm-
bus in splenic vein. Soft, non-adherent thrombus in portal
vein, reaching into mesenteric vein; 80 ecm. of intestine sup-
plied by this latter, infarcted and necrotie in spots. Author
explains this by primary splenic tumor, following infection,
causing inflammation of wall of vein, and subsequent throm-
bosis.

BorNHAUPT.—Man, 22 years. Formerly always well. Fol-
lowing debauch, severe pain in abdomen, vomiting and obsti-
pation. No flatus. Abdomen soft, tympanitic, not distended,
tender or resistant. IFrequent stercoraceous vomiting, eyano-
sis, quickened respirations, collapse and death.

Autopsy.—Diffuse injection of both layers of peritoneum,
slight amount of sero-hemorrhagic fluid in ecavity. Area 10
cm. long, bluish-red and neerotic in small intestines 50 em.
above cecum. Inferior line of demarcation good; superior one
obsecured. Rest of small intestine hyperemie. Effusion of
blood into mesentery for 2 em. Contents of stomach blood
colored. Mesenteric vessels not examined, but author suggests
auntochthonous thrombus. Large blood clot in left pleural cav-
ity.

BorrMANN.—Man, 63 years., Sudden attack of pain in abdo-
men. For three months stools were painless but diarrheal.
Lassitude, vomiting. A year and a half later, similar attack,
more severe. Abdomen sensitive to pressure. Continued vom-
iting of bloody masses. Collapse and death on sixth day.

Autopsy—1urbid, bloody serum in cavity. Cous discended.
Serosa infiltrated with blood. Several coils show hemorrhagic
infaretion, with thickened walls. Blackish fluid in duodenum,.
Mucous membrane of stomach and duodenum scattered over
with vesicles of decomposition. Obstruetion of portal vein by
adherent thrombus, which iz propagated into mesenteric vein,
and iz grayish-red in ecolor. Mesenterie arteries free. Syphi-
lis of liver. Author considers syphilitic disease of vessel wall
the primary factor.

BorszEEY.—Man 54 years. In full health. Sudden, severe
pain in abdomen, soon followed by bloody dejection. No vom-
iting. Abdomen slightly distended, and very tender every-
where, especially in ileocecal region. No movement nor gas,
even after enema. Abdomen became more and more distended,
and this was followed by eonstant vomiting. Four days from
onzet sent to hospital. General spasm and distension of ab-
domen; no visible peristalsis. Abdomen tympanitie, except in
ileocecal region, where there is dullness, which does not shift
with change of position. Mass the size of a hen’s eve under
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this dullness. It feels elastic and does not change in consist-
ency. Whole abdomen very tender. Vomiting has become fe-
eal. Heart and lungs negative. Rectal examination negative.
Pulse very arrhythmic; cold, clammy extremities; lips cya-
notie. Marked dyspnea; temperature 37.3. Operation under
cocain. Intestines all dark and adherent; very friable, and
were torn in several places while loosening adhesions. No ob-
struction found.

Autopsy.—Celiotomy. Turbid red fiuid in peritoneal cav-
ity; 210 em. of small intestine, beginning 225 em. from the
beginning of the jejunum, show hemorrhagie infarction, gut
wall thickened and firm. Obliterating thrombus in superior
mesenterie artery 8 em. from aorta. Mitral stenosis and in-
sufficiency, with cardiae hypertrophy.

Braprorp.—Man, 20 years. Never very well. Seven years
ago, bronchitis. One year ago, abseess on foot. Now has pain
in abdomen, slight diarrhea. For six days headache. Has
vomited once. Pain localized at navel and is constant. Abdo-
men tympanitic; slightly tender in right hypochondrium;
liver not enlarged, no mass felt. Bowels moved by enema;
motion contains no blood. Urine negative. Lungs negative.
Systolic apical murmur. For next five days temperature about
101 F., respirations 38, pulse 96. Pain constant, oecasional se-
vere vomiting, abdomen not distended. Then sudden vomiting,
dark green in character, pain increased. On the next day vom-
iting became stercoraceous and an indefinite mass was found
in left iliac fossa, which could be movea up to lert lumbar
region. Operation next day. One foot of small intestine dark
blue, no volvulus or constricting band. Snght amount of red-
dish fluid in eavity. Death.

Autopsy—Hemorrhagic infarets, 18 inches long, in upper
jejunum; mesentery thickened, its veins thrombosed. Trunk
of superior mesentery vein thick, and filled by decolorized
clots. One mesenterie gland contains pus and connects with
vein; no sharp line of demareation, no ulecerations in intestine.
Liver, spleen and heart normal.

BrREUER.—Woman, 56 years. For several years shight heart
trouble. Several severe attacks of angina, with following
polyuria. For two years frequent cramps in abdomen. Re-
lieved by various means, such as laxatives, ete. Stools formed,
never bloody. Several days before death frequent attacks of
pain, lasting several hours. Obstipation, then meteorism,
vomiting and fever. A short time before death, discharge of
blood-black soft masses. No autopsy.

BURGESS.—Woman, 23 years. Three weeks ago felt sudden
pain while lifting a heavy box. This has been constant ever
since. Has vomited all taken. Bowels moved. Nothing ab-
normal noticed. Abdomen full in lower region. No visible
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eoils. Very tender. Urine negaiive. Pulse 150, temperature
97.5; collapsed. Death in a few hours.

Autopsy.—Peritonitis in lower abdomen. Several inches of
small intestine black red. Venous phlebitis from caleareous
mass in mesentery. Clot extends into portal vein. Fluid
blood contents of small intestine.

BurLin.—Man, 31 years. Dry gangrene of two fingers of
left hand from frostbite. A few days after had pain in ahdo-
men with vomiting of blood. Death from collapsze.

Autopsy.—Clot in brachial artery extending into radial and
ulnar. Acute general peritonitis from perforation of jeju-
num, which was wholly gangrenous. Clots in superior mes-
enteric and hepatie arteries. Clot on interventricular septum
in left ventricle.

CATTANL—Man, 690 years. For four days loss of appetite
and obstinate constipation. Pain in abdomen, fecal vomiting
and collapse. Clinical diagnosis: Ileus.

Autopsy.—Embolus in trunk of superior mesenteric artery.
The involved intestine very much reddened and friable. Large
amount of blood in stomach and intestine. Seattered hemor-
rhages in the mucosa. Slight amount of turbid fluid in the
abdominal cavity. Atheroma of aorta, with mural thrombus
in thoracie portion. Renal infarets.

CHIENE.—Body in dissecting-room. Blood vessels injected
from femoral. Celiac axis and mesenteric arteries closed by
old emboli. Aneurism of abdominal aorta, from which the
mesenterie takes origin, Trunk of celiae axis changed to a
hard eord, both mesenteriec arteries obliterated. The collateral
circulation takes place by way of the superior hemorrhoidal,
middle and left colica arteries. The retroperitoneal plexus of
arteries is enormously dilated, furnishing connection between
the internal iliaes and mesenteries.

CHUQUET.—Man, 62 years. Cirrhosis of liver, edema of legs
and ascites. Free fluid in abdomen. Heart and lungs nega-
tive. Pulse 110 to 120. Urine contains bile, but no albumin.
Incontinence of urine and feces. Sudden death in coma.

Autopsy.—0One coil of small intestine is brownish-red as if
gangrenous. Mesentery muech thickened at its intestinal in-
sertion. Mucosa sodden. No blood in lumen. All veins full
of thrombi, which are continued into trunk of superior mesen-
terie vein,

Conx.—Woman, 45 years. Mitral insufficiency, pneumonia,
pleurisy. Along the transverse eolon, hard lumps, which dis-
appeared after diarrhea. Anemia and death later from the
pnenmonia.

Autopsy—OIld clot at the apex of the left ventricle. Gray,
ochre yellow remains of a previous hemorrhage in the trans-
verse ecolon. Veins much dilated. Corresponding artery (i. e.,
ramus colicus), completely filled by fibrous elot.
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CouN.—Woman, 71 years. For three months swelling of
body, later of feet. Mitral insufficiency. Sudden fainting,
with convulsion and vomiting. Not eonscious till next day.
General tenderness in belly, especially on left. Free fluid dem-
onstrated in cavity. Small liver. Pulse 180, small and weak.
No albumin in urine,

Awutopsy.—Superior mesenteric artery plugged 214 inches
from origin. Mucosa of small intestine hyperemie; no ulecers.
Large blood tumor between the layers of the mesentery. Mes-
enterie glands enlarged. Cardiae hypertrophy with thickening
of mitral valve.

Conn.—Woman, 28 years. Syphilis and Bright's disease.
Marked ascites and diarrhea. Died in five weeks. (No other
data).

Autopsy.—One foot of small intestine, just above cecum, in-
farcted. Thrombus in corresponding branch of superior mes-
enteric artery. Splenie infaret. Liver enlarged, heart nor-
mal. Atheroma of aorta, with fibrin on one spot.

ConcaTo—(Age and sex not given). Three days before
death colicky pain in epigastrium, increased on pressure.
Tympanitie distension; no vomiting. Subnormal temperature.

Autopsy.—Turbid, foul serum in abdominal ecavity. =Selero-
sis of aorta with mural thrombi. In several larger and smaller
branches of superior mesenteric artery are obliterating eclots.
Infarction and necrosis of intestine, beginning 1 meter below
the duvodenum. Mucosa discolored in places, partly uleerated.
Ascending colon normal; transverse hyperemic. Intestinal
contents bloody.

ConTIi.—Man, 65 years. Previous cerebrospinal meningitis.
Two years later in hospital for atheromatosis. No special pain
or trouble. Sudden illness like acute peritonitis and died.

Autopsy—Whole superior mesenteric artery full of easily
separable clots. Rent in transverse colon 1 em. Small intes-
tine and ascending colon edematous. In the right half of the
transverse colon two large subserous hemorrhages. Hyper-
trophy of left heart wall. Thrombus of aorta.

CouNcILMAN.—Man, 61 years. Senile gangrene of feet. In-
creasing general abdominal pain for two days before death.

Autopsy.—In aorta several parietal thrombi. In superior
mesenteric artery an obliterating embolus attached to a eal-
careous patch. Infarct of whole small intestine with necrotie
areas in its muccsa. Intestine much distended, with flakes of
fibrin on its surface. General peritonitis: no intestinal per-
foration. Gut wall thickened. Embolus of thigh artery with
subsequent gangrene. Renal infarcts.

Councrnman.—DMan, 62 years. Eight months ago had symp-
toms referable to heart. For past month has had orthopnea
and anasarea. Sudden pain in abdomen and tenderness, in-
creasing till death, eight days later. Eight days before death,
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diarrhea, not bloody. No vomiting, but hemoptysis present.
Temperature slightly raised.

Autopsy—Total occlusion of superior mesentery artery from
atheromatous aorta. Infarct of small intestine; thin, hem-
orrhagic fluid contents. Gut wall much thickened with hem-
orrhage; its wall covered -with slight fibrinous exudate. Car-
diac hypertrophy and aortic insufficiency. Roughened aorta.
Source of thrombus not definitely made out.

CounciLMAaN.—Woman, 85 years. Has had bronchitis at in-
tervals. Ifirst symptom, pain in abdomen, vaguely referred to
right iliac fossa, and growing worse after a few hours. This
lasted through whole illness. Died in twelve days. After
second day abdomen was distended. Constipation, with no re-
sult from enemata, and no gas. Vomiting began on the fourth
day, beecoming fecal at the end. Temperature until the eighth
day was subnormal, then rose to 101.5. Pulse 70.

Autopsy.—Marked atheroma of aorta, with parietal thrombi.
One of these extends into the superior mesenteric artery, not
wholly closing the lumen. Intestine distended, only moder-
ately reddened, however. No intestinal infarction. Marked
distension of the gut. Heart muscle very friable. The slight
amount of blood which reached the intestines was insufficient,
thus causing obstruction.

DeckArr.—Woman, 53 years. For past five years com-
plained of short breath, easily tired, palpitation, dizziness, etc.
For fourteen days broken compensation. Diagnosis: Mitral
insufficiency, arterioselerosis, myocarditis, emphysema. Im-
proved under treatment. Was allowed to sit up. Collapsed.
Complained of pain in abdomen. Mass in hypograstrium very
tender on pressure. Visible peristalsis in upper part of abdo-
men. Frequent vomiting, at first bile stained, later becoming
feeal. Constipated; few scybalae after enema, never any blood.
Rectal and vaginal examination negauvwve. Indoxyl in urine
markedly inereased. Pulse 120 to 150. Temperature 37 C.

Operation—Sero-hemorrhagic fluid in abdominal cavity. In-
testines dark. Artificial anus made. Collapse with pulse of
50. Death.

Autopsy.—Lower jejunum and upper ileum infarcted. Clot
in one of main branches of superior mesenterie artery.

DecxarT.—Woman, 47 years. For seven years fouowing a
fever has had frequent vomiting, headache, dizziness and swol-
len feet. Later perspiration and diminished wvision. One
attack of uremia relieved by venesection. Symptoms of uremia
and anemia. Several days before death had severe colicky
pains in abdomen. The stools were bloody. Cardiac dullness
increased to left. Abdomen “boat-shaped.” Albumin and easts
in urine, no blood. Retinal hemorrhages. Once during illness
had many petechize on thighs and abdomen.

Autopsy,—One hundred c.c. fluid in Douglass fossa. Throm-



68

bosis of some of the branches of the superior mesenteric artery.
In lowest part of ileum a ring-shaped bluish-red area corre-
sponding to defect of mucous membrane on inside. lleocolie
artery partly closed by tenacious yellow white mass. Deposits
on intima in several branches of superior mesenteric artery.

DecrArT—Man, 40 years. Lues at 20. For many years had
had difficulty with heart occasionally, called by physician neu-
rasthenic. Nine years ago was operated for obstruction to
feces. Has been well since. Attack began with sudden vomit-
ing. Marked colicky pain, greatest on the right below navel.
Marked pain on pressure all over the abdomen, especially in
ileocecal region. Marked abdominal distension. No visible
peristalsis. No murmurs heard over abdomen. Ileocecal re-
zion bulges a little. Percussion over this region dull to dull-
tympanitic. No free fluid made out. Bowels moved several
times first night; after this no more movements, not even gas.
No result from enema. Vomiting eonstant. Liver dullness
demonstrable. Mass felt in left hypogastrium. Lungs, heart
and reetal examination negative. Urine aecid, yellow color,
slight amount of albumin, indol inereased.

Operation.—Intestines above bladder adherent about pus
pocket. This was opened and drained. Death. Temperature
37.9, pulse 140, respiration 28.

Autopsy.—Peritonitis. Infaret of lower jejunum and upper
ileum from embolus in superior mesenterie artery. Lower
mesenteric veins also thrombosed.

DeraTour—Man, 31 years. Frequent hematemesis, chronie
splenic tumor, spleen removed by operation, the vessels being
ligatured at the hilum. Two days after, double pneumonia,
constipation. On the twenty-third day after operation sud-
den abdominal pain, vielent vomiting, increased temperature,
abdomen distended; collapsed and died in twenty-four hours.

Autopsy.~DBloody fluid in abdominal cavity. Whole middle
third of small intestine blackish red. No peritonitis. Clot in
splenie vein extending downward and bloeking both inferior
and superior mesenteric veins.

DingLER.—Old man. Sick two days. Diagnosis, intestinal
catarrh. Fourteen hours after entrance died, with signs of in-
testinal obstruetion or paralysis.

