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I • ABSTllA.CT

PORTAL VE IN THROMBOS IS

Jolm A. Layne

Terms

A thrombus in the portal vein may
be infected, or non-infected. Ylhen in~

fected, the process is termed "pyl ephle-:­
bitis ll ; if not inf0ctod, a "bland throm­
bus. II

Incidence

1886, Fi tz found p:;rlephlebi ti s in
11 of 257 caS0S of appendicitis (4.3~)

at necropsy.

1897, ArmstroDC; l-e:':,o:cted pylephlebi tis
in mO:CG than 5~;:; of 546 cases 0: a)pendi­
ci tis.

1903, Gerst3r reported 1,189 oper­
ative cases of acute appendicitis in
which pylephlebitis occurred 7 times or
O <",(;1

• biG'·

The decrease in incidence has been
attributed to earli(;r diagnosis, as vIall
as to better surgical handliilg of acute
appendici tis. Statistics 8.S to trl'~ in­
cidence of ti1.is coned tioD, which rely
solel;y Oli. cl inical £i ndings, Cl,nd arc
not o[:;I,sed upon operativo or nt.:crops/
records are not reliable, and no at­
tempt w~s made to correlate those.

Weir and Beaver, in r~viewing all
the necropsy r8cords at the Ma~ro Clinic,
found 127 cases in v!hich suppurati ve and
bland thrombotic processes iYlvolving the;
~ortal vein or its tributaries occurred.
~hey TIGre divided as follows:

1. Terminal bland partial
thrombo sis. • . . . . . . . . . . • . . . • • .• 5Ll

2. Suppurative portal thrombosis •••. 32
3. B12nd ~ortal thrombosis as-

sociated ~~th disease of the
liv~r, spleen or blood..•...•. 32

4. Significant bland part inl
thrombosis associato~ with
cardiac disease............... 7

5. Significant blC1.nd portal throm­
b02is associated with
biliary disease .............•• 2

Exci till'::: c",uses
~-'-----C..,._'

The condi tions found v,'i L-i t (').:mLl:, 1
bland thrombosis (l-;loovo; of tllt~ .'ort.:·l
v (; in rm d its t r i 'bu t ':-l r i u ~, i 11 ,~i 4 C :, ;'; \ <~

1 i s ted .' t S f 0 11 0 \,'.~; :

Li. 32 C el-8eS of suppurat i V0 t.lT:CO!Ll00si s
I ,

of the portnl vein mon tion(.d etbo-ve 1,2),
the following conditions were listed as
th8 undcr12.ring Cr3USos:

Colp, reviewing all the cases of
~ppendicitis at the Mt. Sinai hospital
from 1916 to 1925, found 9 ir..stances of
pylephlebitis in 2,841 cases, or 0.3%.

Koster and. t~sman re:?ortcd 3 cases
of pylephlebitis ill 1,027 cases o~' acute
appendici tis, an i::iciG.cDce of 0. 3~,o, and
1 case in 112 C8.S0S of acute; cholecysti tis;
an incidence of almost O. 9(i~.

I

't t 1 U' . +- .£", r • t u .A -it; nlverSlv~l 01. l~llnne:so n, nospl-
tals, 4 inst.nnC8s of pylGphlebitis, in
~adition to the one presented with this
article, have -oeer~ found i~J t~w necropsy
r8cor~s sinca 19~3. Two of thes~ were
the resul t of an acute gn"ngroncus process
in the appendix which hn.C r-'l.Dturccl nnd
fCJrrned an a:~!p(;:~~c:_ir.c;al D,-LJSCe~)s prior to
:J.drnissio::l to th,;; hos.LJitrt.l. In the third
instunce, the source w~s not ~et~n~ ned
but Vl~I.S -ocli,:,vcl... tCI Ut L. the sigmoId.
='i'jJ~ fourth \'J::S <.;,ssoci:,Lt,;c:... VJi th ::-:l.n arter­
i tis of thf~ :";iJL;rlic ,<·liel. r~i\;St~nteric ;:trt,~r­

1(::'0. l/"ul tiL)l(' Ii'll' :'\I~:CCS:>'::;S v,:cr,~ prj~;­

'::l .. t il. L1Tl:<, :i~.L:;t:)11Cl:S.

Infection of Gallbladder and
COlllillOll duct .

ApPdndici tis .
IlIa1 igrl,:;Ll1t di sea s e 0 f co Ion....•.....
?erforated peptic ulcer••..•......• ~

Mal i g11:;,ll t di seas e 0 f pCtl1C:LS'"",s •••••.•
UnCt-31-.t~flin..........................•
Abdomi j}~'\l t r :luma.•................••
Pelvi c o.b see s s. . . . . . . . . . . . . . . . . . . . . .
Umbilico.l ?bscess ...............•...
Gcstric c~rcinom~ .
Pancreatic SUPPuI'cition..•..........•
Diverticulitis of sitTlloid .•........•

6
4
3

1
1
1
1
1
1
_L.



'iotal
5)
---

13enlgn disease of bilio.rJi trp.ct

" " n pencr2as 2)
II II II stomach 3) 13
II II II colon 3)

fa.ctors, as varied as the assocL:ti"::J
pathologic states. out the imDol.. t~':lt
etiological f acturs ha ve "boe'n (;ll'Ulil-.;ra t7::;d
.'oy Weir ancl Beaver:

A. Suppurative thrombosis of the portal
venous system may occur in ;.) W3.~lS:

1. Extension into portal vein from
infectious process in contig~ous

tissue.
2. SeconG.e.r;y L!vrlsion of blnnd.

thrmniJus i::1 the nor tal vein.
3. Prop:}.g;:·,'ti on 0 f infsct i:.~d t~rrombus

or G[[lbolus from etr..;y tributary
of :porte:l ·vein.

6)
5)

13) 34
);

10)

Malignant disea~e of pRncrens
rlnd bile ducts

" di sease of s tornach
It It 11 colon

lidscellaneous mC'lignant condi­
tion in abdomen

Cardiovasculf~ dis0Rse

Pathogenesis

7) 7

1. Injury to wall of portal vein
from invasive malignant growth 01' CO!~­

tiguous tissue, from inflDJIlmatioD t from
oporati ve procedur es, or uther trcru..:"na.

2. Slowing of current of blood ~Qthin

portal vein, due to:

(a) General circ,11ator~l iailurc.
(0) Compression of port.')! veL1..
(c) Ir...hibition of natul'r:,l ~)ro-

pelling forces g8n~rally re-
.hI' . +- r·

S'JO~1S1;) ,; 101' malL"el~·:11:C(; or
"-

portal circulatiGL.
(0.) Cirrhosis of liver.

3. Propagation of thrombi from
splenic or mesenteric veins.

4. Syphilis, Jolycyth~Dia vera and
migrc....tory plll ebi ti s D1a~l give rl seco
aseptic thrombosis of DortEl V81l1 as
corut)lication in course of disc.'lsG.

It shoulQ be noteci tim,t pylclJJ.llebitis
:lnd ROSC;"'~SS of th'..; liver C81lliot be reg'trd­
':'0. p"S sy:J.onjlllu:l.S, the 1::1 t tel' beillg almo st
invRriably a s(,.;Cluel to the forner. But
not all a b s c c sse s 0 f t 11eliv 81' res-eLl t
from su'p:qurn..tivc; tllroriit,osis of tllt..,; ";,Jortal
veiE, as th8~' mo.J o.ri se throu6il onE: of
four chanIu:;l s, he)[\.tic .'1.1' t er:t, portal
vein, bile c..ucts L'..nd l~"m:~)hatics. As a
rule, it is (In1;,· vlhen t1.1C infection
travels by TIay of the portal vein that
both :>ylephl(;bi ti E and hepatic p,bscess
Rre pr8sent. and. even then these two need
not be associated. If the abscess is
single and the result of a septic exten­
sion from appendiceal or superior mesen­
teric veins, it is usually found in the
right lobe of the livtT. This localiza­
ti0n in the; rigllt lobe is said to be duo
to the pres'0:nc0 o~' a dual curi..'cnt in
tnu portal vein, first described by Scrage
anu Glenard, Wl:i.O shoVJc:d that "alood from
LI8 splenic ~l(;ir::. f:;Lterc:d the l,.,.;ft lobe
of the liver, [J,nd bloud from the sU:;Jerior
mus e:n t?:Tic vl;in cnt cred the right lobe.

