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DURING THE PAST FEW YEARS We have encountered cases, It is well known that both the intestine and its peritoneal
apparently with increasing frequency, which clinically andcovering have tremendous powers of resistance to infection
radiologically gave the impression of being tumors or tubercuand a marked ability to resolve inflammatory lesions.
losis of the bowel. At operation, these cases were usually cofurthermore, the intestinal mucosa is possessed of marked
sidered to be either hypertrophic tuberculosis or malignant disegenerative power (4). Surgeons have time and time again
ease. Microscopic examination of resected specimensecorded their amazement at the rapidity and completeness of
however, failed to substantiate these views. No evidence dlfie disappearance of huge inflammatory exudates and masses
specific disease, such as tuberculosis, syphilis, or actinomycérom the abdomen. Similarly, both clinically and experimen-
sis, could be found. Amoebic disease of the bowel wagally we know that there may be extensive mucosal disease or
excluded both from a study of the sections and the stool, asjury without any resultant permanent scarring. In some
well as by the inefficacy of emetin therapy in suspected casemstances, however, following an infection or injury, this “resti-
Carcinoma, lymphosarcoma, and Hodgkin’s disease could b@tio-ad-integram” does not occur. The persistence of some
definitely excluded. A few of these cases were quite evidentljnfectious agent or irritating factor, or the inability of the tissues
secondary to diverticulitis, but aside from these, a large heto overcome them, results in a cycle of reparative and destruc-
erogenous group remained, differing etiologically, but withtive processes which leads to the formation of either hyper-
certain common clinical and pathological findings. Theserophic extra-intestinal masses or extensive intramural hyper-
cases, which showed various degrees of hypertrophic chronimphic ulcerative stenotic lesions or combinations of both.
inflammatory lesions in different stages of healing have long  Histological study of the various types of lesions shows
been known to the English as well as the Continental surgeorsimply evidences of various stages and degrees of acute and
In 1921 Tietze (1) published a thorough resume of the subjectronic inflammation with lymphocytic, polymorphonuclear
with a very complete bibliography. In 1923, Wilensky and Eliand plasma cell infiltration, with varying degrees of degenera-
Moschkowitz (2) reported four cases which they had collectetlive changes or fibroblastic proliferation. In some of the peri-
from various institutions, using the designation “Non-specificintestinal lesions there is considerable hyalinization, and early
Granulomata of the Intestine,” a name, which perhaps bestlcification and even early bone formation have been encoun-
conveys an idea of the underlying pathology. Mock (3) hasered. The presence of giant cells is a common finding. We
recently reported a series of cases using the same designatibalieve that these are accidental findings due to the presence of
Clinically these cases manifest themselves either by the develon-absorbable vegetable matter, minute quantities of which
opment of palpable masses or symptoms due to an ulceratiegtravasated around the lesion in perforative cases or became
stricturing of the bowel. They may, therefore, with propriety,entrapped in the healing of ulcerative lesions. Wilensky and
also be designated as non-specific inflammatory tumors andoschkowitz reported the presence of large cells in the section
strictures of the bowel. of one of their cases. By special stain, we have been able in a
number of our cases to demonstrate cells or groups of cells
with much cytoplasm and little nuclear material, which are in

) ) all probability, vegetable cells. These apparently became
From the Surgical Service of Dr. A. A. Berg and Department Ofenrapped in healing ulcers and were apparently taken up by
Laboratories, Mount Sinai Hospital, New York, NY. the lymphatics, for we have found them in the serous and sub-

*Presented at the Annual Meeting of the American Gastro-Serous lavers of the bowel. as well as the submucous. Bein
enterological Association in conjunction with Dr. Burrill B. Y ’ : 9

Crohn. The section on localized ileitis represents a joint study. "Onabsorbable, they become encapsulated by foreign body
Permission granted to reprint the article which appeared iiant cells. In the serosa they give rise to little nodules which

Transactions of the American Gastro-enterological Associationare very difficult to differentiate grossly from miliary tubercles.
1932; 35:241-283. Such foreign body tubercles, incidentally, have been experi-
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mentally produced by the introduction of emulsions containingnay give the impression of being a colonic neoplasm. Three
vegetable matter into the peritoneal cavity (5). We considesuch cases operated upon under the clinical diagnosis of neo-
them as accidental, rather than etiological factors, in the courggasm were recognized for their true nature at the time of oper-
of the disease. Their importance is two-fold; firstly, their irri- ation and the foreign bodies sought for and found. Perforative
tant action may be a factor in producing the marked hyperplagesions, from whatever cause, may involve the omentum with
tic fibrosis seen in some cases; and secondly, they are probaltihe development of a large omental mass containing necrotic
responsible for the confusion of these non-specific lesions witkanthematous tissue, firmer fibrotic masses, areas of calcifica-
tuberculosis. tion or discrete encapsulated miliary abscesses. The lesion in
The following is a study of fifty-two cases which have the wall of the gut may be minimal.
been observed and operated upon mainly on the surgical service An exceedingly interesting group are those cases in which
of Dr. A. A. Berg during the last ten years. Only those casea pseudo-tumor of the abdominal wall itself develops as a
where resection was performed or specimens obtained are cassult of a perforative lesion, becoming sealed off by the ante-
sidered. These sections were restudied with the invaluable aitbr parietes. In two such cases, foreign bodies (fish bone,
of Dr. Paul Klemperer to help us in settling questionable pointgoothpick) were found in the center of large firm tumor masses
These do not include cases of sigmoid diverticulitis or anynvolving the rectus muscle and pro-peritoneal tissue. These
lesions situated distal to the recto-sigmoid junction. Gastritumors had been excised under the diagnosis of sarcoma of the
cases and two cases of ulcerative jejunitis near the fossa alhdominal wall. The deep side of these inflammatory abdomi-
Treitze have also been excluded from this study. An accurateal wall tumors was densely adherent to the omentum but
etiological or pathological classification is at present impossithere was no evidence of adherent bowel. In two other cases,
ble. We submit the following classification therefore, fully con-in which the same preoperative diagnosis of sarcoma was
scious of its defects and overlappings, but pleading in its favomade, adherent gut was found on the deep side of the tumor
a certain degree of clinical utility. It is our plan to discuss eaclmass; a perforation apparently having been sealed off by the
group and to report in abstract some of the typical cases. parietal peritoneum. The “tumors” were found to be edema-
tous, granulomatous lesions involving the parietal peritoneum
1. Extra- or peri-intestinal granulomata secondary to sealedind the pro-peritoneal cellular tissue.
off perforations of the bowel. Altogether, ten cases were encountered in this group, five
of which were definitely due to foreign body. In three cases,
2. Granulomata secondary to known vascular disturbancese inflammatory mass was mainly in the serosal and sub-
of the gut. serosal layers of the flexures of the colon. In two instances,
the mass was mainly omental; the original perforation being in
3. Localized hypertrophic ulcerative stenosis of the terminathe transverse colon in one instance and in the small gut in the
ileum. other. In four cases, the main mass and granulomatous tissue
lay in the abdominal parieties, and in one instance was chiefly
4. Localized hypertrophic colitis with or without low-grade peri-vesical. (The large group of cases with marked produc-

generalized colitis. tive peri-cecal changes due to appendicitis and peri-sigmoidal
inflammatory masses from sigmoid diverticulitis also belong
5. Simple penetrating ulcers of the colon. in this group, and are much more common than any of the

other types of lesions noted. They are so well known, how-
6. Lesions secondary to inflammation of the appendages @ver, that they have not been especially studied or included in
the bowel, such as appendicitis, diverticulitis, typhlitis.  the enumeration of this group.)
Clinically these cases are characterized by the develop-
| ment of a palpable mass without the appearance of symptoms
Lesions in Which the Inflammation Reaction Is Mainly Extra- due to obstruction or ulceration. Because of the lack of intra-
or Peri-intestinal and Which Are Secondary to Sealed-off mural involvement of the bowel the barium meal or enema
Perforations of the Bowel usually shows no abnormalities. Occasionally, a persistent
As a response to a slowly perforating lesion of the intesspasm of the bowel adjacent to the lesion may be encountered
tine that has become sealed off by omental, parietal, or viscerahich gives the impression of a filling defect. At operation,
adhesions, large inflammatory masses, with very little or nahese tumors are found not to encroach upon the intestinal
pus formation may develop, which are intimately adherent ttumen and intra-intestinal irregularities or ulcerations are
the serosa and sub-serosal tissues but do not actually involaesent. This point serves to differentiate even the very adher-
the sub-mucosal and muscular layers of the gut. A classicaint and intimately connected peri-intestinal masses from neo-
example is the type of lesion resulting from perforation of theplasm or inflammatory diseases which actually involve the
colon by such foreign bodies as fish bones. Usually this accbowel walls.
dent results in the formation of ordinary intra-abdominal
abscesses. In some instances, however, probably due to the Case of large peri-intestinal inflammatory tumor originat-
slow rate of perforation, the inflammatory reaction is mainlying in the small bowel
productive. As a result of the continued presence of the for- E. H., age forty-five, admitted to Mount Sinai Hospital in
eign body and the low-grade infection resulting from the pene1925. Two years ago a laparotomy had been performed in the
tration of the intestinal wall, a markedly hypertrophic inflam- lower abdomen. Did not know what operation had been per-
matory reaction takes place in the peri-colonic and sub-serodisrmed. She was well until few months before admission
layers of tissue which both clinically and at the operating tablevhen she began to experience localized abdominal tenderness,