Autopsy.—Dilatation and hypertrophy of heart. DMarked
atheroma. Dissecting aneurism of ascending aorta. Intercos-
tal and eeliac axis torn and thrombosed. Intestinal symp-
toms were caused by closure of superior mesenterie.

DreYFoUs.—Man, 52 years. Alcoholic. Ascites, with fre-
quent aspiration. Cirrhosis of liver. Eight days after the
last aspiration had general pain in abdomen. Bilious vomit-
ing and dyspnea. No blood in vomitus or stools. Dullness and
mass in right iliac fossa painful on pressure, and separated
from liver by area of tympanites. Death that night.
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Autopsy.—Slight amount of fluid in cavity; 60 em. of small
intestine in right iliae fossa, dark red, dilated, with thickened
wall, its mesentery 3 em. thick. Intestinal contents, semi-fluid
blood. No ulcerations. All venous radicles thrombosed. Old,
adherent clot in one of the branches of the superior mesenteric
vein, and above this a recent clot, extending into portal vein.
Superior mesenteric vein shows histologic changes correspond-
ing to a thrombophlebitis.

DreEyFoUus.—Man, 40 years. For past year gradual loss of
appetite; difficult digestion; marked constipation; great loss
f weight. Later on, diarrhea. No ascites. Abdomen mnega-
tive. Nausea but no vomiting. Rectal examination discovers
a tumor surrounding whole circumference of gut; not ulcer-
ated; hard. Lymph glands enlarged. Urine negative. Abdo-
men began to incerease in size, slightly tender to pressure, and
contained a slight amount of free fluid. Subeutaneous veins
slightly enlarged. No jaundice, hematemesis or melena. Sud-
den death on seventh day.

Autopsy.—Slight amount of free fluid in cavity; no peri-
tonitis; 60 em. of lower end of small intestine red colored; its
wall and mesentery thickened and edematous. Marked in-
jection at insertion of mesentery. Veins in this region throm-
bosed; mucous membrane dark red; contents bloody. No
sharp line of demarcation. Thrombosis of portal vein. Epi-
thelioma of rectum. Author considers thrombus marantie.

Dreyrous.—Woman, 49 years. Syphilitie cirrhosis of liver.
Ascites; small liver; enlarged spleen; marked dyspnea; dilata-
tion of abdominal veins. Some edema of lower exiremities.
Urine negative. Following abdominal aspiration, abundant
hematemesis; diarrhea, with tenesmus. Marked general ab-
dominal pain. Diarrhea followed by obstipation. Prostration:
death in two days.

Autopsy.—Slight amount of ascitic fluid. Beginning 25 cm.
below duodenum, 1 meter of small intestine is dark-red col-
ored and contains fluid blood. There is no sharp line of de-
mareation. Intestinal wall infiltrated with blood. Stomach
dilated, its mucosa showing hemorrhages. Esophageal veins
varicosed. All mesenteriec veins completely closed up to the
portal vein, which also iz completely occluded. Splenic vein
thrombosed.

Drozpa.—Man, 52 years. Under treatment for aneurizm of
ascending aorta and aortie regurgitation. Dizziness and short
breath. Sudden oceurrence of bloody stools. Abdomen dis-
tended and tender on pressure. No spontaneous pain in abdo-
men. Frequent bloody stools, later consisting of clear blood.
Pulsze, rapid, irregular, thready. Slight edema of lower ex-
tremities. Collapse and death.

Autopsy.—Mesenteric arteries everywhere free and thick-
walled. Veins only slichtly filled with blood. Serosa of up-
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per half of jejunum rough in spots, with punctiform hemor-
rhages. Hemorrhagic infarction and swelling of mucosa, with
transverse necroses between its folds. Mucosa of rest of in-
testine pale. There existed, therefore, no embolus of the su-
perior mesenteric artery, but only a circumseribed infarction
of the intestinal mucosa.

Drozpa.—Man, 22 years. Inflammation of joints; mitral
endocarditis; nephritis; later hemiplegia. Collapse and diar-
rhea. Stools foul. Two days later, bloody. Speech disturb-
ance became worse, and death on second day.

Autopsy—~—DBloody fluid in eavity. DPeritoneum everywhere
smooth and shiny. Splenic and renal infarcts. In ileum and
iarge intestine, blood-stained fluid. Diffuse hemorrhagie in-
faretion and swelling of mucosa of ascending colon. Same in
transverse and descending colon. Punctiform necroses. Mes-
enterie glands enlarged. In trunk of superior mesenteric ar-
tery, at origin of fourth jejunal branch, is an obdurating, ad-
herent clot. Its periphery is laminated and reddish-brown; its
center softened.

Drozpa.—DMan, 61 years. Occasionally diarrhea. Sudden
stupor, with restlessness. IFew days later, almost compiete un-
consciousness. Pulse 96; head stromgly turned to the right;
bulbi turned to the right; left facial paralysis. Abdomen dis-
tended ; not tender. Bloody stools.

Autopsy.—Heart negative. Sclerosis of aorta in spots. Two
atheromatous uleers in abdominal aorta, with slight thrombus
masses on them. Small sclerotic area in superior mesenterie
artery, on which is a gray-red, slightly adherent, soft throm-
s, which completely fills the lumen. Intestines distended.
Slight amount of blood-stained serum in eavity. Hemorrhage
into mesentery. Whole small intestine filled with fluid blood,
with sero-hemorrhagic infiltration of its wall. Several neerotie
areas in mucosa of ileum. Yellow, softened area in optic
thalamus. Chronic hydrocephalus.

Dun.—Man, 29 years. Under treatment for bronechitis, em-
physema, passive congestion of liver and dropsy. Presystolie
murmur at heart apex. Sudden pain across abdomen just be-
low ribs, colicky in nature. A few days later vomited large
amount of bloody material. Diarrhea, not bloody. Firm pres-
sure on abdomen relieved pain during paroxysm.

Autopsy—Emboli of superior mesenteric artery, colieca dex-
tra, ileocolic and vessels of small intestine. Hemorrhagice in-
faretion of small and large intestine over area supplied by
above vessels. Mucosa suffused with blood, neerotic. Mueh
blood inside bowel. Old remal infarcts. Changes in mitral
valves.

Duntop—Man, 51 years. Entered in extreme collapse, with
story of privation. Two days before had severe, eramp-like
pain in hypogastrium, accompanied by vomiting. Abdomen
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- soft, not distended, not tender. Stercoraceous vomiting. Sub-
normal temperature, Clear, fluid bloody dejection, with dimi-
nution of pain. Died moribund.

Autopsy—Two coils of mid-ileum congested and almost
black, sharp line of demarcation running into mesentery; no
peritonitis. Wall thickened and edematous, mucosa intact.
Intestinal contents, fluid blood. Veins of congested mesenlery
plugged by dark-red masses. Arteries patent. No other throm-
bus found in venous system. Author considers thrombosis
primary.

EiseNLoHE—Man, 36 years., Under treatment for ten
months for aneurism of thoracie aorta. Symptoms were severe
pain in right intercostal nerves, later in left. Increasing dysp-
nea; small pulse; edema of lower extremities; cardiac dull-
ness inereased; loud systolic and diastolic murmurs. Urine
small in quantity, contains much albumin and few casts. For
a month diarrhea, then sudden attack of colicky pain in abdo-
men, which is distended and very tender on pressure. Fre-
quent vomiting of dark brown masses. Only a small quantity
of blood in stools. Death. Clinical diagnosis, embolus of su-
perior mesenteric artery.

Autopsy—No free fluid in eavity. Atheroma of aorta.
Thoracic aneurism size of a hen’s egg, Intestines distended,
bluish-red, covered with slight fibrinous exudation. Beginning
at junetion of descending colon and sigmoid flexure, the intes-
tine is gangrenous. Superior and inferior mesenterie arteries
free. In veins of involved portion dark, slightly adherent
thrombi. There were also thrombi in several branches of the
superior mesenterie vein. The mucosa of several parts of
jejunum, ileum and colon infarcted. Mucosa of sigmoid, dark
green and disintegrated. Trunks of all veins free.

Ervror.—Man, 25 years. Ten months before had incarcer-
ated inguinal hernia. This was reduced, but had caused some
pain, especially in the last two weeks. While playing ball had
severe pain in abdomen; vomited. Whole abdomen tender on
pressure. No distension. In ileocecal region a sausage-shaped
tumor.

Uperation—Large quantity of bloody fluid in abdominal
eavity. Intestinal coil blue; mesenteric clands swollen; 48
inches of intestine resected; open ends left in wound. Two
weeks later end-to-end suture. Recovery. Veina of resected
portion thrombosed.

Errror.—Man, 70 years. Clinical diagnosis, intestinal ob-
struction from probable caneer of descending colon. Three
days before entrance, dull pain in epigastrium, increasing in
severity, paroxysmal in charaecter. Distension of abdomen.
Transverse colon visible through abdominal wall. Nausea,
but no vomiting. No movement of howels. Three or four
bloody stools later. Atheromatous arteries. Operation on the
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sixth day. Gas and feeal fluid in abdominal eavity; transverse
colon dark and distended. Artificial anus. Inereasing weak-
ness, and death in a few days.

Autopsy—Gangrene of a portion of the descending colon,
three or four feet long. Perforation, general peritonitis.
Chronie endarteritis and thrombosis of inferior mesenteric ar-
tery.

Faper.—Man, 39 years. Amputation of right leg following
trauma. This was followed by suppuration in knee joint and
bedsores. Gradual weakness and death. No other clinieal data.

Autopsy—Heart normal. Branch of superior mesenteric
artery plugged. Source of embolus not given. The surface of
whole small intestine, especially in the lower third, dark red.
Clear, bloody, fluid contents. Large intestine distended with
gas and brown masses. Thrombosis of right and left femoral
veins. Slight amount of serous fluid in abdominal cavity.
Occasional vomiting during last three days. Temperature last
day, 35.1 C.

Faper.—Man, 61 years. In youth had a severe attack of ar-
ticular rheumatism. Several attacks. Now has chronie effu-
sion in legs, and very short breath. No palpation. Appetite
good, bowels regular. Distension of abdomen and vomiting.
Liver three finger breadths below costal margin. Systolic
murmur at apex. Lungs dull behind. Neo bloed by rectum.
Temperature 37 C., at death 364 C.; pulse 80. Urine clear,
albumin present, specific gravity 1010, acid. Picture that of
general anasarca.

Autopsy.—Globular thrombus in left wventricle. Recent
splenie and renal infarcts. Embolus in superior mesenteric
artery 11 em. long, 3.5 em. from origin. Whole small intes-
tine dark blue. Contents bloody.

FABER.—Woman, 82 years. No clinical data.

Autopsy.—DMitral insufficiency, with endecarditis. The in-
ferior coils of the small intestine markedly injected and cov-
ered with fibrous deposits. Mesentery, near intestine, strewn
with air vesicles. Below the involved portion the small intes-
tine contains thin fluid, grayish-red masses. The dizease in-
volves the upper jejunum, the mucosa of which is discolored
and contains large air vesicles, Further down, the mucosa is
only red and infiltrated. In the corresponding part of the
superior mesenterie artery is a gray, adherent, obdurating
thrombus. Above the thrombosed spot is a eircumseribed
thickening of the intima.

Faper.—Woman, 73 years. Under treatment for leg uleers.
No clinical data. Gradual inereasing weakness and death.
Clinieal diagnosis, senile gangrene of both feet, with ulcers of
leg: marasmus.

Autopsy.—Selerosis of arch and descending aorta, with
mural thrombi. Infarets of spleen and kidneys. Small intes-
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tine for a large extent filled with bloody masses. Large in-
testine dilated. Mucosa of lower ileum and cecum injected and
ecchymosed. DMesenterie glands not enlarged. In trunk of
superior mesenterie artery, at origin of colica media, a firm,
adherent, obdurating thrombus. Heart normal.

FargkeNegurGc.—Man, 30 years. Clinieal diagnosis, periton-
itis from perforation following perityphlitis. Attack nine
days ago. On the sixth day, two days ago, sudden pain in
abdomen; no movement of bowels or gas. Abdomen swollen.
During last twenty-four hours has had repeated vomiting, not
blood stained, and hiccoughs. Abdomen much distended, tym-
panitic; dull in dependent portions. General tenderness; no
spasm. Vomiting ceased on entrance. Heart and lungs nega-
tive. Reetal examination negative. Collapsed. Temperature
36.6 C. Abdominal facies. Pulse 120, small and irregular. Hie-
cough persists. Death on day of entrance.

Autopsy.—0ld thrombosis of the trunk, with extensive re-
cent thrombi of the branches of both mesenteric veins. Hem-
orrhagie infarction of the intestine, hemorrhagic peritonitis.
Healed ulecers in the appendix.

FALRENBURG.—A woman, 56 years, DPrevious history nega-
tive. For one-bhalf year has complained of palpitation, dysp-
nea and oppressive feeling in breast. Copious movement of
bowels followed by severe, cutting, not localized, abdominal
pain; distension and tympanites on following day. Bilious
vomiting, abdomen soft, very tender; liver much enlarged; no
fever. Slight eyanosis. Slight edema of lower extremities.
Heart enlarged; sounds eclear; pulse scarcely palpable, 140.
Urine contains albumin. For twenty-four hours following ad-
mission no movement of bowels nor oas. Just before death.
one involuntary tarry movement. Under diuresis the general
condition became better, the liver smaller. Had been out of
bed for two days when attack of pain., above mentioned, oe-
curred.

Autopsy—Chronie, adhesive endocarditis, atheromatosis.
Marked stenosis of mitral valve. Embolus of superior mes-
enteric artery; hemorrhagie infaretion of several ecoils of
ileum; atrophy of liver; cholelithiasis.

FinravysoN—Woman, 45 years. Aortic insufliciency. A
year ago attack of hemiplegia. Sudden, severe pain in left
arm and epigastrium. Several hours afier this, copious, pain-
ful, bloody diarrhea. Later distension and tympany of abdo-
men. Arm powerless from pain, not from paralysis. No pulse
below bend of elbow. Other pulse good. Abdominal symptoms
disappeared under morphia and heat. Recovery.

FIrger AND Marvoz—Woman, 60 years. No history.
Brought to hospital moribund.

Autopsy.—Atheroma of cerebral arteries, with several areas
of softening. Adhesive peritonitis. Four brown infarcts of
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small intestine, from 4 to 20 em. long. In the branches of the
superior mesenteric artery at two spots are adherent thrombi,
resting on an atheromatous base. Marked atheroma of su-
perior mesenteriec artery and aorta. Splenic and renal infarcts,

Frrz—Elderly man. Globular thrombus in left ventricle.
From this emboli to splenic artery. At first these were not
sufficient to obstruct the main artery, but in course of time its
closure became complete. In consequence of the incomplete
primary obstruction, the spleen became greatly enlarged, and
with the final cutting off of the supply of arterial blood,
thrombi formed in the splenie¢ vein, and from this point ex-
tended into the superior mesenteric vein. As a consequence
of the obstruction of the latter, hemorrhagic infarction of the
small intestine occurred.

FRANRENHAUSER.—Woman, 23 years., Habitual constipa-
tion: pain in abdomen for two weeks. For past four days, ob-
atipation and severe pain in upper abdomen. Abdomen dis-
tended, especially in upper part. Marked tenderness, espe-
cially near navel. Inecreased resistance on the left, with slight
dullness. Severe fecal vomiting, cold extremities, inereased
pulse. Death in two days, with increasing weakness.

Autopsy—Thrombosis of portal vein, following phlebitia
and periphliebitis. Thrombus extends into superior mesenterie
vein. Over 1 meter of small intestine infarcted. Large amount
of serous fluid in abdominal cavity.

