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Reprinted from Vol. XIIT of *St. Thomas’s Hospital Reports.

&

A CARE

OoF

WITH

SOME REMARKS ON THE METHOD AND THE RESULTS
OBTAINED BY IT.

Bx G. H. MAKINS,

RESIDENT ASEIRTANT BURGECN.

Tue case related below is of considerable interest as a very
successful one of a comparatively new mode of treatment, up to
the present time resorted to by continental surgeons only,
with the single exception of a case reported by Mr. Kinloch
from America. Attention will first be drawn to several points
in the case, and then a brief reference will be made to the
results obtained by the method, and such a comparison as is
possible will be drawn between it and that of Physick and
Dupuytren.

C. C—, ®t. 21, was admitted into St. Thomas’s Home, under
the care of Mr. Edmunds, on February 21st, 1884. The
patient had been the subject of right inguinal hernia since eight
years of age ; a truss had been worn seven years, but had been

discontinued for the last six years, nothing having been seen of
the rupture.
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Reseclion of the Small Intestine. 3

inguinal canal, as far as opposite the internal ring, where it was
cut down upon. The finger was introduced into the wound, and
passed into the dilated intestine apparently in both directions.
Several pints of liquid feces escaped.

Gradunal improvement followed the establishment of a free
vent for the intestinal contents, fiecal matter continuing to
escape from the artificial anus, the bowels meanwhile acting
irregularly.

On April 8th an attempt was made to close the artificial
anus. The patient was etherised, the wound enlarged out-
wards in the line of Poupart’s ligament, and the gut well
exposed. The finger could be passed in either direction; and,
as there was mno spur-like projection from the mesenteric
border, the edges of the gut were refreshed and brought
together.

On the 10th feecal matter began to escape from the wound,
and in a few days he relapsed into his old condition.

At this period, the patient being no longer able to pay the
charges of the Home, he was transferred into the general
wards ; and, by the kindness of Sir William MacCormac, came
under my care,

His condition on April 25th was the following: He was
pale and very considerably emaciated, but cheerful, and anxious
to have something done to relieve him. Although he took
food well, the emaciation was progressive, the whole of the
intestinal contents escaping by the artificial anus. There had
been no proper action of the bowels since the last operation on
April 8th. The artificial anus was situated one and a half
inches above the centre of Poupart’s ligament ; it was about
two inches in diameter, circular in outline, with sloping granu-
lating walls composed of the whole thickness of the abdominal
muscles. The mucous membrane of the intestine was slightly
prolapsed at the bottom of the pit. The gut was frmly
attached, and the finger could be readily introduced, passing,
in one direction only, nearly directly upwards. An area of
eczema, equal to one third of the whole abdominal surface,
surrounded the opening, extending over the outer side of the
right thigh. A constant discharge of intestinal fluid and semi-
digested food, of a yellowish-green colour, took place ; the fluid
was frothy, and had a faint, sickly odour. The finger could be
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mities was excised, together with a wedge of mesentery about
four inches long by three-gquarters of an inch in width, The
cut surfaces then nearly corresponded in size. Many bleeding
points had to be taken up in the mesentery, which was approxi-
mated with six silk stitches, and then the suture of the gut was
proceeded with in the following manner : A first row of twenty-
five very fine China-twist stitches were passed by a small
curved needle, such as is used for suturing the sclerotic. These
passed through the whole thickness of the gut, about one tenth
of an inch from its free margin, commencing at the mesenteric
border. They were tied in batches of five at a time, and then
the second row of Lembert’s peritoneal stiches were passed in
the same manner. During the stitching, which took about
three quarters of an hour, the gut was kept moist with warm
salicylic lotion. The suture being complete, the gut was well
washed, the clamps were removed, the sponges extracted from
the abdominal cavity, and the whole was returned.

It was found impossible to bring the centre of the wound
together, although lateral incisions in the skin were made to
relieve tension; therefore only the upper and lower angles were
closed, the intestine being left at the bottom of a deep pit, as
before the operation. The granulations were shaved off, the
whole wound dusted with iodoform, the cavity filled with iodo-
form ganze, a pine-wood bag applied, and the patient was
removed to bed in fair condition, although the operation had
lasted one hour and fifty minutes.