B. Tll.t: furInation of bland portal vein
thrombi is clell'Jliknt on numC'ruus

5. I sale', ted changes in wall, such clS
atherosclerosis of port8l vein or
bra::1che s.

c. Any consti tutional disease ';':Thieh
pr,~;cli sposes :no.ividual to v,.=:nous
tllTombosis may result in tlll'omi)osis
of portal vein. In pulycyt~e~i~

vera, leuke:Jia and in certa.i:r:. L-.:.­
factions, the accor:l:!JRn;yiTis ris,c:; i:,:}
blood platelc~ts is reg,:\!'(leJ as 021-:

of the etiological factor's.

Po.tho18f,Y

Only the local .::md closel;v l'~L-'.t8d

fL1dil1>i~::: -",vill be Oll1..1JIlei..'a,t("d 1181'8.

'fIwTS is usually :-1. moder::::~ ....-; :."F)l1l1 t 0 I

('oSC i t e S pJ:' e s ~n t. c.cn: ral i Z cd .c-'l'l'.l. t. C 1:­

,_tis is not an W-1COlill:ion find:Lg. ':h~~

liver is enltlrgcd ru:d its sUj,:I':;C0 LI:'Y

shovv mJ1iWrOUS SHlall lit.~ht spots. Lll

St;ctioD, m~l.n~r ~"'n[lll :)bS(',,--'s~3es :-:i',-' :;, '.':'':'

'~c·'tt-'I~ 'ct" 'll'-'-' -" t-ll' ->r'l't'-'l l' 'lei ;\;:"1 >L'· .,.-:.' CL' L 1...., '. vl.lt:.... I ~ ~JV 'L.... '. I...... .l- " \ .... ,

v(1.rirl.-bl,,--~ lHDnbt..T of l:irt>-'l' '111:,;(', '~<~,~' ',\
Lit: pr"~:I_'nt. H'L)'. tic :l~~;C\.',;~~.: "Ol'. L,,:Q



in all but one of the 32 cases in tho
sories reported by Weir and Beaver. The
portal vein is usually distended and free
pus escapes on incision. No admisture
of blood with the pus indicates that cir­
culation has ceased within the vein.
Softened, rulll0rent and grayish-white
tt~ombi are usually f01xnd on tho wall of
the vein.

Microscopicall~yt the Iiver shows areas
of necrosis scatterod along tho ~ortal

radicles and the picture of acute inflrun­
nation in the areas of the abscesses.
Sectioti tl~ough the ~ortal vein shows a
variable degree of acute iDfl3L~ntory in­
volvement of the wall of the vein. An
adherent suppurating thro:.1bus is invar­
iably present, wi th so~ae peripheral organ­
izatic;:1~ and a central portior: containing
an abu..."1dance of j)ol;YT"orphonuc lenr leuco­
cytes, areas of necrosis, and, often,
coloni8s of b~ctorin.

The spleen is soft and enlarged, weigh­
ing up to 1200 grams and ma~y show old and
recent infarcts.

,

In the ca'38S of bland portal thrombo sis,
e~g., those associated with splenic anemia,
the thrLmbi ffiDy be of varying '3ges, with
Y.s.rying degrees of cCl,nalization and organ­
i.zation. If this process has existed
for some tim~, the~e will be evidence of
establishment of collateral venous circula­
tion. as indicatdd bv the dilated veins in. ~

the gastrosplenic ligament, on the abdom-
inal surfn.ce of the diaphragm, in the
lE;sser ()m~nturn, and in the falciform liga­
[(lent of the liv,:;r. 'rhe uml)ilical vein in
til~ round ligc:.rllent r;iCL~Y be patent, nnd the
esophageal, left suprarenal, herr.orrhoi dal
arid prostatic v8ins mc:ry a.ll sh'JW C0n­

8Di~uous dilation. The obstruction is en­
tirl;1:1 e:J:trilhcp;~tic 80 LF\t in chrordc
purt:-t1 tlJ.rornuu~)is, th\.;rt: nTe developed two
::;';+,8 of qrlastv"':l0S,;S. One is bc:tweeE the
11 st;:.tl part (if tIle, yortal vein ~.nd the
ir"dl:rior ven'.:\. c:'.va (tLe "hcpatof'u!i:;al"
V~iLS); the otnar is bet~ee~ the prGximal
p0rt~l or mesenteric veill~ ru1d the liver,
i (; l1r-l(,_pr, t'·, r,,~tr',] 11 'I "1" 1·' ....
... r.;, • I) .l .. -" c..I . )t) '.... \ .~. . t.......L -....) •
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A defini te diagnosis of pyle~ii.lle­

bitis is difficult before the entire
picture has developed but the following
are of importance:

1. A history of antecedent iniection
in the abdomen.

Cases of appendicitis wnlcn devel­
op pylephlebitis are usually advanced
cases. The appendix in these cases is
usually found to -be gangrenous or badly
inflamed. The average time of onset of
the symptoms of phleph1ebitis after the
start of the history of appendicitis,
in one series of cases, was 13.3 days
or 6.7 daws after appendectomy.

2. A history of chills, past or
present. (4Cf/v in the st~ries of S~Tncl..er,

Hall and Allen).

3. The patient is vGry ill, appears
quite septic, has an elevated tempe~a­

ture varyiDg between 101-102 to 104 to
105 d8ily. S'!ve3.ting is quite marked,
the -oulse rapid, the pati81:.t cOill1Jlaills
of abdomin~l pain, and there is tender­
DOSS in the right hypochondriuw or
e:.~:>ignstric region.

4. The liver is enlarged and tender~

Jau:ldice is all important diclg~:ostic sisl1

aLd is present in about one-half of the
cases. Ascites and dilatation of the
abdomi~al veins are not infrcq~8nt occur­
rences. TllG appG8TEmCe of jaundice fol­
lowing an appendectomy sholild al~8Ys

a:vouse suspicion tbr1.t :'Jylephlc:bitis is
develop:Lng as a cOffif,lication. ~b,e S-c:123:­
is usually palpable.

5. l'Jalni se, vorni ting, \V88J;:ness and.

W8.S t i.Ylg are all pre sen t. ~..!en tal slus~
gisiin.ess and disorit::nt0.tion rlre r.ot U':l­

COlTIi'flOn.

6. The diagnosis of blaLd port31 v2in
thromi:)osi~~ is often d:ifficult bcc~~us\, the
most c\)l1spicuous symptoms, .'::-:sc.i tes ~\i th-
U· ut ,e-·"n ,:"1' !Ill" '7 nd t..... d(·)r'~·" l" ~ II;i' l~" (~l·) ";11 'CJ .', l~-b'-" .......... c.. "-'........ ..- _-'_lv, ... -v '- .' _, _. __ ._.l. - ~J

the result of rm unc.oID)1ic:\t,::'(i cil·rhl.J~;L~

of the 1 i Vln~ or of n pi:'r i tone:11 ore' c' t l'~!-­

peri ton(~al neOpLtsE1.



7. X-ray of the abdomen will show a
highdiaphra.gm on the right t with limi ta­
tion of motion and is of value in differ­
entiating a subdiaphragmatic abscess.

8. Laboratory findings:

(a) The leucocyte count varies
between 9,000 to 40,000 with 60 to 80%
pol~~orphonuclear leucocytes. In itself,
it cannot be considered to be of great
diagnostic importance.

(b) The urine shows bile, albumin
and blood cells.