Frasgr.—Man, 30 years. Three years ago rheumatic fever
with endocarditis. For past two years, dyspepsia. For sev-
eral weeks a severe abdominal pain and vomiting. Pain re-
ferred to lumbar region. No other abdominal symptoms. On
night of admission sudden diarrhea, becoming bloody and fol-
lowed by copious hemorrhage and death.

Autopsy—Hypertrophy of left ventricle with chronic mitral
endocarditis. Five feet of ileum, beginning three and one-half
feet above ileocecal valve, congested, edematous and almost
gangrenous. Sharp line of demareation. Corresponding mes-
entery thickened. Superior mesenteric vein thrombosed.
Liver fatty. OIld splenie infaret.

GARMSEN.—Woman (age not given). Manual extraction of
placenta following misearriage. Foul lochia, sudden abdom-
inal pain, five watery movements. Pain inereased next day.
Marked distension of abdomen, with dullness in right hypo-
gastrium, its limits increasing. Chills increasing. Became
jaundiced, and had swelling of right leg. Inereased vomiting.

Autopsy—Purulent catarrh of uterine mucosa; portion of
necrotic placenta remains. Purulent general peritonitis. Mid-
dle of small intestine shows hemorrhagic infaretion, with
thickened wall. Veins leaving area full of adherent clots,
which ean be traced into portal. Recent and old thrombi of

splenie and right erural vein: recent thrombus of hypogastrie
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vein; splenic infaret. Process one of septic infection from
uterus, with weakness of heart.,

GARRE.—Woman, 75 years. For five days had gastric trou-
ble and diarrhea. Tor past two days has vomited. Has passed
no gas, and but small stools. Abdomen distended and gener-
ally tender. No resistance or mass felt, no peristalsis seen.
Temperature normal, pulse 120; general arteriosclerosis; no
cardiac lesion. Rectal examination negative,

Operation.—DBloody serous ascites. About one meter of
small intestine grayish-black, without sharp line of demarea-
tion. No obstruction found. No resection was done. Death
on the following night. Autopsy not allowed.

GARgE.—Man, 61 years. Three years ago spontaneous
thrombus of right thigh veins; well during past year. Stools
normal. Moderately aleoholic. Sudden pain over whole ab-
domen, with no previous disturbance of digestion, accom.-
panied by vomiting, not feeal. No stools or flatus in spite of
enemata. After sixteen hours vomiting stopped, but pain con-
tinued, and he began to hiceough. Next day again vomited,
abdomen was distended and pain was worse. Patient became
dyspneic. Rigidity of abdominal musecles. No intestinal peri-
stalzsis seen. No murmurs on auscultation. Abdomen tym-
panitie, with slight dullness on the sides; generally tender. A
mass was felt in epigastrium, with a round edge ahbove, be-
eoming vague toward umbilicus. Liver and spleen not en-
larged. Pulse small, soft, 140. Respiration quickened. Car-
diac dullness inereased to the right; tones clear. Diagnosis,
ileus.

Operation three-quarters of an hour after entrance. Much
foul-smelling, reddish fluid evacuated. Dlack, gangrenous coil
of small intestine found in region of umbilicus. It was much
distended and adherent to omentum; deposits of fibrin on
coils. No sharp line of demarcation. Discolored area 134
meters long was excised, and ends united by Murphy button.
General eavity washed out with salt solution. Collapsed.
Temperature 36.4. Died seven hours after operation. Exam-
ination of excised tissue shows veins dilated and thrombosed.
Arteries emply. No autopsy.

GERHARDT.—Man, 43 years. Acute articular rheumatism,
syphilis, endocarditis; hemorrhages from stomach; systolic
aortic murmur; sudden severe pain in abdomen: bloody diar-
rhea and vomiting. No tenderness in abdomen even on deep
pressure. Poor pulse. Death in fifty-six hours.

Autopsy—Recent verrucose endocarditiz; clot in left heart.
Punctiform extravasations in duodenum. Two and one-
half feel of small intestine above cecum and whole large in-
testine to anus of a bluish red color. Wall infiltrated with
blood. Contents bloody; in rectum a fresh blood clot. Su-
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perior mesenteric artery free; inferior contains an embolus at
its aortie origin.

Giaarp,—Man, 20 years. For three and one-half monthsz
signs of aortic insufficiency and hypertrophy of heart. Obsti-
pation, epistaxis, purpura, fever, albuminuria.

Awutopsy.—Aortic valve intact. Clot, with polypoid excres-
ences in ascending aorta. DMultiple ecchymoses of pleurs.
peritoneum and intestinal mucosa, Closure of several ar-
teries in intestinal wall. The skin eruption, as well as the
ecchymoses of gut, due to emboli of eapillaries.

GinspUrg.—Woman, 66 years. Apoplectic seizure with leit
hemiplegia; heart disease. Death in a week, with no charac-
teristic abdominal symptoms.

Autopsy.—Thrombosis of aorta following an embolus of the
superior mesenteric artery. Arteriosclerosis of aorta, dilated
right heart, fibrous myocarditis. Emboli of Sylvian, superior
mesenteric and superior thyroid arteries. Hemorrhagic in-
farction of ascending colon.

GinspURG.—Woman, 49 years. Signs of failure of cardiac
compensation. A week later severe abdominal pain, metcor-
ism. Marked tenderness on pressure of abdomen. Stools nor-
mal; vomiting. Pulse 88. Death in twenty-four hours.

Autopsy.—Endocarditis of mitral and aortic valves. Throm-
bus in left auricle. Embolus of superior mesenteric artery.
Upper ileum and lower jejunum dark brown, red. Reddish
fluid contents of ileunm; 250 ec.c. of bloody fluid in cavity.

GinspurG.—Woman, 65 years. Sudden signs of failure of
cardiac compensation. One month later embolus of left pleu-
ral artery, quickened pulse. Hematemesis. DMarked bloody
diarrhea two weelks later. No great pain in abdomen; dis-
tension, but no tenderness, Heart arrhythmic. Collapsed.

Autopsy—Dilatation of right heart; mural thrombus in left
heart. Embolus in superior mesenteric artery. Hemorrhagic
infarction of whole small intestine. Fibrino-purulent peri-
tonitis.

GiNTRAC.—Man, 45 years. For two years palpitation and
dyspnea. Asecites and edema. Death.

Autopsy—Thrombus above union of splenic and superior
mesenterie veins. DBonelike deposits between intima and me-
dia. Clear serous fluid in ecavity.

GoonHEART.—Woman, 49 years. Several years before had a
sickness in lower abdomen, with severe pain and diarrhea.
Later frequent recurrence of this conditicn, but never in con-
nection with any dietary indiseretion. For a half year much
discomfort and tenderness in belly after eating. Sudden vom-
itine of dark masses: dark stools. Free fluid in abdomen,
which is distended. Frequent vomiting of hlood. Urine albu-
minous: no blood. Abdomen tapped and 5 liters withdrawn.
Thiz was followed by severe bloody vomit, bloody stools and
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collapse. Death ten days later. During last few days there
was a blowing murmur in splenic region.

Autopsy.—Atheroma of aorta; no heart lesion. Stomach
veing thrombosed; no uleeration of mucosa. In ascending
colon, intense congestion, sharply marked off from the rest
of the intestine. The corresponding branch of the superior
mesenteric artery thrombosed. An arteriovenous aneurism
between splenic artery and vein.

Gurr.—Man, 23 years. Has been well, except for transient
edema of hand and part of right forearm several days before,
which could not be explained. Primary lues five months ago.
Sudden pain in abdomen, followed by very profuse intestinal
hemorrhages. No fever. Distension of abdomen. Shght
amount of vomiting, not containing blood. Urine pale, 1015,
slight trace of albumin. Collapsed on third day. On sixth
day mo more blood in stools. During second week stools con-
tained pieces of tissue, mieroscopically similar to valvule
conniventes. Casts in urine. Gradual, complete recovery.
Author excludes invagination, because the tissues passed by
stool comsisted only of mucosa, and not all layers of the in-
testinal wall. He suggests syphilitic changes of vessels.

GERSTER,—Thrombosis of mesenteric vessels. Gangrene of
intestine. Operation. Death.

Lean 8., 47, May 17, 1901.

Family History—Negative.

Past History.—Two attacks of cerebral embolism during last
eight years.

Present Illness—Three weeks ago, after lifting heavy
weight, patient began to have very severe pain in abdomen,
particularly in region of umbilicus and back. The pain did
not radiate. There were no other symptoms at first. For the
past two weeks her bowels have not moved except with enema,
and then scantily. Obstipation for past three days. No gas.
All ingesta vomited immediately for last three days, and on
day of admission, according to patient, vomitus was fecal. No
urine passed for thirty-six hours before admission.

Status Presens—Heart slightly enlarged. Aortic second
sound accentuated. Abdomen distended and tympanitie, except
in dependent portions, where was dullness. No distinet mass
felt. In right iliac region and across median line, indefinite
resistance, with considerable tenuerness. Albumin present in
abundance. 'I'emperature 98.6, pulse 120, respiration 36.

Operation done immediately. Subentaneous injection of 8
ounces sal{ solution. Incision four inches long in median line, at
level of umbilicus. On opening peritoneal cavity some bloody
serum escaped. Ineizion made eight inches, presenting intestines
normal in appearance. In left iliac fossa a loop of tense, black,
gangrenous gut seen. Trendelenburg position, and loop pulled
into wound. Margins sharply defined:; no constrietion found.
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Mesenteric vessels at this portion thrombosed. About four-
teen inches gangrene. Mesentery ligated and resection dome.
Murphy button, drain and closure. Patient in collapse. Thirty
ounces salt during operation. Died a few minutes after reach-
ing bed.

Autopsy.—Thrombosis of mesenterie veins; thrombi dark red
in color; arteries clear; mesentery as a whole eden:atous.
Intestine congestc!, with small uleeration in mucosa. AMesen-
terie glands enlarged. Branches of portal vein contain recent
thrombi. The splenie vein is thrombosed, and spleen is large
and congested. Cultures and spreads from portal thrombi
show presence of streptococei.

Gorpon.—Woman, 45 years. Lues 10 years ago. Now has
tertiary uleer of hard and soft palate. Ten months previously
operated for strangulated femoral hernia, with complete re-
covery. Seized while at meal with severe griping pain in ab-
domen. Vomited early next morning. No distension of ab-
domen. Tumor in right iliac region, apparently a diztended
coil. No bowel movements after onset of pain.

Operation—Bloody fluid in eavity. Coil of intestine dark-
colored: its serosa still preserves its gloss. Sharp demarca-
tion line above, gradual one below. Intestinal wall and mes-
entery thickened. Resection and end-to-end suture over a bob-
bin; two feet removed; contained foul blood; no uleeration of
mucosa. Vessels bled freely. Three days after operation com-
plained of severe pain in abdomen. Morphia gave but slight
relief. Temperature subnormal; pulse 128. General condition
satisfactory for next two days. when intestinal leakage was
found on the dressing. Wound opened and packed. and in two
days a slough came away, representing the entire suture line.
Resulting fecal fistula closed in two weeks. Recovery. Author
suggests syphilitie endarteritis.

GrAWITZ.—Boy, 17 years. Severe intestinal eatarrh and
hemorrhage. Just before death, severe pain in adbomen. Diag-
nosis: Typhoid, with ulcers and peritonitis from perforation.

Autopsy~—Chronie enlargement of spleen. Thrombosis of
pancreatie, superior mesenterie and portal veins. Fresh hem-
orrhagic peritonitis. Chronic enteritis of jejunum and ileum,
with recent hemorrhage and hemorrhagic infiltration of them.
Malaria eachexia.

Grawitz.—Man, 48 years. Frequent attacks of lead poison-
ing. No appetite for a long time. Sudden attack of apoplexy
lasting several days, with a short intermission. TUnconsecious
on admission to hospital. Urine contained much albumin.
Heart arrhythmie. Profuse vomiting two days before death.
No other symptoms.

Autopsy—Cerebral arteriezs sclerosed. Hemorrhages of
cerebrum. Hypertrophy and dilatation of heart. Dissecting
aneurism of aorta. Endarteritis. Trunk of superior mesen-
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teric artery free, branches plugged. Lower jejunum and ileum
infarcted over area 25 ecm. in length. Mesentery thickened,
with hemorrhages. Several coils adherent by localized fibro-
purulent peritonitis, No exudate in abdominal cavity. Splenic
infaret.

GrossSEURTH,—Man, 41 years. Eight months ago apoplectic
stroke. Unconscious 20 hours. Left hemiplegia. Leg soon
recovered; arm better in four months. No faeial paralysis;
slight disturbance of speech. Since this has never been quite
well. Pains in chest and back and loss of appetite. Now has
pain in abdomen and distension. Five or six chocolate brown
dejecta. Pain in back prevented sleep. No vomiting or loss
of weight. Distension more marked on right than on left.
Abdomen tympanitic, elastic resistance, slight tenderness in
hypogastrium and epigastrinm; no tumor. Inferior epigastric
veins dilated. Tungs negative. Aortiec second sound slightly
accentuated. Pulse 88; urine slight in amount; indoxyl nor-
mal. Rectal examination negative. Distension and pain grew
worse. Laparotomy. Coils of small intestine distended and
dark bluish black. TLarge intestine normal. No obstruetion.
Wound closed. Death that night.

Autopsy.—Almost whole small intestine shows hemorrhagic
infarction, most marked in lower jejunum. Fibrin on coil.
Thrombosis of =superior mesenteric artery at junction of colica
media and panereatico-duodenalis. Superior mesenteric veins
also thrombosed. No sharp line of demarcation. Abdomen con-
tains 1 liter of bleody fluid. At orifice of sixth intercostial
artery grayish-red mural thrombus. Splenic infaret. Contents
of small intestine bloody.

Haax.—Man of 56. Well till one year ago, since when dii-
fieulty in breathing, dropsy and catarrh. Cardiac and renal
disease. Abdomen soft, retracted; no tenderness execept in re-
gion of stomach. Railes in lungs. Pulse regular, thready, 78:
temperature, 34.3 C. Urine, 1,016; 14 per cent. of albumin. hya-
line casts, with pus and small round cells. Sudden vomiting,
followed by pain in epigastrium. That night became eyanotie.
with increased respirations and board-like rigidity of abdomen.
Wild delirium, in which he died.

Autopsy.—Hypertrophy and dilatation of both ventricles.
All the small inftestine and 20 em. of the ascending colon con-
tained blood. Mucosa swollen and injected. Embolus of su-
perior mesenteric artery at its origin. Intima of artery at
this place is destroyed by atheroma.

HaviprE.—Man, old. Entered in collapse and died before
examination was made.

Autopsy.—Small intestine distended and turgid, as if stran-
gulated. Mucosa eroded. Wall of gut crepitated between the
fingers. Aorta atheromatous; superior mesenteric artery com-
pletely obliterated.
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Haxprorp.—Forty-one years (sex not given). For twelve
weeks marked jaundice, then sudden, severe pain in abdomen.
Hematemesis and melena. Rapid loss of strength and death in
twenty-four hours.

Autopsy.—Jaundice caused by cancer of head of panereas.
Portal vein inside the liver filled with purulent material, that
outside the liver by decolorized blood clot. Mesenteric veins
contain recent clots. Interstitial hemorrhage of gut wall in-
volving all layers. Thrombus several days old in vena cava
near liver.

HamirroN.—Man, 68 years. Eighteen years before had an
attack of jaundice. For four days, indefinite abdeminal pain,
more marked on left, and followed by diffuse pain over whole
abdomen, increasing in severity. Marked peristalsis and dis-
tension. General tenderness, especially in cecal region. Slight
flatus and a little blood per anum. Frequent foul-smelling
vomiting. Pulse small; temperature slightly increased. No
operation, because of poor condition.

