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I. UNIVERSITY OF MnrnESOTA MEDICAL SCHOOL
CALENDAR OF EVENTS

October 26 - November 1, 1946

11:00 -J

No. 130

Saturday, October 26

7:45 - 8:50 Orthopedics Conference; Wallace H. Cole and Staff; Station 21, U.H.

9:00 - 9:50 Surgery-Roentgenology Conference; O. H. Wangensteen, L. G. Rigler,
and Staff; Todd Amphitheater, U.H.

9:00 - 9:50 Medicine Case Presentation; C. J. Watson and Staff; M-5l5 U.H.

10:00 - 12:00 Medicine Ward Rounds; C. J. Watson and Staff; E-22l U.H.

10:00 - 12:50 Obstetrics and Gynecology Grand Rounds; J. L. McKelvey and Staff;
Station 44, U.H.

Anatowy Seminar; Spontaneous and induced lesions of the renal
6J.--::r.len<Lls in inbred mice; Arthur Kirschbaum; and anuc1eated lympho
cytes in the peripheral blood of leukemic mice; R. A. Miller; 226 I.A.

Monday, October..1_~.

9:00 - 9:50 Roentgenology-Medicine Conference; L. G. Rigler, C. J. Watson and
Staff; Todd Amphitheater, U.H.

9:00 - 10:50 Obstetrics and Gynecology Conference; J. L. McKelvey and Staff;
Interns Quarters, U.H.

12:15 - 1:15 Obstetrics and Gynecology Journal Club; M-435, U.H.

12:30 - 1:20 Pathology Seminar; Squill Poisoning; Julian Sether; 104 I. A.

12:00 - 1:00 Physiology Seminar; Some Aspects of the Racial Physiology of the
Chinese; Dr. Chentze H. Wu; 214 M. H.

l 'L1:1-esday, .Oct~ber 22_

9:00 - 9:50 Roentgenology-Pediatrics Conference; L. G. Rigler, I. MCQuarrie and
Staff; Eustis A~hitheater, U. H.

12:30 - 1:20 Pathology Conference; Autopsies; Pathology Staff; 102 I. A.

)

2:00 - 2:50 Dermatology and Syphilology; H. E. Michelson and Staff; Veterans'
Hospital, Bldg. III.

3:15 - 4:15 Gynecology Chart Conference; J. L. McKelvey and Staff; Station 54,
U. H.

3:45 - 5:00 Pediatric Staff Rounds; I. McQuarrie and Staff; W-205 U. H.
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4:00 - 4:50 Surgery-Physiology Conference; Venography; Drs. Peterson and
Felder; Eustis Amphitheater.

*" 5:00 - 5:50 RoentgenolcgyDiagnosis Conference; Dan Fink and Robert Leighton,
M-5l5 U. H.

Wednesday, October 30

I

),

j

8:00 - 8:50 Surgery Journal Club; O. H. Wangensteen and Staff; M-5l5 U. H.

9:00 - 10:50 Neuropsychiatry Seminar; Staff; Station 60 Lounge; U. H.

11:00 - 11:50 Pathology-Medicine-Surgery Conference; Chronic Lymphatic Leukemia
Bell, C. J. Watson~ O. H. Wangensteen &ld Staff; Todd Amphitheater,
U. H.

12:00 - 1:00 Physiological Chemistry Journal Club; Staff; 116 M. H.

4:00 - 6:00 Medicine and Pediatrics Infectious Disease Rounds; W-205 U. H.

Thursday, Octo~er 31

9:00 - 9:50 Medicine Case Presentation; C. J. Watson and Staff; Todd Amphitheater,
U. H.

10:00 - 12:00 Medicine Ward Rounds; C. J. Watson and Staff; E-22l, U. H.

12:15 - 1:15 Pediatrics Seminar; Irvine McQuarrie and Staff; Todd Amphitheater,U.H.

12:00 - 1:00 Physiological Chemistry; David Glick; 129 M. H.

4:30 - 5:20 Ophthalmology Ward Rounds; Erling Hansen and Staff; E-534, U. H.

4:30 - 5:20 Bacteriology Seminar; 214 M. H.

5:00 - 5:50 Roentgenology Seminar; Radiological Institutions in Sweden (continued);
W. K. Stenstrom; M-5l5, U. H.