(c) Blood cultures are seldom
positive. Koster and Kasman state that
cultures of the blood in these cases are
usually negative as in most instances the
inv:lding organism is E. Coli, which, when
it breaks into the blood stream, is quick­
ly destroyed there.

Differential Diagnosis

1. It is often difficult to distinguish
pylephlebitis from primary hepatic abscess.
A history of etiological factors, as de­
scribed aoove, and the early appearance of
jaundice will suggest pylephlebitis. An
associating history of amebiasis or other
causes of liv8r abscesses will often en­
able the pro:rer diugnosis to be made.

2. Eepatic vein thrombosis is ch~r­

8cterized by pain iIl the upper right quad­
rant of the abdomen, radiating to the back
or to ~he right or left scapular regions,
a huge tender Iiver, the siraul taneous
appearance of splenomegaly and the sudden
development of ascites.

3. Bantis dise~se, cirrhosis of the
liver and neoplasm of the peritoneum may
all be very difficult to differentiate
from bland portal vein thrombosis. Here
again, the history of sepsis will be of
utmost importc:u1ce in making thl; differen­
tiation•

.:t. Echinococcus cyst of the liv,?r ma~vT

tJe differentin.tecl b;y means of the histor;y,
cGrrLplc:ment fixc~ti()ll t~;st ::md exploratory
;- -'.ll!cture.

s. Suppur:ttive Cfj'.JLtll{;itis mriJ.o- be
uif!>;rentihtccl Ull thi..::: b:'i.sir, of n, llistory
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of previous attacks of gallstones ond
an earlier and more pronounced jaundice.

6. X-ray is of considerable help in
differentiating from a subdiaphragmatic
abscess.

7. In warm climates, malaria is
sometimes confused with this condition
but a careful eX~llination of the blood
for plasmodia and a ther2.peutic test of
quinine will often enable the correct
diagnosis to be made.

Other Rathological states which h~ve been
diagnosed as pylephlebitis are:

1. Acute yellow atrophy of the liver.
2. Acute pancreatitis.
3. Bronchopneumonia with pyelitis.
4. Coronary occlusion.
5. Pus in the lesser peritone~l

cavity.
6. Empyema
'7. Tuberculous peritonitis

Pro~osis

The mortality in pylephlebitis is very
high.. Almost all observ~rs report a
mortality of at least 9~b.

Synder, Hall and Allen report the
1-- 02"''/mortality from pylephlebitis to ue J ~

in their series.

Brutt repor ted a mortal i t;y of 95)0.

Recovery has occurred in cases be­
lieved to be pylephlebi tis. :dDTnes and
Pearson reported a case of rccover3T in
'tiTilicll laparotomy ';;ras performed, a suppur­
.'1..tiv8 appendix r81~1oved and li'rer abscess
d.rai.ned. This patient IS temperature sub­
sided to norrnCll in 8 days and follov/ing
thi s he made an uneventful recov,::ry.

Barlow reported an E\.pparently fnllnil:'­
a tins case of pylephlebi ti s vvllicll re­
covered with only intrRvenous inj0ction.

Tr eaitrnen t

A. ?rophylCl~~: 'The prl' ...~,-'nt io~: 0";':

bli s condi t io n i s P~lT t ()J till'

t~ntil't' que~_;tiol-' of surgical t·l''-'':tk~c:'nt

of Guppur'ttiv(; .:.'tbdom.Lnrd cu:;-..~iti ...ln~~,
\:~;pt>ci~tlly appt~ndi('i tis. It~'_,'l:::'~ (\,",:'2l



suggested that if during the course of an
appendectomy the surgeon finds that there
is no bleeding on cutting the meso-appen­
dix because of thrombosis in the a~pendi-

J.: ~

ceal vein, De is entitled to consider
this an instrolce in which pylephlebitis
m~ develop later, and it is here that
ligr.tion of the ileocolic vein may be
practiced. If a frank suppurative phle­
bitis of the QeSent8ry is evident at
operation, ligation of the ileocolic vein
should be performed before removing the
ap~endix. These methods have been de­
scribed by Gerster, Wilms and Braun.

Colp has reviewed the literature on
the value of ligation of the portal vein
in this condition and concluded that such
an operation is ])ro-bably never iLdicated.
The studies of Newhof and Beer have demon­
strated that the lThepatopetal ll veins in
the gastrohepc\tic omentum which anLtstomose
between the vortal [md the mesenteric veins
may, in certain persons, efficiently carry
on the portal circulation after complete
occlusion of the portal vein by ligation.
If, however, the process has extended
for any appreciable distance into the
liver, this procedure will be in vain.

B. After a liver abscess h~s formed,
exploration and drainage should

be performed in two stages, either through
the chest wall vlith attachment of the
pleura to tho diaphragr.1 or by laparotomy
wi th at tachment of the peri toneUI:l overl~'l­

ing the Iivel' to the pari etoperi tcneUJn.
Halstead re~ort2d a case treated Sliccess-

L

fully ty the latter maneuver.

c. Supportive treatment consists in
maintaining the proper level of the

Dutri-::nt and fluid int8ke, and in giving
D"IJ1Ii8rOUS sWD_ll blood transfusions.

;::,lJI'/li/jAl~Y---------

1. Thromui in the ~ortal voin may be
infected (pylephlebitis) or non-infected
(blc-tnd thrombi).

2. Any supp1..1r".ti vo process in the
;~,()dor;lcn, si tuat8d in [1. region drained by
t';:..!.; ;jort[~l vein, meW give rif-'.c; to pylE;­
:.I:r.l(::Litif~. Tb(-; EjO~jt cor:J.l,wn undcr1;Ylng
C;.U::'J:S of this COilCiitjon "~.rt.::
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(a) Infections of the galltladder
and common duct, (2~~ of cases).

(b) Appendicitis (19% of cases).

3. Present day statisticsolace the
incidence of pyle})hlebi tis complicE'oting
acute appendicitis at 0.3%.

4. Bland thrombi in the portal vein
are dependent upon varied associated
pathological states:

(~) Injury to the wall o~ the vein
(b) Slowing of the blood streRill

within the vein ..
(c) Propagation of thrombi fr;IQ

the tributaries of tile Dor­
tal vein.

(d) Syphilis, polycythemia, or
migratory phlebitis.

(e) Atherosclerosis of the portal
vein or its branches.

5. Pylephlebitis [ilc1.Y occur J.n :3 VieJo'S:

(a) By extension from a nearby
infectious process.

(0) By secondary inv3.sioll 0:( 'J.

blend t:rll~ombus.

(c) By propagation of an infected
thrombus or embolus from a
tributarv of the Dort~l vein.... ..

6. Not all abscesses of the liver
result from a pylephlebitis as t~ey may
develop through the 118p2.tic [J_.c t '3ry, the
bile ducts and the lymprl8.tics.

7. Suppurative processes in the
region drained by the supe rior ill"S8n t~=ric

vein usually give rise to 2bscesses in
the ripht lobe of the live~ T~ose ino

the region drai ned -by the s·:.Jl nfl ic :lnd
inferior mesenteric veins usu211y ~bsCGSS

in the lr':ft lobe of thE.' liver. Thi~:; is
expln..ined by the pre~;8nce 0 f n. du:~l Cill'­

rent in the portal vein.

8. P,c;tllology: livt:'r ilb~:,cc:~~s.:"os ,r~l't'

cl.lrno:':it,invi1riabl,')T nresent Th,~' ~)or~_·.J.J..'-" . .,j, • ..

vein is distended ~lnd free ,~JUS i-::; l)J.'c';:;,'nt.

Soft'mc:d, Ftclber cn t, i:~r:~yi ~;h-'.lLi. t l' L:ror::­
hi ;J.re found on th\..) r,:~ 11 0 I' t~l,: \-t.'lll.
Micro~~copiC:lll;y, tlil Llictl.tl'\.' i>~ L:,·c ('If

;Lcllte i.nfl:lwDli1,tion \,itll jjJulti~,l,' ·~r'~~\'\'~-~~\..'~~,
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9. If thrombosis of the portal vein
has existed for some time, there will be
evidence of a collateral venous circula­
tion, between the portal and systemic
systems as well as between the liver and
the mesenteric veins.