He rapidly recovered from the shock of the operation, and
during the next thirty-six hours was kept constantly under the
mfluence of morphia; he was sick twice, apparently the result
of the aneesthetic, but complained of no pain. He had occa-
sional hiccough, The tongue and lips were dry, but with no
fur or sordes. The temperature did not rise above normal,
pulse 120, of fair strength, resp. 20. The abdomen was moving
well. The urine was scanty, high coloured, containing a little
bile, strongly acid, no albumen, about twenty ounces in twenty-
four hours.

On May 5th the wound was dressed. The main opening
gaped, and on removal of the iodoform plugs, the intestine was
seen at the bottom, covered with lymph ; vermicular movements
were visible. The wound was sweet and healthy-looking, The
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spica bandage. The bowels acted regularly, and he felt as well
as before he had had any trouble.

I saw the patient at the end of July. He had completely
recovered his normal health, and looked well nourished. The
bowels were acting regularly and he had no pain. A bubonocele,
which existed on the left side at the time of operation, was
considerably increased in size, having now reached the upper
part of the serotum, and on the right side there was a general
bulging of the abdominal wall in the iliac region. The cica-
trices were firm,

A truss, consisting of a plate covering the whole right iliac
region, was ordered, and has proved effective in supporting the
weakened part.

The indications for the method of operation selected in the
ahove case were shortly the following :

1. The opening in the intestine was very high up, as was
evidenced by the rapid escape of solid and fluid nourishment,
and the very considerable emaciation due to consequent defec-
tive nutrition.

2. The entire intestinal contents escaped by the abnormal
opening, the discharge was constant, uncontrollable, and the
cause of very great local irritation.

3. A plastic operation had already been tried, and had proved
unsuceessful.

4. The opening of the lower end of the intestine could not
be found, an insuperable objection to the application of Dupuy-
tren’s enterotome. The subsequent operation fully explained
the difficulty in finding the lower opening.

As to the operation itself the case presents some points of
novelty : 1,as to the method of provisional closure of the abdo-
men; 2, in the instruments used for provisional closure of the
intestines ; and 3, in the suture employed.

For the provisional closure of the abdominal cavity—a matter
of extreme importance, considering the prolonged nature of the
operation and consequent danger of cooling the parts, and the
risk of the entrance of intestinal contents—several devices have
been employed, the most effective of which is, perhaps, that of
Madelung, of closing the wound in the walls with provisional
sutures. The ordinary practice of closing the wound with
sponges, adopted in ovariotomy, seemed to me the simplest ;
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a view to the avoidance of stenosis, immediate or remote. A
large number of silk sutures, fifty in all, were introduced ; this
is an important point in view of the large number of failures

Provisional clamp forceps.

due to subsequent escape of intestinal contents. The method
of suture is very efficient, and, as far as can be seen, not capable
of much improvement.

Lastly, as to the employment of any support in the lumen of
the intestine during the introduction of the stitches, Mr.
Treves’ paper in the ¢ Medico-Chirurgical Transactions,” led me
to prepare myself with a collapsible india-rubber bag; but,
when the stage of suture was arrived at, the ease with which
the stitches were introduced rendered the use of it unnecessary.

The course of the case to convalescence was so eminently
satisfactory as to leave small room for comment, the only point
requiring notice being the occurrence of the attack of hema-
turia. The absence of either blood or epithelial casts, together
with the small amount of constitutional disturbance, allow this
to be ascribed to simple congestion, induced by the concentrated
condition of the urine, loaded with crystals of uric aeid, conse-
- gquent on the small amount of fluid nourishment administered,
an error to be guarded against in any subsequent case ; it must
be noted, moreover, that there was possibly some antecedent
renal disease, since the presence of a small amount of albumen
was recorded on admission. This was not discoverable later,
and the patient had never had scarlatina.

The favorable issue of the case induced me to collect and
examine the cases already recorded with a view to ascertaining
the average percentage of failure and mortality, after the opera-
tion of resection, with the object also of comparing the
results with those obtained by the older methods. I have suc-
ceeded without much difficulty in compiling a table of all the
cases of resection published up to the current year, but with
cases treated with the enterotome I have not been so fortunate,