248 THE MOUNT SINAI JOURNAL OF MEDICINE May 2000

some constipation and loss of weight. Physical examinatioB. Case of fish-bone perforation with peri-colonic mass
revealed a large mass, the size of a grapefruit, to the left of the A. K. was admitted to the Mount Sinai Hospital in July,
midline adherent to the scar of the old operation. No evidenc#26, with a complaint of pain in the left upper quadrant of the
of any hernia at this point. G. I. x-ray was negative. Colorabdomen of eight weeks’ duration. The pain was localized,
enema negative. and did not radiate. It was more or less constant and had no
At operation, tumor was resected with the adherent skimlefinite relation to the intake of food. For the last three weeks,
and fascia and muscle. On its deep surface it was intimatetile bowels had moved only with the aid of cathartics. The
adherent to and apparently an integral portion of the wall of thpatient also stated that the stools had become smaller in diame-
small intestine. This portion of the bowel together with theter. There was no melena, vomiting or diarrhea, nor were there
tumor was resected. any urinary symptoms. He had lost twenty pounds in weight
Pathological report— “Macroscopic specimen consists since the onset of his illness. However, he appeared to be
of a tumor mass, the size of a large grapefruit, adherent to tffigirly well nourished and his hemoglobin was 95 per cent. In
skin and by its deep surface to a small segment of small intethe left upper quadrant of the abdomen, and in the left flank, a
tine. The skin and intestine appeared to be normal. The tumslightly tender, large mass was palpable. X-ray and pyelogram
itself, is of a mottled character, darker portions appearing likef the urinary tract showed the kidney to be normal in size and
hemorrhagic inflammatory tissue. The lighter yellowish por-in position. X-ray of the colon showed no filling defect. A
tions are evidently the seat of necrosis. Below the attachmepte-operative diagnosis of inflammatory tumor or carcinoma
to the skin is a small, hard piece of tissue which cannot be cudf the splenic flexure was made.
and which may be either foreign body or possibly new bone At operation, a large mass was found occupying the
formation. The portion of tumor not adherent to the gut is covsplenic flexure and upper portion of the descending colon.
ered by a thin sheet of tissue probably compressed omentuifhis was carefully separated into two component parts, one of
Grossly, it cannot definitely be determined whether tissue isvhich consisted of thickened, inflamed omentum; the other
inflammatory or neoplastic in nature. Microscopic examinaiwas a large smooth, firm peri-colonic mass. There was no evi-
tion: shows no evidence of neoplasm. There is considerabbience of any invasion of the colonic lumen. In the midst of
acute and chronic inflammation with areas of fibrous tissuethis mass there was seen to be a depressed area, of what was
areas of necrosis, hyalinization, calcification and ossification.” apparently a healed fistulous communication with the gut. The
The patient made an uneventful recovery. Six month®mentum mass was then further explored and two fish bones
postoperatively she was well. Has not been seen since. were found lying in separate small abscess cavities. The
abdomen was closed with rubber tube drainage and the patient
2. Case of peri-colonic inflammatory tumor, mainly omental,made an uneventful recovery.
simulating sarcoma of the bowel. Healed colonic perforation
D. S., age fifty-three, admitted to the Mount Sinai4. Case of fish-bone perforation with formation of inflamma-
Hospital in 1922. Nine months before admission he hadbory tumor of the abdominal wall
developed pain in the right lumbar region. After three months, J. C., age sixty-five, was admitted to the Mount Sinai
the pain became most marked in the right lower quadrartiospital, April 30, 1925. For the past few months the patient
where it had persisted to the time of admission. The pain wdsad noted the development of a mass above and to the right of
dull and boring, and radiated posteriorly. It was more or lesthe umbilicus. There had been no pain associated with its
continuous and bore no relation to either meals or bowellevelopment. It had never been reducible. Physical examina-
movements. There had been no change in the character of tien showed a hard, smooth, spherical mass about three inches
alimentary habits. Physical examination revealed a palpabl@ diameter, to the right and above the umbilicus. It was not
mass in the right lower quadrant opposite the umbilicus, theender and there were no signs of inflammation. There was no
dorsal portion of which appears to be fixed. Wassermann waough impulse. The preoperative diagnosis was that of a
negative. X-ray showed spasticity of the transverse colon artdmor of the abdominal wall.
an apparently persistent defect in the caput coli. Whether this  An elliptical incision was made around the mass and the
defect was due to new growth or to spasm could not definitelfissues found to be normal down to the rectus muscle. The
be determined from the roentgenogram. posterior aspect of the rectus muscle, the posterior rectus
At operation a mass was found adherent to the parietaheath and peritoneum were involved in a mass of dense, gray-
peritoneum. The peritoneum was opened below this point arigh tissue. To effect its removal, the abdominal cavity had to
separated. There did not appear to be any involvement of the entered. The omentum was then found to be adherent to the
inside of the bowel wall. The mass was thought to be sarcanass, but was not apparently involved in the inflammatory
matous and accordingly, resection of the transverse colon witrocess. There were no evidences of any adhesions of any of
the adherent tumor and omentum was performed. the abdominal viscera to the deep surface of the tumor. The
Pathological examination— Macroscopic specimen tumor, when excised, was still considered to be a neoplasm,
consists of resected transverse colon with a portion of meseand the specimen was cut across for further inspection. In the
tery and adherent omentum. At about the central portion of théepths of the mass a small collection of pus was found, and in
specimen is a small mucosal scar extending through the watk center was a fish bone, 2 to 3 cm. long. Culture showed
and at this site thickened omentum is densely adherent. Ngiaphylococcus albus and an anhemolytic streptococcus.
definite perforation can be established. The omentum proper The pathological description follows: “The macroscopic
is markedly infiltrated and is the seat of numerous abscessespecimen consists of tumor mass to which is attached a
varying from 1 to 3 cm. in diameter. Diagnosis: Inflammatoryresected portion of omentum and some adherent muscle. The
tumor of the omentum with multiple encapsulated abscesses.tumor mass measures about 7 to 8 cm. in diameter, is oval in
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shape, firm in consistency and on section presents a smétund. Two loops of intestine were found to be incarcerated,
sinus tract, containing a foreign body about 3 cm. long (fistone of which showed considerable cyanosis with subserous
bone). Microscopic examination discloses a fibroma showindpemorrhage. After a prolonged period of observation and irri-
numerous inflammatory areas. A few multinuclear giant cellgation with warm saline, the loop was considered viable and
are present, in the tissue adjacent to the foreign body.” was replaced. The subsequent course was uneventful, and the
patient was discharged well at the end of two weeks.
Il For four months following the operation the patient was
Lesions Secondary to Known Vascular Disturbances of the apparently entirely free from symptoms. At that time she
Bowel began to experience occasional attacks of colicky abdominal
The most striking example of this type of lesion that wepain. There was no vomiting or constipation. Shortly after-
have encountered is the stenotic involvement of the bowelyards, the patient was seen in the return clinic and visible peri-
resulting when badly compromised but viable gut has beestalsis noted. A gastrointestinal x-ray was taken which showed
replaced following operation for strangulated hernia. In thesenmistakable evidence of an incomplete small intestinal
cases there is permanent vascular injury affecting the intrasbstruction. Laparotomy was advised but refused. One month
mural vessels of the bowel. Vascularization through anastdater, the patient was readmitted to the hospital in a moribund
mosis is sufficient to prevent a necrosis of the muscular andondition with signs of intestinal obstruction. Her condition
fibrous layers of the bowel. It is, however, insufficient to per-was too poor to warrant operation. Respirations ceased soon
mit of the usual marked regenerative functioning of the intestiafter admission.
nal mucosa. Ulcerative lesions involving the mucous mem-  Autopsy showed the following: “Eighty cm. above the
brane first result, followed by secondary infection and thedleo-cecal junction, the intestine shows a narrowing 8 cm. long.
production of gradual fibro-stenotic reactions which may resulThe area is about one-third the diameter of the normal intes-
in extreme reduction of the caliber of the intestinal lumentine. The ileum proximal is markedly dilated. In the region of
Five such cases have been encountered in this series, all in the stricture the wall of the intestine is markedly thickened and
form of a tubular stenosis, i.e., cases in which the entire se¢he lumen markedly stenotic. The mucosa is cicatricial and
ment of strangulated gut underwent fibrotic involution. In thethere are polypoid excrescences of the preserved mucosa.
literature, cases of narrow annular stricture corresponding tdlicroscopically the wall of the ileum is seen to be several
the site of constriction at the neck of the sac have beetimes normal in thickness. The mucosa is denuded of epithe-
reported. In this series we observed one annular stricture lium; the muscularis mucosa is fragmented. There is a marked
which a loop of gut had been caught under an encircling baridflammatory infiltration of submucosa and subserosa.”
of omentum. Small mesenteric tears have been reported as
causing stenosis, both clinically and experimentally, in the 11
same manner. Hypertrophic Ulcerative Stenosis of the Terminal lleum
The symptoms are those of gradually increasing subacute In this group of cases the terminal ileum is the seat of the
intestinal obstruction, the ulcerative phase apparently passing kgsion, the changes being most marked at the ileo-cecal valve
unnoted. The symptoms have appeared anywhere from twehere it usually terminates abruptly on the ileal side of
weeks to six months following strangulation. Short circuitingBauhin’s valve. Proximately, it diminishes in severity, signs of
entero-anastomosis effected relief of symptoms in four casethe disease being rarely found further than 10 to 15 inches
resection in one. One patient came to autopsy without operatioftom the cecum. We have no clue to its etiology but observa-
In these cases we have definite evidence from the histomjon of various stages of the disease in different patients lead us
and findings at the primary operation that there had beeto believe that the following are the steps in the development
extensive vascular insult. How large a role this vascular meclef the final process. The primary lesion, we believe, are a
anism plays in cases where the causal connection is not samber of oval or lenticular shaped ulcerations located on the
clear-cut, it is difficult to say. The fact that such lesions asnesenteric side of the bowel. We have found this lesion on a
repeated and self-reducing intussusceptions or recurrent parti@imber of occasions proximal to the main, hypertrophic mass
volvulus, especially at the ileo-cecal angle, may be responsibknd separated from it by normal looking mucosa. As the dis-
for certain chronic inflammatory lesions, must be borne inease progresses, it is characterized. by two main features;
mind, although insusceptible of proof. It must be emphasizefirstly, a marked tendency to perforation and secondly, by an
that the end stages of a lesion in which primary vascular insuéxcessive proliferative reaction in the submucosa. The end
ficiency permitted necrosis and secondary infection of thestage of the process, the one most frequently encountered, is
bowel resemble almost identically those in which a primarymanifested by the conversion of the terminal ileum into a
infectious agent has produced secondary thrombotic antthickened hose-like tube. When opened, the normal transverse
degenerative changes. intestinal folds in the terminal portion of the bowel are seen to
I. M. L., age forty-five, was admitted to the Mount Sinai be partially destroyed and partially flattened and broken up
Hospital in September, 1926. She had been operated on fanto polypoid masses. A series of linear ulcerations along the
years ago at another hospital for a left inguinal hernia, whicimesenteric border is practically a constant finding. At times,
had apparently recurred shortly afterwards. Eight hours beforespecially near the cecum, the mucosa is almost completely
admission it had suddenly become large, painful and irreduciblatrophic and there may be papillary excrescences, especially
She had vomited three times. Examination revealed an irr@long the margins of the ileo-cecal valve. The submucosa is
ducible inguinal hernia about the size of a small grapefruit. enormously thickened and causes a marked diminution in the
An immediate operation was performed, and a biloculacaliber of the lumen. Perforation frequently occurs in between
sac containing brownish, slightly foul-smelling fluid, was the leaves of the mesentery and the enlarged glands and exu-
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date gives rise to good-sized masses. The pus may track alorigsure by exposure and simple suture of the internal opening
the cellular tissue and form secondary communications witplus enterostomy. They have been cured either by short-cir-
the cecum or colon. At times the perforation occurs into theuiting operations with exclusion of the involved loop, or
peritoneal cavity with the formation of an intra-peritoneal resection of the diseased segment plus entero-colostomy. The
abscess. Drainage of these abscesses results in the formafioilings at operation are those described tinder the chronic
of intractable fistulae. Clinically, these patients have presentefdrm of the disease plus the presence of extensive adhesions.
themselves with four different pictures. There have been fourteen ileo-cecal resections in this
group with one death. Of the remaining thirteen cases, one
1. Simulating acute appendicitis- The first sign of the dis- patient returned with an annular stricture a few inches proxi-
ease may be an attack impossible to differentiate clinicallynal to the site of the original resection. The other cases have
from appendicitis. At operation however it is at once notecdone well. We have only two proven cases where a previous
that the terminal ileum is soggy, edematous and blotchy, anshort-circuiting operation with exclusion had been performed,
that there are numerous large succulent glands in the terminabth these cases later coming to resection. In one of these, an
mesentery. Resection has never been performed in this stageastomosis had been performed elsewhere apparently through
of the disease in this series, so that we have no idea of tliisease tissue with a resultant implantation of the disease on
underlying pathological changes present during this phase. #he colonic side of the anastomosis. Another patient, on whom
number of these patients gradually passed into the moran entero-colostomy with exclusion had been done, developed
chronic phases of the disease. One case is symptom-free tagew focus of the disease involving a segment of gut five or
years after exploration, although x-ray shows definite narrowsix feet proximal to the original area. There were four other
ing in the terminal ileum. patients who, we believe. fall into this group, in whom entero-
Occasionally these patients are admitted with an abscesslostomy exclusion proved curative. No specimens were,
already present. Drainage may result in the formation of &owever, removed from these patients and they are not defi-
chronic fistula starting immediately post-operatively, or therenitely included in this group.
may be primary healing with secondary breaking down, occur-
ring weeks or months later. Relation to Appendicitis
We do not believe that this group of cases has any relation
2. Symptoms of ulcerative enteritis. There may be a low- to appendicitis. Approximately half of these patients had been
grade diarrhea, loss of flesh and strength, mild colicky painsubjected to previous appendectomies. In some of them, it had
and a development of a secondary anemia. This type is rathe@ready been noted at the time of the primary operation, that
uncommon. distinct abnormalities were present in the terminal ileum. In
those patients in whom the appendix was still present at the
3. Symptoms of chronic incomplete small intestinal obstructime of resection, no particular abnormalities were found in it
tion.— This is the most common manifestation of the diseaseaside from a severe peri-appendicitis.
The patient may previously have passed through one of the
phases described above, but frequently the obstructive sympelation to Tuberculosis
toms appear without any previous history. Severe abdominal Careful study of these sections revealed no definite tuber-
cramps, visible peristalsis, and borborygmus are the most corales, no caseation, necrosis, nor could tubercle bacilli be
mon symptoms complained of. The duration of symptoms irdemonstrated. In six instances, guinea pig inoculation, inocu-
this group varies from one to three years. At operation the tygation into rabbits and into chickens failed to show evidence of
ical hose-like ileum referred to above, frequently very denselyany variety of tuberculosis. Lowenstein cultures for tuberculo-
adherent or communicating with the cecum, ascending colosis were negative in three instances.
or sigmoid is found. The occasional presence of small tuber- It might be argued that evidences of tuberculosis would be
cle-like nodules may serve to render differentiation from tuberdifficult to find in tissue which has undergone fibrosis.
culosis more difficult. The nature of these foreign body tuberHowever, anatomical tubercles and the Koch bacillus could not
cles has been discussed above. be demonstrated even in the active ulcerative lesions found
A mass was palpable in every subacute and chronic cageroximal to the main hypertrophic mass. Even in the tubercle-
Visible peristalsis was frequently noted. The barium enema dike structures occasionally seen on the serosa, definite evidence
a rule shows no abnormality, as the disease ends at the ileaf-Koch infection could not be found. During the past ten years
cecal valve. As a result of pathological ileo-colic or ileo-sig-there have been only five cases of localized hypertrophic tuber-
moidal communications, secondary changes may occur in treulosis resected at operation at the Mount Sinai Hospital. There
colon which are reflected in the barium enema and which malgave been a number of instances of multiple tuberculous foci in
lead to a false conception as to the true nature of the pathologite intestines found at laparotomy. There have also been a
cal process. In two instances, definite narrowing has beemmber of cases with active or advanced pulmonary tuberculo-
demonstrated in the terminal ileum following the barium mealsis with x-ray evidence of involvement of the ileo-cecal region.
In others, dilated loops of ileum and ileal stasis have beem the latter instance, operation was never resorted to.
demonstrated. In most of these cases no attempt was made to To sum up our impressions of localized hypertrophic
administer a barium meal because of a fear of causing a cortuberculosis, it has been our experience that most of the sup-
plete obstruction. posedly localized ileo-cecal tuberculosis proved on micro-
scopic examination to be non-tuberculous, while on the other
4. Chronic intractable fistulae— These have resulted follow- hand, most of the indubitably tuberculous lesions proved to be
ing drainage of intra-abdominal abscesses, and have resistedsuitable for resection because of their multiplicity.
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Case of hypertrophic stenosis of the terminal ileum, foreigrdiarrhea had been present. There was no bloody stool. He had
body tubercles present lost considerable weight, the exact amount was unknown. No