Autopsy—Slight amount of bloody fluid in eavity. All
small intestine dark green, shiny and dilated. Colon only
slightly congested. In upper part of superior mesenteric vein,
pale, obliterated thrombus, reaching into portal vein, which it
incompletely fills. Splenic vein free. Inferior mesenterie vein
filled by dark, recent thrombi. Arteries free. Atheroma of
abdominal aorta. Dilatation of heart, with thrombus in au-
ricle.

HEgAr.—Woman, 51 years. Considerable time before, my-
oma of uterus removed. Sudden severe, colicky pain in abdo-
men, accompanied with diarrhea, which later on was bloody.
This ceased in a few days. Pulmonary embolus and death on
the tenth day.

Autopsy—A mural obdurating thrombus at origin of in-
ferior mesenteric artery. Mucosa of descending colon, sigmoid
flexure and reectum reddened and containing discrete, large
hemorrhagic effusions. Intestinal contents not bloody.

HirtoN-FAcGE—Woman, 35 years. As a child had abscess
in lumbar region. After delivery thrombosis of left and later
of right erural veins. Three weeks later diarrhea; one week
after this, sudden violent abdominal pain and vomiting. Pain
paroxysmal in character, never wholly remitting. Abdomen
flaceid, soft, with no tenderness or mass to be felt. Vomitus
viseid and blood-stained. Collapse and death scon after onset
of pain.

Autopsy—Four inches from end of duodenum to about
middle of intestine the color is deep purplish-black. Edges
sharply marked off. Injection extends a little way into mes-
entery. No peritonitis. Gut wall edematous and contains
thin, red fluid contents. No distension of affected bowel. Clot
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in mesenteric veins extending up to division of portal. Thrombi
in femorals. Heart normal,

Hirtz AxD Josuk.—Woman, 33 years. Three weeks ago no-
ticed belly growing bigger, quickly at first, then more slowly.
Eight days later began to have attacks of pain in dorsal and
lumbar regions. Several attacks of epistaxis and weakness.
Has edema of legs and ascitie fluid in abdomen, with collateral
dilatation of subeutaneous abdominal veins. Liver dullness
normal. Spleen enlarged. Pulmonie second sound aceentuated.
Medium-sized goiter. Pulse 102; temperature 37.5 C. Urinary
and vaginal examinations negative. No blood in stools or
vomitus. Three days after entrance, several attacks of bilious
vomiting, with very violent pain in abdomen. Death two days
later in coma.

Auntopsy—Large amount of serous fluid in cavity. Middle
of small intestine, for 30 e¢m., red-wine colored, rigid and thick-
ened. Contains sero-hemorrhagie fluid. Several pale areas in
wall of involved portion, which is over 1 em. thick. Portal
trunk changed to a rigid tube and thrombosed. Mesenteric
veins obliterated down to intestinal insertion. Spleen enlarged
and infareted. Heart negative.

Howse.—Woman, 48 years. Two attacks of pain in abdo-
men several months ago. Has been dissipated. Diarrhea, with
coffee-oround stools at times. Sudden severe pains in right
hypochondrium, lasting but a short time. Attack soon fol-
lowed by profuse vomiting, not bloody. This lasted till death,
three weeks (%) later. During this time had gangrene of left
foot, for which leg was amputated above the knee. Abdomen
was distended. Temperature 99 to 102 F.

Autopsy—Main trunk of superior mesenteric artery stopped
by firm thrombus extending back into aorta. Aorta healthy
above., Extended ulcerative process of the mucosa of the last
part of small intestine and first part of ascending colon. No
enlargement of Peyer’s patches. Fistulous openings between
zeveral coils of small intestine. Several branches of superior
mesenteriec artery closed at their ends by thrombi.

JASTROWITZ.—Man, 31 years. Lues, splenie tumor, enlarged
liver. No ascites. Sudden bloody vomitus and stools, jaun-
dice and fever; hematuria: collapse and death.

Autopsy.—Large extravasation of blood into mesentery and
intestine. Portal vein filled by a dark. brown-red thrombus.
which is continued into its branches. Gumma of liver, com-
pressing the portal vein.

JomsT.—Woman, 33 years. Always well. Two years be-
fore had pain in region of left rib margin on exertion and on
eating. No vomiting. At same time belly was distended and
sensitive to pressure. Stools regular except during the severe
pain. One-half yvear later, sensitiveness inereased in left hypo-
gastrium, with slight swelling there. This grew larger during
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next few months, but has not done so of late. One year later
had pain as before, and was delivered of a well-developed child,
dead, at term. Since this has had severe general abdominal
pain. Anorexia and thirst. Frequent vomiting. Stools till
entrance regular; has seen no blood. Since delivery there has
been fever, and urine has been small in amount. Abdomen dis-
tended. Visible peristalsis below navel. General abdominal
tenderness. Tympany above, dull tympany below. Spleen en-
larged. Liver dullness not percussible below. Lungs nega-
tive. Urine by catheter, contains slight amount of indiean,
slight trace of albumin. Clear, blood-stained fluid withdrawn
from abdomen by aspiration. Looks very sick. Temperature
37.2 C.; pulse 60, regular, hard; hemoglobin 90 per cent.: leu-
cocytes, 1 to 136. Death on second day following entrance.

Autopsy.—On opening abdomen, dark blue coils lie below
navel region. Lower two feet of ilenm and upper part of
jejunum normal. Sharp demarcation at either end. Walled-
off pus pocket between spleen and diaphragm. Wall of in-
farcted intestine thickened: it contains small amount of dark
bloody fluid. Dark red and brown clots in branches of mes-
enteric vein, Following this up, the portal vein is found com-
pletely thrombosed at origin of splenic vein.

JUrcENs.—Man, 27 years. Symptoms of heart failure.
Eighteen days before death, sudden paralysis of both legs.
This was somewhat better, when he had sudden pain in abdo-
men, incontinence of urine and feces, distension and tenderness
of abdomen, constipation. Just before death vomited bloody
material. Irregular pulse. Urine contains uric acid erystals
and a slight amount of albumin. Collapse and death on same
day as advent of abdominal pain.

Autopsy.—Mitral stenosis and insufficiency. Thrombus in
left heart. Slight amount of turbid, bloody fluid in ecavity.
Intestinal coils, smooth, shiny, violet-colored, with ecchymoses.
Same changes in large intestine. Splenic and renal infarets.
Embolus of abdominal aorta and inferor mesenteric artery.
Origin of superior mesenteriec artery free, its branches not
being investigated. Clot in aorta also probably closed su-
perior mesenteric artery.

KArcHER—Woman, 41 vears., Severe heart failure, with
mitral stenosis. Embolus of popliteal artery. Dwspnea and
palpitation on exertion. Pain in right inguinal region. Slight
constipation. Copious intestinal hemorrhage, with severe, sud-
den, colicky pain in abdomen, localized on the left below the
umbilicus. Collapse. Distended abdomen, tender on pressure.
Liver dullness normal. Trace of albumin in urine. Aeccom-
panying abdominal pain, had =evere pain in left leg. Next
day abdominal pain gone. Two weeks later another attack of
colic and vomiting. No blood in stools. Amputation of leg
for gangrene of foot. Death two months after first attack,
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Autopsy.—DMitral stenosis and insufiiciency. Aortic and tri-
cuspid stenosis. Pulmonary, renal and splenic infarct. Em-
bolus of left profunda femoris artery. Dilatation of heart.
Thrombi in right and left auricles. Slight amount of free
fluid in abdominal eavity. Superior mesenteric artery closed
at its origin by grayish-red adherent obturating thrombus.
Left half of pancreas bulging and contains 10 c.c. of pus. An
opening in the superior mesenteric artery communicates with
this abscess cavity. Hematochromatoses of jejunum. Mucous
membrane of lower ileum reddened, Karcher says that the
colica sinistra artery did all the work, since he was unable to
find any abnormal anastomoses, though the disease process
was two months old.,

Kavrmany.—Woman, 80 years. Brain tumor or abscess,
Attack lasted few hours, with colicky pain in abdomen.

Autopsy.—Thrombus in left ventricle. Laminated embolus
in superior mesenteric artery. With exeeption of duodenum
whole small intestine, ascending and transverse colon purple-
colored. No peritonitis. Contents of small intestine thin,
slightly reddish. Canalized thrombus of aorta. Encephalo-
malacia. Thrombus of vertebral arteries.

KavrMann.—Woman, 62 years. For a long time attacks of
pain in abdomen, with intervals of good health. Then attack
of vomiting and diarrhea. Stools were bloody, vomiting became
foul smelling, then fecal. Obstipation after first few days.
General pains in abdomen, especially on motion. Abdomen
painful on pressure. Urine contained blood and albumin.
Pulse too poor to warrant operation. Temperature not changed.
Soon died.

Autopsy.—Abdomen distended. Serosa of several coils dull,
brown, red. Adhesions between coils. A small perforation in
ilenm. General peritonitis. Necrosis of all small intestine
except upper part of jejunum. Neecrosis sharply marked off
from normal gut. Intestinal wall in places very thin. Veins
full. Contents of intestine yellowish-green, turbid fuid.
Necrosis of mesenteric fat. Glands swollen. Hemorrhages be-
tween the layers of the mesentery. Embolus in superior mes-
enteric artery at origin of colica media. Intima not altered.
Small globular thrombus in left auricle. Atheroma of aorta
and its larger branches. Renal infarcts.

KENDAL-FRANKS.—Man, 48 years. In hospital for large leg
ulcer, with varicose veins. Frequently comstipated. Two
months later abdominal pain at umbilicus, radiating from it.
Persistent vomiting on the next day. No bowel movements
nor gas after onset of pain.

Operation on Fifth Day.—Volvulus of one coil of small intes-
tine in left hypochondrium. Mesentery of this portion thick-
ened, its veins thrombosed. Gangrenous gut resected; end-to-
end suture. Death on second day.
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Autopsy.—Intestine below suture is becoming gangrenous.
Old, firm blood clot in portal vein, propagated to smaller veins
of mesentery. Only a minute channel left beside portal vein
clot. Author considers volvulus secondary to the gangrene.

Kiriant—Man (age not given). For twelve days pain in
right hypochondrium and diarrhea on first day. Later con-
stipation. Pain continuous with colicky exacerbations. Ab-
domen tense, very tender and hard. No blood observed in
stools. Heart action irregular. Diazo and Widal negative.

Operation on Third Day.—Diagnosis of peritonitis. Large
part of ileum gangrenous, with one small perforation. Mes-
entery much thickened and inflamed. No pulse felt in large
branches of mesenteric artery. Abdomen closed. Death a few
hours after operation.

Autopsy—Ten feet i inches of intestine gangrenous. In-
terstitial myocarditis. Thrombus in left ventricle. Branches
of superior mesenteric contain red clots; inferior mesenterie
closed at aortie origin.

KOsTER.—Woman, 53 years. Five years before had apoplec-
tie stroke, followed by right hemiplegia and aphasia. Eight
days ago had severe headache, pain in left abdomen and obsti-
pation, without vomiting. Abdomen very tender. Pulse ir-
regular, vessel sclerotic. Remission of symptoms for a month
when had sudden vomiting, severe pain in abdomen and died.

Autopsy.—Moderate amount of blooedy fluid in eavity.
Small intestine for 1.6 meters above cecum reddened with
fibrin on serosa. No sharp line of demarcation. Veins easily
seen. An organized pale gray clot in branch of superior mes-
enteric artery. Mitral stenosis.

KésTtErR—Man, 31 years. Several years before, obstinate
diarrhea, not bloody. Well since. Onset of sudden pain in re-
oion of bladder, radiating to cecal and umbilieal regions, but
soom becoming general. Vomiting and hiccough, inereasing in
severity. Obstipation; slight amount of bloody fluid followed
enema; no gas. Abdomen distended with dullness in flanks
and tenderness. Heart and lungs megative. Pulse 112, soft,
regular. Trace of albumin in urine. Operation next day, fol-
lowed by death.

Autopsy.—Dark, foul fiuid in cavity. Intestines distended.
Almost all of descending colon bluish-black. Sharp lines of
demarcation. Rectum normal, Aeorta and mesenteric arteries
normal. Whele superior mesenteric vein thrombosed.

KOsTER.—Man, 57 years. Entered April 1, 1897: died
April 23, 1897. Always well till end of 1896, then poor appe-
tite and belching after eating. No vomiting or pain: stools
normal; gradual loss of weight and strength; pale; abdomen
distended, not tender; marked ascites. Temperature 37 C. On
second day sudden cvanosis and dyspnea. Collapse. Six liters
of clear fluid withdrawn by aspiration. Death one hour later.
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Autopsy.—Hemorrhagic infarction of 5 em. of lower jejunum,
without sharp line of demarcation. Mesenteric veins leaving
this area contain dark red, easily separable thrombi. Superior
mesenterie vein trunk free. Aorta and mesenteric arteries
normal. Liver enlarged and cirrhotic; contains nodules of
primary carcinoma. Heart pale and flabby. Author considers
(hrombus due to poor and impeded circulation, the hepatic
cancer a side issue.

K&sTER.—Woman, 40 years. Entered May 2, 1896; dis-
charged May 18, 1896; re-entered Aug. 6, 1896; died Aung. 6,
1896. Well till typhoid, five months ago. Discharged well in
{wo menths. One month later, sudden abdominal pain and
distension. Feeal vomiting. Abdomen very tender, especially
to right of navel. Pulse 100. Repeated enemata, came back
unchanged.

Operation.—Intestines much distended and injected, with
considerable fluid in ecavity. The lower part of ileum was
sharply bent and closed by adhesions fo omentum and to other
coils. Bands cut and adhesions broken up. On pressure over
a swelling on posterior abdominal wall there appeared some tur-
bid fluid, apparently the contents of a broken down lymph
gland. This was covered by an omental flap and eavity elosed.
Next day has spontaneous stool: vomited once. Discharged
without symptoms in two weeks. Immediately after this she
began to complain of burning and pain in epigastrium after
eating. This steadily increased in severity. Much belching of
oas and hiccough, but no vomiting. Had to take laxatives.
On day before entrance to medical clinic had sudden severe
pain in region of navel as if a band were stretched from navel
to back. She passed stools and much gas. That evening be-
gan to vomit. Pulse strong; temperature normal. Urine con-
tains mo albumin: indiecan much inereased. Abdomen dis-
tended; slightly tender in right iliac fossa and to right of
navel. No dullness or resistance. Heart and lungs negative.
Following movement of bowels by enema, pain and vomiting
stopped. Twelve days later slicht edema of both legs. This
soon disappeared and patient was discharged, Well for next
three weeks. Then sudden attack of vomiting and pain in
belly, without any warning. Collapsed that afternocon; cold
sweal; cyanosis; imperceptible pulse. Died one hour later.