10. The clinical picture of pylephle­
bitis:

(a) History of antecedent abdoninal
infection accompanied or fol­
lowed by chills, malaise, vomit­
ing and weakness.

(b) Patient is very ill and septic,
temperature is elevated, pulse
is rapid and sweating is
me,rked.

(c) The liver is enlarged and ten­
der and jaundice is present in
about one-half of the cases and
usually appears early. The
appe2,rance of jaundice follow­
ing oppendectomy should always
arouse the suspicion that a
pylephlebitis is developing.

(d) X-ray shows an elevation and
liffiit~tion of @otion of the
diaphrago.

(d) Hepatic abscess.
(e) Cirrhosis of liver.
(f) SubdiaphragrJatic [I,D scess.
(g) Malaria
(h) Suppurative cholangitis.
( i) Abdomi~lal r.lal ignn.nc~l.

13. The wortality in pylephlebitis
is above 90%. A case of ~Jontaneous
recover; hc'1s been r epor ted.

14. Prevention, if possible, is said
to consist in the earlier diagnosis and
proper surgical treatment of suppurative
abdominal condi tions.

15. Ligation of the ileocolic vein
is advocated at appenci.ectoln/ w:Llen ther(;
is evidence of throfJbosis of the 3-1)1)8n­
diceal vein. Lig~tion of the portal
vein is probably never indicated.

16. If a liver abscess has for38d,
exploration and ~rainage should be per­
forDed whenever Dossible in two stages.

17. There is no specific treatcent.
Numerous soall blood transfusiGDs are
indicated as a supportive Qeasure.
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II. CASE REPORT

PORTAL THROMBOPHLEBITIS.
SUPPUP,.ATIVE CHOLANGITIS.

Cc::~~e is v.rhi te male, 41 years
of ag';, ("":idmitted to Universi ty of Minne­
sot:} Hospita.ls 4-27-33 and expired 8-13-33.
7c tal stay - 108 cL.l;Y- S.

Lnd::f~nite 5~bd0rQ.in;:tJ pain
4-22-~3;) - AV}cLken(~d in morning wi th

~nuefl~it~ ~8in o~cr abdom~n. 4 A.M.
I':-:l.in b,::c(Jm(~ mort; ~;CV',T(;:, intt)rrrlittl::~nt in
';h;,;rr:J..ctf;r, ~~(~cru:d loc::lizt:d in right 8j)i~-

Jaundice
4-23-33 - Pain more constant, inter­

mittent and sharp. Slight jaundice noted.
Constipation marked. Vomi ted severu
times. Definite anorexia. Given pills
for consti0ation but obtained no relief.

-"

Enema given. No change in color of
stool. Fevernish. Urine dark bro'wn.

Incr~ased ,jaundice
4-25-33 - Jaundice definite. Pain

not severe. Vomited once.

4-27-33 - Admitted. Pain diminished
in severity. Jaundice increased. Appe­
tite improved slightly, although he did
not eat much. Continues to feel feverish.
No chill s. Physical exc:>...mination: v,'cll­
developed and VIell nourished; moderC:-J,te
icterus. Throat - slight injection and
enlarged tonsils. Chest - negative,
blood pressure 120/7'-1, cardiac rhytl1Ill,
rate and sounds apparentl:r norrr.al. Ab­
domen - slightly distended, midline seET
(4 11 long) from umbilicus to pubis;
small incisions.l hernia present in 10\'.re1"
third of scar; possi ole slight olJ.ount of
fluid present; slight rigidity along
inferior costal margin on right side
(most m~rked to~ard midline); one &n~ll

area of tenderness belo\:7 costal margin
in nipple line; no rebound tenderness or
palpable mass; liver palpable 3 em. bo10\;'
costal margin.

Laboratory
Blood - Hemoglobin 82%, white blood

cells 13,500, neutrophiles 79%, 1,ym)1~c)­
cytes 19%, basophils 1%, Qonocytcs 1%.
Blood chemistry - icteric ind~x 32 units,
Van den Iie::'gh - 'bi1)hasic rcn..ction, 2 - 5~;
maximum color in 30 seconds 8 10 - 155G r::,~~xi'

[TUm color in 60 seconds. Stool - grc8Ei sl::
brown, unformed, contains rmcus, 0811Xi­
diLe ncgnti ve, urobilin and urobiJ LlOten
present. Urine - increased urobilin.
Blood - v~iasserL1ann 3.nd Kline - l1~g:ltive.

Urine - occasional r 8d blood cell, ft.'~;,'

white blood. c-ells, urooilin:1n(l oiL;
saltf:; +. X-ra;r oi~~:,-llbladder - c::lci­
fied density in rU{'ion of t~'"lllIL~d\..lt'r or'
very irr8gnL\.r typt':, Ju:ty rl~pr\:'s'-'Ht c'~ll':~­

fie'ltion in g/111bl'ldc1(T :llthou,c::h t}ll:::, :i.::
no t c.lofi n,t t c.



Improved - chills, fever
5-6-33 - Regular rise in temperature

every day, rcu!ging as nigh as 102.6.
Chill. Temperature 103.6. Duodenal tube
in place. Magnesium sulphate injected.
from time to time and nasal suction in­
stituted. White blood cells ranged
around 11,000. Icteric index slowly
d.ropped, readings ere 40, 24 and 22.
Hemoglobin dropped to 70%. Bleeding time,
45 seconds; clotting time, 4-3/4 minutes.

Progress
Temperature 102.

tions 26. Weight-
Pulse 95.

165 Ibs.
Respira-
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Septic
6-5-33 - Some bile drainage ap?eared

through catheter. Ternp':=;rature more sep­
tic than previously.

Purulent draina~e

6-12-33 - TemperatBIe continu~s as
before. Hemoglobin 55%. 13lood cill tures
and agglutinations - negative. 7nlite
blood cells 12,000. Purulent draiLage
around catheter. 10 cc. thick pus ob­
tained. X-r~of chest - some elevation
of diaphragm but no pe.rer.chyman di se;~tse.

6-22-33 - Pus still draining trom
around wound ..

X-ray of abc:omen
yields bile

Chills, fever - Operation - Cholecystotomy
5-19-33 - Tempe~ature more septic,

Several chills, during tl"J.ese temperature
rose to 103. For past 3 days, had chill
every d~T. Icteric index - 16 14~its.

Blood cultures, negative. Agglutination
for typhoid, paratyphoid, B. melitensis
and tularemia - negative.

Operation
Findings - Liver practically normal

in color. Edges rounded and soft. Gall­
bladder soft, normal in color and appear­
ance, shows no definite evidence of in­
fection or pericystitis. Stomach normal.
No gall stones palpated in gall-bladder
or comm.on duct~;. pancreas moderately
firm, possibly slightly enlarged, does
not have 2.)pearance of carcinoma. Some
very large lyE1ph nodes in region of COLlLlon
duct. Othel'v!i ~)e c;xplorat ion of cornrnon
d-u.ct by pa,lpatic'n lS norr..1a1. No attempt
mELds to explor,~; C(hluilOn duct itself.
C.twlecystostom~l done by fixing rubber tube
into go.11-'blad",fi' ~Jr:.d bringing it out
through a stab wound. Following operation.
truns~lsion of ~JO cc. whole bloo~ given.

5-22-23 - Temperature dropped slightly
since operation. No chills. No drainage
of bile through catheter although there
is some drainage around drain left
through \mund.

tIrJ improVelfl\.:;nt
6-1-03 - T(;rnper;:j.ture now similar to

that b,.-~forc operation. Chill a,nd t eraper;:J'­
tJure (reach!::;:, 10~3.8). Hemoglobin G750 ,
\'fLi tc blood (:e113 11,000. Icteric index ­
J. 2 i~rl i t ~, .

