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H. L. BARNARD.

was dryv and covered with white fur. The patient complained
of great thirst, and about an hour after admission vomited dark,
feculent-smelling matter. Per vaginam a mass, which was taken
to be fiecal, was felt in the situation of Douglas’s pouch. On
examining the rectum it was found to contain some faces, and
the same hard mass could be felt above and in front.

Treatment.—Three enemata, containing turpentine, one
ounce, in soap and water a pint, were given at intervals of about
a couple of hours. The first brought away a little faecal matter.
The other two were without any result either of faces or flatus,
and the hard mass could still be felt from the rectum. The
vomiting was now more urgent and the patient’s general condi-
tion had not improved.

Operation.—The abdomen was opened by the usual median
laparotomy incision below the umbilicus. A coil of congested
and distended small gut projected. The inner aspect of the
hernial rings and the umbilicus were then explored with the
hand and found to be normal. The cacum and appendix were
examined. The former was found empty and contracted. The
empty coil of ileum entering it was drawn out of the wound and
rapidly followed up. At a distance of about five feet from the
ileociecal valve the gut was found to contain an ovoid, hard mass,
which was recognized as a gall-stone. The gut was empty and
contracted to a very small lumen below the stone, whilst above
it was greatly distended and congested. The sudden narrowing
of the gut formed a kind of septum, on which the stone rested
and blocked the narrow orifice left. The coil of gut containing
the stone was delivered out of the wound and packed round with
sponges. [t was then emptied of facal matter and clamped above
and below. A short incision was made in the length of the gut
and the stone squeezed out. The incision was then closed by a
continuous suture of No. 1 silk, through the peritoneum muscle
and mucous membrane, as the mucous membrane was too thin
to be sewn separately. The wound was invaginated by inter-
rupted Lembert sutures. The gut was well washed out with hot
saline solution and returned to the abdomen. The abdominal
wound was closed with through and through silkworm-gut
sutures without a drain.

Progress.—The bowels were opened on the second day by
enema. The abdominal wound healed by first intention, and the
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Fig, 1.—Gall-stone removed in Case | from the ileum, about five feet above
the ileocaecal valve, actual size. (a) Section showing the white centre
and end and the dark laminated crust upon the body of the caleulus:
alsa, recrystallization in the middle. (&) Shows the rough and dark-
eolored exterior of the calenlus.
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Fio. s.—Actual size of caleul Numbered

according o loculi.

Fic., 6.—Case 11I. Caleulus removed from jejunum. One and three-

juarters imches by one and one-quarter inches;

weight, 234 grains,
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(n Sunday night, June 10, 1901, the patient took a pill, and this
acted very thoroughly on Monday. On Monday, June 11, 1901,
at 11 p.M., and five days before she came to the hospital, she was
seized with the most violent pains in her right hypochondrium,
and with profuse and continuous bilious vomiting. She con-
tinued in this condition all night, but improved considerably in
the morning ( Tuesday, June 12, 1901). The sickness was much
less. The colicky pains were, however, nearly as bad, but had
now shifted to the umbilical region. An enema was adminis-
tered, and produced a good result; her doctor was called in.

On Wednesday, June 13, 1901, the patient was still retch-
ing, and the vomited matter was now brown and offensive. Her
medical man wished her to come up to the hospital, but she
refused all surgical treatment.

Next day, Thursday, June 14, 1901, an enema produced a
small result; she was much better; the vomiting almost ceased,
and she obtained some sleep.

On Friday, June 15, 1901, she was much worse. The vom-
iting was now distinctly faecal.

On Saturday morning, June 16, 1901, she consented to oper-
ation, and was brought up to the London hospital.

Condition on Admission.—Her general health was very bad.
There was bronchitis, and her pulse was rapid and feeble. The
abdominal examination was mostly negative in result. There
was no distention and very little tenderness. No tumor could be
felt either by palpating the abdomen or on examining the rectum
and vagina, although Douglas's pouch was most carefully exam-
ined. The hernial rings were empty. A diagnosis of acute
intestinal obstruction by gall-stone was made on the following
grounds :

(1) The patient was a woman, and sixty-three vears of age,
suffering from acute intestinal obstruction.

(2) The dehnite history of previous hepatic pain and vom-
iting.