Friday, November 1

9:00 - 9:50

9:00 - 9:50

10:00 - 11:50

10:30 - 12:20

11:30 - 1:00

1:00 - 2:00

Medicine 9-rand Rounds; C. J. Watson and Staff; Todd Amphitheater, U.H.

Pediatric Grand Rounds; I. McQuarrie and Staff; Eustis Amphitheater.

Medicine Ward Rounds; C. J. Watson and Staff; E-22l U. H.

Otolaryngology Case Studies; L. R. Boies and Staff; Out-Patient
Otolaryngology Department; U. H.

University of Minnesota Hospitals General Staff Meeting; Present
Trends in Psychiatry, ~onald W. Hastings; New Powell Hall Amphitheater.

Dermatology and S~~hilology; Presentation of Selected Cases of the
Week; H. E. Michelson and Staff; W-312 U. H.

)
1:30 - 2:20 Roentgenology-Neurosurgery Conference; H. O. Peterson, W. T. Peyton,

and Staff; Todd Amphitheater, U.H.
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tI. SMALL BOWEL OBSTRUCTION

Clarence Dennis
Robert Toon

Small bowel Obstruction is not as rare
as many surgeons Beem inclined to think.
At the University of Minnesota Hospitals
a new case is seen about every two weeks.
Our experience with this group of cases
was reported at Staff Meeting five years
ago by Dr. Dennis and Dr. Brown, but the
sweeping changes which have occurred in
our management of them since that time
indicate a new review.

Mechanisms Causing Ileac Obstruction

1. External hernia is the commonest
cause of small bowel obstruction in our
experience. In most cases it is an in
cidental finding in an incarcerated
hernia which is to be explored as an emer
gency, but in a few it is found only
after careful search in patients coming
with advanced obstruction without obvious
cause.

2. Simple adhesions resulting from
previous surgery or inflammation in the
abdomen come next in frequency. Obstruc
tion then results from kinking brought
about by degrees of gaseous distention
which would be innocuous in the absence
of adhesions.

3. Adhesive bands also result from
previous surgery or inflammation, with
the exception of a few congenital ones
such as the band sometimes associated
with a Meckel's diverticulum.

4. Intussusception accounts for a
small fraction of the cases here, but is
commoner in outside practice.

5. Gallstone obstruction is seen
about once a year here.

6. Mesenteric venous occlusion also is
seen about once.a year here; obstruction
results simply from loss of motility.

7. Other mechanisms, such as congeni
tal atresias, volVUlUS, primary neoplasms,
and internal hE,'nias are rarer.
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Consideration of these agents is of
importance in the management of obstruc
tion causes. Conservative therapy is
based on the hypothesis that loss of
bowel viability has not occurred; it is
therefore successful regularly only in
cases due to simple adhesions and rare
cases due to neoplasms. No other group
can be successfully handled without
surgical intervention.

Symptoms and S..!~~

of Simple ..obst~ct~~

1. Pain and cramps. The pain of
simple ileac obstruction is due to
stretching of the bowel wall. The in
creased stretch resulting from the
arrival of each peristaltic wave results
in the characteristic cramp so regularly
seen. It comes with a frequency of 3
to 10 minutes. In some cases there may
be no pain at all between these cramps.

2. Borborygmus. t.rrival of more
gas and fluid with each cramp causes
splashing; the pitch of the sound heard
with a stethoscope rises as the bowel
wall becomes more tightly stretched
until the characteristic tinkle is heard.
Cramps simultaneous with borborygmi at
3 to 10 minute intervals are almost
pathognomonic of small bowel obstruction.

3.~ Vomiting. Occasional waves of
reversed peristalsis carry material
back into the stomach, and vomiting is
regularly seen in these cases. The
vomitus becomes fecal in character in
about 3 days after complete obstruction,
regardless of the level involved.

4. Distention. The degree of clini
cal distension depends primarily on the
level of the obstruction, the high ones
causing little distention because only
a short segment of intestine is in
volved.

5. X-ray findings. After the age of
five, gas is not normally seen on films
of the abdomen because it is kept
churned into small bubbles by activity
of the bowel. With obstructioJj1., gas
collects in quantity and renders x-ray
visualization of distended loops possi
ble. There is usually a ladder-like



arrangement of loops. In complete ob
structions of more than a few hours I dura
tion, gas is not seen in the colon; a
factor that helps estimate the complete
ness of the obstruction.

6. Obstipation. Failure to pass
gas and feces follows complete obstruc
tionwithin a day, and enemas are fol
lowed by return of the injected fluid,
and nothing more.