Autopsy.—Small intestine lay as dark horizontal eoils, sur-
rounded by pale, large intestine on three sides. Slight amount
of free fluid: peritoneum slizghtly injected. Infarcted intes-
tine extends from just below end of duodenum to cecum. Wall
thickened and doughy: contents bloody. Mesentery much
thickened and infiltrated with blood; the veins filled with dark,
loose thrombi. Portal vein normal. Author finds only possi-
ble origin of thrombosis in infeetion from broken down gland,
and doubts this.
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KoLpixe.—Man, 31 years. Sudden pain in right arm,
which soon became red, swollen and dry. Two and one-half
months later arm amputated. For several months has had dis-
turbance of speech, which was sudden in onset. Now for sev-
eral days had had bleody sputum. Abdomen negative. Nor-
mal temperature and pulse. Stuttering speech. Cardiae dull-
ness increased on both sides. Systolic murmur over apex and
pulmonary area. Posteriorly and inferiorly, right lung is
dull, with bronchial breathing and smapping riles. Urine al-
buminous. On sixth day, yvellowish diarrhea. Pain in abdo-
men. On ninth day diarrhea persists; very restless; general
condition worse. On twelfth day muech blood in stools. Com-
pensation of heart broken for past twenty-five hours. Death.

Autopsy.—Multiple infarets of lungs and spleen. Thrombo-
sis of left internal carotid. Myocarditi= and hypertrophy of
heart. Thrombus in left ventricle. Beginning arteriosclerosis.
Embolus of superior mesenterie artery, but coils supplied
show only slight redness and swollen follicles.

Korerne.—Woman, 31 wears. Three years ago, typhoid;
otherwise alwavs well. Parturition one month ago; discharged
on ninth day. Four days ago after several days of diarrhea,
had sudden pain in abdomen, increasing in severity. Vomit-
inz; stool thin, no flatus, no blood. Belly gradually distended.
Temperature normal till entrance, when it was 38.8 C. at night.
Abdomen tympanitic over a visible coil; slightly tender. Mass
of dilated intestine below liver, running across to left costal
border. Vomitus has feecal smell. Heart and lungs negative.
Pulse 125, reoular, small.

Diagnosis.—Ilens from strangulation.

Operation.—One liter of clear aseitic fluid evacuated. Pre-
senting coils much injected., not very distended. Cecum and
descending eolon eollapsed: 50 em. of upper part of jejunum
dark bluish-red and gangrenous. Mesentery infiltrated and
vessels thrombosed. Resection, Veins plugged; arteries spurt
lively. Lower end of dundemum sewed up (because it was too
short for anastomesis), and upper end of jejunum joined to-
stomach by anterior gastroenterostomy. On second day abdo-
men muech distended. especially in region of stomach. Vomit-
ing of bilious fluid. Gastric lavage gave relief. One week
later abdomen again distended about stomach: much flatus
passad. Right parotitis with fever. Two weeks later edema of
dependent parts of whole body and labia minora. No albumin
in urine. Intestinal tract negative. Good appetite. Edema
gradually disappeared. Discharged well two months after
operation.

KirssMAavL—Man, 26 vears. Peri- and endoearditis: empy-
ema. On fourteenth day sudden profuse bloody diarrhea.
Tympany and subnormal temperature. Death in thirty-six
hours.
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Autopsy—Trunk of superior mesenteric artery free. Em-
bolus at origin of last jejunal artery, sending processes into
finest arcades. Lowest jejunum and ileum dark, bloody red.
Extravasation of blood between the layers of the mesentery.
Capillary hemorrhages in intestinal wall. Bloody fluid in ab-
dominal eavity. Necrotic areas in mucosa of intestine. In-
farets of kidneys and spleen.

LappE.—Man, (65 years. Chroniec cough for two years,
night sweats and all the signs of phthisis. Six months later
severe diarrhea and cold feet, followed by gangrene of toes.
Right popliteal obliterated. Now has pain in abdomen, which
is soft but tender. Constipated. Four days later violent ab-
dominal pain, belly slightly retracted. Pulse 120. Sudden,
abundant watery diarrhea. Feeble and exhausted. Died.

Autopsy.—Whole course of right femoral thrombosed. Clot
also in vein. Subacute general peritonitis. Oeccluding throm-
hus in superior mesenteric artery just below its origin. Ath-
eroma, in plaques, of mesenteric artery and its branches. 0ld
thrombus in hepatie artery. Lungs show advanced tuberculo-
siz: cavity at right apex. Heart slightly enlarged, otherwise
not remarkable. General atheroma of arteries.

LAaNGErRHANS,—Aortic insufficiency and stenosis.

Autopsy—0Old and recent infarcts of spleen and kidneys.
Recent hemorrahagic infarct of cecum, and stenosis of jeju-
num from =ear following embolic infaret. Emboli are in small-
est arterial twigs,

LAVERAN.—DMan, 41 years. Severe abdominal pain for a
week, with obstinate vomiting. Abdomen slightly distended
and very tender, especially in epigastrium. Bloody vomiting.
Bowels moved only by enema. Motions contained blood. No
fever. Rapid, small pulse. Death on second day.

Awtopsy.—0Old, firm gray eclot in superior mesenteric artery.
Fifty em. of middle of small intestine shows hemorrhagic in-
faretion. Infaretion spleen and kidneys. Clot in left wven-
tricle, extending into aorta, giving rise to emboli.

Leecu.—DMan, 50 years. Dyspepsia for five or six months,
accompanied by abdominal pain and constipation. Sudden
severe pain, with obstipation, lasting five days, and relieved
by purgatives. Five months later, still constipated, abdomen
slightly distended; tympanitic except in left flank. Visible
peristalsis in right iliac region. Rectal examination negative.
Three dayvs later, tongue foul: slight result from enema, with
some gas. On the next day, after calomel, a copious move-
ment, with blood and great abdominal pain. Frequent pulse;
normal temperature. Death next day.

Auntopsy.—Dark purple gut from eighteen inches below duo-
denum to within one foot of cecum. containing a small amount
of dark flnid bleod. Whole mesentery thickened, with veins



58

thrombosed. Some cirrhosis. No constricting band; no fecal
matter in intestines. Slight chronic peritonitis.

LErPINE.—Man, 40 years. Admitted for intense abdominal
neuralgia. For past five years has had intensely painful ab-
dominal erises, with watery vomiting, coming on at long inter-
vals. These have become more and more frequent and vio-
lent, till they now occur nearly every day. Anorexia. Slight
edema of feet. No motor or sensory trouble with legs. Pain
in hypogastrium. Marked tenderness. Abdomen tympanitie.
No diarrhea. TIncreasing respiration. Pulse 120. Was found
beside his bed, collapsed. Died rapidly.

Autopsy.—Abundant hemorrhage in pelvis. Intestine con-
tains more than 1 liter of thin blood. Sixty cm. below duo-
denum to eeeal valve, mucous membrane shows hemorrhagic
infiltration in spots: no uleer. Many ealeified glands in
mesentery. One of these glands presses on a branch of the
superior mesenteric artery, which is here blocked by an old
clot. Main trunk of the artery free. Other organs normal.
Author econsiders clot and pains due to compression hy this
oland. There was no gangrene of intestine.

LEREROULLET.—Man, 53 vears. A long time ago, dysentery:
later, endoearditis. Of late has had palpitation and dyspnea.
which sent him to hospital. Here had abundant gastrointes-
tinal hemorrhage, eausing syneope. Diagnosis at that time was
mitral insufliciency and stenosis, with intestinal hemorrhages
and hematemesis. Better in three months. Eight months later
same sort of an attack. RBloody vomitus and stools. Debility
and syncope. Moderate distension of abdomen. No spasm or
tenderness. Lungs, stomach, liver and intestinez all negative.
Double heart murmur. Pulses equal. No atheroma of radials.
Bloady stools and vomiting gradually stopped. Markedly bet-
ter on the eighth day. Discharged well.

LivieNtHAL—Man, 50 vears. Often has diarrhea. Slight
dyspnea. Complains now of dyspnea, diarrhea and abdom-
inal pain, which has been present four weeks. Pain in right
iline fossa, now radiates over whole abdomen. T.oss of appe-
tite, thirst and nausea. Liver not enlarged. Resistance all
over epigastrimm. No blood in diarrhea. Heart not enlarged:
pulmonie second sound accentuated. Pulse resular, weak,
small. Some atheroma of artery. Collapsed on evening of
entrance. Area of dullness in hypogastrium at this time.
One bloody dejection. Moribund.

Operation.—Gut deeply blood stained and its vessels seemed
to be filled with clots. Blood in lumen.

Autopsy.—O0ld tuberculosis at apex of lungs., Hypostatie
pneumonia; myoearditis; duodenum normal. Rest of small
intestine down to cecum. dark colored. Sharp line of de-
marcation, bhoth above and below. In superior mesenterie
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vein, just above its bifurcation, is a thrombus which extends
into minute subdivisions of vein.

LoBerT.—Boy, 17 years. Severe intestinal catarrh. Pain in
abdomen. Later intestinal hemorrhages. Death.

Autopsy.—Heart normal; aorta narrow with thin wall.
Brownish red turbid fluid in cavity. Coils, dark red. Jejunum
and ilenm show hemorrhagic infiltration of their wall, with
fibrin deposits. Sharp lines of demarcation. Bloody fluid con-
tents. Mucosa dark red, edematous and in spots diphtheritic.
Mesenteric glands enlarged; arteries free; roots of mesenteric
veins closed by firm, dark red thrombi. These extend into
portal vein. Spleen much enlarged. Malaria cachexia.

LocHTE.—Man, 51 years. Under treatment for a long time
for arteriosclerosis, bronchitis and emphysema. Sudden se-
vere pain in the abdomen on the right, below. Collapse. An
inguinal hernia was present, so a diagnosis of internal strangu-
lation was made. Died in sixteen hours,

Autopsy.—Beginning necrosis of small intestine and gan-
grene. Complete closure of superior mesenteric artery by an
embolus 5 em. long coming from a mural thrombus in the left
heart.

Lorenz.—Man, 35 years. Two and a half months’ story of
gradually increasing multiple neuritis following exposure to
cold. Gradually increasing paralysis, complicated with diar-
rhea. Urine contains much acetone; no albumin; inereased
indoxyl. A month later, vomiting, diarrhea, pain in abdo-
men and death.

Autopsy.—Thickening of walls of coronaries; 100 c.c. green,
thick pus in abdomen. Small intestine slightly distended, with
greenish fluid contents. Areas of losses of substance in jeju-
num corresponding to arterial branches in mesentery, with
thickened walls in spots of milky color, which almost ocelude
the lumen.

LotHror.—Man, 35 years. Sudden severe pain in abdomen.
Marked tenderness. Bloody diarrhea and vomiting. Tempera-
ture slightly raised. Collapse and death. Duration, three
days.

Autopsy.—Slight amount of clear fluid in eavity. Coils of
small intestine chocolate-brown colored, lusterless. .Jejunum
and ileum infarcted without sharp line of demarcation. Sev-
eral branches of superior mesenterie artery thrombosed. Em-
bolus near origin of colica media. Contents of intestine dark
brown, semi-solid. Two old splenic infarcts. Cardiac hyper-
trophy and dilatation with chronie endoearditis of mitral and
aortic valves.

LotHroP.— (Age and sex not given). Moribund at entrance.
History unknown.

Autopsy—Infarction of ten feet of ileum. No peritonitis.
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Embolus in superior mesenteric artery near the ileocolic ar-
tery. Chronic endocarditis.

Loruror.—Man, 40 years. Sudden onset three days before
entrance with vomiting and pain. Bloody diarrhea after two
days. Traces of blood in vomitus. General condition bad.
Diagnosis not established.

Operation.—Slight amount of serous fluid in cavity. All
visible intestinal coils of a chocolate-brown color. No ob-
structing cause found. Death in twelve hours after operation.

Autopsy—Lesion of mitral valve. Embolus in superior mes-
enteric artery near ileocolic. Infarction of part of the ileum.
Beginning peritonitis.

Lycerr.—Male child, 1 month; breast fed. Maternal syphi-
lis. Mother said child was well till 10 a. m., when he became
restless, drawing up knees and straining. Was eollapsed on
admission, with peritoneal facies. Abdomen distended: dull
in dependent portions. Two dejecta without blood. Vomiting,
later becoming fecal. Died in a few hours.

Autopsy.—Cavity contained eight ounces of dark, bloody
fluid. General peritonitis absent, although there were four
inches of small intestine gangrenous and perforated. Author
says there was obstruction to arterial supply by syphilitic
arteritis. (Did not demonstrate it.)

MapEr.—Woman, 35 vears. For two months headache and
repeated chills. Cough, pain in side, edema of feet, frequent
vomiting, inereasing pallor. Temperature exeept at chill, nor-
mal or subnormal. TLungs negative. Systolic cardiac murmur,
recular action, pulmonie second sound not aceentuated. Urine
moderately albuminous, with a few casts. Blood eultures nega-
tive. On tenth day, during chill, severe pain in abdomen: hie-
cough. Vemited; four bloody dejecta. Death five days later,
with inereasing weakness, slight jaundice; abdomen always
very tender.

Autopsy.—Mitral endocarditis; vegetation on aortic arch.
Liver enlarged. Spleen enlarged, with large infareta. All
small intestine grayish red with fibrin deposits. Superior mes-
enteric artery thrombosed.

Mavrarp.—Woman, 26 years. Gastrojejunostomy for symp-
toms of pylorie ‘obstruction. After operation, extreme rest-
leszness and pain in abdomen. No movements of bowels. No
vomiting. Distension of abdomen shortly before death on
fourth day.

Autopsy (incomplete).—Tast three feet of ilewm involved.
Thrombosis of mesenteric veins.

Mavrarp.—Woman, 28 vears. Thyroidectomy of left half
of gland. After operation, pain in abdomen without distension
or tenderness. One bloody stool. No vomiting. TLater disten-
sion and death on third day.
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Autopsy (incomplete).—Whole ilenm black, containing
blood. Mesenterie veins thrombosed.

McCARTY.—Man, 77 years. Attack of influenza. Six days
later out of doors. On reaching home, had severe pain in right
hypogastrium. Admitted on sixth day of illness, with diag-
nosis of ileus. Abdomen not tense or tender. Outline of dis-
tended coils could be seen. Dullness in both flanks. No bowel
movements or gas after onset of pain. Vomitus bile-stained.
Pale and collapsed. Bilateral inguinal hernize,

Operation—Necrosis of lower part of ilewm. Peritonitis
from perforation. Artificial anus made. Death in ten hours
after operation,

Autopsy.—Marked atheroma of aorta, with loss of substance
in several places. Thrombosis and embolus of several branches
of the superior mesenteric artery.

McWEeexy.—Girl, Erysipelas following opening of cervical
abseess. Few days later, violent pain in stomach, and death
in a few hours.

Autopsy.—Thrombosis of superior mesenteric vein, with dila-
tation of tributaries and intense congestion of the portion of
intestine from which the veins spring. Bowel contained about
one quart of blood.

MexNGIN.—Man, 54 years. Ten years ago acute artieular
rheumatism, complicated by endocarditis. There remains from
this a murmur at base of heart replacing first sound. TFive
days hefore entrance, bloody diarrhea and syncope. Urine
red. No increase of temperature. Collapsed on entrance.
Stools like liguid tar. Abdomen distended. TLungs, peripheral
and hemorrhoidal veins all negative. Improvement during sub-
sequent days, and discharged well on the fourteenth day.

MeRREL.—Man, 83 years. In hospital for incontinence of
urine. After two weeks complained of thirst and pain in
belly. Fever. No tenderness in abdomen except in region of
bladder. Obstipation. Pulse small and frequent. Coma, de-
livinm, and death three weeks after entrance.

Autopsy.—General arteriosclerosis. Globular thrombus and
pedunculated vegetation in left ventricle. Thin purulent fluid
in pelvis. About two feet above cecum one inch of ileum has
thickened wall, infiltrated with blood. Mucosa dark, bluish-
red. Small intestine contains a large amount of fluid blood.
Adherent thrombus in last iliae artery, propagated into the
finest branches.