(3) The clear history that the pain in the present attack
began in the hepatic region and shifted to the umbilical region
later.

(4) The early profuse and bilious vomiting which remitted,
and later returned and became facal.

(5) The late and incomplete constipation.
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Post-Mortem.—The incision in the gut was soundly closed
and surrounded by plastic peritonitis. There had been no leaking
of intestinal contents. The predisposing causes of death were
found in small, contracted, granular kidneys, the capsules of
which would not strip, in a fat and flabby heart, and an
atheromatous aorta. The endocardium and endarterium were
deeply stained with blood pigments as in a septiccemia. The right
lung was solid at its base and sank in water. The bronchial tubes
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Fig. z—Diagram of the anterior view of the liver. Case IL

contained purulent matter. The left lung was in much the same
but a somewhat earlier condition. The liver, gall-bladder, duo-
d!’.‘l'llll‘t'l, pancreas, and stomach were removed en masse so as to be
dissected and preserved.
The following structures were carefully dissected out:
(1) The duodenum. (2) The gall-bladder and the calculi
it contained. (3) The hepatic, cystic, and common bile ducts,
6
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the gall-bladder, and was again adherent to the right side of the
neck of that viscus. [t was here that the fistula bimucosa existed.
I was able to work the calculus, which had been taken from the
ileum, back up the.duodenum and through this fistula until it
occupied its old quarters in the gall-bladder. A diverticulum
was found springing from the lower border of the duodenum
immediately opposite the fistula bimucosa. This diverticulum
was buried in the head of the pancreas and was the size of a

Wby

Eisbula bimidcosa
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Fuodenum.

Fic. g—Diagrammatic view of loculi of gall-bladder and septa. It was
thought at one time that the biliary colic might be due to the passage
of another large stone. The facts showed that no such large stone
had existed, and the ileocaecal valve was normal.

large hazel-nut. At first it was thought that the stone which
had caused intestinal obstruction had lain for some time in this
diverticulum after leaving the gall-bladder, but on actual trial
the diverticulum was found to be far too small to hold the stone.
It 15 possible that this diverticulum served as a by-pass to permit
the flow of chyme past the obstruetion caused by the gall-stone
projecting through the wall of the duodenum immediately oppo-
site to it. The entrance of the common bile ducts into the
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reliable history could be obtained. Apparently her illness began
two months before, with severe abdominal pain and jaundice.
Five days before admission she became acutely ill with profuse
bilious vomiting and severe pain in the belly; but I could not
discover where the pain had been. For two days she had passed
no motion. The patient was an enormously fat woman. She was
collapsed and nearly pulseless; when admitted, her pulse-rate
was 103, but very feeble; her temperature was 95° F. An enema
produced a small result. Her belly was soft and voluminous and
not distended or tender; no tumor could be felt, and the hernial
rings were all clear. The rectal examination was omitted. Under
stimulants and a coffee and brandy enema she rallied a little in
four hours, and it was then decided to operate, as a diagnosis
of gall-stone intestinal obstruction had been made. The opera-
tion was. carried out under eucaine local anaesthesia, and she
experienced no pain except at the skin incision and when the
mesentery was pulled upon. The usual laparotomy incision from
umbilicus to pubes was emploved, and three inches of fat were
cut through before the muscular wall was reached. When the
peritoneum was opened, most of the small gut was found col-
lapsed and pale, but one coil in the upper part was congested and
greatly distended. This coil was followed down, and almost
immediately a large gall-stone in the gut was drawn into the
wound, surrounded by sponges, cut on in the line of the gut and
evacuated. The gall-stone rested on a septum formed by the
junction of the distended and collapsed intestine, similar to that
described in Cases [ and II. In order to give her the best possible
chance of recovery, it was determined to drain the gut at the
point of suture, and accordingly a Paul's tube was tied in and
fixed in the upper angle of the wound, and the remainder sutured
with silkworm gut.

Progress—Her condition was improved after the operation.
She did not vomit, and her lungs remained clear. She evacuated
fluid faeces freely from the tube, and, stimulated with strychnine
and coffee and brandy enemas, she lived forty-eight hours.

Post-Mortem.—Only a partial autopsy was allowed. The
liver and intestines were removed. The point of obstruction was
found to be five feet from the duodenojejunal flexure and ten feet
from the ileocacal valve.

