ranss English M. M. F.S.

Injured: 2 November 1943 (probebly) by sir hose or blunt instru-
ment in enel cansl.

Admitted: 3 November 1943 from ship.
Died: 7 November 1943 of parelytic ileus due to his injnry.

Petient awoke and had ususl cup of tes, 0730 hours, 3 November
1948, and while lying on bunk st 0900 hours, he hed a2 sudden, sharp,
crgmp-like, pein across mid-abdomen vhich grnduallv got worse during
the day eni did not give him any relief except for short while follow-
ing hypo sboard s ip st 1200 hours. When seen by li/Ds on ship at
1200 hours, gbdomen wes rigid, temperature, 98 degrees P.,Dulse
90-100. At 1600 hours, ebdomen still rlﬁgld pulge 100, 2nd temver-
eture, 100 degrees F. No past ulcer qymptoms or upper reSpiratory
infection. Bowels moved regulsr, three times, 2 November 1943. Pat-
ient not nauseated unon admission nor had he vomited, but he hed not
desired food 211 day. Exsmination at 2200 hours: Temperature, 101l.2
degrees F. pulse 110, respiration 22. Telks revesled intense pain end
petient only comforteble in sitting or semi-sitting position. Entire
ebdomen tender end rigild with exoulsite tenderness over right uoper
quandrant. Marked rebound tenderness. Peristelsis active. Dullness
over right lower chest, posteriorly end lsterally, with diminution of
breath sounds and tectile fremitus over seme area. WBC 17,750.

Xray revesled & smell, derk, line, under disphragm, bileterslly, and
smell region of pleursal reaction and comoression atelectasis in base
of right lung. A tentative disgnosis of perforated neptic ulcer was
made. Submitted immedistely to leperotomy. A generalized purulent
peritonitis was found. The gerosal surfaces were generally inflammed.
Deep in the lower abdomen &nd extending into abdomen, the bowel weas
coated with 2 thin, fibrinous exudate, which pertislly welled off a
longitudinal tear in the anterior recto-sigmoid which wee epproxi-
mately 12 inches in length, extending from 2 inches below the lacer-
ated pelvic peritoneal floor to 10 inches superior to it. Free, thin,
fecal fluid surrounded the lacerated bowel. Lescerstion was closed

to sbout one inch below pelvie floor, the pelvic floor was closed

and a left lower cuadrant, sigmoid, double-bareeled colostomy, pre-
pared. The patient was then rolled on his side revealing an area

of contusion epproximstely 2 inches in_diameter, surrounding the sesnus
and several smell rediel lacerations in the dilested anel ring. A
verticel incision was made form right side of sacro-coccygeal joint
to right side of anus and the retro-rectel snece laid apen &nd drain-
ed. A small lecerestion of posterior well of rectum, two inches sup-
erior to gnus, wes revealed by the incision. 3 gms. sulfanilemide
powder in ebdominal cevity end 5 gms in perinesl wound. Latter wound
loesely packed oven with veseline geuze. On the morning following
surgery, petient felt quite comforteble, temversture, 98.6 degrees F.,
pulse, 100, end resniretion, 22. On second day following surgery
Datient began to show more tovicity, and pulse gradually climbed.
Wazensteln suction started, oxygen &t 6L/minute, and sulfadiszine O.
gm kilo/lz hours. Patient became progressively more toxiec but remyin—
ed conscious until zbout %4 hour previous to desth which occurred,

7 November 1943,1045 hours.

Significent Avtovsy findings were:

A, The sbdomen is cuite distended and markedly tympanitic. The
anterior ebdomingl well is thin, but no masses asre palvesble sas
such. The externsl genitelis sre those of & adult mesle.

B. There is a recent midline abdominel incision. There is a
colostomy stome in the left lower cuesdraent from which a cuentity
of fluid fecel materisl is oozing. There is 2 recent overstive
wound posteriorly between the anus end sacrum. It contsins a
vaseline peck which, upon removal, is stesined with fecal mater-
igl. There are sewersl minor lscerations about the anus.

C. The ususl median "Y" incision is used. The smell and large
bowel loops are markedly distended with ges and fluid, end both



C. (cont.) leaves of the dlavhragm are shoved up considersably
on both sides. The peritoneel surfaces are smooth and shining,
save for occasionsgl scenty fibrin adhesions between the small
bowel loops and & moderate plastic neritonitis of the true pel- -
vid, involving primarily the aegcending colon ebout the cecum,
end the entire pelvic colon. There is an estimaeted 400ec of
gserous fluid in the pelvig. The double-barrelled colostomy can
be seen guite nicely as it lesves the ebdomen through e simple
muscle-splitting incision,

D. The entire gastrointestinel tract is onened and examined
throughout. There is 2 merked acute gestric dilstion, snd est-
imeted 1500cc of fluid being found in the stomech ?1one. The small
bowel contsins an estimeted totel of 3000 more cc of fluid,

eand ebout 2000 esre found in the lerge bowel.

E. There is g surgicelly sutured linesr teer in the anterior
surface of the recto-sigmoid colon, extending from ten inches
above the velvic peritoneal floor to & distence of one inch be-
neath it. Removal of the rectum snd enus demonstrastes & gang-
renous ulceration 2 cm in diameter on the anterior surfece of
the rectum sbout two inches below the pelvic peritonesl floor.
This ulcer verforates the bowel snd lesds directly into the op-
ercstive wound mede extra-peritoneglly between the posterior rec-
tal well end the sacrum. There ere two lacerations of the anal
skin proper.

Disgnoses: ‘
CLINICAL DIAGNCSES

(1) Wound, lacersted, severe, of recto-sigmoid, extending from
2 inches below pelvic floor to 10 inches sbove it, aléng anter-
ior surface of the bowel, incurred approximetely 12 to 24 hours
prior to admission to hosnital mechenizm unknown,

(2) Wound, contusion, with minor lacerstion, redielly, located
around anus, incurred es in No. 1.

(3) Peritonitis, scute, diffuse, severe, due to No. 1., orgen-
ism oredoninating E. Coli.

(4) Celiotomy, 2200 hours, 3 Nov. 1943, 12th. Gen. Hosp., gen-
eral anesthesia, closure of laceretion of bowel and peritonesl
floor, prevaration of double-barrelled sigmoid colostomy through
lower left duadrant wound and perinesl dreainage.

PATHOLOGIC DIAGNOSES

(1) Respirstory system: Atelectssis, bilateral, messive, of both
lower lung lobes; focal stelectesis; right middle lobe; antrh-
acosis, marked. ‘

(2) Soleen & hematopoietic tissues: Acute gnd chronic passive
congestion of spleen.

(3) Liver: Chronie vnassive congestion, moderste; fatty degener-
ation, mild.

(4) Gnnitourwnarv system: Cloudy swelling of the kidneys

(5) Gastrointestinel system: Parelytic ileus, marked; ulceration
and necrosig of extra-peritoneal portion of rectum, with perf-
oretion and extension to peri-rectsl fat; recently sutured tear
in intra-abdominal portion of rectum and firet pasrt of sigmoid
colon; moderate pelvie peritonitis, fibrinovlastic. Perianal
1aceretwons colostomy, recent.

(8) miscell¢neous. Ascites; recent lapasrotomy wound; melnutri-
tion; Hippoceratic facies.