A. P., age thirty-six, was admitted to the Mount Sinaianemia. Physical examination revealed moderate abdominal
Hospital, July, 1930. Eight years ago an appendectomy hatistention. Rectal examination showed a mass rather toward
been performed, apparently for chronic appendicitis. The prehe left side of the pelvis which could be palpated bimanually
sent illness was of two years’ duration, first manifesting itselfand was interpreted as being a sigmoid mass, prolapsed into
by weakness and loss of weight. Eighteen months beforthe cul-de-sac. Barium enema showed a stricture of a mid-sig-
admission severe peri-umbilical pain had developed and hadoid which, at that point was narrowed to the size of a quill.
gradually increased in severity until it was almost continuousPreoperative diagnosis was carcinoma of the sigmoid.

She had suffered from moderate constipation until the last few Operation — Terminal portion of ileum was found
weeks, when mild diarrhea movements, three to five per dagensely adherent to cecum and both were bound down to mid-
occurred. She was asthenic and had lost thirty pounds in twgigmoid. Upon freeing the adhesions it was seen that there
years. Physical examination revealed a mass, the size of ams an ileo-sigmoidal fistula. Aside from this site of perfora-
orange in the right lower quadrant, behind the old appendetion, the sigmoid appeared normal. It was realized that the
tomy scar. Hemoglobin was 50 per cent, Wassermann wamsain lesion was in the terminal ileum. The opening in the sig-
negative. Stool showed no blood, ova or parasites. Bariummoid was therefore closed in layers and a typical ileo-colec-
enema showed dilatation of the entire colon with markedomy performed for the removal of the mass involving the
redundancy of the transverse colon. X-ray following bariumileum and cecum.

meal showed some degree of ileal stasis. A preoperative diag- Pathological examination— Resected specimen consists
nosis of either carcinoma or tuberculosis of the ileo-cecabf 33 cm. of ileum and the cecum. The proximal 17 cm. of the
region was made. specimen consist of normal but markedly dilated small gut.

Operation revealed a large inflammatory mass involvingThe distal half of the resected gut is considerably narrowed
the terminal ileum, cecum and ileo-cecal mesentery. Therand its walls thickened. The narrowing of the lumen and the
was a large mass of nodes along the right colic arterythickening of the wall increase toward the cecum. The thick-
Tubercle-like structures were found on the serosa of the terméning is due mainly to hyperplastic changes involving the sub-
nal ileum. The post-operative diagnosis, following a resectiomucosa and the mucosa. A series of superficial irregular ulcer-
of the terminal ileum, cecum and ascending colon was ilecations with reddish green base are seen throughout the
cecal tuberculosis. stenosed portion of the ileum always at the mesenteric inser-

Pathological description— “Resected specimen consists tion. About /2 cm. from the cecum there is an irregular hem-
of 12 cm. of ileum, cecum and ascending colon. lleo-cecabrrhagic area about/z cm. in diameter with a centrally placed
junction is markedly thickened, forming a tumor the size of arregular perforation. About 1 cm. from the ileo-cecal junction
tangerine. The mucosa of the ileum shows areas of ulceratiam a large superficially ulcerated area from which pus escaped
as well as some areas of mucosal hyperplasia. Some of tba pressure. Aside from these ulcerated areas the mucosa is
ulcers appeared to be surrounded by tubercle-like structuresdematous and has a cobble-stone appearance. The lymph
The ileo-cecal orifice was markedly narrowed and the wall ohodes are hyperplastic.
the valve infiltrated by dense connective tissue. The cecal wall  Histological examinatior—Marked mucosal ulceration
also appeared hyperplastic but the main lesion seemed to stafith acute and chronic purulent inflammation. Diffuse thick-
at the valve. The serosa of the ileum and cecum presenteckaing of all layers of the gut especially the submucosa due to
few discrete millet-sized tubercles.” edema granulation tissue and diffuse infiltration with large and

Histological examinatior—Marked thickening of all the small lymphocytes, plasma cells and occasional polynuclear
layers of the gut due to fibrous proliferation with diffuse infil- leucocytes and occasional giant cells. No tubercles or tubercle
tration of large and small lymphocytes, monocytes, plasméacilli seen. Final pathological diagnosis: Hyperplastic
cells and occasional polynuclear leucocytes. There are alstronic ulcerative inflammation of ileum. Picture resembles
areas of lymphoid hyperplasia. The mucosa shows ulceratiohyperplastic tuberculosis of the ileo-cecal region but there is no
No tubercle bacilli seen. No anatomical tubercles seen. Nevidence of tuberculosis in this instance.
evidence of caseation necrosis.

Numerous giant cells were seen and large cells anfl. Operation for acute appendicitis. Diseased terminal ileum
groups of cells with pale cytoplasm and small nuclei. Theseoted at the time. Gradual development of obstructive symp-
were considered vegetable cells with foreign body reaction. toms. No relief from ileo-colostomy. Resection performed.

Portions of the lesion were ground up and injected into  S. W., age thirty, operated at another institution on March
rabbits, guinea pigs and chickens for tubercle bacilli identificad, 1929, with a preoperative diagnosis of acute appendicitis.
tion. All were negative. Final pathological diagnosis: non-At operation, it was noted that the ileo-cecal junction and the
specific chronic and acute productive and ulcerative inflammaterminal ileum were red and thickened and the serosa dull and
tion of the lower ileum. opague, and covered with plastic exudate. Many large mesen-

teric glands were seen. Gland was excised and reported as
8. Hypertrophic stenotic inflammation of terminal ileum with hyperplastic lymphadenitis. The appendix was reported as
obstructive symptoms, spontaneous perforation into sigmoiathronic atrophic appendicitis. He was readmitted to that insti-
Preoperative diagnosis: Carcinoma of sigmoid tution in January, 1930, with a history of pain in the lower

Male, D. H., age twenty-six, admitted to the Mount Sinaiabdomen, repeated vomiting and obstipation for two days. A
Hospital in October, 1928. For three years he had been suffatiagnosis of fibrosis of the terminal ileum causing intestinal
ing from severe abdominal colic and constipation. At timesbstruction was made and the patient was subjected to a
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laparotomy. The terminal ileum was found narrowed andl0. Operation for supposed appendix abscess. Appendix not
fixed by numerous adhesions. An ileo-transversebadly diseased. Development of fistula in right lower quad-
colostomy was performed without division and exclusion ofrant eight months later. Diseased terminal ileum at operation
the loop. The patient did not do well after operation andhree years later, for intractable fistulae.
continued to have increasing abdominal colic and marked H. C., age twenty-eight, first admitted to the Mount Sinai
loss of weight. Hospital in January, 1928. At that time he complained of col-
When he was admitted to Mount Sinai Hospital in Junejcky pains in the abdomen, unrelated to meals of three weeks’
1930, patient was emaciated and visible peristalsis was notetliration. The morning before admission, the pain became
in the lower abdomen. Repeated studies with barium meal amdore severe and was referred to the lower abdomen, especially
enema failed to cast much light upon the condition in theon the right side. There had been no vomiting, or chills.
abdomen. It was thought that the symptoms were due téemperature had not been taken.
entrapment of intestinal contents between the site of the ileo- On admission, temperature was 104. Blood count was
colostomy and the stricture in the terminal ileum. With this20,000 with 92 per cent polys. There was tenderness, rigidity
diagnosis patient was subjected to a laparotomy whicland a mass in the right lower quadrant. Clinically the case was
revealed an exceedingly complicated series of conditionsonsidered a case of appendix abscess. Laparotomy was per-
Near the site of the old ileo-colic anastomosis a small abscefsrmed and a large mass, the size of a large grapefruit was
was encountered, penetrating into the transverse mesocoldound in the iliac fossa. After packing off the intestinal con-
Exploration revealed this to be due to a perforation of a piecegents, the mass was unraveled and found to consist of the
of toothpick through the small intestine with considerablececum, appendix, terminal ileum and its mesentery and a loop
degree of stenosis and kinking at this point. As it was impossif sigmoid. The appendix was lying in a bed in the mesentery
ble to close the perforation about six inches of the small inte®sf the terminal ileum, which was about two inches thick and
tine were resected and an end-to-end anastomosis performedzing pus. The appendix was removed and rubber-dam drain
Following this, further exploration revealed that the terminalled down to the necrotic tissue. Aside from a wound infection,
ileum distal to the anastomosis and the transverse colon wepatient did well and was discharged one month later.
the seat of chronic inflammatory disease. A rapid resection d?athological report of the appendix was acute and chronic
the terminal ileum, cecum colon, ascending colon and transaflammation.
verse colon to a point distal to the old ileo-colic anastomosis  Patient was readmitted to the hospital in May, 1931. He
was undertaken and a new ileo-colostomy performed. Patiehtad been well for eight months after the operation at which
did remarkably well after this procedure and was dischargetime the scar broke down in one place and for two months
greatly improved seven weeks later. Patient has been followettained greyish, odorless fluid and then closed spontaneously.
for the past year, has gained forty pounds in weight, and asideor the next one and one-half years, patient had no symptoms.
from a small sinus communicating with the closed end of th@wo weeks before the second admission he began to experi-
transverse colon, showed no symptoms. ence pain at the site of his scar, which gradually became more
Pathological findings— The macroscopic specimen severe. On admission, patient’s temperature was 103, and
consists of a resected portion of the terminal ileum, ileo-cecdleneath the scar a fluctuant mass was present. Upon incision,
junction, cecum, and ascending colon, and a portion of thabout 1 ounce of thick, yellowish pus was evacuated. From
ileum which has been anastomosed with the transverse coldinis abscess cavity a tract led down toward the abdomen. Tube
at previous ileo-colostomy. The terminal ileum is markedlydrainage was instituted. Patient drained feces for several days,
dilated to a circumference of 10 cm. and contains several smalhd lipiodol injected into the wound seemed to run into the
serpiginous ulcerations. The ileo-cecal junction is markedlycecum. After about ten days the fecal discharge ceased and the
stenosed and barely admits a medium sized probe. The stemeound began to granulate. Barium enema at this time
sis is due to a large proliferating polypoid mucosal mass overevealed no abnormality in the cecum.
lying the junction and surrounded by numerous ulcerations.  The patient was seen again in July, 1931, at which time,
The ascending colon, from the ileo-cecal junction to the old&an exudate was still present in, the right lower quadrant.
ileocolostomy is normal. At this point the mucosa on bothConservative therapy was continued until November, when an
sides of the anastomosis is found hypertrophic with numerousxploratory laparotomy was undertaken. At operation, the ter-
ulcerations and small polyps. The lymph nodes in the meseminal 2 feet of ileum were found to be greatly thickened, ede-
tery are enlarged and hypertrophic. In addition, there is a separatous, hyperplastic and in one of the loops was found, the
rate portion of resected small intestine at the center of whicimner opening of the fistulous tract. It was recognized that the
there is a perforation in the vicinity of which the wall of the fistula was not of appendicular or cecal origin but probably
bowel shows marked thickening, fibrosis and annular narrowhad at its base, a non-specific ileitis. Accordingly, resection of
ing. Microscopic examination shows ulceration of the mucosghe 2/2 feet of terminal ileum, cecum and part of the ascend-
of acute and chronic suppuration. The walls of the gut argng colon was undertaken and an ileo-transverse colostomy
infiltrated with numerous large and small lymphocytes andoerformed.
plasma cells. There are a few eosinophiles and polymor-  Pathological findings— The specimen consists of 40
phonuclear leucocytes. There is extensive fibrosis involvingm. of terminal ileum, 12 cm. of large bowel and attached
all the coats, most marked in the submucosa and the muscskin. From the skin a fistulous tract leading to a point in the
laris. No evidence of tuberculosis or amebae disease. ileum, 4 cm. from the ileo-cecal junction. There are some
Diagnosis— lleo-cecal stenosis due to polypoid ulcera- enlarged, moderately firm glands in the ileo-cecal angle.
tive non-specific ileitis involving the terminal ileum and trans- Examination of the interior of the specimen shows cecum and
verse colon. colon to be normal. Beginning at the ileo-cecal valve and
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extending proximately for 30 cm. there are marked mucosatase. In addition to tuberculosis, careful search was made in
alterations. The mucosa is markedly thickened, congested atttese cases for amoebae. Evidences of neither were found.
thrown up with irregular folds. Rugae have lost their identity. Most of these patients had been sick for about six months
The surface presents numerous hemorrhages, erosions antlen they appeared for operation. Abdominal pain, diarrhoea
ulcerations interspersed with areas of mucosal hyperplasiand bloody stools were the most common complaints in the
Lymph follicles are enlarged. The submucous layer is moderight-sided lesions. When the sigmoid was involved, constipa-
ately thickened and fibrotic. tion and painful defecation were present. At times, the symptoms
Microscopic examination— Marked mucosal ulceration were mainly obstructive. A palpable mass was found either by
with acute-chronic purulent inflammation. Diffuse thickening abdominal examination or in the cul-de-sac by pelvic examina-
of all layers of the gut, especially the submucosa, due tton in every case. X-ray showed either an irregular filling defect
edema, granulation tissue and diffuse infiltration with large anar an area of narrowing in the involved segment. When the fill-
small lymphocyte, plasma cells and occasional polynucleang defect was unusually extensive, the presence of inflammatory