6-25-33 - Given 750 cc. citrated
blood. Temperature still s~;ptic, rang­
ing up to 102. Blood cuI tures - l1egati vee
Liver function - 1st specimen 15;-;, 2nd
10%. Icteric index, 20 units~ hewo­
globin 5CY;'S. On one occasion, ictel~ic

inQ,ex dropped as lOVi as 8 Ulli t s.

Weaker
7-1-33 - Condition unch~nged. Losing

weight. Becoming much wecl~0r. Trffipera­
ture 10'Hcr. Icteric index, 32 u3lits.

,7-6-33 - NPN - 28~5 mgs. Van den
Bergn - 40 to 50% maximum color in 30
seconds, 65 to 75% in 60 seconds. Icter­
ic iDdex~ 32 units. Temperature subnor­
mal a gooe. deal of time, occasion.~,l~

ri ses to 100.

Ascites
7-17-33 - Asci tss.

confirms. Paracentesis
stained ascitic fluid.

Paracentesis
7-18-33 - 5 qun~ts ascitic fluid

removed. Tempora tUTe subnorI~i:::tl '.--i lull
occasional rises to 102. Herno~lo~in

661;.

7··25-33 - P2.r\:3c\'ntcsis dOTh' ,'::lc:.:ain,
1200 cc, obtained. T8mpcr:~tturr'; ~~uht:'Ol'­

mCl.l.. Appears V t.: r;y- ill, nl}Jidly lo~,illi-:

W oit;11t,. becr:mi DE': ",:-;:treml:' ly ~::I~';~j:.

E!_~,£;ress_iv_~ dectL~}c

8-5-:.<~ - Con(ii t i01' :LliUrox LC.~ t- ;.~ly

Sartle. Pu:~ ~~till \.Lr;tinin2; l'l'O:H \.~',-l·:,ti.\'c'
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incision. Wound open and Dakin's irrita­
tion begun. Rapidly losing weight and
going downhill. Temperature almost
always subnormal. Fecal fistula at site
of one paracentesis wound.

Death
8-13-33 No change except weight loss.

Temperature has been subnormal tlrroughout.
Mentally confused. Respirations shallow.
Rapid pulse. Chest hyper-resonant. Blood
pressure 80/70. Expired at 1 P.M.

Emaciation - drainin~ sinuses
Autopsy

Body is well-developed, poorly
nourished, white male, 41 ye~rs of age,
mea~u.ring 170 em. in length and weighing
approximately 100 Ibs. No malformations.
Marked emaciation. Rigor disappeRTing.
Hypostasis purplish and posterior. No.
edema or cyanosis. Jaundice 2+. Pupils
eQual t each measuring 6 ffiID. in diameter.
Three scars on abdomen: one beloVJ 'lunbili­
cus extending to s~nphysis, 2 crusted
draining sinuses; one more recent scar in
right rectus region in upper part of
'!lhich is drainage of some foul purulent
material; staowolli1d lateral to this
through which a catheter is protruding
and pus exudes around this. Numerous
petechiae over body. Over trochanters
and bony parts of sacrum, there are sever­
al reddened areas (not ulcer~ted). Sub­
cutaneous fat prp"ctically absent. Mus­
culature pRle.

Multiple p~ritol~;~l abscesses
Per i tOI}eal C;;,.vi_t:.J~ is pr ac t i cnll;/

obli terat,=;d •.. Sr:.tJirlphragrnDtic spaces,
areas around s'plt.:<-:"';:·~, ;tround colon and
greater portio~ of small bowel are oblit­
cr:-::..tl:d by fil.i.8 vii:;b-like adhesions (almos t
universal.) Between webs of these adhes­
ions, ther,:; is thin, greenish fluid v:i th
~ few fl~kes of fibrin. Small bowel,
colon ~nd under-surface of liver Rre
fU::'f:d into a continuous wass which is
firmly bound dO'Nl1 to the undr-;r-surface
(; f abciominc:.l v;:d 1 around. oper;-'\. ti ve sit 8.

.:'...bout midline, ;:;. coil of bov.'01 is C1.t­
t:,cll·:.d to "-.illt,,;rior c. 1,bdomirlr11 wall. As
tLis i ....., ~ut '·.\Y"iV ~,C-LYlUC' h·tvv 0 r:>y) th,"

.../ t. ~d_.V' '. ~.:.-_._~ "-. -"v .&. '-'

r~ru'.::~tcd clraiLlrlt::' :I,r\;~;. on out~ide of skin,
t ~"r(jU;,;Xl :~tbdOL1i~l;ll'!!;J.11 into bowel is r (;-
'/ ':;11 '·ci. Th._:r,; <-Ire 2 cru~; t cd are'tG on th\:~

:~-:..iL L,I.lt OYJ.l./ un" ::.~illUS i~:, found in tho.:
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bowel. A second sinus may have been
present; because of very dense scar
tissue, it is not recognized. As the
bowel is sepn,rated away arid the d'Jnse
adhesions are broken down, there is a
large quantity of pus liberated from
between the coils of bowel plQst0red
together under the live~ About 200 cc.
of pus is released. Pus is very thick
and of greenish color, has foul odor.
No sulphur granules. Pus is in inr:1..Jj-il­
erable locul~tions among coils of bo~el.

It has penetrated through the abdoQinal
wall along the operative incision and
along the stab wound. Appendix is fused
into lower edge of mass of bowel 2nd
adhesions, described in ri~lt upper
quadrant. When dissected, it is illtcvct
and hns not been perfor8.t ed as far as
can be determined. ~7all is rD.ther thin
~TJ.ll flabby. Lumen con tains saLle thick­
ened feces. Appendix is not 80011en,
shov.;s no scar-ring or abscess, 2;Tole.. ap­
pe8.rs to be separate away from c"bscess
in remaining portion of abdomen.

Left Pleural Cavity contRins 600 cc.
slightly greenisI1, clear fluid.. lUght
Pleural Cavi t;y is obli terated o;Y~ 2.d:niJS­
ions. Pericardial Sac contains no excess
fluid or adhesions.

He..i,~rt vveie:;hs 325 grams, 18 brovm 0.11U

s·.)meWhD.,t soft. Musculature not ~L1;/pe:r­

trophied. Cavi ties not Oilated. IVlural
endocardium smooth. Valves well form2d.
lVIyocardium shO'.·,'s no infarction or soft­
ening. Vessels at base are well-formed
and have normal relation to errch other.
Root of Aorta sho~s no evidence of----
syphilis. Very little ntherom~tous

change present. No cct~sia. Coron~ries

soft and show no atheroma tous :01::tqu2s.

Emphysema, Atel t"ct0.si s
Left Lung weighs 550 gr~ls, Ri~ht l~(;O.

B.'lse of right l1U1s ShO\'/8 con8idf;r:~tillt?

edemn. Upp,~;r lobe of' riGht siLle shl)~·'s

empny-sema,. Bronchi contnin c\)nsid\:."l':C!c',l~)

mucus in Inrger ·br:lnches. Lt,ft lunt~ is
::ibout 5~o coll:'tpsed in 10',\,,'1' lo"L:c, c,l'O­

bn.bly r-ornpr'.'s£,ion coll::pse GUe' to .i.'lll.ic~.

GllOn tubc;rcle in Llte'l':,l portL'l"l ot. lO':T

h;11f of U1J]J<T 10[-.('. No ;~cti\'t' ,=1' ()L~

}1\;,l\;d tubcrr-:1..1.1of.is ~c)\~rJi.ll ::pi,"~" Ul'LJl

11i Ln' ~i:Lm<J.~~. Lyml_1h n,)UI '~~ 0 l' , i !l~,,"" . '2:,;

LJ i fu r C,' \ til) n 0 i' t r " (' ~ l\.': I n '-\ t '" \l' '. t' L.) ; 1,.
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-enlarged.