7. Chemical imbalance. The persis
tent vomiting causes fluid loss and de
hydration. In high obstructions this is
very marked because very little of the
5 to 8 liters secreted by the upper intes
tinal tract daily can be reabsorbed. In
low obstructions, the great water absorb
ing surface of the ileum is above the
block, and water loss is less important.

8. Palpable loops. In chronic par
tial obstructions, the wall of the bowel
may hypertrophy and the abdominal wall
may waste enough so that loops of bowel
may be palpated through the intact abdom
inal wall; with proper lighty they may
also be soen.

~ton;8 and Sisns of
Strangulat~EfLQ!'s~~cti0I?-_

The term "strangulation" is here pro
perly used to connote partial or complete
blockage of the circulation to the in
volved intestine. It is only after
strangulation has been in force for one
to three or four hours at least that loss
of viability occurs. Strangulation is
prone to occur in obstructions due to
hernia, intussusception, adhesive bands,
foreign body in the lumen, mesenteric
thrombosis and volvulus.

The symptoms and signs of strangula
tion in such cases are by and large sim
ply superimposed on those of simple ob
struction.

1. Sudden onset. In most types of
strangulation obstruction, the mechanism
is one of a loop passing through an
aperture, into a hernial sac, or around
an adhesive band, or beooming twisted
on itself, These are situations in
which rapid passage of the intestine
into positions blocking passage of content

and blood can oc c1.\r •

2. Back pain. The presence of back
pain, usually in the low lumbar region,
in the presence of obstruction indi
cates the presence of strangulation,
probably because the mechanism places
tension on the mesentery.

3. Peritoneal irritation. Engorge
ment of the involved segment results
from the easier compressibility of the
veins than of the arteries. Oozing of
blood first, and then of inflammatory
exudate gives rise to peritoneal irri
tation, first localized, and then
general.

4. Fever and leukocytosis. These
are a response to impending gangrene.

5. Pelvic examination. 'Experience
~ th strangulation obstruction as a
late aftermath of pelVic surgery has
drawn attention to the occasional case
in which the diagnosis can be made by
combined pelvic and rectal examination,
in which fixed or heavy, boggy loops of
bowel can be palpated between the
examining fingers.

6. Shock. In case more than one
fourth to one-third of the small bowel
is involved, the actual blood and plasma
loss from the circulating blood volume
may cause the blood pressure drop and
pulse rise of surgical shock;

7. X-ray findings. Dr. Rigler has
pointed out that in strangulating ob
structions the gas filled loops fail to
rise up in the abdomen upon assumption
of the erect posture, in contradistinc
tion to the simple cases, in which they
usually do. A peculiar coffee-bean
appearance of gas filled bowel is also
characteristic.

Causes of Death in Intestinal
ObstructiOi1---'---'---' ---"-

The causes of death may be listed
under three headings:

1. Strangulation
2. Chemical imbalance
3. Prolonged distention.
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Strangulation usually leads in un
treated cases to peritonitis and death.
In intussusception the gp~grenous seg
ment is inside Em ensheathing cylinder
of gut, and peritonitis may not occur.
In hernias, also, suppuration may occur
without peritonitis. Strangulation may
also kill by virtue of shock.

Chemical imbalance is a problem only
in high obstructions. Here water, acid,
and salt loss lead within two to three
days to hypochloremia, uremia, and
allcalosis. These changes alone may be
fatal.

Prolonged distention of segments of
gut leads to attenuation and thrombosis
of small vessels in the wall, secondary
loss of normal semipermeability of the
mucosa, and consequent transperitoneal
absorption of toxins from the lumen in
quantity sufficient to kill.

TheraEY in Small
Bowel Obstruction

The primary decision to be made in
any case of small bowel obstruction is
whether it is simple or strangulating.
Since the development of methods of oper~

ative management of gross distention, our
fear of operative intervention has les
sened sharply, and appearance of any one
of the evidences of strangulation listed
above is considered adequate indication
for immediate exploration.

A. Indications for conservatiy~

. therapy.

The general policy at the
University Hospitals is to treat those
cases of small bowel obstruction which
appear simple by nasal suction siphonage
without operative intervention. In cer
tain cases it is apparent that strangula~

tion is likely to occur. Such are the
external hernias, gall stone obstructions,
intussusceptions, and mesenteric venous
thromboses. With these cases excluded
from consideration, one must have absence
of any of the signs of strangulation to
permit assumption that he is dealing
with simple adhesive obstruction. This
assumption may prove to be wrong at any
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stage and signs of strangulation may
appear later to dictate immediate oper~

ation.