leucocytes. No tubercles or tubercle bacilli seen. rather than neoplastic disease was suggested. In two cases, radio-
Pathological diagnosis— Hyperplastic chronic ulcera- logical evidence of coexisting colitis, in addition to the presence
tive inflammation of the ileum. of a local lesion, could be shown. By and large, however, radio-
logical differentiation from neoplasm or tuberculosis was not
\ possible with certainty. The sigmoidoscope is of value in diagno-
Localized Hypertrophic Colitis sis not only for removing specimens for microscopic examination

In addition to a purely localized definitely palpable but also for demonstrating multiple foci of disease.
inflammatory colonic mass, some of these cases at one time or At operation, the determination of the exact nature of the
another presented evidence of a low-grade general colitipathological changes is again very difficult. Most of these
much milder in type than the ordinary severe, diffuse ulceracases were resected under the operative diagnosis of carcinoma
tive form. In others, the disease remained localized. Thair tuberculosis. Ulceration on the inside of the bowel, projec-
ulcerative colitis may affect predominantly or almost exclu-tion of papillary growths into the lumen and the presence of
sively certain segments of gut has been emphasized by Cannular infiltration mimic neoplasm very closely.
Berg for years, and recently, Bargen has reported a series of On the right side, ileo-colic resection was performed five
cases illustrating the same point. In most of the present cas@mes with no mortality; no other procedure being adopted for
there were no roentgenological or sigmoidoscopic evidence dhis form of the disease. One of these patients had a mild recur-
generalized colitis at the time of operation, and the symptom®nce of symptoms which cleared up under dietetic treatment.
were attributed entirely to the localized colonic disease. Ina In the lesions involving the upper and mid-sigmoid, a
few of these cases, persistence of symptoms after resection Rlikulicz operation was performed three times, and an exclu-
to renewed investigation, which in some instances showed ewion anastomosis to the lower-most point of the pelvic colon
dences of mild colitis, which responded to medical therapy. lonce. In another case, where definite evidence of generalized
those cases where definite evidence of colitis involving othecolitis could be demonstrated, in addition to a recto-sigmoid
portions of the colon could be shown, coincident with the presmass, a cecostomy was performed. Marked subsidence in the
ence of a mass, it was sometimes possible to obtain a gosite of the mass, and diminution in the severity of the symp-
result by a short-circuiting entero-colostomy. In only one caséoms followed. In two localized lesions at the recto-sigmoid
did definite symptoms appear first in a segment of gut othejunction, abdomino-perineal resection with restitution of conti-
than in which the hypertrophic mass ultimately developeduity by an extra-peritoneal presacral anastomosis was per-
(case 11). formed according to the technique of Dr. A. A. Berg. The only

The cecum and ascending colon were the seat of the dialternative in these cases would have been a left inguinal
ease five times; the recto-sigmoid, three times; the mid-sigeolostomy which would probably have resulted in a stricture of
moid, once; and the junction of the sigmoid and the descendhe bowel below that site and prevented any attempt at closure
ing colon, three times. In the right colon, the disease usuallgf the inguinal anus without a secondary and more difficult
extended upward until a few inches from the hepatic flexureresection of the involved area. There were no mortalities in
The mucosa showed, at times, large irregular ulcerative aredss left-sided group.
up to¥2inch in diameter with areas of hypertrophic mucosa in
between them. In other cases the ulcers were smaller and wérke A patient in whom the development of an inflammatory
overshadowed by the bullous polypoid mucosa.mass in the cecal region was preceded by a three-year history
Papillomatous and polypoid changes were common in thef intractable perianal inflammations. A period of recovery
mucosa. The submucosa was moderately thickened and edeffowing resection of the inflammatory mass was followed in
matous. The serosa was opaque, and there was marked thiekfew years by extension of the inflammatory condition to the
ening and hypertrophy of the subserosal fat both in the gut aratljacent distal segment of the colon.
meso-colon. Glands in the ileo-cecal angle were enlarged. |. F,, age forty-four, admitted to the Mount Sinai Hospital
Numerous adhesions to the omentum and surrounding loops fafr the first time in 1927 with a history of vague abdominal
gut were found at operation. symptoms, and a history of recurrent peri-anal abscesses and

In the sigmoid, the pathological changes were more of &istulae. Examination at this time revealed a number of peri-
fibrostenotic nature with narrower limits of involvement andanal ulcers and superficial fistulae. Sigmoidoscopy showed a
relatively little ulceration and with more tendency to stricturingcongested mucous membrane covered with shreds of mucus.
and papillary proliferation in the mucosa. Microscopically theStool was negative for blood. Ewald test meal showed an
picture was simply that of various stages of inflammatory disanacidity but neutral red appeared in the gastric contents fol-
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lowing injection. Wassermann was negative. Physical examrant and diarrhea of four months’ duration. Pain in the right
nation revealed no other abnormalities. lower quadrant was dull and gnawing, frequently started after

Following this, there were a series of readmissions fomeals and continued for one-half to one hour. Bowels moved
intractable peri-anal ulcers and fistulae and fissures whicBix to seven times a day. Occasionally they were tarry. Five
proved recalcitrant to the ordinary operative measuresweeks before admission, a mass became palpable in the right
Tuberculosis was suspected but the excised specimen proviedver quadrant.
negative. Three years following his first admission, he was  The appendix had been removed seventeen years previously.
readmitted to the hospital with a history of peri-umbilical and Physical examination showed a man, chronically ill,
right lower-quadrant pain of four months’ duration. He hadapparently having lost considerable weight. The abdomen was
occasional periods of diarrhea, but in between his bowels westightly distended and in the right lower quadrant, a mass, the
normal. On one occasion, he passed a moderate amountsife of an orange, slightly tender, and slightly movable, could
bright red blood in his stool. be palpated. Hemoglobin was 88 per cent. Wassermann was

Physical examination showed a man, chronically ill, andnegative, stool contained small quantities of blood. X-ray
moderately anemic (hemoglobin 68 per cent). In the righshowed a filling defect in the cecum and ascending colon. The
lower quadrant, a firm mass, about the size of a small grapeest of the colon appeared normal. Preoperative diagnosis of
fruit, was palpable. It was fairly fixed. Sigmoidoscopy carcinoma of the cecum was made, and an ileo-colic resection
revealed no abnormalities. Barium enema revealed a markeerformed.
and constant irregularity and filling defect involving the cecum Pathological examinatior— Specimen consisted of about
and ascending colon. The findings were considered suggestit® cm. of cecum and 18 cm. of ascending colon. Colon and
of an intrinsic lesion, probably neoplasm. ileo-cecal angle were covered with a large amount of hyperplas-

Patient was operated upon under the preoperative diagntie fat, almost obscuring the peritoneal covering. Where the
sis of either neoplasm or hypertrophic tuberculosis of theeritoneum was visible, particularly over the ileum, there were
colon. At operation, a large mass, involving the cecum and themall peritoneal nodules, suggestive of miliary tubercles or lym-
ascending colon was discovered to which there were numeropsioid infiltration in fatty deposits. On section, the ascending
adhesions of omentum and transverse colon. An ileo-colicolon down to the cecum was the seat of an ulcerative colitis
resection was performed. with polypoid infiltration. The very terminal portion of the

Pathological report— Macroscopic specimen consists ileum also showed evidence of superficial erosion.
of the resected portion of the cecum and ascending colon Histological sections showed simply various grades of
together with the appendix and small portion of the ileumacute and chronic non-specific inflammation. No evidence of
Cecum is very definitely thickened and narrowed by artuberculosis or amebiasis could be found.
inflammatory process beginning at the ileo-cecal junction and  Following operation, patient developed a small fistula and
extending upward for 12 cm. This portion of the cecum showsontinued to have diarrhea. This persisted for about six
a large, irregular ulcerative process, finely granular and rechonths when the diarrheal symptoms disappeared, and the fis-
with numerous interspersed areas which have the appearartoéa closed spontaneously. This patient has been observed in
of hypertrophic granulations plus hypertrophic mucosathe Gastrointestinal Clinic of the Mount Sinai Hospital for the
Around the margins, of the ulcerated area, mucous membrankst seven years and has been noted to have occasional flare-
show a polypoid hypertrophy. Jutting out from this main areaips of low-grade colitis, which at times could be seen to
are numerous finger-like ulcerative areas surrounded by hypenvolve the lower sigmoid segment. His general condition is
trophic mucous membranes. The appendix is apparentigood.
involved in the inflammatory process. It is red and infiltrated
and through its intestinal orifice there is a projection of poly-13. Case of localized hypertrophic colitis. Fistula following
poid mucosa. The distal 4 cm. of the ascending colon, in comprevious appendectomy
trast to the remaining portion, is smooth, pale and atrophic. ~ A. S., age twenty-three, admitted to the Mount Sinai
Numerous shotty lymph nodes are found in the meso-colorospital in 1929, complaining of severe cramps and diarrhea
appearing grossly hyperplastic. Cultures from the bowel showf three weeks’ duration. The pain was increased after inges-
enterococci and colon bacilli. Guinea pig, rabbit and chickerion of food. Stool varied in consistency from liquid to mushy
inoculations for tuberculosis are negative. but contained no blood or pus.