Passive congestion
Spleen weighs 300 grams, is l~rge,

has rounded edges and firm consistence.
On cross section. practically no pulp
can be scraped away. Appears fleshy and
somewhat fibrous.

Portal Throm!)o-phlebi ti s. Li ver Abscesses
Liver, Gall-Bladder and bile ducts:

Under-surfRce of liver is fused with nu­
merous abscesses among bowel, described
above. Hilum of liver and region of
gall-bladder and bile Qucts is very fibro­
tic and extremely difficult to cissect.
Diss8ction of tnis system is begun by
opening duodenum starting at lower end of
ducts. As soon as the duodenuu1 is opened
and pressure is applied on the liver nnd
ducts, thick bTt3Gn iJus oozes from ,.:vnpulla
of vater and from accessory p~ncreatic

duct. Co~mon bile Quct is ouened l2ngth­
wise. It is incorporated within he~vy

fibrous tissue, described above. Mucous
surface is red x~d puffy. No stones
present. Duct not dilated. No stricture
founa.. Duct filled with thick, breen lJus.
Cys tiC u.l.i.C t SIl1D.ll, DO t 0-0 s trlJ_C ted, co n­
tains no stones. Gall-bladder has been
opened nnd attached to skin at site of
cholec;ys to stomy. Wall he8.vy. l,'iUCO sa is
bright red. Fus present in its lurnGn.
No stones. Hep':-I,tic duct is incorporated
~it~in a ffiDGS of fibrous tissue. It is
1 ikewi se inflo;:18d and fill ed with 'LJus.
Uo stones.

Portal Vein
Portal vein is dissected ~long with

remainins struc~" Tes~ It is extrer..'lely
thick VJ8.112d, me~'s-Llrint; 2 to 3 Elll1. in
thickness. Insic;'e of portal vein is a
dirty black-iJro:,-''''~i color and covered wi th
slFtggy eXlldate ;':':,llcL lumen is filled with
pus. Dissectioi~ of tribu:thries of portal
vein tOT~rd ~Gwel shons that not all of
OlE: braLc:nes are involved. Splenic voin
Y1Sar SpleC!.L :;11iC~ tov'!eJ.rd t::lil of pDncreo.s
is r10t thickr~:nr,;d. SOwE; of branches of
vt:in frof:i 'D0'..''21 Yl8:U' the upper p,~l,rt of
::s.r:tll '80,//,;1 lik,;v:isc do Dot apIJcar in-
'101 v,ji.. L\r'~,l1cht::s to r:lidule :tncL t,~:rrniJ)n.1

~/,r t S 0 f -bo-:: '.:: 1 ;Cl.l' (.;; t l"lr (Jill GO ~~ t~<i :Ind i nf ~:) c t t]d

si~_,ll'lr tel El:1,:lll trl)~J:':: its\..:lf. VC:i.ll:=·' r..e:tr
'::~ ;-".,:tJ i (~, ~ (,.; 1 (J'; 1 ; II' '_: i ~, ,/(,1 '1(; G. lJuLlt:'ruus
~; (,. .:r~f_:':',~,,::::~ :JTi) }Jr',;~~C:rlt .".u,j.:'CC:1Jt to vein in

Liver weighs 2000 grams. On superior
surface of right lobe. there .r'Te 2 pro­
jecting areas in vvhich numerous ~'lellow­

ish foci are visible through capsule.
On cross section, interior of liver
contains unnumerable abscesses which
range up t;:> 2 cm. in diameter but inost
are less than 1 em. The r~dicals of
both the portal vein and bile ctuct
are dilated, filled with pus end present
about the same charpccteristics~',s the
common duct and portal vein, ,::,,'espectively<
The areas about these sutures are iibro­
tic and. infiltrated with DUS. Some of
the [",cscesses in the liver are not lique­
fied. The contents are s8~i-solid sna
like caseous tubercles. The liver suD­
stance is of a do.rk broV'ill color 1,"ith
exaggeration of the liver mar~ings.

Seconcldry Ch3llges (7)
G;,~s t r 0- In t ''=; S t i nal Tr~' c t : :E s o-f:Jl-l,~"g:u_ s

and. stomach Sh01;1[ anl;y postmorteJL cllaDse.
Duodenum is extremely red, anc..rr1.1S
drips out of the ampUlla of Vater .:-md
accessory duct to the pancre,~'s. Small
bmvel is thick, 8ci.emcltous, cd::..;colored
cmd he,S a great deal of 8Y..'Udat e on its
surfac8( This exudate is purulent ',"here
the coils of bO:Nel have been involved
111 the abscess 8-'YlQ shaggy Rnd fi-orous
in the remaining portions. Tile sUl'i,<:1,ce
of the 110\':el shorTS no tubercl es thR t
cr:m be recogniz;.:;d grossl~y as such.

The 901on, in general, pre~',ents

ap'9roxim3.tely the 88me characteristics.
The cecUJn is qui tt:;; red o..rd infLJ.m,ed; no
ulcera,tion or tuberculosi s. The trall~:'­

verse rmd descending co Ion 8TC very
edematous. Si§lloid is red. Rect'$u is
brisht red. A'bout the rectosigDoid
junction, ther'2 is an absces[.; in the
~Nall. This apparently- hC1,S CUn'le tLrcu~:ll

from the masentery. No ulceration, ~iv~r­

ticulae, Meckel t s ciiverticulrun or :,~~)ol-

;yps, '2,een. Mesen"er~! of pr::Jctic-:::,ll;y
all of bo~el and colon contains a~-

~ .. t o~' t'h" ., "-"'C~-,~C''''{' "','",::'>':)'>"
~,cesses. 1\'10::> .L .Lese 'l ..'-:-L·t;~'C>L;:O , •..,t-'}(:'" ...

to be broken-dor,'n 1"(110)11 nodC':=.; or :.:~l:~'l'CS-'.7 L

sus 'within the vessels. Absc.t~:3S''''~~ ~:r0

rno~;t m:l.rl'::cc1 n.t root of m,.:~;ent',t~r:, :(lC:

in lTIt.::::';0nter.'r' 01' ~;it;1:10j,d CC)10Ll.

ncc.ros.L:',. HC)rD:tLnlL"r of p')lh'r,' ~; l~;

,. ..) ,\,,1 I" t "1' \(' ,,, ' \l' l i 'l' ,,'. j' \ t '" 1 .:. ~ .., ';, l',' ';" ..
~) C..;ll.l V <'1.1 ~ I : t:.,. ( ."} ~'r)' ... ;,..1..... ~ 1.. t.... 11 . , '- ... '.... .-. •
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numerous abscesses throughout, particular­
lyon the posterior surface adjacent to
the attachment of the mesentery. Ducts
contain pus.

Adjacent to the cecum in the base of
the mesenter~y and ncar the head of the
pancreas, there are collections of large
calcified l~nph nodes. The nodes at the
cecum are the lGrgest. In one plaque,
there are 7 or 8 which measure about 2 em.
in diameter, calcified but not caseous.

Adrenals are imbedded in fibrous tis­
sue. On the right side. an abscess is
adjacent to the adrenal but the gland is
separate and ap~arently not involved.
Appears sviLleVfhat thin. Med.ulla and cortex
are vvell demarcated. No abscesses. present.

Pyelitis
Capsules of Kidneys strip e~sily.

They are not involved in the inflillilluatory
reactioL within the peritoneum. Surface
of kidneys is smooth, deeply congested
and very swollen. Each kidney weighs
190 grruns. Cut Burface is well demarcated
in pyrffiJids and cortioes. Marked conges­
tioD present. No abscesses noted.
Pelvis of right kidney sOL1e~That dilated.
Urine sOElewhat turbid. Mucos~ of pelvis
not injected. Ureter on right side is
dilated to aoout 1 Cill. in dicOJTIeter.

Bladder is dilated and shows a
slight amount or' trabeculation and some
cys tit i s at the be,Ge.