The caleulus was large, rough, black, and barrel-shaped.
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measured one and three-quarters inches in length, one and one-
quarter inches in diameter, and three and three-quarters inches in
circumference, and weighed, when dry, 234 grains. At its lower
end was a smooth, white area similar to that on the end of the
calculus in Case I, which I presume had projected into the duode-

Fic. 8—True position of dvuodenum. Posterior view. &, stomach; P,
pylorus; I, If, III, IV, parts of duodenum. It is to be noted that the
second and third parts both ascend to the junction with the jejunum
held wp by MT, the musele of Treitz; GB, gall-bladder; CD, cystic
duct; HP, hepatic duct; CI), common bile duct.

num for some time. On section it was found to be very friable,

amorphous in structure, and not lamellated. The structure was

coarse, and innumerable little crystals sparkled on its surface. 1

opened a gall-bladder recently soon after an attack of cholecysti-

tis, and found it filled with gall-stone mud, in which were the
: 12
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sion into the duodenum. The pancreatic duct was not dilated.
The pancreas was firm and appeared somewhat fibrous, but it
had been preserved in formalin.

In the last ten years there have been five other cases of acute
intestinal obstruction due to gall-stones admitted to the London
Hospital.

[ wish to acknowledge my indebtedness to my House Sur-
geon, Mr. Hugh Lett, not only for his able assistance at the
operation on Case I, and the care which he gave to the after
treatment, but also for searching the records of the London Hos-
pital for the following cases.

Case IV.—H. G., aged seventy-three years, was admitted on
January 3, 1804, with a diagnosis of acute intestinal obstruction,
under the care of Mr. Openshaw. She was a very fat married
woman. Four days before admission, she was seized with sudden
paroxysmal pain in the region of the umbilicus, and this had per-
sisted. Vomiting had been constant for three days. It was facal
at the time she was admitted, and had been so, her daughter
stated, for some time previously. Constipation had been complete
for five days. The abdomen was a little distended. No other
sign was made out.

Qperation.—Laparotomy was performed, and a gall-stone
was found in the ileum one foot from the ileoczecal valve. The
wall of the intestine was very thin and nearly ulcerated through.
The gall-stone was removed by an incision on it, and the wound
closed by Lembert’s sutures. The patient did not rally from the
operation, and died four hours later. No post-mortem was per-
tformed.

Case V.—G. 5., aged forty-two years, was admitted to the
hospital under the care of Mr. Eve, on March 19, 1804, suffering
from intestinal obstruction. His previous history was of very
great interest. In 1875, eighteen years before, he had a severe
attack of pain in the epigastrium accompanied by tenderness and
vomiting. During the next seven or eight years he was never
entirely free from pain, i.e., until 1884. He had severe attacks of
pain about once every week during this period. He then con-
sulted an eminent physician, who treated him for dyspepsia. Six
months later the pain almost entirely disappeared, but was re-
placed by an obstinate constipation, making it necessary for him
to take purgatives once or twice a week. Unless the bowels were
open daily, the patient had a pain low down in his abdomen.
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slightly jaundiced. Her pulse was rapid and small. The abdo-
men was tender and distended. Laparotomy was performed on
the day of admission, and a gall-stone was found several feet
above the ileocacal valve. The gut above was greatly distended
and congested, below it was contracted and empty. Enterotomy
was performed and the stone evacuated through the wound; two
small stones were found above it, and these fitted facets on the
larger one. The stone which caused the obstruction was one and
three-quarters inches long, one inch in diameter, and three and
one-eighth inches in its greatest circumference. It weighed 191
grains. It was dark brown, and at its larger end presented four
facets. The two smaller stones presented four facets each. It
was clear that two or more other calculi were missing. The
wound in the gut was closed in a similar manner to that described
in the previous cases.

Progress—The woman made an uninterrupted recovery,
saving a sudden attack of collapse on the fourth day after the
operation, for which no cause was found and from which she
rallied. She was discharged quite well from the hospital a month
later.

This case was recorded in the Pathological Society Transac-
tions, 1896, Vol. xlvii, page g5.*

Case VII.—H. S., aged fifty-two vears, was admitted to the
Londen Hospital on October 24, 1898, under the care of Mr.
MecCarthy. He was in a state of profound collapse from acute
intestinal obstruction. For ten days he had been vomiting, and
latterly this had been facal. For four days he had suffered from
absolute constipation. The patient was too collapsed for an oper-
ation to be performed. He died the day after admission.