Histological examination— Showed acute and chronic Physical examination revealed a tender mass in the right
inflammation. There are no evidences of tubercle or caseatidower quadrant. At this time the hemoglobin was 85 per cent
necrosis. and the white blood count was 23,000 with 81 per cent polys.

Diagnosis — Non-specific inflammatory disease of the Temperature varied between 100 and 101 degrees.
cecum and the ascending colon. Examination of the stool showed some pus; no parasites, ova,

Following operation, patient did well for about two years; heor amebae. Course of emetin had no effect. X-ray following
gained weight and his peri-anal ulcers healed. Recently he cornarium enema showed a defect involving the cecum and
menced to lose ground again. X-ray at the present time shows ascending colon. Barium meal showed the same picture.
apparent extension of the same type of inflammatory lesion prevzhest x-ray was negative.

ously present in the cecum, to the distal transverse colon. Exploratory laparotomy revealed cecum and ascending
colon to be rather thick and injected. No evidence of tubercu-
12. Case of localized ulcerative colitis losis could be seen in the external covering of the bowel. No

I. L., age fifty-five, admitted to the Mount Sinai Hospital definite ulcerations were palpable inside the bowel. Appendix
in 1924. The chief complaint was pain in the right lower quadwas removed and the patient was discharged.
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Two months later he was readmitted with a loss ofwith marked thickening of the sub-mucosa, apparently inflam-
weight, continued diarrhea and persistent fistula in the rightnatory in nature, and without ulceration or diverticula. In the
lower quadrant. Stools were negative for tubercle bacillicenter of the specimen where the inflammatory process was
actinomycosis and amebae. Another course of emetin wamost marked there seemed to be a necrosis of the intestinal wall.
given without avail. One month later, as symptoms persisted, Microscopic examination showed acute and chronic
exploratory laparotomy was performed and ileo-colic resectioinflammation. No signs. of neoplasm or tuberculosis.
plus an ileosigmoidostomy was performed. Pathological diagnosis: Chronic and acute sigmoiditis and peri-

Pathological description— Macroscopic specimen con- sigmoiditis.
sisted of cecum, ascending colon and a small portion of the ter-
minal ileum. The mucosa of the colon showed marked edemabs. Hypertrophic colitis (sigmoid) with gradually increasing
tous polypoid hyperplasia giving the mucosa a cobblestonebstructive signs
appearance. Between the polypoid projections were occasional, H. B., age 67, admitted to the Mount Sinai Hospital in
irregular small ulcerations. There were a few papillary mucosadlay, 1926. Chief complaint was gradually, and markedly
projections. Peri-intestinal lymph nodes appear hyperplastiéncreasing constipation of a few months’ duration. There had
There does not seem to be much involvement of the deeper ldyeen occasional appearance of blood in the stool. One month
ers of the gut, except for an inflammatory edema. before admission, barium enema showed a constriction with an

Microscopic examination showed areas of ulceration inncomplete but fairly tight obstruction at the junction of the
the mucosa with hemorrhagic and acute and chronic purulediescending colon and sigmoid, approximately at the level of
inflammation. At other points the mucosa was hyperplasticthe brim of the true pelvis. The appearance of the descending
The submucosa showed mainly edema with round-cell infiltracolon, judged by the barium in it after evacuation suggested
tion. The muscularis was thickened and showed moderatlitis. At this time, a mass could be felt in the left lower
fibrosis. There were no evidences of tubercle bacilli oquadrant. Since the x-ray had been taken patient had become

anatomical tubercles. No amoebae seen on section. gradually more obstipated, until upon admission he was pass-
Pathological diagnosis— Non-specific ulcerative colitis ing only small quantities of gas.

and polyposis. Because of the increasing obstruction, it was felt advis-
Patient made uneventful recovery and has remained wedlble to resect or short-circuit the mass, regardless of its nature.

to date. At operation, a mass, 3 inches long, densely indurated, and

very adherent to the parietes was found and a Mikulicz opera-

14. Localized hypertrophic sigmoiditis and peri-sigmoiditis tion performed.
with diarrhea and bloody stools Pathological report— Hypertrophic colitis. No signs of

R. H., age 27, admitted to the Mount Sinai Hospital inmalignancy. No diverticula found.
September, 1922. Chief complaint was diarrhea of two years’  The artificial anus was later closed, and when last heard
duration. She had six to seven movements per day, and tfrem two years after operation, the patient was feeling well.
stool frequently contained fresh blood. At times, there was
severe cramp-like pain. She had lost 15 pounds in the past yei8. Localized inflammatory annular stricture with polypoid
Red blood count was 3,500,000. Hemoglobin was 35 per ceritypertrophy of mucous membrane just above recto-sigmoid
Stool showed fresh blood; no amebae, ova or parasites. junction

A mass was palpable in the left lower quadrant. F. S., age 53, admitted to the Mount Sinai Hospital in
Sigmoidoscopy showed an ulcerative infiltration 15 cm. fromJune, 1925. She had been sick for a year, with increasing con-
the anus, mainly on the anterior and right lateral wall. A specistipation and rectal bleeding. The severity of both symptoms
men removed was reported as chronic inflammatory tissuéiad increased considerably, just before admission. On exami-
The fresh secretion was examined for amebae but none fountation a mass could be felt in the left iliac region. X-ray
An appendicostomy was performed and the cecum washowed a stricture at the recto-sigmoid junction. Proctoscopy
reported as being hard and indurated as though the seatsifowed no abnormality in the lower rectum, and a stricture
chronic inflammation. Patient was given a course of emetinvas encountered at the recto-sigmoid junction.
and irrigation was performed through the cecostomy. Barium  Because of the increasing symptoms, it was decided to
enema showed a narrowing of the sigmoid and a filling defeabperate in spite of the fact that the exact nature of the lesion
in the region of the descending colon and sigmoid. The rest afould not be definitely determined. It was felt that a
the colon appeared normal. Sigmoidoscopy again showedaalostomy would simply result in the production of a complete
granular infiltrating mass which the sigmoidoscopist considstricture if the lesion were benign. It was, therefore, decided to
ered carcinoma, but which was reported as inflammatory tiseesect the involved lesion, which was done according to the
sue. The mass in the left lower quadrant became larger amechnique of Dr. A. A. Berg by abdomino-sacral excision with
patient showed no signs of improvement. restitution of continuity by end to end extra-peritoneal pre-

At the second operation, a large mass, the size of a grapsacral anastomosis.
fruit, densely adherent to the latero-pelvic wall and surrounded  Pathological description— Macroscopic specimen con-
by firm adhesions was found. Resection was performed. sists of resected portion of sigmoid 10 cm. in length containing

Pathological examination— Macroscopic specimen con- an annular lesion 5 cm. in diameter, causing constriction at that
sisted of resected sigmoid about 20 cm. in length, showing site. There is a marked polypoid hypertrophy of the mucous
tremendous productive inflammatory process, infiltrating itsmembrane in this region. The muscular wall of the bowel
wall, constricting the lumen and involving peri-sigmoid tissue.above the lesion is thickened. The lymph nodes are slightly
The mucous membranes showed a rather polypoid appeararegdarged. Microscopic examination shows polypoid hyperpla-
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sia of the mucosa, diffuse fibrosis and round cell infiltration ofincreasing pain and constipation, borborygmus and occasional
the rest of the wall of the sigmoid. blood in the stools. She claimed to have experienced a similar

This patient was readmitted about six months later fomattack one year ago, which lasted for a few weeks and then dis-
dilatation of stricture developing at the site of the anastomosisppeared.

Following this procedure, patient has remained well to date. Physical examination revealed a sausage-shaped mass in
the upper abdomen. There was occasional intestinal erection
\% noted. The x-ray revealed an irregular narrowing of the trans-
Simple Penetrating Ulcers of the Colon verse colon for a distance of two inches.

This term is applied to a group of cases which show one or  Laparotomy revealed a stenosing lesion of the colon,
more clean-cut penetrating ulcers which look almost likeannular in nature, in the middle of the transverse colon.
punched out peptic ulcers. It is apparently a purely local disResection with side to side anastomosis was performed.
ease; the surrounding colon not appearing to be grossly dis- Pathological examinatian— Specimen consists of a por-
eased. In two cases, penetration had occurred through tkien of resected transverse colon 7 cm. in length, which was
colonic wall and had become sealed off by adhesions of omedivided into two portions by a narrow linear stricture approxi-
tum or epiploic appendices, with the formation of rather firmmately 1 cm. wide which presents small nodular elevations in
inflammatory masses, which gave the impression of being pemucosa and a small polyp as well as several small irregular
etrating or perforating neoplasms. Both these lesions were situlcerations. The gut proximal to this area is dilated to approxi-
ated in the ascending colon and, clinically, were operated upanately twice the circumference of a normal bowel and the
with diagnoses of acute appendicitis. At operation they weréhickness of the wall approximately twice that of normal.
mistaken for carcinoma of the colon and were resected as such. Microscopic examination showed acute and chronic

Another patient, who probably belongs in this group isinflammation. No evidence of malignancy or tuberculosis.
one who developed signs of incomplete obstruction in the  Pathological diagnosis— Ulcerative stricture of the
transverse colon and who, at operation, was found-to havealon, non-specific in character.
narrow, inflammatory annular stricture. There were no evi-

dences of disease of other portions of the colon, and the nar- VI
row, local, annular stricture can probably be best explained as mflammatory Masses Secondary to Appendages of the Bowel
result of the healing of a penetrating ulcer. (Appendicitis, Typhlitis, Diverticulitis)

Another manifestation of the same type of lesion was  Probably the best known type of this variety of inflamma-
encountered at autopsy in a patient who had experiencedry mass is that which is secondary to sigmoid diverticulitis.
severe repeated hemorrhages from the bowel, one of whickhese have been so much discussed in recent years that we
finally proved fatal. Twelve cm. from the rectum a group offeel there is no reason for including them in the present study.
punched out ulcers was encountered. At the base of one Wfe wish, however, to emphasize in passing, that in addition to
these was an arteriosclerotic vessel which had been eroded i large peri-sigmoidal inflammatory masses caused by perfo-
the penetrating ulcer. ration of a diverticulum or extension through it of infection

We have no exact idea as to the underlying etiology ofrom the lumen of the bowel there is another and less common
these lesions. It is possible that they are due to injuries bype. In this, there is a gradually developing submucous infil-
ingested foreign bodies. There is also a possibility that theiration of the sigmoid as well as an adherent peri-sigmoiditis,
are of vascular origin due to blocking of a small vessel. Somwith the development of a considerable degree of intramural
point is lent to this latter view by our experience with a casdibrosis and hyperplasia and a considerable degree of stenosis.
encountered a few months ago. This latter patient was admithis type is clinically and radiologically extremely difficult to
ted to the hospital as a perforated duodenal ulcer with x-raglifferentiate from malignant stenosing lesions of the sigmoid
evidence of free air in the diaphragm. Exploration showedand even at operation, differentiation may be impossible.
however, that perforation had occurred in the lowermost ileum  The relation of the appendix to the development of certain
which contained four sharply punched-out perforations, aboutypertrophic masses in the ileo-cecal region is a moot point.
1/2 cm. in diameter. These were sewn up and an ileostomiyn many cases an unresolved appendicitis is undoubtedly
performed. The patient did well for a few days, then suddenlyesponsible for the formation of a hyperplastic fibrotic mass,
went into collapse, commenced to drain blood through théhe so-called “appendicitis fibroplastica,” but this does not
ileostomy tube, and died shortly thereafter. Autopsy showed account for all the lesions found in this region. In these cases,
mesenteric thrombosis. The area of ileum where the perforéhe appendix is found buried in the cecal wall or as in one case
tion had occurred was normal except for the sharply puncheaf this series, in the terminal ileum; and forms part and parcel
out ulcers. Our interpretation of this course of events was thatf the inflammatory mass. The extension of the inflammation
the thrombus had originally been parietal and that smalih these cases is simply by contiguity and as might be expected
emboli had broken off, plugged some of the terminal arteriess mainly peri-cecal with involvement of the sub-serosal tissue.
or arterioles and given rise to the rapidly perforating ulcersThe submucous layer of the gut does not appear to be
and that later the parietal thrombus had become completgwolved. Occasionally tiny abscesses between the appendix
These are the only facts which we can adduce, which at aind the cecum will be uncovered when the former is mobi-

throw any light on the etiology of this type of ulcers. lized. These are quite common, their true nature is usually
appreciated and resection is rarely performed.
17. Penetrating ulcers and annular stricture There is another, and much rarer type of lesion, however,