Prostate is ~nall and soft. No adeno­
ma present. No m8tnstases. Prostate
appears somevlh8,t ~'d8ma tous and. greoni she
Seminal vesicles show no iuflWlliJation.

Aorta is of Good caliber throughout.
Mini.r:lal ;'1 therom~\tous plaque present in
dar so,l rf:tion.

Mu.~~cuL_,tur8 ~i,tout .§.Qil1~ is 8x&1Jined
for;;1 l)ossi'ul(~ fOCU3 of irll'ectilJn Vil1ich
:;1;J.;; hrtve I"; X t ,:~r(h:d .1. n to ....'l)cJ.ornl~~n but none
.i "0 i"(; uncl.

1. Fort ....tl tlll·ornbopl11 f.;[)i ti:c. (source
lnclf;finit(~).
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2. Secondary suppm'ati ve chol ..~~n­
gi ti s (?).

3. Multiple abscesses of liver,
-Dowel, peri toneum and mesentery.

4. Emphy s ema.
5. Atelectasis.
6. Splenitis, acute.
7. Pyelitis, acute.
8. Fistula of bowel.
9. Empyema.

Bacteriolo gy
Se2Ich for actinomyces in pus and

tissue is negative. Flora is mixed
cocci and coli aerogenes group.

III. CASE P~PORT

~HROMBOPHLEBITIS OF PORTAL
VEIN.

Cas e is IV hi t e mal e,
80 years of age, admitted to University
of Minnesota Hospitals 7-29-35 and
expired 7-31-35 (2 days).

Indefinite Histo~. Pain, Jffiln~~ce.

No history obtainable from patient.
Relatives state that he h~d been ill
for about one v,'eek prior to admission,
but craracter of illness is not very
certain. Apparently had had some pain
in a-bdomen and became jaundiced. Al so
dyspnea and palpitation of heart.

7-29-35 - Admitted. Physical
e::\:aminati on: Appears seriolisly- ill,
complains of abdominal pain. Marked
icterus. He~rt is irregular, rate
about 120. Fibrillating. Chest hyper­
resonant and S110\7S cre?i tnnt r.:J.les in
left base. Liver palpable Olie finger
below costal margin. Slig:nt tend,,:rncss
over mos t of R bdomen, more prono',lllced
in right upper qUi.:-tdr3nt. Rigi l2:.ity in
this area. Slight edema of the·.1::L~L..os.

X-ray of che s t shows diffu~:;e inCl":":l sed
clensi ty in the lungs, sug.:~C'sting con­
g,.-:stion. There is diffusE.' dil:~tion (;f

[lOr ta.. fro gl'e ~~_: Te:I1pt: rn tur0 1(I':). i.~

7-30-;)5 - Condition r:or~~e. C(~_: L·1.i,"s
of rtodom-Ll'!,cl JX1Lll. Plll~.::' irr,:'-:::<:1J..
Rl'Sf)il'r1tion~) f,.ll::llo':\ ....mcl. l'lbor,'ll.



.....

A.utopsy
Body is poorly nourished, white male,

80 years of age, measuring about 179 em.
in 1ensth and weighing approximately
140 los. Rigor pre~ent. HYPostasis pur­
plish and pos~erior. Slight edema of
ankles. No cJ"anosis. Jaundice 2 +.
Pupils equal.

1. Cellulitis of r8ctu~.

2. IJ:ihrornbophlebitis of porte:\l veln.
~~ • Mul tiD 1 e (1.b s c e sse s 0 f 1 i v to; r •

.L

4. Emphysemct of 1Ullss.
5. Brol1chopneur;lOl1ia.

Adrenals well foroed o

Hen.d nnd Neck - not eXami118cl.

B1ncider shows no cy s tit is or ti1Elor s.

The prostate is relatively small nx~d

soft. No adenomas or tunors.

tends up and down for a dist~nco of
about 5 inches. Beginning at this
point, the inferior mesenteric vein
is thrombosed throughout its length
and at its junction'with the portul;
the main portal itself is thrombossd
from this point on through i~to the liver.
The other bre.ncbe s of t~ne i)ortal are not
involvod. In the cesenteric vein, the
lU-Inen contc~,ir.s pus and the entire tissue
around the ve~n is h8rd and ind.urated.
The portal vein is filled with soft,
jelly-like, red pus. The jJancrc~~,s is
soft. No pancreatitis. No tWJors or
cys t s.

Kiur.eys 1,'jeigh 320 grams togt~,ther.

Capsules smooth. Cortices sOr11Cl!!l-.i.~:..t pale.
Pelves not dilated or reddeued.

The aorta is mark'3dly tortuou;3 (l,ue to
arteriosclerosis. Intima is cTn.clc:;c}
h~.::re and there over the atherOl,12. tous
plaques. No evi dence of sy;,=,hiJ.is.

Die.mosi s

It is
Portal Phlebitis----
weighs 1530 grams.

IntrahepCltic
The J.Ji ver'---

yello'!'.' , soft and. friable. When cut
across, thick, purulent, blood material
exudes out of all branches of Dortal

.L

vein. In some of the branches exudate
is bright ;:/8110\7 'ous and in others,
hemorrhagi c IDP.t t_:~< dl. .Around eacll 0 f
the veins, there is a zone of red, semi­
necrotic Cl.ppe2.rin6 liver tissue.

Blood Tinged Fluid
Perituneal Cavity contains about

200 cc. of blood-tinged fluid. Appendix
hangs free. Fleur::'.,l Cavities free of
adhesions and excess fluid. Pericardial
Sac neb<._ti vee Heart v.'eighs 360 grams.
Musculature of good color. No fibrosis
or softening. Some calcification of
base of mitral valve, extending into
bass of aortic valve. Erj.ges of valves
Rre thin. Root of Aorta shows moderate
atheromatous change. Coronaries are
beaded wi th athurOmc.1ta in the main trunks,
the smaller tributaries are open.
Right Lung Yieighs 660 grams, Left 450.
Both lungs C.re emphysematous. In base
of left small pCl,tch of early broncho­
pneumoni~. At right base, several sucD
scattered ~reas. The Spleen, soft,
weighs 220 brarns.

The Gnll:--Bl:~dc_(;r negative. Wall thin.
~o stones. Muccsa smooth.

Pl'o~titi'?l - Thromhophlebitis
Gr..::.s ~TO-_Ii.1!:9still::;.1 Tract: Stomach,

duod.enum, slfla1l bovJel c3nd colon c'cs felr
r_",S thf; ;:;ig;Il(jid show no change. No
;1T,;'1.S of ini'lc:u[lJ[![;.t ion, granuloma, u1 cel',
G..iverticula, or tWIlor. At the junction
of Lilc SiglfJoid to the upper two-thircl~.

() r 011';-hrl1 f o~' t h/,; r uc t:L1lll, the rei s :,{
ZGlie in "'/llicb t~18 bov.J(:l is rf-',d, edemntous
;,.1.Cl tl18rt:; [J1'I,' ;;uDI..:rf i C i:~l u1 c~r: l t i on s

"
!OJ'i·:T thr.:; t iP~3 of tIll.: (;d(;fil<ltou~,; folds.
'j'L,r,; ,';r(: ll(J (jll.~ nIl>:}';':', tumors or
,iv!;rtlcl!.l:\.C. 'I'JJi~: ZUl.i.C; involves thl'
,:;tirl.: circlJILli.''::I'CllC'" of tilL: bov'cl, tlX-

IV. HOVIE

'r)"l 0" s -'u-' b'-· l.;'.",t' ro-'""'l,-i"",;-,'-;·:'''''' '1'.l .... c:. C·r:--l. t. ~1. IH,~·, v\...- \-\'c.:.1.- .... !. .•. (..' '- •



.v. LAST WEEK'S MEETING

Date.'

Place:

October 10, 1935.

Recreation ROOEl,

Nurses' Hall.