MeveEr.—Woman, 65 vears. General arteriosclerosis. Com-
plains of headache. pain in chest, palpitation and irregular
movements of bowels. For two years has been under freat-
ment for anemia. No tenderness of abdomen. Lungs show
bronchitis, with slight emphysema. Unexplained pyrexia.
Death from increasing weakness and high temperature in seven
months.
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Autopsy—Peritonitis. General necrosis of intestinal wall.
Multiple emboli of intestinal vessels. Fatty degeneration of
heart. Atheroma of aorta. Softened infaret in spleen and
kidney. Nephritis.

MicnAaeELis.—Man, 50 years. Recurrent mitral endocarditis,
myoearditis, nephritis, gastritis. Small punctiform hemor-
rhages in small intestine. Mesenteric vessels free:; 300 c.c.
vellowish red fluid in eavity. Embeli are in subserous layers
of intestine, and only here.

Moxro AND WorEMaAN.—Man, 18 years. Two weeks previ-
ously, sudden giddiness, pain in head and abdomen. Fever,
cough, pain in side, constipation, night sweats, anorexia.
Temperature 104, pulse 906, respiration 28. Pneumoeocei in
sputum. No Widal. TUrine negative. Abdomen very slightly
tender. Heart negative. Had several bloody stools, one con-
taining a slough, apparently from gut. One-half hour after
this had crampy pains in abdomen; felt faint; subnormal
temperature. Two days later, severe abdominal pain all over
abdomen; not affected by pressure. Moderate distension.
Vomiting. One bloody stool. Death six and one-half weeks
after onset.

Autopsy.—Twenty inches of ileum, cecum and ascending
colon show intense venous engorgement, almost gangrenous.
Arteries empty; veins thrombosed. Peyer's patches sloughed.
Many uleers in eecum. No perforation. Spleen and mesen-
teric glands enlarged.

Moos.—Man, 19 years. Acute articular rheumatism for past
eighteen days, accompanied by pericarditis and endoecarditis.
Spots of ecchymoses over skin of chest. Embolus of arteria
centralis retine and left popliteal. Several days later colicky.
oeneral abdominal pain, accompanied by tympanites. No ten-
derness. Twelve hours after pain, severe diarrhea, first tarry,
then clear blood. Gréenish vomiting. Subnormal temperature,
Recovery. Intestinal hemorrhages continued, with decreasing
frequency, for eight weeks.

Moyes.—Man, 39 vears. In bed eighteen weeks with cough:
occasional hemoptysis, short breath, dropsy of lower limbs and
weakness. Presystolic murmur at apex. Riles in Ilungs.
Urine scanty, high specific gravity, no albumin. Sudden pain
in abdomen, about costal margin, especially on left. Tender-
ness on pressure over epigastrium. Pain continuous with col-
icky exacerbations. Diarrhea on the fourth day; worse on
fifth and sixth. Contained no blood. Slight vomiting on fifth
day of thin, fluid blood. Temperature normal. Collapse and
death on the sixth day.

Autopsy—Thrombus in superior mesgenteric artery at origin
of colica dextra. Acute peritonitis. Infarct of lower jejunum.
ilenm and ascending colon sharply marked off from normal
transverse colon. Intestinal contents bloody. Mucosa of af-
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feeted area infiltrated with blood and friable. Mesentery dark
red. Heart enlarged with stenosis and roughening of mitral
valve.

Muxgro.—Man, 51 years. Three weeks before entrance, while
lifting a heavy bar, felt a tearing sensation in lower abdomen
followed by pain. That night, and again on following morn-
ing, passed blood by bowel. Then obstipation and colicky pain.
Vomitus fecal in character. Marked distension of abdomen,
with pain in region of transverse colon. Cecum evident as a
tumor. Mass in left iliac fossa size of an orange. Subnormal
temperature and pallor.

Operation on Second Day—Mass in left side proved to be a
decolorized infaret of sigmoid. Two other infarets in mesen-
tery of small intestine. Ascending, transverse and descending
colon dark and much distended, with thinned walls. Small in-
testine red and injected. Death in twenty-four hours.

NogpENFELT.—Man, 57 years. Anorexia for four months.
Belehing., Loss of weight and inereasing languor. Distension
of abdomen; tenderness: no pain. Later icterus. Marked
ascites. Veins of abdominal wall much dilated. Sudden cya-
nosis and pulmonary edema. Collapse and death.

Autopsy.—One coil of intestine livid and much dilated. In-
testinal mucosa gray-black; no uleerations. No sharp line of
demarecation. Contents blackish-brown. Involved area is 60
em. below duodenum. Corresponding veins are full of recent,
easily separable, almost black thrombi. Cirrhosis of liver.
Atheroma of aorta; no lesions of heart.

OproLzER.—Man, 50 years. Mitral insufficiency. Short
breath, palpitation, slight asecites. Off and on, diarrhea.
While leaving hospital was seized with sudden severe pain in
whole abdomen; marked distension; pain colicky; vomiting.
Very copious painful bloody movements. Abdomen tympanitie
above, dull below. .Just before death the region whizh was
dull beeame tympanitic. Heart enlarged; systolic murmur at
apex. Pulmonie second sound accentuated. Bronchitis on
left. Pulse 90 to 95, repiration 44. Urine contained a trace
of albumin: no easts. Collapsed after pain. Died in three
days.

Autopsy—Stenosis of mitral valve. Coagulum in left ven-
triele. Embolus two inches long in trunk of superior mesen-
teric artery. From end of dusdenum to middle of transverse
eolon intestine of a brownish-red color. Mucosa soft and swol-
len. Hemorrhagic erosions in stomach. Soft clots in mesen-
teric veins. Clot in left ventricle gave rise to embolus.

OsLeEr.—Woman, 75 years. Sudden severe pain in abdomen,
not definitely localized. Distension and frequent vomiting.
Abdomen tender on pressure. Marked diarrhea at first, soon
giving way to obstipation. Death.

Awtopsy—Warty heart vegetations. Brownish-vellow em-
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bolus in superior mesenteric artery. Infarct of small intestine,
with exception of first foot of jejunum and last six inches of
Hewm.

OsLER.—Man, 40 years. Sudden severe pain in abdomen.
Became faint, fell to ground and vomited. Pain general. Se-
vere diarrhea, at times blood-tinged. Later tympanites. Vom-
iting persisted for a week, at end of which time he died.

Autopsy.—Superior mesenteric artery closed by clot coming
from aortie aneurism at diaphragm, from the wall of which
the mesenterie artery takes origin.

OsLER.—Woman, 55 years. Nausea and vomiting for a week.
Pain in abdomen and tympanites. Incessant vomiting. becom-
ing fecal at end.

Autopsy.—Great congestion of jejunum and ileum, with
swelling and infiltration of wall. Superior mesenteric artery
blocked at orifice by firm thrombus.

Orr.—Man, 50 years. Alcoholic. Weakness of left leg and
arm. Denies lues. Five days later, severe pain in hypogas-
trium. No diarrhea. Enema brought away a large amount of
clear, dark blood. This was followed in a half-hour by more
blood. Pulse searcely palpable. No source of hemorrhage
found in rectum. General arteriosclerosis. Heart normal.
Urine negative. Five days later, no more blood in stools. Mo-
tion of left leg has returned. Arm a little better. Discharged
relieved.

Orr.—Man, 42 years. Thirteen years ago, typhoid. Eight
vears ago, pleurisy. For years difficulty in breathing. Mitral
insufficiency, chronie bronehitis, chronie nephritis and emphy-
sema. Swelling of feet and distension of abdomen. Free fluid
in abdomen. Sudden chill with bilious vomiting and pain in
abdomen. Radial pulse dizappeared. Heart beat 156, rectal
temperature 40 C. That night diarrheal stool containing 14
liter of blood and slime. Signs of hemorrhage infarct of lung.
Later, no more blood. Discharged relieved, seven weeks after
entrance.

Packarp.—Man, 75 years. For three weeks pain in abdo-
men. Suddenly fell to floor with agonizing pain in epigas-
trium. Vomited; collapsed. Liver and spleen negative. Re-
cistance and tenderness in epigastrium. Lungs negative: sys-
tolic murmur over apex and aortic area. Urine contained al-
bumin and ecasts. Temperature 95 F., pulse imperceptible.
Heart beat 66 per minute. Radials ecaleified. Respiration
dvspneic. Died in twelve hours.

Autopsy—Ruptured aortic aneurism. Lower ilenm shows
injection but no gangrene. Here the mesentery near its in-
testinal attachment is puckered in two large areas. Above this
the large arterial trunks running down in the mesentery were
united by large, apparently compensatorily dilated trunks,
forming abunormally wide anastomoses. In the areas of eieca-
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tricial tissue, and between them and the intestine, no vessels
were visible. Intestinal condition evidently many weeks old.

Parexsgr.—Woman, 60 years. In youth typhoid and inter-
mittent acute articular rhenmatism., Five months before death
attack of left hemiplegia. Day before death distension of abdo-
men and obstipation.

Autopsy.—Atheroma of aorta. Recent infarcts of spleen
and kidneys. Mucosa of small intestine hyperemic, swollen,
with numerous ecchymoses. Wall thickened. Numerous uleers.
Contents thin, bloody.

PARENSKI.—Man, 67 years. No clinical data relating to ab-
domen. Had frozen ears and fingers. Became unconscious
and died.

Autopsy—Aortic aneurism. Areas of softening in brain.
Three hemorrhagic infarets of the intestine, one in the jeju-
num and two in the ileum. Cireumseribed peritonitis around
the involved areas. Infarcts averaged two feet each. Ring-
shaped uleers in mucosa of involved intestine. Boundaries of
infarction sharply marked off.

PArRENSEI.—Woman, 90 years. No data as regards previous
illnesses. In hospital for abscess on inside of right thigh,
size of fist. Skin about abscess became gangrenous. Sudden
unconsciousness, Small, rapid pulse. Distension of abdomen.
Constipation. Death on second day.

Autopsy.—Atheroma of aorta, renal infarets, mucosa of zev-
eral coils of jejunum and cecum swollen and hyperemic. Sev-
eral small ecchymoses and necrotic areas. Arteries supplying
these paris filled with fibrinous clots,

PARENSEL.—Man, 67 years. For several years frequently in
hospital for leg uleers; then right leg swollen, tender and red,
with lymphangitis extending up thigh. Illness began with a
chill, followed by fever, weakness, loss of appetite and thirst.
Diagnosis, erysipelas. Well in seven days, when had some
colicky, abdominal pain, diarrhea, distension of abdomen.
Pain inereased by pressure. On ninth day pain grew worse and
patient died of pulmonary edema.

Autopsy.—Clot in a branch of the superior mesenterie ar-
tery one inch long. Eight inches of small intestine dark red.
almost wholly necrotic. Peritonitis. Atheroma of descending
aorta. Fresh renal infarets, with chronic interstitial neph-
ritis. Pneumonia of upper left lobe.

PErRoON AND BEAUSSENAT.—Man, 48 years. Family history
negative; previous history, never sick. Markedly alcoholie.
Has tertiary syphilis. Ten days following a debauch, began
to vomit. Had severe pain in abdomen and kidney region.
Pain most marked in right iliac fossa. Abdomen retracted.
tender, with spastic muscles. Bowels regular. No appetite.
Vomits whatever he has taken. Pulse 70 to 80, temperature
38.4 C. External hemorrhoids. No albumin or sugar in urine.
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Ten days later had tearing sensations in abdomen, accom-
panied by vomiting. Poor pulse, slight distension, peritoneal
facies. On next day operation. One and one-half liters of
ascitic fluid evacuated; a coil of jejunum blue colored. Death.

Autopsy.—Slight agglutination of intestinal coils; 100 em.
of jejunum, beginning 90 em, below duodenum, shows uleerated
mucous membrane. Mesentery thickened. Both superior and
inferior mesenteric veins plugged by recent thrombi. Portal
and splenie veins thrombosed. Spleen enlarged.

PrcQuE AND GREGOIRE.—Man, 47 years. Mentally degener-
ate. Had vomited for several weeks; then sudden inerease of
vomiting, distension of abdomen, with mass on left, which is
dull and tender. No blood by rectum. Pulse 120; temperature
38 C. Urine slightly albuminous. Rectal examination negative.
Laparotomy. Gangrene of intestine, but no stricture. Throm-
ho-phlebitic process of superior mesenteric vein, extending into
portal.

PicQuE AND GREGOIRE.—Man, 49 years. Four days’ story
of obstipation which followed a diarrhea. Pain in epigastrium
and vomiting. Abdomen not distended, but resistant. Liver
dullness not increased, Temperature 38.8 C.; pulse 118. Heart
and lungs negative. Urine albuminous, small in amount.
Laparotomy. Jejunum black with thickened mesentery. Celi-
otomy. Death in twelve hours. Nothing definite found.

Preper.—Man, 38 yvears, For seventeen days acute articular
rheumatism. On the eleventh day endoecarditis. Twenty-four
hours before death, profuse vomiting and bloody, foul-smelling
stools, followed by colicky pains in abdomen. Pain not loeal-
ized. Subnormal temperature. Death.

Autopsy~—Peritonitis. Hemorrhagie infaret of spleen. In
the superior mesenterie artery an adherent, fibrous elot, filling
the main trunk and a branch of the ascending duodenal artery.
Small intestine and aseending colon infarcted. Mucosa swollen,
dark red, with numerous capillary extravasations. Venous
hyperemia. Hemorrhages in mesentery. Glands infiltrated.
Fluid blood within intestine.

PrLrier.—Woman, 70 years. Sudden death. Abdomen dis-
tended.

Autopsy—About 60 em. of small intestine is dark bluish-
red. Mucosa of altered portion gangrenous and of an opaque,
brown eolor. Corresponding veins filled with red, partly dis-
integrated thrombi. Small arteries not dilated.

Piruier.—Man, 72 years. Varicose veins in the legs. One
day ago, while chopping wood, was seized with severe pain in
the lower abdomen, accompanied by nausea and vomiting.
Abdomen began to increase in size; very tender on pressure.
No movement of bowels. Vomiting of coffee ground material.
Death on the same day.

Awutopsy—Forty em. of small intestine dark red, distended.
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hard, thickened. Contents of intestine, red fluid. Mesenterie
veins thrombosed.

PINNER.—DMan, 50 years. Sudden diarrhea, ceasing in a
short time. Three days after this tenesmus, with passage of
slight amount of fluid blood. Persistent vomiting, coincident
with diarrhea. On the third day collapse with subnormal
temperature. Ided on the fifth day.

Autopsy.—Thromhosis of the inferior mesenterie artery at
origin. The hepatie and splenic flexures, and especially the
cecum, infarcted and neerotic. Reetum and sigmoid free.

Prizs,—Man, 44 wvears. Chronic phthisis, hypertrophy of
heart, mural aortie thrombus, embolic infarcts of spleen and
kidneys, embolus of superior mesenteric arteries, hemorrhagie
infarction of intestine with blood contents.

Poxrick.—Woman, 42 years. Resection of left elbow joint.
Eleven days after operation, sudden pain over whole abdomen.
On next day diarrhea; no blood. Temperature increased.
Death two days after pain.

Autopsy.—Chronie recurring endocarditis. Emboli of trunk
of superior mesenterie and celine arteries. Small emboli at
intestinal insertion of mesenterv. Between these and embolus
of main trunk the arteries are free. Wall of duodenum and
jejunum slightly swollen. Hemorrhagie infaret of lower ileum
with partial neerosis of the wall. Intestinal coils distended.
Purulent peritonitis. Infestinal contents, fluid reddish-yellow.