E. R., age 23, admitted to the Mount Sinai Hospital inwhich may he called chronic typhlitis, in which the appendix
December, 1928. For two months she had complained aghough thickened and indurated lies free and non-adherent.
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Both it and the cecum show a marked submucous thickeningyay be difficult and most of the cases subjected to resection
edema and fibrosis. The lesion does not extend up into tHeave been operated because of their similarity to that condition.
ascending colon or into the ileum except at the ileo-cecal

valve, points which serve to differentiate it from the two otherl9. Peri-typhlitis. A case of so-called appendicitis fibro-plas-
types of non-specific inflammatory disease encountered in thitica chronic productive peri-appendiceal inflammation leading
region, which have been discussed above. Large massestofthe formation of a large mass

firm glands are found in the ileocecal angle. Upon examina- L. K., age 18, was admitted to the Mount Sinai Hospital
tion, the pathological alterations involving the appendix andn October, 1929. Forl2 months he had been suffering
cecum are seen to be continuous. If the route of spread werecurrent attacks of pain in the lower abdomen. Two days
by direct extension, it would have to be through the contiguoubefore admission, an especially severe attack had begun in the
submucous layers of the appendix and cecum. However, frolower abdomen and had finally localized to the right side.
the clinical standpoint, it is well known that inflammation of There was nausea, but no vomiting. Examination showed ten-
the appendix usually stops short of the extreme base even derness and rigidity in the right lower quadrant. Preoperative
the most virulent form of the disease. Dr. Klemperer, who wasliagnosis was acute appendicitis.

at one time greatly interested in the extent of the basal involve- At operation the entire ileo-cecal region was found to be
ment in acute appendicitis, was able to substantiate our clinicaivolved in a moderate sized, hard, stony mass which infil-
observation from his pathological studies. trated the cecal wall. The ileo-cecal angle contained numerous

The question then arises as to whether the extension ggands of the same stony hardness. The appendix could not be
into the cecum from some unusual form of acute appendicitigisualized and seemed to be part of the large conglomerate
involving the base, or whether the ileo-cecal changes were prinass. After considerable debate, an ileo-colic resection was
mary, the appendix participating simply as a component poiperformed.
tion of this segment of gut. We are inclined to believe that the  Pathological examinatian— Specimen consists of termi-
type of chronic cecitis with extensive submucous-intramurahal ileum, cecum and part of the ascending colon. There is no
involvement, but without evidences of mucosal ulceration igntrinsic lesion of the mucosa of any of the resected bowel. In
secondary to a partially resolved acute or chronic typhlitis.  the ileo-cecal angle, surrounding the appendix and involving

There is no doubt about the existence of acute typhlitis athe terminal mesentery, is a chronic inflammatory mass of tis-
a clinical entity. On an active emergency service three or fowsue including a large number of hyperplastic lymph nodes.
such cases are encountered every year. Clinically and on phy8he appendix, 7 cm. in length, appears to be chronically
ical examination they present the picture of acute appendicitimflamed and stenosed, particularly in its distal two-thirds.
Operation, however, reveals a succulent edematous, inflamma- Microscopic examination showed a marked fibrosis of the
tory lesion without much peritoneal injection or fibrin deposi- appendix involving all the coats with a marked lymphocytic
tion. involving the cecum, the retro-peritoneal tissue, thanfiltration. The cecum simply showed chronic peri-typhlitis.
appendix, and the ileocecal glands. The appendix does not Diagnosis — Chronic appendicitis and peri-typhlitis.
appear to be more acutely involved than any of the adjacent
tissues. In some of these cases, the appendix and a lymp@. Case of chronic productive typhlitis resembling tuberculosis
gland from the ileo-cecal angle were removed. On pathologi- A. B., age 35, admitted to Mount Sinai Hospital in
cal examination these revealed only acute inflammatory hypeMarch, 1930. One year ago patient had a severe attack of pain
plasia. In one subacute case, where ileocecal resection wiasthe right lower quadrant which persisted for two weeks.
performed, a small ulcer was still present in the cecum. Th8he had no generalized abdominal pain at that time, no vomit-
submucosal proliferative reaction was all out of proportion tang. She believes she had fever. Five days before admission
the size of the ulcerative lesion. Most of these acute casstie again developed pain in the right lower quadrant with
clear up, probably, either with or without operation. An esperather marked severity, much more so than the occasional dull
cially severe case was recently encountered which came fmin which she had been experiencing in the interval. She had
post-mortem examination. The cecum was found greenismo diarrhea or blood in the stool. There had been no increas-
black and gangrenous. There were numerous cecal ulceriag constipation or loss of weight. Physical examination
tions, two of which had gone on to perforation. The appendixevealed a mass, the size of an orange, in the right lower quad-
was gangrenous. Jennings has recently called attention to thant, rather firm, slightly irregular. The preoperative diagnosis
type of case. was appendix abscess.

In other cases, repeated attacks finally result in the forma-  Exploring revealed a mass occupying the ileo-cecal
tion of a chronic submucous and subserosal inflammatoryegion covered by thickened omentum. When the omentum
infiltration. In these chronic cases, there are no ulcerativeyas separated the appendix was found lying free and did not
polypoid or papillary changes in the mucosa; the glands arappear acutely inflamed. There was a marked infiltration of
firm; the cecal wall thickened and indurated, and there are fethe ileo-cecal angle and cecum. It was thought that the lesion
adhesions present. might be a hypertrophic tuberculosis and an ileo-cecal resec-

The symptom usually complained of is recurrent attacks ofion was performed.
pain in the right lower quadrant without any history of blood in Pathological description— Specimen consists of termi-
the stool, diarrhea or constipation. At times, the chief complaintal ileum, cecum and ascending colon. The region of the
is that of a mass. Radiologically, filling defects or irregularitiesentrance of the ileum into the cecum appears firm, nodular
in the cecum are present. The general condition is usualgnd edematous. Upon opening the specimen the mucosa of
good, operation being mainly undertaken because of the pretfie resected bowel appears grossly normal except for some
ence of a mass. At operation, differentiation from tuberculosiedema of the ileo-cecal valve and the caput-coli. The mesentery
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of the ileocecal junction appears firm, and infilirated and on sec- 2. Clinically, radiologically, and at operation these were
tion seems to contain some succulent lymph nodes, surroundadually regarded as malignancy or localized hypertrophic
by firm, hard, inflammatory tissue. The appendix was notuberculosis.

adherent and appears moderately thickened. An inflammatory 3. Microscopic examination of these resected specimens
mass extends from the mesentery of the ileo-cecal junction arshowed various stages and degrees of acute and chronic
appears to involve the wall of the cecum. It is firm and irregularinflammation with the production of large quantities of fibrob-
On section of this area, the cecum appears to be markedly thidestic and fibrous tissue.

ened, shows edema and infiltration of all the coats, especially the 4. No exact pathological or etiological classification is
submucosa. Microscopic examination shows diffuse infiltratiorattempted. For clinical purposes they are divided into six
of the submucosa with round cells and with considerable edemgroups, some of which are overlapping. 1. Peri-colonic or
There is a moderate amount of fibrosis. There is a consideralperi-intestinal granulomata due to sealed-off perforation. 2.
thickening and edema of the serous coat as well as the mesémtestinal stenosis due to known vascular lesions of the bowel.
tery. The appendix shows signs of chronic inflammation, fibro3. Localized hypertrophic ulcerative ileitis. 4. Localized

sis, but little inflammatory infiltration. hypertrophic colitis. 5. Local penetrating ulcers of the colon.
Diagnosis — Chronic typhlitis, peri-typhlitis, chronic 6. Granulomata secondary to inflammation of appendages, or
appendicitis. diverticula of the bowel.
5. The various groups are discussed and illustrative cases
21. Subacute, ulcerative and phlegmonous typhlitis briefly reported.

D. W, age 31. Was admitted to the Mount Sinai Hospital 6. Localized hypertrophic tuberculosis of the bowel in
in March, 1930. He had been ill for two days with peri-umbil- patients without evidence of pulmonary tuberculosis, is less com-
ical pain and nausea. He had had two similar previous attacksion at the Mount Sinai Hospital than the non-specific variety.
which were supposed to be due to appendicitis. Previous his- The authors are greatly indebted to Dr. A. A. Berg for so
tory was negative except for respiratory symptoms coming ogenerously placing his extensive material at their disposal. To
during the winter. Examination showed slight tenderness anDr. Paul Klemperer they wish to express their appreciation and
rigidity in the right lower quadrant; temperature was 101, andhanks for his patience and kindness in aiding them in the
leucocyte count was 12,000 with 80 per cent polys. At times study of the pathological phases embodied in this communica-
was thought that a mass could be palpated in the right lowgion. To Drs. Harold Neuhof, Edwin Beer and Richard
guadrant, but this could not be established with certainty. Xtewisohn, Dr. I. C. Rubin and Dr. Maurice Rashbaum they are

ray of the chest showed a chronic pulmonary phthisis. indebted for the use of individual cases.
At operation, which was undertaken with the preoperative
diagnosis of appendicitis, the appendix was found to be nor- Discussion
mal, but there was a tumor in the cecum about the size of a
pigeon’s egg. An ileo-colic resection was performed. DR. GEORGE MoRRIs PiIERsOL: | can think of no one

Pathological examination— Specimen consists of more fit to discuss the subject of Intestinal Tuberculosis than
cecum, appendix 12 cm. of ileum, and a few cm. of theéDr. Lawrason Brown, who has had a tremendous experience
ascending colon. The ileum shows no gross lesion. Theith this condition. He was speaking, of course, of secondary
appendix shows some external signs of inflammation in thétestinal tuberculosis. The importance of this subject to the
distal third. In the cecum, near the base of the appendix, batinician must be obvious when one considers, as Dr. Brown
not involving it, there is an extensive ulcerative, necrotizinghas already remarked, that it is the most common complication
inflammation over an area about 3 cm. in diameter, with a garef pulmonary tuberculosis. Autopsies indicate, | believe, that
grenous membrane about 2 cm. in diameter, and minute ulcesver 50 per cent of cases of pulmonary tuberculosis exhibit
ated areas covered with a yellowish sloughing base. The walbme evidence of intestinal tuberculosis.
of the cecum is much thickened, the serosa inflamed. Inthe past the great difficulty has been that the diagnosis of
Regional lymph nodes are enlarged. Aside from this area, thetestinal tuberculosis was never arrived at sufficiently early to
cecum appears normal as does the ascending colon. make it possible really to do anything for the condition. The rea-