Because of this possibility, it is
not wise to embark upon conservative
management of small bowel obstruction
unless careful re-appraisal of the pa
tient is to be performed every 4 or 5
hours. Also leukocyte counts twice
daily and films daily are of great aid.
It is b~ the omission of these precau
tions that most of the grief attributed
to conservative management has been
called down upon the heads of inatten~

tive surgeons.

B. Hydration and Nutr..1 tion.

The degree of hydration can be
roughly estimated from the initial hema
tocrit reading. Frank dehydration is
ordinarily corrected by administration
of 7% of the body weight of a mixture
of equal parts of normal saline and 5~
glucose in water intravenously, given
slowly. One is never certain that need
for operation will not suddenly arise,
and the nutrition of the patient is
therefore supported as well as possible.
About 1800 calories can be given by use
of 15% glucose in water, 3000 c.c. daily,
by continuous intravenous drip. The
needed salt to replace that lost in
aspirations, etc., is added.

C. Intubation of the Intestine

Wangensteen first showed that
simple obstruction could be managed by
non~operative decompression using an in
dwelling duodenal tube and siphon suc
tion apparatus. With the advent of the
Miller-J'bbott tube, however, he has
adopted it as standard equipment for
this type of caso. The chief difficulty
in the use of any type of tube is that
of passing it into the small intestine
from the stomach. A modification of the
method of Hamrick is indicated in the
figure. The essential feature is the
filling of the stomach with air to pre
vent kinking of the tube during advance
ment through the stomach with the pa
tient on the right side. Removal of the
air when the tip reaches the pylorus
seems to maintain the tube in position
along the lesser curvature. About 2/3 of

I,
!'
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the time this method is successful in
bed without the need for fluoroscope
or x-ray. Mdnipulation under the fluoro
scope may be tried when this fails.

I
In some eases the intestinal content

is too thick to traverse the Miller
Abbott tube; here placement of the
Wangensteen tube into the duodenum is
worth a thorough trial before adopting
other measures.

D. Relenting_

In simple adhesive obstruction,
the process usually relents within two
to four days after decompression, and
delay beyond this limit is considered
an indication for surgery. After the
obstruction has relented, and gas has
been passed by rectum, the tube is left
in place for a day or two without suc
tion before withdrawal.

E. Management after withdra~val
of the tube

Mineral oil is used liberally
as long as needed, and the diet is ad
vanced very cautiously. In most cases
the patient remains many months or per
manently on a low residue diet. If re
peated bouts of obstruction occur, ex
ploration is indicated.

2. Operative Therapy

A. Indications for operation.

The indications for surgical
intervention in small bowel obstruction
are:
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In dealing with strangulation as an
indication for surgery, external hernia,
intussusception, gall stone obstruction,
and mesenteric occlusion are treated
operatively without delay even in the
absence of any of the listed symptoms or
signs of strangulation~

B. Hydration

Hydration must be hastened
in these cases, but it is worth while
to spend three or four hours to achieve
this, as the dehydrated patient is a
poor candidate for operative survival.

C. General considerations

Anesthesia of choice here is
cyclopropane with an intratracheal tube.
Local anesthesia is very adequate for
the strangulated hernias, but not for the
deeper abdominal work. Fluids should
be started routinely in the operating
room, with blood available. Longitudinal
incisions are much more satisfactory
for exploratory purposes than transverse
or oblique ones. A gastric suction tube
should always be in place.

D. Wang~nsteen's aseEtic
.decompressio~

The fear of intestinal rupture,
of shock, and of closure difficulties
has been a great deterrant to operative
treatment in intestinal obstruction in
the past, but the development of the
aseptic decompression technique 5 years
ago has changed our outlook completely.
It has been changed very little from
Dr. Wangensteen's original plan.

)

I

1)

2)

4)

Strangulation • potential
or suspected.

Failure of decompression 
either failure to intubate
the intestine or failure to
decompress after intubation
has been accomplished or by
gastric suction alone.

Failure of the obstruction
to relent OIl decompression.

Repeated attacks of obstruc
tion requiring intubation.

