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NOTES ON A CASE OF A RARE FORM OF VOLVULUS. 
By MAJOR C. B. LAWSON. 
Royal Army Medical Oorps. 

GUNNER W., RG.A., aged 26, service six years and two months, 
reported sick on December 18th, 1905. He stated that he had had a 
sudden attack of griping in the abdomen during the previous night, and 
that on getting out of bed he had fainted, and bruised and cut his face .. 
He was admitted to hospital on the following morning at 9 a.m. He com
plained of pain in the abdomen, and said that his bowels had been opened 
twice during the day. His temperature was 99'4° F. During that night 
the abdominal pain became worse and hot bottles were applied to relieve 
the pain, after which he slept. 

On the 19th there was abdominal pain all day. Patient took a pint 
of inilk during the day, but vomited in tbe afternoon. An enema was 
given at night, from which a large constipated stool resulted. A quarter 
of a grain of morphia was given at night; he slept a little, but was awake 
a good deal, and complained of severe pain, and vomited agaiu in the 
early morning. At eleven o'clock his condition was as follows: Patient 
was lying on his right side, with his knees drawn up, and in evident pain. 
His temperature was 1000 F., and pulse 70 and regular. His breathing 
was rapid and shallow and practically entirely costal. The abdomen was 
distended; the left side being very rigid and somewhat dull to percussion; 
the right side was less rigid and hyper-resonant. The heart and lungs 
were free. Tongue dirty and covered with a whitish-yellow fur. The 
expression was not pinched. Major Lawson was then called in consulta
tion. Examination per rectum disclosed nothing abnormal. The urine 
was small in quantity, high coloured, acid, and the specific gravity was 
1048; there was no albumen, sugar or deposit. After 7 p.m. there was 
no more vomiting. Belladonna fomentations and, later, turpentine stupes 
were applied to abdomen. Four minims of liq. strych. hyd. were given 
hypodermically every sixth hour. Pulse 78. Large enema of two and 
a-half pints was given with no result; the giving was accompanied by 
great pain. 

On the 21st, at 1.30 a.m., his face was rather pinched. The pain was 
less; the pulse 96 and temperature 100'8° F., the abdomen being much 
more rigid. At 9.30 patient had vomited several times, the vomit being 
of a greenish colour, but not f!Bcal. The pulse was 116. Preparations 
for operation were made in the usual way. Five minims of liq. strych. 
hyd. were given hypodermically, and an enema of one ounce of brandy 
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594 Olinical and' other Notes 

and two ounces of Brand's essence was given before being taken to the
theatre. The case was then handed over to Major Lawson. 

(Signed) L. BOUSFIELD, 
Lieutenant, B.A.M.C. 

This case was taken over December 21st, 1905. 
At about 11.30 a.m. yesterday I examined the case and found his 

condition as follows: He was lying in bed on his right side, head and 
shoulders slightly raised, and his knees drawn up. He looked in pain, 
which he stated was severe and in his abdomen (he pointed to the left 
lumbar and iliac regions); the right side of his face was severely abraded, 
and he spoke in short, gasping sentences. Although his expression was 
.anxious and that of pain, there was no sign of the Hippocratic facies. 
The abdomen was distended and his respirations chiefly thoracic, the
left lumbar and iliac regions remaining quite fixed, even on deep inspira
tion. Palpation showed that the above regions were very rigid but not 
very tender; they were somewhat dull, while the right flank was hyper
resonant and slightly rigid. Movement did not alter the position of the 
dulness. He had passed urine. Rectal examination was negative. 
Heart and lungs showed no signs of disease. Tongue not flabby or 
tremulous; it was coated with a brownish-yellow fur, but was fairly 
moist. Pulse 70, regular, and of moderate tension and fair volume. 
Temperature 100° F. Tbe question of exploratory laparotomy was dis
cussed, but it was decided to wait and watch the case for the following 
reasons :-(1) The history was confusing: There was a suggestion that he 
had been drunk the night he was taken ill, so he might have sustained a 
contusion of the abdomen, and there might have been a localised paresis 
of the intestine; (2) his bowels had been well opened and he had passed 
urine naturally, and, with the exception of the high specific gravity (1048), 
nothing abnormal was found in it; (3) similar conditions have been met 
with in Mediterranean fever; (4) paralysis of the colon could account for 
all the symptoms. The abdominal condition also resembled localised 
simple peritonitis, but that in itself does not, of course, call for operative 
interference. 