Microscopic examinatian— The ulcerated area shows son for this was that the diagnostic methods available were inade-
necrosis of mucous membranes with a diffuse purulent infiltraguate and clinicians acquired the habit of looking for what were
tion consisting of lymphocytes and polymorphonuclearsegarded as the classical signs of this condition which in reality
through all the coats of the gut. There is considerable edemaegre terminal or late manifestations. Such symptoms as pain or
small areas of hemorrhage extravasation. The ileum anldcalized signs in the abdomen, and the appearance of blood and
ascending colon are normal. The appendix shows some sligbtis in the stools were looked upon as the criteria necessary to
increase in the submucosa, some injection of the serosa, but make the diagnoses of intestinal tuberculosis. Dr. Brown and his

signs of intrinsic inflammatory changes. associates when they recognized the x-ray manifestations of
Diagnosis — Ulcerative and phlegmonous inflammation intestinal tuberculosis made a noteworthy advance in the early
of the cecum. diagnosis of this condition. Since this method of diagnosis has
been generally adopted many cases have been recognized suffi-
Summary ciently early to do something for them. We must all acknowl-

edge the debt which we owe to Dr. Brown and his associates for
1. Astudy is reported, fifty-two cases exclusive of sig-having pointed out this important aspect of the subject.
moid diverticulitis manifesting themselves as tumors or stric-  Frequently the finding of tubercle bacilli in the stools has
tures of the bowel. been looked upon as evidence of intestinal tuberculosis. In this
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connection it is important to remember that many times tuber-  Of course Dr. Brown has not claimed that the x-ray picture
culous individuals swallow their sputum so that the tuberclevas diagnostic in itself, but the presence of irritation and ulcera-
bacilli are found in the stools without intestinal tuberculosistion and the fact that it occurred in certain parts of the bowel,
being present. Therefore, the mere finding of the bacillus imnd that it also appeared in patients who had pulmonary tuber-
the stool is not enough to make the diagnosis. culosis makes a very strong combination which leads us to our
The cases Dr. Brown discussed were chiefly the usualiagnosis. Dr. Brown has emphasized the importance of find-
ulcerative variety. He did not touch upon some of the sequeldag constant defects, not merely in one examination which
which result in these cases. In the last paper, reference wasght be so misleading in the bowel, but on repeated examina-
made to certain sequelae found in some of the cases in whdion. | was also struck with the changes which he was able to
proliferative changes occur in and around the bowel. Thegemonstrate by following the same patients over a period of
present great difficulty in diagnosis and are often mistaken faiime so that the progress of healing might be studied and fol-
neoplasms and require surgical intervention. The type of casewed very much as we do in gastric ulcer.
Dr. Brown discussed is, of course, not surgical. They only  Dr. H. Bockus: Mr. President and Members of the
become so when, as the result of tuberculous ulcerationSociety: This paper of Dr. Ginzburg and Dr. Crohn is of
stenoses develop and symptoms of varying degree of intestindécided interest, not because these lesions that they are describ-
obstruction supervene. That, of course, is another aspect iofy are at all common, but because of their rarity | think we are
intestinal tuberculosis that has to be borne in mind and whichery apt to overlook them. As far as | know, this series of cases
calls for a different type of therapy. | should like to ask Dr.which they are reporting is the largest group of cases of this sort
Brown in conclusion how often they found tuberculous peri-in the literature, although | ran across an article by H. E. Mock
tonitis in their cases of intestinal tuberculosis. in Surgery, Gynecology and Obstetriegitten last year who
DR. FRANkLIN W. WHITE : | am sure the members of this reported a series of cases almost approximating that of Dr.
Association realize the great service which Dr. Brown and hi&inzburg and Dr. Crohn. They mentioned the same etiological
co-workers have given in studying this disease and in practfactors which were discussed by the essayist here this morning.
cally creating this diagnosis. If we look back a dozen year©ne of the particular things discussed in the paper mentioned is
ago when his papers were first published, we find a conditiothe fact that many of these cases of so-called inoperable carci-
which was very different from today. We find the best clini- noma reported to have recovered are probably cases of non-
cians considering the early diagnosis of intestinal tuberculosispecific granulomata. He stressed particularly the necessity for
as practically impossible, and the evidence of later disease vetgking biopsy material even in the cases in which inoperable
uncertain. Now Dr. Brown comes here and shows us the figzarcinoma seems to be present. | naturally have had very little
ures of his positive diagnoses of 98 per cent accuracy in casesperience with this condition and consequently, can’t add any-
which have been checked up by autopsy and operatiotthing particularly to the discussion from the practical stand-
Certainly something has happened in these twelve yearppint, but there are several questions that | should like to ask.
largely due to the work of Dr. Brown and his associates. | happen to have seen a patient within the past two weeks
He has shown us the great frequency of intestinal tubercuvho possibly has a non-specific granuloma, but who certainly
losis in pulmonary cases with indigestion and abdominal symphas a peri-sigmoiditis, with blood in the stools which followed
toms and also the great rarity of intestinal tuberculosis irmlmost immediately after deep x-ray and radiation therapy for
patients who have no tuberculosis elsewhere. How has thcarcinoma of the cervix. There is at present no indication of
change in diagnosis come about? Not so much, it seems to noaycinoma in the pelvis. | am wondering whether in any of
by clinical study. We know that the early symptoms are muclthese cases Dr. Ginzburg or Dr. Crohn have noted the develop-
like the symptoms of pulmonary tuberculosis, slight, vague anchent of a granuloma following deep radiation or x-ray therapy.
indistinct at first. In our physical examination we do not find Dr. Ginzburg mentioned the fact that amebic disease can
much in the abdomen in the early cases. We do not get muchuse this condition and very recently three cases of this sort
that is really helpful from the stools as far as my experiencevere reported following a persistent isolated amebic ulcer and
goes. Of course the proctoscope doesn't help us much becausall three of these cases it was only in the resected material in
it doesn't get up high enough to see the things we are searchindnich the ameba could be found. So it is quite possible an
for. It seems to me the roentgen-ray has been our mainstayamebiasis may account for some cases of non-specific infec-
bringing about this great change to better diagnosis. First, iwe granulomata. My experience comprises only two proven
finding the changes in function which come in the earlier stagesases and interestingly enough, both of these cases occurred in
of the disease, the spasm, the hypermotility, the vacant irritablaetic individuals. | don’t mean to infer that these people had
areas in the bowels, and later in the more advanced cases $yphilomata; one was a case of old duodenal ulcer in which
finding the actual deformity of the local lesion itself. the gall bladder, pancreas and stomach were all bound up in a
The question of whether to give a barium meal or a bargranulomatous mass which was not carcinomatous; the other
ium enema is not an important one, they both have their usesase, a solitary ulcer of the ascending colon near the hepatic
| have been struck several times with the value of the doubiéexure, with a granulomatous mass associated with it.
contrast enema by giving the ordinary barium enema and after | should like to say a word about the terminal ileitis,
letting the barium run out, inflating the bowel with air, thus which | have never seen in my own practice. | went up to see
bringing out the projection of masses in the wall into thethe cases at Mount Sinai with Dr. Crohn and | have been think-
lumen of the bowel. This brings them out much more clearlyng a good deal about it since that time. | don’t know very much
than the simple enema and takes only ten minutes more to dabout anatomy, not being a surgeon, so | went out to Dr. Batson,
Inflate the bowel under the fluoroscope and take an additiongrofessor of anatomy at the Graduate School, and saw some of
film and you have a picture which may show a great deal.  his very excellent so-called extra-peritoneal dissections. He dis-
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sects the peritoneum away from the fascia so he can throw all thewel in which the gradient appears to be reversed. This, |
peritoneal contents encapsulated within the peritoneum to one sitlénk, accounts for the fact that all big gall stones that slough
and inspect the blood supply. He pointed out to me the fact that thierough into the bowel stop some 9 or 10 inches orad to the ileo-
ileo-colic artery, ascending branch, which supplies the cecum tecal sphincter. To explain it, authorities state that this is the nar-
more or less fixed in most specimens, but the terminal branch odwest part of the gut. This may or may not be true. For years |
the same artery which supplies the lower 6 to 12 inches of ileum igave been trying to plan an experiment which would show
capable of a good deal of rotation. We were wondering whether inhether the gall stone stops where it does because this is the nar-
some individuals with undue ptosis the factor of disturbed circularowest place or because it represents the place where the gradi-
tion might be a contributing factor in the production of terminalent is reversed. Finally a woman very obligingly performed the
ileitis by twisting the artery or by undue stasis in the vein (terminaéxperiment that | wanted. She ate bran until she had to be oper-
branch). | should like to ask whether the habitus of these patierdsed on for the removal of a mass of it impacted right at the dan-
that have been described is of the visceroptotic type, the type ger spot. The case was reported recently idabenal of the

which ptosis and stretching of the mesentery is most marked. ~ American Medical AssociatigiDavis, M. B., 97:24-25, July,

Dr. WALTER C. Anvarez: In view of the difficulties of ~ 1931). This experiment indicates to me that it is not a narrowing
early diagnosis of intestinal tuberculosis perhaps the logicalf the gut but a reversal of the gradient that causes the trouble.
thing to do would be to treat every patient with active pul-We can see now why fish bones or any other indigestible
monary lesions as if he had trouble in the bowel and give himemainders will tend to stagnate in this region.

a smooth diet and plenty of vitamins from the start. Some of DRr. HARLOw Brooks: Mr. Chairman and Members of
my friends who specialize in tuberculosis tell me that that ishe Society: | think the work which Dr. Gray has done is a very
what they are doing, and that they are pleased with the resulthopeful harbinger for the future. If the gastro-enterologists par-

Some writers have stated that the physician can suspetitularly will pay some more attention to the problems that we
the development of intestinal tuberculosis when the patient whioternists have and help us more effectively in the study of gen-
was formerly optimistic becomes anxious and pessimistic. It isral disease it will add greatly to our mutual benefit. Then |
generally assumed that disease in the lungs does not produtave been very much interested in the work he has done
the reactions on the brain that are produced by disease in thecause for eight years | was pathologist to a large tubercular
bowel. I haven't enough experience with these patients to sagervice which comprised nearly 50 per cent of active cases of
whether or not this is true but | know any disturbance in théuberculosis. | never saw a tubercular ulcer of the stomach
bowel that is associated with nausea is extremely dishearteninglthough we found, even by our crude methods of that day,

There are good reasons for giving a smooth diet to thesebercle bacilli present in the mucus of the stomach swallowed
patients. If, in a dog, one takes a section of gut, reverses it efrdm the sputum of the infected lung. The walls of the stomach
for end, and restores the lumen of the bowel with two anastdrave no immunity against tubercular infection. | know that
moses, the bowel looks exactly the way it looked before, witlbecause in subacute or even in active miliary tuberculosis the
just as good a lumen. The difference is that the reversed logpocess starts in the peritoneal coat and through to the mucosa
will pass fluids but not solids. The dogs must be kept on a celn quite frequent instances. All of you may confirm that by
lulose-free diet; otherwise they soon die of intestinal obstrucsimply doing autopsies in miliary tuberculosis, particularly in
tion due to the accumulation of a mass of indigestible materiaghe subacute type. On the other hand, in a very large number of
immediately above the orad suture line. It is evident thaactive cases of tuberculosis which | saw in my medical youth, |
before one can get solids through the digestive tract, one mustver saw a tubercular ulcer originating from the mucosa of the
have a normal downward gradient of forces. An irritant lesiorstomach. | saw two instances which | thought might be of this
of the bowel tends to reverse the gradient and this makesriature, but when we examined these two ulcers histologically
hard for indigestible residues to go through. they were prepyloric ulcers and of the typical peptic ulcer type.

The lesions that have been described by Dr. Crohn and DiVe carefully examined the edges of these ulcers and | fully
Ginzburg interest me. | think | must have seen instances of thexpected to be able to demonstrate the formation of tubercles,
disease in the past; granulomas which | thought might be tubdput that we were unable to do. In other words, there is no
culous but in which | could not find the characteristic histologi-immunity against peptic ulcer in tuberculosis cases, but when a
cal structure. Unfortunately for the progress of our knowledg@eptic ulcer occurs it does not, | think | may say with some
in some of these cases, the surgeon does a short-circuiting opassurance, become infected with tuberculosis when this ulcer is
ation and the patient disappears. One must be careful not to tieltated this side of the pylorus. | think that this possibly has
these people that they have carcinoma. A prominent surge@ome bearing on the mucin or the protection which it affords to
claims the credit for building a beautiful Christian Scienceeroded surfaces of the mucous membrane.