PoxrFick.—Man, 41 years. Diagnosis, typhoid (?). High
fever and delivium. Two days before death, distension of the
abdomen and general tenderness, especially in the right ileo-
cecal region.

Autopsy.—Slight amount of free fluid in abdominal eavity.
Mucosa of duodenum and jejunum edematous; contents not
bloody. On one =pot in the ileum round bullse: contents of
this portion of intestine is bloody. Fibrinous periearditis.
Endocarditis of aortic valve.

Purnam.—Woman, 35 years. Sudden copious diarrvhea, fol-
lowed by severe paroxymal pain, going from right hypochon-
drium aecross epigastrinm, to left. Steols tarryv. A few days
later, severe, colicky, ahdominal pain, not localized, followed
by hile-stained vomiting. Distension of abdomen on second
day. No visible peristalsis. Tenderness on pressure in right
hypochondrinm. Liver not enlarged. Death on the third day.

Autopsy.—Gangrene of last two feet of ileum, with mesen-
tery thickened by extravasation of blood. Several hard lumps
in mesentery., near its intestinal attachment. Blood wvessels
not investigated.

RerrzexsTEIN.—Man, 39 years. For years has had eramps
in legs. Onee hematuria, from varicose veins in the bladder.
Has had indefinite belly pains in past vears. Varicose veins
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of legs. Has been feeling poorly for several days. Sudden
pain in abdomen: fever: diarrhea, later becoming bloody,
stercoraceous and bloody vomiting. Heart slightly enlarged
to the right. Temperature 38.7 C. Varicose veins of both legs.
Abdomen slightly distended. with resistance in right side,
about the ascending colon. Slight tenderness about umbilicus
on following day. On third day collapse without pain. Bloody
vomiting and diarrhea increased. Next day very anemic, pulse
hardly palpable, 150. Vomiting and diarrhea stopped com-
pletely. Patient collapsed and died. Diagnosis, paralytie
ileus from thrombosis of mesenterie veins.

Autopsy—Confirms diagnosis. Four or five coils of small
intestine gangrenous in jejunum and upper ileum. Veins
dilated and full of clots. Transverze colon distended to the
size of a man’s arm. Obturating thrombus at junction of
mesenterie and portal veins.

Rresmax.—Fat old woman. History of pain in the abdo-
men. in its upper part, preceded by loss of appetite and cold in
head. Pain was never very severe, Tenderness in epigas-
trium. Diarrhea. Vomiting, later hecoming fecal. Puls=e
rapid and feeble. Temperature normal to subnormal. Signs
of collapse. Sudden profuse intestinal hemorrhage. Became
unconscions and died about a week after onset of severe symp-
toms.

Autopsy—Hemorrhagic infarction of 33 em. of small intes-
tine and its mesentery from thrombosis of superior mesenteric
vein. Loealized, acute, fibrinous peritonitis. Atrophie eirrhosis
of liver. Small spleen, with infarct. Mesenteric arteries free.

Ros.—Man. 57 vears. Strangulated hernia on the right
side. Complained of enormous pain in lower belly. Seven
hours after entrance the hernia was spontaneously reduced.
Then distension. tympanites, several copious bleody dejecta.
collap=e and death.

Autopsy—Dark, bloody fluid in eavity. Ascending colon
and ilenm show hemorrhagic ecchymosis, Chronic endocarditis
of left ventricle, atheroma of aorta. Recent emboius in right
renal artery. None found in superior mesentery.

Riis.—Woman. 47 years. Aortic and trieuspid regurgita-
tion, mitral stenosiz. Ascites and edema of lers. Pain in
lower abdomen, running from vulva to navel. Distension and
tympanites. Frequent vomiting. Soon died.

Autopsy.—Endocarditis. Secleroses in aorta, bloody serum in
cavity, bloody discoloration of all the layers of the intestine.
Between the layers of the mesentery a hematoma. No closure
of branches of superior mesenteric arteries could be found.

Roersox.—Man, 20 vears. Wound of abdomen by a dull file.
Signs of internal hemorrhage. Vomiting of blood. Dullness
in flanks. Liver dullness not cbliferated. Pulse feeble, 190;
temperature subnormal. Collapsed.
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Operation~Dark blood in abdomen and pelvis. Hemor-
rhagic effusion underneath peritoneum of small intestine.
Bleeding comes from wound of trunk of superior mesenterie
vein. The vein was ligatured. The abdominal cavity was
washed out. Patient recovered.

RoLLEsTON.—Man, age not given. Enlarged spleen, anemia,
profuse hematemesis, aseites, thrombosis of left femoral vein.
Fluid after tapping did not recur, but died in three months,
with exhausting diarrhea.

Autopsy.—Clot in mesenteric vein, extending into portal and
splenic veins.

RovenroN.—Man, 21 years. Caught between bumpers of
cars. Compression of abdomen. Marked tenderness and rigid-
ity. No wound of abdominal wall. Collapsed.

Operation—Abdomen full of blood. Rupture of vasa intes-
tini tenuis, close to origin from superior mesenteric artery.
Proximal end thrombosed. Distal bleeding freely. Artery tied.
Recovery.

SacHs.—Man, 32 years. Aleoholic. For a long time has
had pains in abdomen. Sudden tearing pain in abdomen. with
passage of blood. Vomiting feeal in character. Marked ab-
dominal distensicn and spasm. Dullness in abdomen. After
initial diarrhea, no movement of bowels.

Operation.—Much foul-smelling fluid in abdominal cavity,
presenting coils, dark blue. Died soon after operation.

Autopsy.—Hemorrhagic gangrene of almost the whole small
intestine. Glands enlarged. Thrombosis of the portal vein.
which is continued into the superior mesenterie vein. Author
considers thrombosis idiopathie.

SAXER.—DMan, 50 years. Four months previously, amputa-
tion of left thigh for embolic gangrene of leg. Severe pain in
abdomen and profuse diarrhea. Death in forty hours.

Autopsy.—Chronie fibrous endocarditizs of mitral and aortic
valves. Thrombus of left auricle. Dilatation and hypertrophy
of heart. Embolus of superior mesenteric artery with begin-
ning gangrene of nearly the whole small intestine. Thrombi in
roots and trunk of superior mesenteric vein. Fibro purulent
peritonitis. Thrombus of left femoral artery and vein. Right
renal infarct. Author considers venous thrombi =econdary to
arterial embolism.

ScHLESINGER.—Man, 23 years. Rheumatism four years be-
fore. Now has endoecarditis with murmur. Five days later
spleen enlarged. No chill or distension of abdomen. High
temperature and frequent stools. Was constipated before
this. Tenesmus. One stool clear blood. Severe abdominal
pain. Nausea. No blood or albumin in urine. Ahbdomen ten-
der on left, half-way between umbilicus and anterior superior
iliac spine. Got better.
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Diagnosis—Embolus of small branch of superior mesenteric
artery. Splenic infaret.

SCHNITZLER.—Woman, 55 years. Pleurisy many years ago.
Twenty years ago tumor excised from right breast. Consti-
pated for five years. Right iritis with blindness. Glaucoma
three years ago. For four years has had attacks of pain in
abdomen. Pain confined to stomach and umbilical regions and
followed meals. It was accompanied by vomiting not of a
coffee-ground character. During last half-year has not vom-
ited but pain has become spontaneous, colicky and more se-
vere, and is situated in lower abdomen. Bowels have not
moved during this time without enema or eastor oil. Reten-
tion of urine during pain. Has taken Carlsbad cures without
relief. Has acquired morphia habit. Slight icterus. Liver
palpable below costal margin. No visible peristalsis. Abdo-
men soft above, several points of tenderness on pressure below.
Stools normal, very foul. Urine negative. Indoxyl diminished.
Heart and lungs negative. Temperature 37 C.; pulse 96. No
atheroma of artery. '

Diagnosis.—Gallstones, with adhesions giving obstruction.

Operation.—Twelve stones removed. Cystie and common
ducts free. Slight adhesions about gall bladder. No hyper-
trophy or stenosis of gut. Operation had not the slightest
effect on pain. Six weeks later, slight distension and one
spontaneous, black stool. Death.

Autopsy,—Five hundred c.c. of bloody fluid in cavity. In-
testine distended. Adhesions between coils. From end of
duodenum to beginning of transverse colon intestine is discol-
ored and suffused with blood. Copious hemorrhages, necroses
and uleers of intestinal mucosa. Superior and inferior mesen-
terie arteries completey closed at their origins. Atheromatous
spots in ascending and descending aorta.

SIEVERS.—Woman, 56 years. Well till six years ago, when
had vague pain in back and extremities, and diffieult diges-
tion. One-half year ago, cough and dyspnea. Swelling of
lower extremities. Now all symptoms are worse. One short
remission, then ascites, slight eyanosis, urine albuminous.
Normal temperature, weak pulse. Sudden severe pain in belly
while at stool. Vomiting. Abdomen distended with slight
general tenderness. No fever: tenesmus: obstipation. Death
in twenty-nine hours.

Autopsy.—Slight amount of serous fluid in left pleural cav-
ity. Hypertrophy of left ventricle. Caleified plaques in arch
and ascending aorta. Aneurism, size of fist in thoracic aorta,
containing laminated thrombus. No trace of peritonitis or
free liguid in eavity. A\ portion of jejunum, the whole ileum,
cecum, ascending and transverse colon, dark red. Red fluid
contents. Sharp demareation below: not so above. DMucosa
ecchvmozed : no uleers. Mesentery normal. Dark red, non-
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adherent embolus in middle third of superior mesenteric artery.
No infaretion, however. Normally coloved, firm feces in de-
seending colon.

Sarrp.—DMan, 30 years. Cramps in stomach. Lightness in
head, and shivering fits. Anemia. Swollen legs. Some
months later, entered for severe abdominal pain, which had
been present two weeks. Abdomen tensely distended, is very
tender and contains free fluid. Diarrhea. Dry retching.
Moderate pyrexia. Systolic murmur at base and apex. No
albumin in urine. No leucoeytosis. No enlargement of cuta-
neous veins, Collapsed and died a week after entrance.

Autopsy.—Cirrhosis of liver, thrombosis of portal vein, sud-
den extension of thrombus to gastric and mesenteric veins,
peritonitis.

SpaAETH.—Woman, 52 years. Several attacks of articular
rheumatism and cardiac complication. Six years previous,
apoplexy. Just after taking unpleasant, sharp-tasting soup,
vomited, and had severe pain in stomach and abdomen. Vio-
lent diarrhea at onset, becoming watery, later consisting of
clear blood. Death in two days. Poisoning suggested.

Autopsy.—DMitral insufficiency and stenosis. Cardiac hyper-
trophy. Small amount of bloody fluid in eavity. From ileo-
cecal valve upward for a distance of 214 meters, dark red
color. Contents of this and of the large intestine, bloody
slime. No embolus could be found in superior mesenteric ar-
tery. Atrophie liver and shrunken kidneys. Area of softening
in striate nucleus. XNo poison found.

SeiEGELBERG,—Man, 82 vears. Three vears previously epis-
taxis, followed by black stools for several days. Two months
later, hematemesis for a week and blood in stools. Then
edema and ascites., Tapped several times. Quick eollapse after
fourteenth tapping, and death.

Autopsy.—No lesion of heart. Intestines not remarkable.
Portal vein much ealcified. Process extends into splenic and
mesenteric veins. An adherent, gray-red thrombus in superior
mezenterie vein, continued into portal. Large arteries some-
what thickened. Aortic intima, friable.

SPRENGEL.—Man, 22 vears. In hospital for gonorrhea. In
hed two weeks. Left leg swollen. Pain, first in stomach re-
gion, then deeper in abdomen, to right of bladder. For four
days no stools or gas. Vomitus. Abdomen slightly distended.
Dullness in dependent portions (ascites). No blood by rectum.
Vomitus, reddish-brown, shows blood. Pulse small, 120 to 140.

Laparotomy.—Whole small intestine distended and dark
blue. Mesenteric veins mmch distended and hard, as though
thrombosed. Mesenteric glands enlarged. Died two hours
after operation,

Autopsy—Venous vessels of affected part thrombosed.
Thrombi are closely adherent, of various colors and =oftened in
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spots. Thrombus extends to the portal vein. Mesenterie ar-
teries intact. Thrombi in pelvic and vesicle plexus of veins.
Gonorrheal abscess of prostate.

SPRENGEL.—Man, 38 years. Twenty vears ago, inflammation
of bowels, lasting five weeks. Otherwise well. Seized while
at work with severe abdominal pain. Vomited. These symp-
toms lasted three days, when they ceased. Bowels had not
moved. On entrance not very sick. Pulse 80 to 84, regular.
Respiration not inereased. Temperature not given. Periodie,
violent hiccough. Heart normal. Rectal examination negative.
Abdomen symmetricaly distended, with fullness in epigastrinm.
Intestinal murmurs present. Dullness in left lumbar region,
nearly up to external horder of reetus. Liver dullness only
slightly diminished.

Diagnosis.—Intestinal cbstruction in lower part of ileum.
No general peritonitis.

Operation.—Free, reddish-brown fluid in cavity. Ten em. of
small intestine gangrenous. Good line of demareation. This
was excized and ends left in wound. Cavity drained. Veins
found plugged. Good convalescence, only complieated at first
by rather persistent hicecough. TFive weeks later secondary
operation for closure of fecal fistula. End-to-end suture with-
out Murphy button. Good result. Recovery.

SPRENGEL.—Woman, 25 years, Over three years before, =ud-
den spontanecus swelling of left arm. Thrombosis of subelav-
ian vein. No inflammatory process in axillary glands. A few
months later two attacks of profuse hematemesis. No melena,

Two and one-half vears later, in hospital for swelling in
richt inguinal recion of ten weeks” duration. Swelling slightly
painful and hampers walking. On examination the mass is
seen to occupy the right labia. It comes down on eoughing
and does not go wholly back, but is connected with a swelling
ahove Poupart’s licament, which fluctuates.

Diagnosis.—Lymphangiectatic sac.

Operation.—Sac excised and communication with peritoneal
eavity sewed up. Healing per primam. Up in three weeks.
Then had sudden severe pain in region of stomach. Nothing
found loeally. No distension. Slight dullness of dependent
parts of abdomen. Vomited once: no blood. Lungs negative.
Pulse quickened, regular. Pulmonic second sound not accen-
tunated. First sound at apex slightly roughened. Next day
pain- slightly less: mno distension. TLiver dullness normal.
Kidneys not palpable. Temperature 38.8 C. On third day after
onset of pain the temperature was normal. Abdomen dull ex-
cept above or to the left, which was tympanitic. Resistance in
umbilical region. Several reddish-brown fluid movements.
Poor general condition.

Diagnosis.—Intestinal obstruction. Tubercular (%).
Operation.—Free, bloody fluid evacuated. Mass on left of
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navel consisting of matted omentum and eoils of intestine.
About middle of small intestine, gangrenous area 38 to 50 cm.
long., No invagination or peritonitis. Resection of more than
100 em. of intestine. Murphy button. Death twenty hours
after operation.

Autopsy.—Slightly patent foramen ovale. At junction of
left subelavian and jugular veins an organized, obliterating
thrombus. Spleen enlarged:; wvessels free. Peritoneum shows
peculiar small pouches, whieh communicate with the general
cavity by small openings. This condition is most marked in
Douglas fossa. Trunk of mesenteric artery and vein free.
An enlarged vein runs to hilus of liver furnishing collateral
circulation for portal wvein, which iz thrombosed. Finer
branches of mesenteric vein contain old thrombi.

STEFAN.—Case of acute ilens. Sero-sanguinolent fluid found
in eavity at operation. A piece of intestine found gangrenous
was resected. Soon died.