Aseptic decompression may be performed
with equipment to be found in any well
supplied operating room•. A segment of
the bowel is emptied by milking between
.the fingers and kept empty by rubber
shod clamps until suction is used. Es
sentially the apparatus consists of an
ordinary empyema trocar with 2 low
flanges at the end of the tubular portion
by which the trocar can be secured to
the emptied bowel by two concentric purse
string sutures. The pointed plunger is
used to puncture the b'owel thus fastened
to the trocar, and a large catheter is
run through the sidearm and into the
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.lumen of the gut. Contcminatiori is
prevented by ensheathing the catheter and
the plunger handle in Penrose drains
tied onto the trocar. Connecting tubing
and a suction set complete the apparatus.

With this procedure, the entire small
intestine may be emptied. This permits
one to look without risk of catastrophe
for the obstructing mechanism, to correct
it, and to complete the operative care in
one sitting, a vast improvement over the
former catheter enterostomy and blind
waiting and high risk before definitive
therapy.

Removal of the apparatus is cleanly
done by pre-placement of a transverse
row of sutures before removal of the
trocar.

E. Simple eJg?lor8:tion and ly~~.

In cases seen very early,
whether simple or strangulating, and in
cases which have failed to relent after
complete or partial decompression, simple
exploration and lysis suffice to cure
the patient.

F. ~esection_of gangr.enous bowel_

Prior to the development of a
satisfactory anastomotic method, cases
presenting gangrenous bowel on exploration
suffered a 50% mortality. With the use
of a closed, two-layer anastomosis, with
rotation of one segment 180 degrees with
respect to the other so as to bring end
to-end union ~ith the mesentery of one
segment to the antimesenteric border of
the other, the figure falls below 10%.
Such a method allows oblique placement
of the clamps and therefore both increases
the blood supply to the suture line and
cuts the likelihood of obstruction at
that point.

G. Catheter enterosto~

The Witzel type of catheter
enterostomy creates a serosa lined tunnol
which the catheter traverses for several
centimeters before entering the lumen.
By Virtue of this, the fistula closes
very quickly after the catheter has been
removed. It is almost never used now
that aseptic decompression is possible.
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Special Types
of Obstruction

1. _~sussusceptiq~~

Idiopathic intussusception
occurs predominantly in infants under
two years of age and primarily in boys.
It is characterized by sudden onset in
healthy children, the appearance of
blood and mucus in the stool, an abdom
inal mass in most cases, vomiting, and
apparent complete well-being between
cramps. It is treacherous in that the
second 24 hours usually finds the patient
much improved even thOUgh the intussus
ception persists, a fact which may lull
both physician and family into fatal
delay.

In the first few hours it has been
found safe to reduce intussusceptions
under the fluoroscope by barium enema.
After 12 to 15 hours this seems unwise
because the observation period after
such reduction may be symptom-free in
spite of progressing gangrene of the
intussusceptum.

After the first few hours, it is
safest to reduce the intussusception
under general anesthesia. Usually gentle
compression of the mass through the wall
of the ensheathing bowel and application
of warm :moist packs eliminate enough of
the edema to facilitate milking out of
the intussusceptum. In some cases, how
ever, it is not possible to reduce the
process, either because the bowel begins
to split becuase of progressive stretch
ing or because gangrene of the intus
susception is demonstrable either before
or after reduction. In our experience
here these two difficulties have been
confined to the ileac portion of the
process, it haVing always been possible
to milk the apex out of the cecum.

In cases in which gangrene is present
or suspected, or in which tears of the
wall appear in the attempt to reduce,
numerous measures have been suggested.
Our experience here has been that resec
tion and anastomosis is the proper plan
of management. Seven have been done with
no deaths, some before the present study
period.



2. External Hernia with strangulation. Experience with Jlnall_
Bowel Obstruction

,
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In hernias in which incarcera
tion and obstruction are of less than 5
or 6 hours' duration and in which no
signs of strangulation have yet appeared,
the sac may be boldly opened and repair
accomplished as in elective hernioplasty.
In cases of longer duration, or in
cases presenting signs of strangulation,
particularly in femoral hernias, incision
may be made cautiously over the sac.
In case gangrene is present, dirty fluid
and floating gray detritus or actual
gangrenous bowel may be visualized
through the peritoneal wall.