2
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cause of death after any other operation, in the other two it
must be presumably attributed to too much bowel wall being
included in the suture. In three of these cases, therefore, the
cause is one for possible future elimination. Temporary nar-
rowing of the lumen at the seat of suture due to inflammatory
thickening is no doubt the explanation of the constipation
immediately following the operation noted in some of the other
cases. In the fifth case the patient died from internal strangu-
lation behind an old peritoneal band, a cause not directly con-
nected with the operation, and which a subsequent abdominal
section was made too late to relieve. In two cases collapse is
assigned as the cause of death, in one the patient was very
weak prior to operation and died in a few hours, and in the
other the collapse is ascribed to cooling of the belly contents
due to the coldness of the room in which the operation was
performed. The remaining two deaths are ascribed, one to
pulmonary embolism, a result not specially connected with
operations on the bowels, the other to exhaustion subsequent
to total failure of the operation and re-establishment of the
artificial anus. Taking, then, the causes of death as a whole
it seems not unreasonable to hope for a considerable improve-
ment in future statistics as a result of advance in our knowledge
and improvement in technique especially as to suture.

In the fatal cases treated with the enterotome, peritonitis is
the cause ascribed. In a second series of cases published by
W. Korte (loc. cit.), only five deaths (4°8 per cent.) occurred in
104 cases.

Secondly, as to the percentage of failures, here the results,
as would be expected, are much more favorable in the case of
the thorough operation. Among the resection cases the
patient was left with an artificial anus only three times, a
percentage of 7°6. Of Dupuytren’s 41 cases the anus persisted
nine times, or 21'9 per cent. In Heimann’s no information is
given on this head, butin Kdrte’s 12 cases two failures occurred,
or 166 per cent.

The favorable nature of the statistics above quoted un-
doubtedly prove that in cases where the enterotome is applicable
it is to be preferred in the present state of our knowledge,
although it can hardly be denied that the prospect of a theo-
retically good result is more likely in the case of resection thar:
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more than 130 years ago in Germany, shortly afterwards in
France, and at a somewhat later date by Sir Astley Cooper.
Sir Astley Cooper’s cases were both fatal, although they survived
the immediate operation. The operation seems to have been
abandoned until recent advances in abdominal surgery have
again brought it to the front.

In the tables below are 55 cases, with 29 deaths, a percentage
of 52'7 against a percentaze of 38'4 in cases of resection of
artificial anus; the cause of deathin the majority of cases being
septic peritonitis. Here again, the deaths from this the most
formidable cause are at the rate of 40 per cent., while in resec-
tions for artificial anus the percentage only reaches 28'2. Other
details may be seen by consulting the table.

A comparison between the two classes of case under con-
sideration is, of course, insufficient on the data to hand, since
what we need is a list of fifty-five gangrenous herniwe treated in
the usnal manner; but a glance at the statistics serves to show
the very great advantage of carrying out the resection of the
intestine when it is in a comparatively normal condition, and
hence they favour very decidedly the older method of estab-
lishing an artificial anus in cases where the condition of the
gut precludes any idea of its return into the abdominal cavity.
By the older method we not only obviate the disadvantage of
putting the general peritoneal cavity in direct communication
with a septic hernial sac, but are also saved meeting the diffi-
culty of attempting to determine the exact limitation of morbid
tissue when strangulation has been followed by gangrene.
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—_

Persistence Cause
3 Mesentery. of of Result. Remarks,
fistula. death.

e J— Perforation, | D. e

septic
peritonitis
— 6th day a - C. |Gut retracted entirely within ab-
|small disch. of] domen by 12th day.
facal matter

..... -— Pulmonary | D. |Pulmonary embolism on 4th day.

embolism No peritonitis.

— — — C. | Bowels open on 4th day.

— | Slight escape = C. —

of fmeal
matter during
first few days|
Wedge —_— — C. |Bowels open on 3rd day.

-— —_ = C. | Bowels open on 4th day.

— — - C. | Bowels open on 5th day.

-— — — C. —

— — Peritonitis | D. |Death on6th day. Perforation and
escape of fecal matter at mesen-
teric border.

- — Intestinal | D. |On day following operation sym-

obstruction ptoms of intestinal obstruction.
Wound and gut laid open to allow
free escape, but patient died on
4th day, No peritonitis.

edge — —_ C. |Colic on 2nd day; flatus passed on

3rd day; bowels open on 9th.
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Persistence Cause

Mesentery. of of Result. Remarks.

fistula. death.