Post-Mortem.—A large gall-stone was found impacted in
the ileum, twenty-five inches from the ceecum. A fistula bimucosa
was found connecting the gall-bladder and duodenum, which
were united by peritoneal adhesions. Commencing peritonitis
was present all over the small gut.

Case VIII.—S. N., aged fifty years, was admitted under the
care of Mr. T. H. Openshaw, on November 27, 18gg, suffering
from acute intestinal obstruction.

Previous History.—She had never had an attack of jaundice.
Twelve months before admission, she had a severe attack of ab-
dominal pain, which came on suddenly and was spasmodic in
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the first part of the duodenum at a point where it lies against
the neck of the gall-bladder by a process of ulceration after
these parts have become united by adhesions. This fistula
bimucosa was found in Cases II, III, V, and VI, the only post-
mortems in the above series.

Less often the calculus ulcerates into the jejunum or trans-
verse colon. Dir. Horace Jeaffreson, in the Brifish Medical
Journal, May 30, 1868,% narrates a case in his brother’s practice
in Suffolk where a large gall-stone was vomited, and at the
autopsy some time later the gall-bladder was found adherent
to the stomach. In several cases gall-stones have been dis-
charged into the urinary bladder, and there is even an octavo
work written by H. Faber, 1839.* on this curipus complication.
Abt, Gutterboch, and Hahn® have recorded examples of bilary
calculi occurring in the urinary bladder, and Kostlin and
Wucherer,® cases in which the communication was direct
between the two bladders. Sir F. Treves says in the chapter
devoted to gall-stones, in his book on ** Intestinal Obstruction™?
that no stone can cause obstruction in the intestines which has
passed safely along the biliary passages. Osler, on the other
hand, quoting Courvoisier (/bid.), states that at the post-mor-
tem examination of several of these cases the common bile duct
was found dilated, so that it easily admitted the finger, and pre-
sumably no fistula existed, although he does not say so. The
site of the obstruction is usually the lower part of the ileum
and the ileocaecal valve. The small intestine becomes nar-
rower from its upper to its lower end; and since small stones
are more common than large ones, if they cause obstruction
at all, it will be near the neck of this elongated funnel. Thus,
if we arrange the cases given in Sir F. Treves’s article and those
in the above series according to their diameter and point of
obstruction, we obtain the following table :
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jection in the gut, and could by no reasonable pressure be
passed on along the gut. This spasm of the intestine would
also account for the success which in former days attended
the exhibition of morphia and belladonna in some cases, since
these are drugs capable of relaxing this spasm.

Another point of interest about these cases is that there
is no true strangulation of intestine. They are pure cases of
obstruction to the contents of the small intestine without inter-
ference with its blood supply. It follows from these considera-
tions that the gut 1s not paralyzed throughout, as it is in most
other cases of acute intestinal obstruction, and a recognition
of this fact will make the anomalous symptoms of gall-stone
obstruction easy to understand. These symptoms may be
summarized thus:

The onset is sudden. The pain and collapse are seldom
severe until late in the attack. The constipation is illy marked,
and in many cases the patients have passed flatus and even
small motions after the onset of the acute symptoms.

In Cases I, TI, and IV purgatives and enemas produced a
motion even when the caleculus was in the intestine. The
abdomen is neither tender nor markedly distended as a rule.
The prominent symptom is vomiting, which is severe, continu-
ous, profuse, and early deeply stained with bile, so as to closely
simulate faecal vomiting.

In a case of Dr. Pve Smith's quoted by Treves,'® where
the stone was impacted in the upper jejunum, the patient vom-
ited one and one-fourth gallons of bilious fluid in forty-eight
hours, and died on the sixth day.

The vomiting, moreover, in Cases I and II could be
divided into three stages. In the first it was sudden in onset
and severe and profuse in character. In the second stage, when
the stone had moved from a close proximity to the stomach, it
remitted. In the last stage, when the stone became impacted
lower down, it returned, and was like the facal stage of ordi-
nary acute intestinal obstruction.

The calculus was probably felt in Douglas’s pouch in
Case T, and was certainly felt in the region of the ileoczcal
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