I Enlisted lien POW,

Wounded in asction 7 July 1944 in Itsly by Americsh Artilley shell Frag.
Admitted to 12th Gen. Hosp. 13 Jily 1944 from 56th. Evec.

Died: 17:July 1944 Urenmis due to incompetible trensfusion.

This Germen soldier (age ?) received & severe thoracic-abdominal
wound and wounds of both legs. The lung wes sutured, disphrsgm re-
peired; colon was exteriorized neer splenic flexure end leg wounds
debrided the ssme day at the 56th. Evec. Four blood transfusions
were given and next day e mild icterus wes noted. He artived st the
12th Gen. Hosp., Jeaundiced, dehydreted, dyspneic and febrile, and he
wes given fluids snd 1000ce of MABM (type specific blood). The day
following aamiscinn the oven pneumothorex (left) was closed and the
following day left empyems wae dresined and en additionsl 560cc of
HAR" blood Oiven. The j}jaundice deevened, the nstient beceme irrstion-
el and hemoptysiq occurred. Bresth sounds dicssppeared over theleft
chest, air lesked throuch the chest catheter gnd it seemed probable
the lung wound hed reovnened. The fever wes high. At this time another
1000ce of blood was ordered snd although the petients blood typed out
"WAB", agglutinsted sherply on cross metching. Low titre "O" (less
thon 1:64) wes sént to the werd but the petient dled before it was
given.
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The salient Autopsy findings were: 3,4,5,6.

A. There 1s & recently sutured upper left laterel rectus inci-
sion. Aloop of lerge bowel with = sboma protrudes from & stab
wound in the left hypochondrium. Considereble pertielly digested
blood clot hengs out of the opening in the exteriorized bhowel.

B. There are multiple smell wounds of both lower legs, all
apparently non-infected and heeling. Exploration dictasted by

the X-ray report shows az smell fracture of the head of the right
fibule, with good slignment of the fragments. The upper extre-
mities besr numerous venenuncture wounds in the entecubital fossae.

Ce The midline incision revesls gz moderste emount of subecutan-
eous fet end muscle, the former cenary-yellow in color. The
serosal surfaces of the asbdominsgl viscers contsin scattered vet-
echize which never egttain the size of 2n ecchymosis. The per-
ietgl peritoneum is clean. The smell bowel snd larce bowel loops
ere derk purple in color from conteined blood. The liver edge

is down 3em from the right costal Torder but lies beneath the
xyoholid process in the midline. The spleen is rather lerge and
soft.

D. The right pleural cavity contains a scenty amount of cloudy
fluid. The left 1s sealed off with mascsive recent adhesions,

end sharp dissection 1ig necessgary to free the lower lung from the
diaphregm. The drain in the left chest is found in good posi-
tion with respect to the lower lobe, and little evidence of pus
free in the cevity is found.

E. The upper lobe of the left lung is well expsnded. It is

bound to the perietsl vleure by recent, essily freed adhesions.

On section the parenchyms shows notrlng but a diffuse edema of mod-
erate degree, tinged yellow from the excess bilirubin in the
serum. The lower lobe, however, is inseparsble with the disph-
regm, collepsed, the site of nodul@ﬁ bronchopneumonie change,

and beers s regged, fibrin-choked tear sbout 10cm in extent on its
antero-lateral surface. A probe can be passed from a2 secondar
bronchus into the defect. The hilsr nodes are swollen and soft.
The stem bronchi of both 10bes contain frothy materisl, thet

from the lower lobe being blooé tinged. No frank hemor”age

from the lpgceretion cen be demonstrsted, however,



F. The liver weighs an estimated 2000 grams. The enlasrgement

is confined to the right lobe, which hess the generel shape of =
suger losf. The cepsule is tﬂﬁn. On section the parenchymal
markings ere evident but seem asccentusted. The perenchyma gen-
erelly ie bile-stasined. From inspection of the cut surface,
there: is nothing to suggest an acute atrophy, but the texture of
the liver is chemois-like. The gell bledder is thin and contains
a few cc of ochre-colored bile. There are severzl moderstely
enlarged, succulent lymph nodes sgbout the common duct..