In a case such as this, excision of
the entire sac and neck intact with con
tents was first done by Dennis and Varco
in 1942, and may easily be accomplished
without contamination of the operative
field. Very medially placed section of
the inguinal ligament permits secure
suture of the lateral stump to the lacunar
ligament or Cooper's ligament after re
moval of the specimen. With a wide peri-'
toneal opening beside the neck of the
sac, the bowel entering and leaVing the
neck can be diVided by cautery between
clamps. Division of omentum and mesen
tery then permits clean removal of the
soiled tissues from the field without
contamination. Oblique, aseptic, eIld-to
end anastomosis is followed by unhamper
ed silk repair of the hernia.

, From April 1, 1942 to sept. 30, 1946,
incl., 141 patients with small intes
tinal obstruction between the ligament
of Treitz and the ileocecal valve were
encountered at the University of Minne~

sota Hospitals. This does not include
3 cases with carcinomatosis in whom
terminal obstruction was an incident
in death from cancer. It does include
several cases in whom the obstruction
was due to peritoneal implants and in
whom the obstruction was the immediate
cause of difficulty; some of these
survived for varying periods and some
died under treatment.

Of the 141 cases, one has been
omitted because the obstruction was ter
minal. This patient died of meningitis
complicating meningomyelocele with
spontaneous drainage; a hernia appeared
2 days before death, and discolored
ileum was found in it at autopsy.

The uncorrected fi~~res indicate a
case mortality of 15.7% (16) for the
whole group and a patient mortality of
16.3% (16). Certain corrections seem
to us in order, however. They are:
1) a 60-year old DUUl with amyloid disease
and anasarca was transferred to another
service 2 weeks after reduction of an
obstructing hernia; 33 days after surgery
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N.B. Some cases had more than 1 factor.

Table .1
Causes of Small Bowel Obstruction

and with complete intestinal recovery,
he died of pulmonary embolism. Listed
as recovery from obstruction.

2) A 45-year-old man had a terminal
ileostomy for obstructing cancer of
cecum; 20 days later, after full recov
ery from obstruction, he suddenly had
convulsions and died. Listed recovery.

3) A premature baby with congenital
atresia suffered repeated attacks of
cyanosis, in one of which he died at 5
weeks. Had been taking formula and
gaining weight. Listed as recovery.

4) A newborn baby with intestinal
atresia died of pneumonia 6 weeks later,
after taking formula well and gaining
weight. Listed as recovery.

Hernias
Postoperative adhesions
Inflamffiatory adhesions
Adhesive bands
Intu8susceptions
Ileostomy stoma stenosis
Congenital defects
Mesenteric thrombosis
Gallstones in ileum
Volvulus of ileum
Carcinoma of ileum
Volvulus of cecum
Secondary inv. Carcinoma

of stomach or colon

41
45
15
14
11

6
5
4
2
2
1
2

11

,

5) An 81-year-old man had a femoral
hernia sac excised with contained gan
grenous bowel and primary anastomosis.
He recovered intestinal function, and
the wound healed, but he died 29 days
later of a dissecting aortic aneurysm.
Listed as recovery from obstruction.

Since the end of the last study on
intestinal obstruction, great emphasis
has been laid on early recognition of
strangulation. Tho rosult has been that
many cases have been explored early
enough so that release of the obstruct
ing mechanism has resulted in recovery
of the bowel, and resection has not been
necessary. For this reason the strangu
lating cases have been listed separately
from those shOWing gangrene.

Table II

Simple Small Bowel Obstruction
-------------..-. Pati--'

Cases ents Deaths

Conservative therapy ~.!O 18 0
Operative therapy 64 61 5

Total 84 79 5

Mortality rate 5.96%(6)
6.3%(6)

Table III._--_..-
Strangulat iJ.lB..11e~Q. Ob_I:?~!:B£':.

tions Without Gangreg~

Pati-
Cases ents Deaths-_.-

Conservative therapy 21 2 1
Operative therap;y 38 38 4

Total 40 40 5

Mortality rare 12.5% (13 )

lOne case recovered after barium enema
reduction of intussusception. One
case was admitted ternlinally with
ileum wrapped around the colon ~unning

to a colostomy.



Table IV

Small Bowel Obstruction
with Gangrel~

Pati-
Cases ents Deaths

Conservative therapy· 3 3 31
Operative therapy 19 19 5

Total 22 ..)~ 8'-c_

Mortality rate 32%

leaSe of volvulus of ileum admitted in
shock; failed to respond to tl~ns

fusions and died in 4 hours. One case
not seen by surgical staff died of
arterial emboli causing gangrene of
bowel and part of liver. One case had
alcoholism, cancer of tongue, and liver
failure and died of mesenteric venous
thrombosis and gangrene of all of small
bowel; no operation attempted.