Wedge —_ — C. | Flatus on 2nd day; bowels open on
4th. Attack of parotitis during
convalescence,

Mesen- — — C. [Flatus on 2nd day; bowels open on
y split 8th. Pneumonia during course.
— Fiatulaupenedl — C. —

on 15th day;
two others
formed later;
all healed
spontaneously
— — Collapse D. |Very weak at time of operation.
Vomited once. Gut completely
healed.
== - - C. | Flatus on 3rd day; bowels open on
13th. -
= — Septie D. |Signs of obstruction. Death of
peritonitis peritonitis on 4th day.
—  |Artificial anus — C. | Ligature through mesentery fixing
reopened on not bowel to abdominal wound. Arti-
drd day com- | ficial anus treated with Dupuy-
plete | tren’s enterotome and improved.
VWedge — Faeal D, | Death on 9th day. Extravasation
extravasation at mesenteric border.
" — — C. =
” —- Internal D. | Repeated attempts with Dupuy-
strangulation tren's enterotome failed. Disten-
sion and vomiting ; no sufficient
action of bowels; no fever. Belly
opened on 4th day; patient died
6 hours later, Strangulation by
a peritoneal band, 5 inches below
' sutured spot,
m:ii;:g:; — B!Eti!:r D. |A ler-:gth le gut loosened from me-

) eritonitis sentery, h :

Mo p Y, hence gangrene
ha-
hagel
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bI- | Mesentery.

Persistence
af
fistula.

Cause
death.

Result.

Remarks,

| Mesen-
tery fixed

by thread

|to wound

Wedge,
sutured
with
catgut

Wedge

n

Wedge

Yes

Yes

Yes, from 2nd
day

Exhaustion

Septic
peritonitis

Peritonitis

R.:

-p
failure

R.;
failure

Operation two months after herni-
otomy. Bowels open 3rd day.

Operation 4 months after herni-
otomy. Artificial anus re-estab-
lished. Patient died a few months
later from inanition. Failure due
to stenosis and narrowing of
lower end,

Slow course. Constipation. Ope-
ration 2% months after herni-
otomy.

Operation 5 weeks after herniotomy.
Bowels open on 9th day. A facal
abscess formed, and a fwcal fistula
persisted until the discharge of a
suture, then closed ; but 3 months
later a second abscess, followed by
fistula. Stenosis at seat of suture:
first abscess due to perforation
above stricture; later a second
perforation below, and hence tem-
porary continuity of canal, later
spoiled by contraction.

Bowels open on 9th day. Omentum
removed at herniotomy. Stump
left in canal.

4 inches excised at herniotomy.
Operation for artificial anus 11
months later. Bowels open on
10th day. Subject to constipa-
tion after operation.

6 inches of gut removed at herni-
otomy. Operation for artificial
anus 2 months later. Signs of
obstruction on 2nd duy; sutures
removed, and artificial anus re-
established. Discharged with a
fistula and subject to constipation.
Died 1 year later with pneumonia.

Lived 15 hours. Pulmonary em-
boli.

Stenosis of upper end of bowel.
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| Beposi- | Fpcq) fistula, cﬂ:“ Result. Remarks.

S death.

Yes — — C. |Bowels open on 2nd day. Sutured
spot fixed to neck of sac. Died
1 year later from pleurisy.

— — —_ C. |Sutured spot fixed to neck of sac.
Slight discharge from wound 3 to
4 weeks. Bowels open normally.

— — -— C. |Ends joined over a piece of calf’s
trachea, which was discharged per
anum on the 21st day.

— -— — —_ i3 —

— —_ a— — D. | An opening was left through which
fawces eseaped. No normal action

: of the bowels. Gut adherent to
neck of sae.

— — 8th day —_ ID. |An artificial anus established itself
on the 8th day. No action of
bowels, Death occurred 2 months
later from exhaustion and closure
of artificial anus.

—_ — Yes — R.; art.| Stitches removed on 2nd day after

anus | this escape of fieces by wound.
remain{ On 10th day sutures replaced, but
in they again broke away.

-—_ Yes — Septic D. | Gut joined on a cylinder of card-

. peritonitis board. Death 6 hours after ope-
ration.

T3 — — — C. |Upper end of bowel fixed to wound ;
after evacnation of contents, 12
hours later, invagination and su-
ture; gut kept fixed to wound,

4 Bowels open on 2nd day.

Vedge - = — C. | Death 4 weeks later from internal
strangulation.