I saw the patient again at 6.30 and his condition was the same. He 
had not vomited. A soap and water enema of two and a half pints had 
produced no result. I ordered turpentine stupes to be- applied to the 
abdomen, and four minims of liq. strych. hydrochlorid given hypoder
mically every sixth hour. 

At 9.30 this (December 21st, 1905) morning I again saw the case, and 
the patient's condition had quite altered. His face was drawn and 
pinched, and slightly jaundiced. The abdominal pain had almost gone 
and the tenderness greatly diminished; but his pulse was 116 and run
ning; his temperature was 99° F. He had vomited twice some greenish 
fluid, not fmcal. I was told that" at 1.30 a.m. his general condition was. 
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Clinical and other Notes 595 

worse, and that he had developed the 'abdominal face'; his pulse had 
risen to 96 and become wiry." The whole abdomen was now rigid. He 
was prepared for operation. Catheter passed. Stimulating and nutrient 
enema ordered; also a hypodermic injection of five minims liq. strych. 
hyd. Lower limbs wrapped in cotton wool and flannel bandages. 

DIAGRAM A. - To show lines along which the peritoneum normally leaves the 
abdominal wall to invest the viscera. A, Falciform ligament of liver; B, vena cava; 
c, foramen of 'Winslow; D, duodenum; E, right lateral ligament of liver; F, duodenum; 
G, aorta; H, duodenum be bind peritoneum; I, bare surface fur ascending colon; 
J, commencement of colon; K, bladder; L, left lateral ligament of liver; M, gastro
phrenic ligament; N, Olsophagus; D, gastro.splenic 'Omentum; P, costo·colic ligament; 
Q. transverse meso-colon; R, superior mesenteric artery; s, bare surface for descending 
colon; T, mesentery;, u, sigmoid meso.colon; v, meso-rectum. 

Operation.-At 11 a.m. the anaJsthetic, C2 E s• was commenced by 
Lieutenant Winckworth, R.A.M.C., and the p'l,tient was soon sufficiently 
under its influence. Assisted by Lieutenant Bousfield, a median incision 
was made through theauterior abdominal wall from a little below the 
umbilicus to two fiugers' breadth above the pubes. On opening the 
peritoneum some foul-smelling brownish fluid escaped. The region of 
the sigmoid flexure and the caJcum were examined first, and then the 

41 
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596 Clinical and other Notes 

remaining regions as far as possible. A distended portion of gut occupy
ing the left hypochondrium, lumbar and hypogastric. regions was found. 
The small intestine was not distended. . The incision, not being large 
enough, was extended almost to the tip of the ensiform cartilage, the 
intestine w~ll exposed, and the following conditions found: The distended 
portion of gut (starting from the left hypochondrium) consisted of crecum 
and ascending colon; they were both purple, and that portion (of the 

DIAGRAM B.-To show lines along which it left the abdominal wall in the case 
mentioned in the notes. 

ascending colon) in the left part of the hypogastric region was gangrenons 
and had given way slightly, as air bubbled and hissed up from it when 
the gut was manipulated. The ere cum was free, but the part of the 
ascending colon in the lumbar and hypogastric regions was fixed by 
adhesions. The ileum from the ileo-crecal valve to Meckel's diverticulum 
(which, in this case, was about twelve inches from the valve) was purple. 
On tracing the ascending colon up to the transverse a marked volvulus 
was found, which it was quite impossible to untwist owing to the 
adhesions and distension. The condition was soon recognised as hope-
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Olinical and other N ales 597 

less and did not admit of enterectomy, so the contents of the distended 
bowel were evacuated and a Paul's tube and drain fixed in, the abdominal 
cavity irrigated with normal saline solution at 1050 F:, . and the wound 
edges brought together by silk-worm gut sutures, taking in all the layers 
in each stitch; three rubber drainage tubes were also inserted and a 