G. The sedrensls asre sutolyzed to en extent which mekes them use-
less for further gectioning.

c+

H. The kidne hnw swollen end psgle, bulging from their
capsules. They or tp sbout 400 grems. The perenchymes on
section aonpesars odless =nd pesty yellow grey in sovpearance.

The pelves ere not remgrﬁchle. The ureters sre thin. The bled-
der mucoss is intact. The enclosed urine is icterie. No red cells
sre evident grossly or on microsconic of spun specimen. A Sghli
hemoglobin is negative. The prostate and vesicle are not grossly

gbnormsl.

Ie

H

%——"Iu m

0]

Ny

g H
O (]

[ e )

o]

o
ay
-

I. Liver (4°sec): There well-marked seute nassive cong -
estion of the centrsl spaces. ,In & few instances, p s are not-
ed aabout & rare necrotic cell. There isg an ineresse in peri-
portel connective tissue which seems more:. epnarent then reesl. A
rare focus of perenchymel necrosis is encountered, none involv-
ing more than & few liver cells.
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J. Adrensl (1 sec): There sre no changes.

K. Xidney (2 sec): There is maerked tubular degenerstion. In

the distsl convoluted tubules of the cortex and in collecting
tubules of the pyrsmid sre occasiongl well-marked orsasnge-stein-
ing grenular casts which zre peroxidasse-positive. In sddition,
there sre less frecuent bluish to light. brown cellular casts which
are considered evidence of sulfonemide administration. These
latter cests are few.

K. The cause of death in this pstient wes evidently uremia from
transfusion in competibility, to which the bronchonneumonia and
general debility must be sdded a8 contributory causes.

L. The history indicastes that the rensl damage occurred on 7 July
st the 56th Evacuation Hospnitsl. On that date the pstient was
given four ©blood transfusions, and the surgeon noted the next
dey that the patient hed = ﬂle iecterus not ascribable to the in-
juries. One cannot sgy whether the transfusions given here fur-
thered the condition or not. The kidney dnes not show enough
chenge to support the affirmetive; it looks rather like one in
-which excretion of most of the casts had taken place. Such an
occurrence does not. prevent uremia, since thet condition does
not depend upon the persistence of the cests for its inception.
The exact mechanism ig, I Believe, not realized, but pnossibly
vegosnagstic in nature.

M. There is no explenation for the failure to secure compatible
"AB" blood for this netient later in hils course here. He had re-
ceilved 1300cc of type-specific blood before the incompatibility
wes manifest. The low titre blood, as indicsted in the clinical
abstract, wes never given. Although clinically the course was
thought to be one of liver disease, in retrosnect the symptoms
it es well with en acute uremia as they do with those of acute
yellow stroohy.



The clinical and psthological dlsgnoses were:!

CLINICAL Dinufiﬁib .

(1) Wound, vnenetrating, chest left with involvement of lung,
diephragm end colon.
(2) Lung wound, left, probably with fistule and pulmonary bleeding

(3) Left emoyema, early, scute

(4) Right pleural effusion

(5) Jeundice (? of scute yellow atrophy)
(6) Abdomingl wound with colostonmy

&7) Penetrating wounds, Toth lower legs
(8) Fracture compound, fibulsa, left

PATHOLOGIC DIAGIOSES

(1) Hemoglobinuriec nenhropathy

(2) Uremic pneumonitis

(3) Bronchopneumonis, early

(4) Obliterative bronchiolitis

%5) Wound, lacerated, infected, with treumatic infarction, of left
lower lung

(6) Pleuritis, left, extensive, severe

(7) Bronchopleursl fistule, left dower lobe

(8) Empyeme,left, early, drained

(9) Wound, sutured, of left diaphragm

(10) Tresumatic infarct of spleen

(11) Coloctomy wound.

(12) Swellowed blood (estimated 200cc) in stomech 2nd smell bowel
(13) Laperotomy, sutured, recent

(14) Thoracotomy wound, left chest

(15) Penetrating wounds, non-infected, both lower legs

(16) Fracture of head of right fibuls

(17) Pulmonary fat embolism, minimel

(18) Icterus, generalized