Table V

Results of Various Operative Procedures in
smaUbowel obstrtlction----~

._-----_.__._.._----_._._- --.-_.-_._-._-- --- -.._---.------ _. -._------ ----- -
Procedure

alone
In combina··
tion with No.
other proc.

Deaths
10

.-_.._--
Resection and primary

anastomosis 36
Reduction and repair of

hernias 23
Enterolysis 16
Aseptic decompression 4
Catheter ileostomy 4
Simple reduction intussusception 4
Resection of intussusception

and anastomosis 4

10

5
14
14

5

'7

1
1
41

2
o

o

3.6
3.3

27.6
22.2

(15 )

( 4)
( 3)
(28)
(22)

l

.------ ---_ ..._---
Lr'wo of these cases died after spillage at aseptic decompression.

One died of surgical rupture of u pelvic abscess at the same operation;
one died of aspiration pneumonia 9 days after decompression and
anastomosis for congenital atresia.

Table VI

Causes of Death in Small Bowel
._- ------Olistructio·ii------ -

Simple obstry.ctioIl~

657497x. - .~bscess in pelvis ruptured into abdomen surgicallY.
68l864x. Hemorrhage from inude,!uately tied mesenteric vessel ln ,.

resection and anastomosis for cancer.
726379x. - Peritonitis after catheter ileostomy.
763259 - Aspiration pneumonia 9 days after repair of congenitAl atrestal

bowel function reoovered.
760053x. - Sp1••age during aseptio deOompression.



)

Table VI (Cont.)

Strangulating Obstructions:
698550x .. Chronic intussusception in adult complicating ileocolosto~'

for obstruction due to adhesions.
734917x .. Spillage during aseptic decompression.
736913 - Died 12 days after reduction of strangulated hernia, cause

not known. 19 days after gastrectomy.
756023x - Appendectomy and aspiration of cecum for volvulus.
746283 - Admitted in terminal state from Jejunum wrapped around colostomy •

.Obstructions with sangrene:
713329 - Cerebral infarct 11 days after resection of entire small intestine.
714040x .. Late perforation after failure to resect ileum in strangulated

hernia.
721428 - Richter's hernia with feces on ileum when first exposed.
760332x .. Torsion of ileum 4 days after gastrectomy; resected; died of

peritonitis 4 days later.
632799 - Admitted in shock; died in 4 hours with transfusions. Volvulus

of ileum found at autopsy.
729203 .. Not seen by Surgery. Arterial embolus, infarction of intestine

and liver.
729143 .. Alcoholism, malnutrition, cancer of tongue, and massive mesenteric

thrombosis. Could not be prepared; no surgery.

~hese 9 cases represent certain or probable errors in surgical judgment or
technique and should not have ended in death. The remaining cases (5%) repre
sent the basic or unavoidable mortality in this group.

The over-all mortality figure com
pared with previous periods is presented
in Table VII. The figures are not as low
as they were for 1940 to 1942. Errors
in surgical judgment and technical errors
made in the new application of methods
under development account

Table VII

under development account for more
than the difference. Further lower
ing of our mortality rates can ap
parently be accomplished only by the
elimination of these factors.

Mortality Rates for Consecutive Periods

Number of cases
Number of patients
Number of deaths
Case mortality %
Patient mortality %

Conclusion§.

1931-1938

190
156

28
14.7(15)
17.9(18)

1938-1940

60
57
11
18
19.3(19)

57
53
6

10.5(ll)
11.3(11)

1942-1946

146
140

17
11.7(12)
12.2(12)

1. The cases of small bowel obstruc
tion at the University of Minnesota Hospi
tals have been reviewed from April 1,
1942 to Sept. 30, 1946.

2. The case mortality for this
period was 11.7%(12). The patient
mortality was 12.2% (12). These
figures are slightly higher than



those of the 2 years preceding. The dif
ference is due to errors in judgment and
technique ln the application of certain
newer methods of management which seem
now to have been mastered 80 that they
will not likely reoccur.

3. The basic or unavoidable mortality
is about 5% in these cases.

4. Use of aseptic decompression and
primary resection and anastomosis have
changed our outlook on these cases, so
that surgical intervention is safely
.undertaken for lesser indications than
formerly were necessary.