Autopsy showed thrombosis of portal and mesenteric veins.

STUBes.—Man, 20 years. Sudden severe pain in abdomen,
rapidly increasing in severity, and most marked about the
navel. No tympanites. No tumor or pain on palpation. Nau-
sea. Temperature and pulse normal. Obstipation in spite of
cathartics. Another attack in twenty-four hours. Abdomen
very tender this time. Death.

Autopsy.—Marked general evanosis of body. Large amount
of bloody serum in ecavity. Hemorrhagie infaretion and par-
tial gangrene of small intestine. Mesenteric glands enlarged.
Small dark tumor in mesentery proved to be embolus in large
branch of superior mesenteric artery. Slight fibrinous peri-
tonitis.

Tarke.—Man, 33 years. For four weeks has had pain in
abdomen which originally followed an indiseretion in diet, but
which now bears no relation to meals. Gastric lavage relieved
pain. Stomach contents normal. Sudden severe pain in up-
per half of abdomen, which continued without remission for
four days. No vomiting at first. Stools regular. Pain be-
came colicky and spread over whole abdomen. On third day
vomiting, first of stomaech contents, later stercoraceous. On
following day (fourth) fecal vomiting. Flatus, but no stools.
Severe colicky pain over whole belly. Temperature normal.
Abdomen not distended: soft and compressible. No tumor,.
Urine negative., Pulse small, regular. Next day abdomen
slightly tender. Three dark red stools of foul odor. Hema-
temesis. Pain better and left elinie on fifth day showing only
weakness, Re-entry two days later. Patient says that he had
similar attack to present one three and one-half weeks before,
at whieh time he had a hemorrhagie rash on legs. No pains
in joints at this time. Rash lasted only a few davs. Now his
pulse i= small and thready. The abdomen is not distended and
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nowhere very sensitive to pressure. On the fingers, elbows,
knees and feet are numberless cutaneous petechiz, varying
from size of pinhead to that of a grain of rice. The inter-
phalangeal joints of hands and feet are slightly swollen and
sensitive to pressure. Temperature 37.5 €. Subecutaneous in-
jection of gelatin. Blood in stools. Condition remained about
the same for three days, when he had sudden pain of piercing
character in region of stomach. Collapse and death on follow-
ing day.

Autopsy.—Numerous petechiz in skin of extremities. Pe-
culiar bluish-red coloring of anterior surface of thigh below
iliac erest. Also large purple spots on anterior surface of
left leg. Abdomen slightly retracted. Slight edema of legs.
Yarietal peritoneum slightly injected. Several coils of small
intestine dark in spots by subserous infiltration. Serosa glis-
tening. Liver not enlarged. Whole upper jejunum bluish-
black. Mesenterie glands not enlarged. No thrombi in mes-
enteric veins, which are full. At line of closure of posterior
and left aortic valves are two small red spots. Under endo-
cardium of left ventricle a few hemorrhagie spots. Bluish-red
spots over middle lobe of right lung, under serosa. A few
drops of red serum in pelvis. In two large branches of superior
mesenterie artery are gray, red, friable thrombi, almost filling
vessels, In eceliae axis and inferior mesenteric artery no
thrombi. Pedunculated thrombus in thoracie aorta. A smaller
one in aortic arch. Contents of lower ileum brown, bloody:
of large intestine, grayish black. Mucosa of jejunum ulcerated,
the uleers running longitudinally for the most part. Mucosa
of cecum anemie. Infarcet of right kidney.

Anatomic Diagnosis,—Flat loss of substance of aortic in-
tima with thrombi. Emboli in larger branches of superior
mesenteric artery. Small gastrie uleers. Pseudomelanosis of
aout wall, Diphtheritic enteritis with ulcerations. Right renal
infaret.

Tayror.—Child, 5 years (girl). Sudden attack of pain in
abdomen and vomiting. Death in eighteen hours.

Autopsy—Abdomen distended. Dark fluid blood in eavity.
Beginning eight or nine inches down jejunum, to within three
inches of cecum, gut is deep red color, with fluid bloody con-
tents. Mesenteric glands enlarged. Mesenteric artery and vein
obliterated by thrombus mass,

Tiomas.—0ld woman. Pain in abdomen, about umbilicus,
for three days, following ptomain posoning. Abdomen fairly
rigid and tender on deep pressure a little to the right of the
umbilicus. Oceasional vomiting. Rapid, small pulse, subnor-
mal temperature, abdominal facies. Sudden copious bloedy
dejection. Death in thirty-six hours.

Awtopsy.—Thrombosis superior mesenteric vein,

TrUBEL.—Woman, 74 yvears. 8ix weeks before. hemiplegia,
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Sudden unconscionsness three days after. Abdomen not tender.
Stools normal. Two weeks later, pain in left lower extremity,
obstipation, death.

Autopsy.—Ascending and transverse colon dilated. Serosa
of lower ileum and cecum shows fibro-purulent deposits, Slight
hemorrhagic infarction of part of jejunum and whole ilenm.
Punctiform necroses in cecum. Mucosa of transverse colon
edematous and ecchymosed. Loose elot near origin of superior
mesenteric artery. Arterial wall thickened, especially above
the thrombus. Intima grayish-yellow. Thrombus appears to
have occurred gradually, without any symptoms or subjective
trouble. Myoearditis and recent endocarditis of aortie valve.

TrUOpeL.—Woman, 55 yvears. Articular rheumatism. Palpi-
tation, shortness of breath, pain in side and fever. Several
days later sudden pain over whole abdomen. Obstipation.
Tenderness on pressure. Next day collapse. Hiccough, Erue-
tations and vomiting, containing no blood. Death. Diagnosis
was correctly made.

Autopsy—Slight amount of fluid in cavity. Peritoneum
rough in spots and covered with fibrin. Wall of lower ileum
swollen, its mueosa showing hemorrhagie infarction, and trans-
verse yellow necrotic areas in spots. In upper part of large
intestine black-red masses: in ileum, thin, fluid, bloody con-
tents. Obturating, adherent clot in superior mesenteric ar-
tery just below second ileo-jejunal branch. Hemorrhagic in-
faret of lung. Chronie degeneration of heart musecle. Mitral
stenosis.  Hecent endocarditis.

TritBe..—Man, 71 years. Shortness of breath, dizziness,
edema of lower extremities. Bilateral hydrothorax. Thrombo-
sis of right femoral. After several months, sudden vomiting
of slimy masses. Pain in epigastrium, obstipation, normal tem-
perature. Later, vomiting of thin, reddish fluid. Death.

Autopsy.—Slight amount of bloody fluid in cavity. Intes-
tinal coils dark red. In stomach, bloody contents, with swollen
mucosa, showing several hemorrhages. Hemorrhagic infare-
tion of mucosa of whole small intestine, ascending colon and
right half of transverse colon. Adherent gray-red thrombus
in trunk of superior mesenteric artery. Recent endocarditis.
Chronie myocarditis.

TrUBEL.—Woman, 37 years. Always sickly. For ten years
palpitation and shortness of breath. Now has marked dysp-
nea and-edema. Patient is subicterie. Sudden stabbing pain in
region of navel. Later, clear red, bloody dejecta. Vomiting.
Collapse. Next day, fever, constipation, frequent vomiting.
On second day, eructations; meteorism and again bloody, fluid
stools. Death. Diagnosis was correctly made.

Autopsy.—Bloody filuid in cavity. Whole small and large
intestine contained bloody fluid. Muecosa of small intestine
and of ascending and transverse colon shows bloody imbibition.
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Duodenum normal. Dark, adherent thrombous masses 1In
trunk of superior mesenteric artery. Insufficiency and stenosis
of mitral and tricuspid valves.

Tysox Axp Livingrox.—Woman, 66 years, Slight pain over
liver, sickness, constipation with slight epigastric tenderness
for two or three days. Temperature normal. March 7, better.
Bowels moved two or three times, less flatulence; still sick,
with vomit of green, watery color. March 8, worse vomiting,
with abdomen distended; constipation. General condition much
worse.  Admitted Saturday, March 9. Constant vomiting of
coffee-ground nature. Abdomen distended, and constipated for
one week, except on the 7th, when bowels moved three times.
Chest normal. Temperature 99.5 F.

Lapaiotomy done on eve of admission. Turbid sanious fluid
in abdomen, Small bowel congested and on tracing it down, as
indicated by the greater depth of eolor, it was found slightly
fixed on the right iliae fossa. This was freed, and about a foot
of fan-shaped, gangrenous bowel appeared, greatly thickened,
black. lusterless, and in parts sloughy. The attached mesen-
tery was in a similar condition. Recognizing the condition as
one of thrombosis, the affected part was excised, well clear of
the gangrene, and Murphy button, with sutures, was used.
(Conziderable difficulty was had with the mesentery, owing to
its thickened and rotten state, which extended back to its
spinal attachment. Dead part removed to the extent of 22
inches, and the adjacent edges brought together on the flat,
s0 as to give greater purchase to the sutures, than in the end-
to-end suture. The abdomen was flushed out with hot sterile
water and sewn up. Patient collapsed after operation, al-
though she improved somewhat later and was able to retain
some fluid nourishment (one-half ounce peptonized milk). She
again became worse, in spit of repeated stimulation and saline
injections, and died March 11, thirty-six hours after operation.

Autopsy.—Atheromatous erosion of descending aorta and
hlocking of a branch of superior mesenterie vessel. The but-
ton was in a good position and the bowel water tight. The
mesentery was also well secured. The part of the gut excised
was the ilenm, one foot from junction with cecum. The greater
part of it was gangrenous, the wall of which was so greatly
thickened as to lessen the lumen, until almost complete ob-
struction ensued. The operation lasted just over an hour,
lenothened by the difficulty of dealing with such rotten and
swollen mesentery. It was only with great care that sutures
conld be tied tight enough to stop bleeding without cutting
through.

Vax Hoox.—Man, 52 years. Vague, general pains in body,
followed by sudden. severe abdominal pain, chiefly in right
iliac fossa, and but little influenced by morphia. General tym-



107

panites. Extreme tenderness on pressure. Temperature 104 ;
pulse 130,

Diagnosis.—Peritonitis following appendieitis.

Operation —Abdomen containsg thin, straw-colored fluid, with
flakes of fibrin. Intestines injected. Arteries did not bleed.
Death in forty-eight hours. No autopsy.

Vircunow.—Man, 40 yvears. History of previous constipation.

Autopsy.—Parietal thrombus of left heart. Endoearditis.
Purpuric spots in mesentery. Mesenteric glands swollen.
Veins full. Dark red adherent thrombus in superior mesen-
teric artery 214 inches from origin. Hyperemia and ecchy-
moses of involved intestine. Intestinal contents bloody. Much
brownish-red fluid in eavity.

Vircnow,—Endoearditis of mitral and aortic valves., Su-
perior mesenteric artery changed to a hard, firm cord, by a
dry, obturating clot, extending into aorta. No changes in je-
junum or ilenm. Inflammatory hemoptysis from infaret of
lung. Purulent clot of pulmonary vein and superior mesen-
teric artery. Small inflammatory area in heart musele, Clots
in left heart. Adherent thrombus in superior mesenteric ar-
tery below origin of branches of second order. The process
extends into all the branches, ending in the fine twigs just be-
fore reaching the intestine. Intestine shows no noteworthy
changes, Connective tissue of mesentery contains small ab-
seesses.  Mesenterie glands swollen and dark red. In this case
the embolus came from a pulmonary vein,

WaTtsox.—Man, 61 years. Twelve days before had senile
gangrene of foot, then sudden, severe, not localized, abdominal
pain.  Subnormal temperature. No other symptoms. Pain
continued till death.

Autopsy.—Embolus of superior mesenterie artery. Infarct
of whole small intestine, most marked in upper jejunum.
C'lot 4 em. from aorta reaching almost to gut. General peri-
tonitis. Thrombi in aorta. Embolus of femoral artery. Old
and recent renal infarets.

Warson.—Man, 78 years. Chronie heart and kidney dis-
ease. Died without any symptoms pointing to abdomen. Ob-
served for three days. Uneonscious on entrance: recained it
after a few hours. Normal temperature.

Autopsy.—Complete thrombosis of main trunk of superior
mesenterie artery. Hemorrhagic infaretion of intestine. Fifty
cem. of ileum above ceeum dark red and covered with fibrin in
patehes.  Wall of intestine much thickened. Mucosa hemor-
rhagie, showing areas of superficial necrosiz. Hemorrhagic in-
farct of right kidney: hydronephrosis of left. Chronic inter-
stitial nephritis. Chronic leptomeningitis. FEndarteritizs of
cerebral vessels, Acute endecarditis. Chronic pulmonary
emphysema.

WeLcn axp Frexxer.—Man (age not given). IIl for two
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years with diabetes and cirrhosis of liver. Had several pro-
fuse hemorrhages from stomach during six months preceding
death. Thrombosis of right femoral vein. Abdomen became
distended and tender one week before death, with severe pain
in right hypochondrium. General tympanites, with oblitera-
tion of liver dullness. Died comatose.

Diagnosis.—Peritonitis from perforated gastric or duodenal
ulcer.

Autopsy.—Free gas in cavity. Intestines moderately dis-
tended. Turbid bloody serum in cavity. No actunal pus. Three
areas of hemorrhagic infaretion of jejunum. No perforation.
Extensive thrombosis of mesenterie, splenic and portal veins.
Over arvea of jejunum not infarcted, a collection of gas vesi-
cles. Cultures showed Bucillus acrogenes capsulafus,

WestHorr.—Woman, 41 vears., Aecute artieular rheumatizm
ten years azo, followed by mitral stenosiz and insufficiency.
For some time had ascites and edema of lees. Attack of sud-
den, colicky pain in abdomen, from which 10 liters of sero-
hemorrhagie fluid were withdrawn by aspiration. Death in
two days.

Autopsy.—Stenosiz and insufficiency of mitral, insufficiency
of tricuspid valves. Slight atheroma of aortic arch. TLarge
amount. of bloody flunid in ecavity. Renal infarcts. Both su-
perior and inferior mesenteriec arteries thrombesed. General
distension of small intestine. Serosa dull, dark red. Coils
adherent, with fibrin. Mucosa red and dysenteric looking.
Wall friable. Same condition in large intestine down to sig-
maid.

WnmiprLE.—Man, 48 vears. Bright’s dizsease one year before
entrance, albuminuria and retinitis. For three days nausea
and pain in abdomen. For one day, retention of urine. Abdo-
men moderately distended, dull in dependent portions. Ten-
der in hypogastrium. Constant vomiting of yellowish-green
fluid. Obstipation. Distension inereased and patient grew
wealer.

Dingnosis—Ileus.

Operation—Chacolate-coloved fluid in eavity. The presenting
small intestine dark and distended, matted together toward the
pelvis, Punecture of intestine. Collapse and death.

Auntopsy.—Thirty-eight inches of ileum deep red in color,
with thickened wall, in spots gangrenous. Branches of supe-
rior mesenterie artery thrombosed.

WitrMaANN.—Girl, 14 vears. Chorea, followed by polyarth-
ritis rhenmatiea. Thiz was complicated by endocarditis of
mitral and aortiec valves. There then oceured manifold dark
reddish-blue spots in the skin, which were painful. Tocalized
especially about the joints, Died.

Autopsy.—Embolie eclosure of both Svlvian arteries, with
extensive softening of brain. FEmboli of main branch of =n-




109

perior mesenteric, left subelavian, erural and right popliteal
arteries, Old metastatic infarets of spleen and both kidneys.
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