VI I. HOME-COMIlJG CLilTICS
for

Iv~DICAL S CHOOL Al)JI/ll~I

:=md
OTHER MINNESOTA PHYSICIANS

T· •. loe.

Program:

12:15 to 1:15.

Movie (Tile Land of the Eagle)
Influenzal Meningitis
RmJarks (Director NDberg)

O,;tober 24 and 25,
-1935-

MIl\Jl~ESOTA ALUMNI}

Present: lOG

Disgussion: W. Tllompson
R. W. Koucky
H. A. ReLTlann
J. C. McKinley

'f -1 • ~l:TH'X 171 '~rcl'" Tr
'I...L..:J ..... ·.'Vn..Di:'l.

The Staff Meeting will not
st~rt until 12:30 F. M. to allow every
ene to hear Dr. Morri s Fi shbein spea.~

at Convecation from 11:30 to 12:20.

Next week's subject will be
llAnnual R,?-fievv of Appendici tis Problem
E~t Unive::si t;jr of Minnesota Hospi ta1s ll •

Visi ting physicians will be
our guests.

An i~vitation has been extend­
ed to Dr. lish-\)eL-: to attend the StD.ff
lJic:eting"

You are cordially invit2d to attend
a series of clinics which will be held
E';t the University of Einnes()ta Hospitals
during Home-Coming ~7eek. 1'11?I~Y 0 f "i au
will no doubt wish to attend t1::.8 &ElI:.w
vli th Northwestern and this pl,~L \'1::'11
enatlts you to combine professioli:o..l ."'~d­

vallc eLlen t vii t h your j o;{ in the sOI"jC 0

Tho cl iEics, which Vi.rill be cOflcJ.uctE::'cL
b~y leading Minnesota ph;;r sicLJll S ~ ~l.re

un-::ler the joint ausi)ices of the ·J::.~iv8r­

sity of Minne~ota Medical Schoel, the
Minnesota State Medical Society, end
the Minnosota M':3dical Alllirmi. A 1=:Togr2;;1
of the sessivns ~nd Q~tails 01 r0gis­
tration ~ill be found on t~~ pe~es fo1­
lov:ri ng.
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!·~81,,2.-(:C,lI..I~-C~r CI:II,TIC;3 TO EE =·,I~=j~J ;s TJ::-n~RSITY OF Inm:ifESO~A HOSPITALS-_._----.__._-----, ._-

~[Ji1Ul.. sd.a~/~ , OctetB r 24, 1 S'~5

r\ 1\[;
_ ..... J ~! .. EUSTIS 'I'CDD

Dr. I. I\C':Q,uarrie lfut ri t io n,s.l Proc,le:::ls in
Chi 1 ':It.-ood

Dr. T C. Litzenberg Obstetricsu •

Dr. C. A. Stewart Chil(5.bo('d '1\lDE::rcu.lvsi s

C)' ,ry,._ ',:~. ;~) f=:,
_..• "- \... • I • "-- ~I

9': 2~,- C: hQ.,' -"-

1 0: OC;-l 0: 25

1 (): 2:-1 0: 50

11:00-11:25
11:25-11:50

Dr. >-' -. Thvan.,
J. •

Dr. l\fl. :BEl1'ron
Dr. ,., 1" Fahr~.T • .w.

Dl'. -. j.- ~ l:lEltha21son1. ... .\ • .......

Dr. Ii. '-.1. Ulrich
Dr. tT. .\ 1'::;/8rS: ....

PJl(..l"llj'IlCltic Iic art Di sea~,e

Anerni. (l

Treatment of ConFcstive
II8Etl-.t ~"'':-1.j.ll.lrc,

Ccronory Dis8~SC

I~pertensive ~eart D~sease

T-\11)8 l' l;ul 0 sis

~r. H. M. N. ~ynne

Dr. E. J . L~u8n2ken s
Staff

?,8IL[,rks Cenci;;. 'DinG
HysterectclI:Y

Infections in Childl:ood.
l·Teuro 1 c£:;;

P. :'.1.

3: 00- 3: 25

4:25- 4: 50

1 2: 38- 1: 30
2: 00- 2: 25
:::', ':J~-2' ~o
~ .. L..../ • -,'

Stc,:Z':.::A I,lcutinr', Universi ty of i'~iml(;sota Eospitals, Dr.
Dr. A. V. Stoessel' ~1.11cr0;Y in Chj.lclhood
Dl' T, ';' p; ;'lcr R·~diour.~:nl)ic T'V'lterr\rct:--t; 0'1-. _. ....... 1...1.:-., _ (" _. ....:...' "~.L/~- -..1.1._ 1:""- •. L ... J.

Dl". C. TI. \T.:ri(g11t GGst:tc-Intc2,tiL,Ql Disc[-tses

Luncheon ~ll be served.
bladder 'Tumers
Rectal Dise.9.se
Surgi cal Abdc!rd nRl

Problems
Fr,::';,cture s
Di S8::;se of the Ere9..st

Crthopedi cs

Dr. W. ;:1' Cole........
Dr. o. J. C2cTDpbc:ll

Dr. V. L. IIare

W. A. 'J I :Bri en, chc'.i rman.
Dr. E. L. Meland
Dr. w. A. F~nsler

Dr. A. A. Ziero1d

Ec.u· Infections
F::oudo Eirth In iU::'V int.) t,

the Hmvborn
DermatcloX~'ical Diac~nosis

cmd Treatment

Dr. H. IJ8\'!~1;Jrt

Dr. W. R. Shnnnon

Dr. S .. E. S\7ci tzer

<;·~o
• ,.1 • ../

4:25
3 ",'-

: c::. J-
4: 00-

~!&.;,L; "_~_...~~ _ .



A.M..

q .no- 9·"C:--' • '-, • c:: ~.)

9· ')~- c. hJOa'- ...... :;.

1 0: CO-I 0: 25
1 C: 2h.-l 0: ~O

--' -'

11 : 00-11 : 25

1 1 . ?~_ 1 1 • cO.... • \-..- ..... -- • =...'

::: .,. ~

- .-';'-

')r C. D. CrecV'JJ.. ••

Dr. R. Svvanson
Dr. H. E. Michel s~n
Dr . .8__ v. Ellis
Dr. S. B. Solhaug

staff, Department
of Cphthalmology

EUSTIS

ProstRtic Disoase
Obstetrics
Dermatol~gical Treatment
,\ 11e rp'>':-.n, -OV

Ovarian Cy st s

Iritis, Di[-\'~nosis and Treatment

Dr. C. J. Watson
Dr. H. Re imann
Dr. F. II. Schan,f
Dr. F. C. P'i>dda
Dr. T. A. Peppard

Dr. A. Ii. Beard

,,:,:i-I.#fi_

TODD

Jo.undice
Pneumonia.
Ne~er Therapy
General Pediatrics
" Trw So- Called I rritab1e

Bowel"
Diabetes ~ellitus

-: ~. 7)r:_-L _. _ ....... 1')(;. - Luncheon 'will be served in t.cspital dinin5:' r~cm, folltlwed by a meeting of the University of Minnesota
IJ~Edi cCll School Alumni A8socL~tion.

~- • r,r,_ ~ '. 00
L_. ".._,IV ':.

-:-~'.. ,- r- ~ I r'-
./:. J~'- ':"t: \.)U

Sur;,-;ical operative clinics, 5th floer University of Minnesota Hospitals. Drs. O. H. Tl'E\..i'lgensteen,
'r<'1 rn Pe--to"" 'In H '1\'~~nC'on }IT C"'r 1 soy-, 1\T J T "'ven 0"1'"' '1 "~soci "tr:>c\'v • .L. ~j .1.1, \... .L. ~'.,;,c..~ 0 l, . c:.~ ~ .....1., l.\. _..J. J,.Je - , G~.'.:""'" et"--J ._ c·~ --'~.

Cl)en houso: Department offices, Medical School cU1d Universit:{ of r~inncsota Hospita.ls •

. ,
\.... ''"en
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