Church. In a wealthy woman he found what he thought was an  DRr. JuLius FRIEDENWALD : Dr. Gray has presented a
inoperable cancer of the bowel; he short-circuited it and sentery important and interesting paper. Last year Dr. Morrison
her home with a hopeless prognosis. Later, when he had seand | completed a study of the secondary gastric disturbances
more of these lesions he understood why his patient didn't die.occurring in pulmonary tuberculosis which we, presented at the
| have long felt that there must be such a thing as terminalection on gastro-enterology of the Southern Medical
ileitis. | think it is a fairly common disease and some day | wouldAssociation. In the report we selected 100 cases of pulmonary
like to disappear into a pathological “lab” to hunt for it myself. tuberculosis of which fifty presented the initial and fifty the ter-
lleitis would account for many of the cases of appendicitis irminal types of dyspepsia. In the initial type the ages of the
which the patient doesn't get well after one or more operations. patients ranged from twenty to seventy years. Of these 76 per

There is a reason why we should expect trouble in the tecent were females and 24 per cent males. In the instances of

minal loop of ileum and this is because it is the one place in thieitial dyspepsia the gastric contents revealed hyperacidity in 42
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per cent, normal acidity in 44 per cent and subacidity in 8 per  The gastric chemistry apparently is not influenced by pul-
cent and achylia in 8 per cent. The motor function of the stommonary tuberculosis except that there appears to be a decrease
ach was normal in the early stages but became reduced with tinegastric secretory power in the female group.
progress of the affection. In the terminal dyspepsia the ages of The intestinal complications of chronic pulmonary tubercu-
the patients ranged from twenty-three to fifty-eight years, ofosis occur in many patients. There is certainly a fertile field for
which 82 per cent were female and 38 per cent male. In thesgudy relative to the prevention and treatment of tuberculous
cases the digestive disturbances were severe in 72 per celesions of the small bowel. Undoubtedly, most of the cases of
moderate in 24 per cent and mild in 4 per cent. According ttuberculosis of the small intestine are secondary to pulmonary
our experience, as the mucous membrane becomes involvedtitberculosis. The primary complex of tuberculosis may occasion-
an extensive secondary chronic gastritis the secretion of freadly be found in the small bowel as pointed out by Walter Koch, of
hydrochloric acid is rapidly diminished and a true achylia isBerlin. On autopsy of the soldiers who came from South Africa,
finally produced, and at the same time the motor function of thie (Koch) found after careful survey, there was no evidence of
stomach becomes impaired. The gastric content at this stagelmonary tuberculosis in the lungs and that the primary complex
reveals an absence of free hydrochloric acid and the presencevath an active tuberculosis was present in the small bowel.
a considerable amount of mucus much in the form of swal-  In the temperate zone one rarely meets with a case of intesti-
lowed clumps. In our series of cases of advanced pulmonanal tuberculosis in whom pulmonary tuberculosis is not present.
tuberculosis the gastric contents presented a normal acidity in | know of a physician’s wife who developed intestinal
10 per cent, hyperacidity in 6 per cent, diminished acidity in 3&ymptoms chiefly, diarrhea, with a fever between 101 and 102
per cent and achylia in 54 per cent. There was, therefore, préegrees daily in the late afternoon. Tubercle bacilli were found in
sent in these cases a combined hypochlorhydria and achylia ime stool and on animal inoculation, tuberculosis was established.
84 per cent. The stomach in the stage of terminal dyspepsia, Studies are now being made to differentiate between the
therefore, ordinarily presents a high grade of motor and secreuman and bovine type. Active intestinal tuberculosis will
tory insufficiency. These changes may occur due to the producecasionally occur in humans who have no active pulmonary
tion of toxins as well as from the developing chronic gastritistuberculosis. The diagnosis depends entirely upon the findings
As a result there is a delayed gastric evacuation or atony. Tl tubercle bacilli in the stool.
acidity is usually reduced as well as the pepsin concentration, DR. BurriLL B. CrRoHN (closing): Dr. Ginzburg, Dr.
but the latter does not run parallel with the reduction of acidityOppenheimer and | have been studying benign granulomata of
On the other hand, Rehfuss has pointed to the importance thfe intestinal tract from the surgical and pathological standpoint
visceral focal infections in resistant cases of pulmonary tuberfor some time. | wish particularly to emphasize the condition
culosis. He has been able to demonstrate in some instanaglich we have named terminal ileitis because that is a clinical
infection of the bile of the gastric mucous membrane as well andition to which my interest has been, for some time, directed.
of the intestinal tract with various organisms which he consid- ~ Terminal ileitis presents a very definite clear-cut clinical
ers potent in causing a lessened pulmonary resistance. The seuatity. The patient presents himself apparently with symptoms of
ondary gastric disturbances due to pulmonary tuberculosis areglitis. For several weeks, months, or sometimes for one or two
therefore, of unusual interest. This is due largely to the fact thgears, one observes the complaint of diarrhea, the passage of
in this disease, especially in its incipiency, the primary sympsome blood and mucus, a low grade temperature, a mild anemia.
toms are frequently entirely gastric in character and consdn each instance the primary diagnosis had been one of colitis.
quently often overshadow the pulmonary signs. In theélo my surprise the proctoscopic examination was regularly neg-
advanced forms, on the other hand, we are dealing with more ative. A form of ulcerative colitis localized to the right colon or
less severe types of chronic gastritis with marked secretory arm@cum suggested itself. Not only have we had experience with
motor changes which at this stage may result in symptoms ghis localized form, but Bargen of the Mayo Clinic has described
intense as to cause serious complications or may even ovehese localized areas of colitis where the transverse colon or
shadow those due to the primary affection. ascending colon or splenic flexure are affected without involve-
Dr. Gray's paper is of great interest and his findings regardingnent of the sigmoid or rectum. But the barium enema was
the frequent presence of tubercle bacilli in the gastric contents, again negative and we were forced to assume the existence of
the presence of lowered gastric acidity, is a valuable contribution. some lesion in the small intestinal tract to explain the condition.
DRr. LAwrAsON |. BRowN (closing): Mr. President, In this manner we encountered a series of fourteen cases
tuberculous peritonitis is rare as a complication of pulmonaryn which there existed a lesion which we did not recognize
tuberculosis. We think that in some instances where there isfeom the literature, a lesion involving eight, ten or twelve
great deal of pain associated with intestinal tuberculosis thémches of the terminal ileum; a condition characterized anatom-
the cause of the pain may be due possibly to a localized pergally and pathologically by tremendous thickening of the
tonitis over the base of the ulcer. It is interesting to recall tdeum, necrotizing ulcerating lesions of the mucous membrane,
Dr. Alvarez that when intestinal tuberculosis is most rare, pesand the progress of this hyperplastic inflammatory condition to a
simism is most common, i.e., in the early cases in the minimaitage of stenosis where the obstruction presents itself as a clini-
cases. They very often start out by being exceedingly pesal manifestation. Sometimes the stenosing character of the
simistic and as the disease advances and hope is lost more &wion is apparently the first manifestation, and these cases pre-
more and intestinal tuberculosis becomes more and more freent originally a high intestinal obstruction of a benign character.
quent, they become more and more optimistic. Another outstanding characteristic of this condition which we
Dr. IRvING GRAY (closing): We have reported this morn- term “terminal ileitis” is the-tendency to form fistulae. Persistent
ing our findings of the studies that have been carried out faabdominal fistulae are common in the experience of surgeons;
the past year. medical men are not commonly called upon to analyze the for-
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mation and rationale of such persistent fistulae. Those whecase was operated upon as a supposed malignancy and the
work in large general hospitals will find that the internists arebenign condition was discovered at this point.

occasionally called to the surgical side to explain why a fistula  (Slide) This is the last slide, demonstrating barium meal
persists after an appendix operation. Terminal ileitis has simby mouth, showing the strand-like terminal ileum. At this point
larly a great tendency to form fistulae, which tracts run usuene sees a small fistulous tract going up to the splenic flexure.
ally from the terminal ileum to the cecum, sometimes to the  DRr. GiNzBURG (closing): | just wish to answer a few of the
ascending colon, very frequently to the sigmoid, sometimeguestions, first Dr. Bockus’ question about the sigmoiditis follow-
through the mesentery, and sometimes to the floor of thing deep x-ray therapy. We have had no such personal experi-
pelvis. Sooner or later a mass appears, usually at the rigahces, but cases of that type have been reported in the literature.
side of the lower abdomen and coincident with this mass th#/e know that deep x-ray therapy is very apt to cause sclerosis of
stenotic manifestations occur. Practically all of our cases hawbe smaller vessels and | imagine the changes taking place in the
been operated upon by Dr. A. A. Berg; the cases are today aigmoid were secondary to vascular changes. Such ulcers have
well except one, who died at the time of operation. The otheailso been reported following deep therapy in the bladder.

fourteen cases are well; not only are well, but they remain  As far as amebic granuloma is concerned, this report is based
perfectly well after the primary lesion has been removed omainly on resected specimens and in none of them were ameba
sidetracked. found either on section or by searching the stool. We did have a

We have been unable to find any etiological factor whichcase of amebic granuloma which we thought was carcinoma of the
can be proved to account for this disease. We took pains to elinmecto-sigmoid. The removal of a specimen revealed its real nature.
nate tuberculosis, syphilis, and every other recognizable agency.  As far as lues is concerned, | do not recollect any of our

One may mistakenly think that we are demonstrating gatients that had a positive Wassermann. | don't believe it has
very rare lesion. Now that we are aware of the clinical condianything to do with the condition.
tion, we are seeing at Mount Sinai at least three, four or five  The point that Dr. Bockus brought out about the blood sup-
cases a year. We had one case two months ago, and | hahg and the tendency to twist of the terminal ileum, had also
now a case which will be operated upon on our return. At antered our minds. In relation to the question of vascular changes
session of the New York Surgical Society about four weekso chronic granulomata, we said that repeated partial volvulous or
ago, one of the members of that association presented a caséntfissusception may have something to do with these granulo-
granuloma of the terminal ileum; to my surprise he was showmata in the ileo-cecal region. Most of the cases as | remember
ing this same condition. The chairman asked for general dishem were of the slender visceroptotic type. However, we had a
cussion; six surgeons of large experience with abdominal corfiew patients quite the opposite, definitely stenic types.
ditions discussed the subject. Several men recounted having On the question of appendicitis and terminal ileitis: At
seen a case six years ago or twelve years ago, upon which lbast half of the cases that finally came to operation had had their
had operated with good result. These were surgeons with wiggpendix removed at some earlier time. In some of those cases
experience; several of those surgeons in the course of a lifé-was noted even at the first operation that there was something
time had seen such lesions, but had apparently not been ablextmong with the terminal ileum. The surgeons had apparently
recognize or identify the underlying pathological process. thought, however, as they weren't quite sure what the nature of

(Slide) Anatomically the terminal ileum is involved for the lesion was, that they had better adopt a conservative course.
8, 10, or 12 inches. Dr. Ginzburg mentioned 24 inches  As far as tuberculosis is concerned, we have injected trit-
because we have such an occasional case. The terminal parugdted material from the bowel wall into rabbits, guinea pigs
the lesion ends abruptly at this point (indicating). The deptland chickens in eight or ten instances and we have never been
and greatest intensity of the lesion is along the line where thable to achieve any definite result. We have never been able to
mesentery is attached to the small bowel. The thickening afemonstrate tubercle bacilli in sections; never been able to
the wall can be seen here, the tremendous thickening of tlbemonstrate coagulation necrosis, never been able to demon-
ileum, three, four, or five times the usual thickening. strate typical tubercles.

(Slide) This is another specimen of the lesion, first, the ~ We have only two cases showing a definite x-ray finding
normal ileum, then the beginning diseased process and the tevith barium meal which Dr. Crohn showed. This is due
minal part of the ileum with its maximum involvement. The mainly to the fact that a great many of these cases come in
stilet shows one fistula formation, here another formation. Thevith signs of subacute obstruction and naturally one is rather
fistula burrowed through the mesentery and made an exit at theath to give them barium by mouth for fear of completing the
ascending colon. In one instance while doing a sigmoiincomplete obstruction.
doscopy, | saw a nipple-like projection on the mucosa of the
sigmoid. | was actually seeing the end of a fistula which had
burrowed from the terminal ileum into the sigmoid. 1. Tietlzszgl. 1U'2tIJ§£1ent22703ndliche Dickdarmgeschwiilste. Ergeb Chir Orthop
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exhibited; one notes the very abrupt ending of the lesion at the” A"y \ed sci 1923: 166:48—66.
ileocecal valve with the tremendous thiCkening at the wall of 3. Mock HE. Infective granuloma. Non-specific chronic tumor-like produc-
the ileum, causing what will eventually be an obstruction. tive inflammations of the gastro-intestinal tract. Surg Gynecol Obstet

The barium enema shows a narrowing of the proximal 1931; 52:672-689.
part of the transverse colon at this point; a tentative diagnosigt- Schloffer H. Mitteilung aus den Grenzgebieten. Med Chir 1905;
of a carcinoma of the transverse colon was made. However 14:251-274. )
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