DIAGRAM C.-A, Volvulus; B, vermiform appendix; c, ascending colon; D, gan
grenous part, ruptured; E, Meckel's diverticulum. 

voluminous dry iodoform dressing applied, so as to allow free exit to the 
Paul's tube drain. The patient was put to bed, where all was ready and 
done to minimise shock,of which, however, he died at 7.30 p.m. 

Post-mortem Examination.-The adhesions being freed, it was found 
that the whole of the small intestine, together with the crecum and the 
ascending colon, were slung from a common mesentery, the attachment 
of which to the posterior parietes was a narrow neck giving passage to 
the superior mesenteric artery, and bounded in front by the transverse 
colon· and behind by the duodenum; there was no trace of mesentery 
proper as it is found in· the normal human body, neither was there a 
descending meso-colon. The meso-sigmoid was scanty, hut the meso-
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598 Olinical and other Notes 

rectum was fairly well developed (see diagrams A and B for the normal 
attachment of the mesentery, and that found in this case). 

Treves was, I think, the first to bring to prominent notice this condi
tion of the peritoneum, in a paper on the" Anatomy of the Intestinal 
Canal and Peritoneum in Man," London, 1885, and in the Lancet, October 
13th, 1888. 

The condition is a fairly rare one, and is, of course, congenital and 
predisposes to volvulus, which, in this case, took place, I think, as follows, 
and experiments on the cadaver are in favour of my theory :-

Owing to the abnormal mesenteric attachments the small and large 
intestines were able to float freely about, and when the crecum and 
ascending colon were twisted round in front of the small intestine they 
easily slid back again, but when they were turned up behind the small 
intestine (as they were in this case) there was a locking, and it can be 
seen (diagram C) that the loaded crecum and ascending colon formed a 
mass leading up to a n:urow twisted neck on which lay small intestine, 
also probably full at the time of twisting, and so spontaneous readjust
ment was impossible; turning to the right side slacked the twist a little, 
and may have accounted for the decubitus assumed by the patient, and 

. the symptoms not being more definite. The more distended the c!.ecum 
and colon got, the less, of course, was the chance of spontaneous untwist
ing. It will be seen that tbe crecum had revolved from the right iliac 
fossa to the left hypochondrium. The vermiform appendix, beyond sharing 
in the general congestion, was normal, but directed upwards and inwards 
to the right. The congested condition of the lower twelve inches of small 
intestine was, I think, due to interference with the venous return due to 
the ileo-colic branch of the superior mesenteric vein being involved in 
the twist. 

l' am indebted to Lieutenant-Colonel R Jennings, RA.M.C., for his 
advice during the whole operation, to Lieutenant L. Bousfield, RA;l\1.C., 
for his able assistance, and to Lieutenant H. C. Winckwol'th, RA.M.C., 
whose very skilful and judicious administration of the various an!.esthetics 
enabled the operation to be carried to the extent it was. 

AN INTERESTING CASE OF MARGINAL PLACENTA PRiEVIA. 

By CAPTAIN D. G. CARMICHAEL. 
Royal Army Medical Corps. 

Mrs. S., aged 34, multipara, last child four and a half years ago, no 
abortions in the interval, was recently admitted to the Station Hospital, 
Rangoon, with a slight uterine hremorrhage, the patient being eight and a 
half months pregnant at the time. She was put to bed and kept quiet for a 
day. The bleeding, which was thought to be accidental hremorrhage, was 
not severe, and under treatment ceased entirely. The next day, forty
eight hours after admission, as all was well, she was allowed to go home 
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