—_— | — — Delirinm D. |Suture line healed.

tremens

bedge, | Not —_ Peritonitis D. | Deathon 7th day. Suturesefficient.

futures com-

plete
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: Canse
| Beposi- | yweql fistula. of
tiom. death.
Yes | Temporary —
— — Peritonitis
— | Temporary —
— Yes — Peritonitis
-— — | Temporary —
"Edgﬁ Yes 13 e
peritonitis
= Yes o~ —
— Yes - Septie
peritonitis
o Yes — Ze
- Yes —- Septic
peritonitis
B - | -
boleated
= Yes | Temporary —

Resnlt,

Remarks.

Peritonitis. Abortion during course.
Artificial anus formed, and healed
up after 4 months.

Patient lived 8 hours.

Faxecal fistula opened on 6th day;
healed spontaneously on 14th,

Sac extirpated. On 5th day got ont
of bed and stole food. Death on
6th day. Gangrene of gut in
neighbourhood ; all sutures had
given way.

Small fmecal fistula closed sponta-
neously 3 weeks after operation.

Resection 1 day after herniotomy.
Small faeeal fistula opened on 8th
day ; closed on 14th,

Collapse on 2nd day. Two stitches
gave way, and extravasation oc-
curred.

On drawing on gut immediately
after operation sutures gave, and
extravasation into peritoneum oe-
curred.

Drainage to neck of sac. 6th day
simple enema,

Herniotomy. Resection on 8th day.
Narrowing of lumen due to
method, found P.M.

Flatus passed on 2nd day; bowels
open on 12th,

Flatus passed on 3rd day. Fmeal
abscess at line of suture; gan-
grene of gut extending 4§ inches
above suture.

Sac and omentum excised. Bowels
open on 4th day.

Fmeal fistula from 5th day; pro-
tracted cure in water bath.
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Bamost. Canse
jentery. tej:l:]:.;. Feecal fistula. du:th. Result. Bemuarks,
| - Yes | Temporary — C. | Fmeal fistula on 6th day; closed
spontaneously.
pdge | — — Septic D. | Fmeal extravasation ; stitches loose.
I peritonitis
ﬁ:b. Yes — — C. |Flatns passed 1st night; bowels
: open on 8th day. Neck and sac
extirpated.
— — — Asphyxia D. | Faeal vomit inspired during anses-
thetisation.
=3 Yes - Septie D. | Probable escape of fzces on drawing
peritonitis loop down. Sutures efficient, but
some stenosis. Patient lived 6
hours.
— Yes — - D. |Lived a few hours only.
= Yes — Gar‘_bmlic acid| D. |Lived 7 days; continual vomiting.
poisoning ; Bowels open on 7th day.
inflammation
of lungs
= Yes — — C. | Bowels open on 5th day.
s = — C. |Bowels open on 8th day. Patient
a lunatie.
Yes -— — C. |Excision of sac, suture of neck.
Bowels open on 4th day.
Yes — Septic D. | Lived 20 hours. No escape of fwces,
peritonitis Bowels open with enema,
Yes Yes Exhaustion | D. |Died one month later.
Yes ig —_ C. |Extirpation of sac, Bowels open
regularly from 3rd day.
Yes — Valve at D. —

sutured spot
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4 Canzsa
tery.| Reposi- | Fipeq] fistula. of Result, Remarks,

.| B death.

Yes — Septic D, |Escape of facal matter into belly

peritonitis during operation; disinfection,

Yes —_ o D. |[Death on 3rd day. Artificial anus

not established on account of

smallness of opening. Rupture

into sac. Omentum removed.

Sac extirpated. Carboluria.

1 = — — C. |Bowels open on 4th day. Gut only
gangrenous in ring exactly oppo-
site neck.

—  |Ineom- Yes — R. |Gub not wholly replaced, becanse

plete Incom-| adherent in capal. Gut ruptured
plete | during manipulation. Pan and
vomiting 1st night; facal on 3rd
day. Wound opened; gut punc-
tured above suture and fieces
evacuated. Later facces escaped,
partly by wound, partly per anum.
Tﬂgﬁ Yes — — C. | Provisional fixation of both ends to
wound. Wound left open.
— — Septic D. | Died in 174 hours. Suture firm.
d peritonitis
ers

= —_— —_ = c- —_—

i — _— e CI- e

= = — Septic Death in 36 hours.

peritonitis
— — - . D. |Death in 36 hours.
s iy Verbal communieation to Rydygier.

No particulars given,