5. For the first time congenital
atresias have been included, for this is
the first report of any that have sur
vived here •
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III. g9~$IP Psychiatric Service at Johns Hopkins
In 1947 the lunerican Medical Hospital and these two men will carry the

fssociation is 100 years old. The oc- entire program on Friday morning and af-
casion will be observed by elaborate cere- ternoon and on Saturday morning .•.. Fred
monies and Minnesota and Wisconsin are eric Gibbs, who visits us October 28 and
cooperating in a joint presentation Decem- 29 is an outstanding electroencephalo
ber 28, 1946 over the National Broadcast- grapher and he has made special contri
ing Network. Title will be "Doctors - butions to the field of convulsive dis
Then and Now", and one hundred and tyrenty orders. This "specialty" has developed
radio stations will carry it (the series rapidly in the last few years and it is
will be continued throughout the year)... interesting to note that the fourth meet-
.. Physicians who attended the course in ing of the Eastern Association of Elec-
Psychotherapy in the spring will be back troencephalographers will be held at
December 6 and 7 to attend a session con- Yale University School of Medicine on
ducted by Donald W. Hastings, Professor October 26, 1946. Doctor Gibbs will
of Psychiatry, and two of the original 8pe~~ at the Veterans Hospital Staff
faculty who will return to assist in the Meeting on October 29 at 10:30 A.M. in
teaching program. Second Psychotherapy the first of a series of speakers to be
course probably will be held February 24- invited to address their group .••.Harold
March 8, and the program will be arranged Brunn, S~n Francisco, has retired to take
for teachers of Internal Medicine from up the study of painting. Doctor Brunn,
25 representative medical schools. Little one of the geniuses of our day, is large
can be accomplished in changing the atti- ly a self-me.de scientific worker; he did
tude of practitioners toward their pa- most of his investigative and clinical
tients until students are taught to devel- work in a municipal institution where at
op the proper attitude in their training bast it is difficult to carry out a pro
period•...Zora Dragitch is back on campus gressive educational policy. And speak-
after 4~ years in Alaska and the Middle ing of painting, many physicians who have
East. In her latter assignment she was retired have taken up painting. It gives
with UNRRA and has an interesting tale to them a definite program for each day and
tell of foreign doctors, running a labor- painting has definite possibilities as a
atory school and the problems of camp life means of securing relaxat:i.on....Mrs.
with refugees. She received an order to Erling Hansen, wife of the Director of
do a sedimentation rate on practically Ophthalmology, is a descendant of Jenner
every patient and the physicians had her and, believe it or not, Jenner's district
observe them for hOurs, even though the still has one of the highest rnnsllpox
early tests were normal .•.Hobart A. Rei- rates in England. The Association for
mann, Jefferson1s Professor of Medicine, the Advancement of Research on Multiple
who will serve on our guest faculty Sclerosis is now located in the New York
October 29 and 30, has a weakness for cos- Academy of Medicine Building, Fifth Ave.
tume parties, and while he was here in the ..on 103rd St. in New York City, and it
Department of Medicine he walked off with was started by a group of multiple scler-
all the prizes at Medical School society osis patients together wit4 friends and
affairs. His other weakness is party relatives in cooperation w~th some of the
tricks and stunts and he was a welcome country's leading neurologists. Dr.
addition to every group ..•.Arnold L. Gesell Tracy J. Putnam is honorarY chairman and
Yale Pediatrician who will be our guest Dr. Henry Woltman of the M&,Yo Clinic is
on November 1 and 2, went Eas~ from the our representative in this area, It is
University of Wisconsin in the early part tryir~ to conduct a nationwide membership
of the century to establish the Yale drive to coordinate research efforts,
Clinic for Child Health. In 1930 he or- gather statistics, act as clearing house
ganized the photographio research library for information, educate the public, col
for editing and sound scoring scientific lect funds for research. In Chicago re
films. Author of many boolcs and scienti- cently I saw a notice of a luncheon given
fie articles his work W61S recentl;YPQr.. py a group of wom8n foro the Leukemia
trayect in "March sf''ttllne tt .bI' i teo Kllnneri. teagtie ~o at:l.tuulate t'6seaf'Clh and to col
who will team up ~±~b Doctor d~seil in the leot 1~fotmat!oh on leukem~al The number
same program, is Di~8ctor of the Children's of such societies will in6rease~~.~~~'l.




