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Mr. President and Gentlemen :

It is with a great deal of interest and

pleasure that I enter into this discussion.

The treatment of penetration wounds of the

abdomen has ever been an interesting sub-

ject to surgeons, and I may say to the pro-
fession as a whole. You are doubtless aware

that heretofore the treatment of penetrating
wounds of the abdomen consisted simply
of the administration of opium, and trusting
the rest to nature. Indeed, there are not

a few who still adhere to that method.

True, there have been recoveries under this

treatment, even though some viscus or the

viscera have been punctured; though in-

stances of recovery after the intestines have

been penetrated are extremely rare.

After considerable experimental and clini-

cal re-search in this line, and with the report

of cases both successful and unsuccessful,
which have been subjected to exploratory
laparotomy, the surgeons of the United

States and the majority of those abroad

have, with scarcely an exception, agreed
that in “gun-shot” wounds of the

abdominal cavity exploratory laparotomy
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should be performed as soon as possible.
By prompt operative measures, fatal

hemorrhage from some mesenteric vessel

may be averted. In stab wounds we

should be governed by circumstances,

e. g., the length of the knife-blade; the

presence of tympanites or hemorrhage. I

regard the length of the knife-blade of the

most importance. When the cavity has

been entered by any sharp instrument, an

exploratory opening into the cavity, which

may be made by enlarging the original

wound, will not add to the gravity of the

case. Not long ago a doctor in Georgia
asked Dr. Shrady, of the TV. Y. Med.

Record to decide a dispute between himself

and another physician : it was about the

propriety of opening the abdomen in cases

of gun-shot wounds. Dr. Shradyreplied that

if he knew anything about such operations,
to open the cavity and treat the injured
viscera ; if not, to leave them alone and

give opium. I would say to those who

may meet with serious “gun-shot” and stab

wounds of this cavity—who know nothing
about the surgery of the intestines, or, in
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other words, have not the necessary confi-

dence and ability—to open the cavity as

soon as possible; stop all hemorrhage;
stitch the intestines, “if injured,” as best he

can; wash out the abdominal cavity thor-

oughly with a bichloride solution of 1 to

10,000, pouring it in gently and sponging
it out, until it is clear. The solution should

be about 90 or 100 degrees temperature;

and leave the abdominal wound open, re-

peating the washing process every three or

four hours, or thereabout, and cover the

wound during the interim with plenty of

absorbent cotton, stimulants, etc., as nec-

essary. By this method there is constant

removal of all septic material, and nature

closes the cavity by adhesions from the

bottom. This method, though very un-

scientific, to say the least, is far superior
to the do-nothing method, at any rate.

The most important matter in connec-

tion with the surgery of the intestines is

“intestinal suture;” there has always ex

isted a great variety of methods. Since the

seventeenth century every conceivable arti-

cle that might be of service in restoring the

continuity of the intestinal tract has been

tried and its use advocated. The suture

which has withstood the test of time and

experience is the “Lembert.” This method

consists in entering the needle about three

lines back from the severed end of the gut,

going through all intestinalcoats as far as

the mucous, bringing the point out about

one line from the cut border, thenentering
the opposite end of intestine the reverse of

the other, i. e., one line from the cut sur-

face, bringing the needle out about three

lines from where entered. When the suture

is tightened, the edges of the wounded in-

testine are invaginated and the serous sur

faces brought together. This method was

simply a modification of Jobert’s method.

He was first to invaginate the ends of the

intestine, when cut through, m order to

unite the two serous surfaces; Jobert used

in his method but two sutures, while Lem-

bert used enough to invaginate the surfaces

all around. There seems to be a very gen-
eral impression among surgeons that in tak-

ing Lembert’s suture the serous coat alone

is included in the stitches.

When Lembert introduced his method

in 1825, he directed the needle to be in-

troduced as far as the mucous coat; he

may have modified this later and included

only the serous. In this connection I de-

sire to call your attention to the very great

risk attending this so-called Lembert suture

i e. the inclusion of only the serous coat

in “suturing the gut.’’ The serous coat—as

you all know—is easily torn through. I

believe that some of the cases which have

been operated upon by this method, and

reported dead on the third or fourth day,
owe that result to the tearing through of

some of the sutures and escape of the in-

testinal contents. Last summer during a

series of experimental and clinicalresearches

in gun-shot and other injuries of the intes-

tines, and the comparative value of different

methods for the restoration of the intestinal

continuity, I usually found that in those

dogs dying of septic peritonitis between the

third and fifth days subsequent to a restora-

tion of the continuity of the intestinal tract

“by the so called Lembert method,” there

had occurred a partial or complete tearing
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through of some of the stitches, while in

others the whole suture had theappearance

of having torn through slightly on both ends

of the gut, which permitted some separation
of the approximated ends ; hence an escape

of the intestinal contents. Upon a more

minute examination, I found that some of

the sutures had gone as deep as the mucous

membrane, while others only included the

serous and muscular coats, and it was this

class which were found torn through, either

completely or partially, when any gave

way. I concluded to try a modification of

Senn’s method, viz.: the scarification of the

serosa with the point of the needle, before

the ends were invaginated. The suture

was made to include all coats of the bowel;
after uniting the bowel the serosa was again

scarified on each side of the suture as far

as the mesenteric attachment; then over

the suture and around the gut was placed
an omental graft about one inch in width,
and stitched so far as to form a band. In

some the omental grafts were cut off from

the omentum, but I believe it best to leave

one end attached. It is better to choose

one with a vessel about the center of the

graft. The graft unites very quickly with

the serosa, and the serosa of the ends of

the bowel having been scarified before in-

vagination, unite much more quickly than

without it. By this method rapid union is

obtained, and the danger of infection and

peritonitis, owing to the sutures penetrating
all coats of the bowel, is reduced to a mini-

mum. There is no danger of the sutures

tearing out. I would mention in this con-

nection that Dr. Mall, of the Johns Hop-
kins University, has shown that the sub-

mucosa is the strongest coat of the bowel,
and it is this coat which is ordinarily in-

cluded by some in stitching the intestines,
under the impression that it is the muscu-

lar coat they have penetrated; because the

needle meets with some resistance in taking
it up.

In conclusion, gentlemen, I would say,
make sure you takeup this coat inuniting the

intestines. I have had seven recoveries

out of nine cases treated by this method,
one of them in the human subject. Of the

two fatal cases, both were dogs, and their

death was the result of an accident—one of

them gorged himself with meat and bones.

Of the successful case in the human subject
I omitted the omental graft, as the tissues

were too much infected and shriveled. I

scarified the serosa, however, and the

stitches included all coats of the bowel.

My friend, Dr. McGee has recently had

two successful cases of knife wounds of the

intestines, wherein the same suture was

used.

The subject underdiscussion, gentlemen,
is a vast one, and much remains to be said.

I will only occupy your time with a few

more points, and I have done. In gun-shot
woundsof the abdominal cavity the position
of the wound and the direction from which

the shot came is important. Parks and

others have shown that a bullet may go

around the cavity without penetrating it.

During my own work two dogs were shot

in the abdomen transversely: both were

hit almost exactly in the same spot. In

one the ball penetrated the viscera, in the

other the cavity was not even opened. 1

present here, gentlemen, a rare specimen



4

taken from one of the dogs. The ball, in

this case a 32, has penetrated the serosa

and muscularis, but has apparently been de-

flected by the sub-mucosa, 'and has gone
around the gut without penetrating its

lumen. It is apparent from all reports,

that gun-shot wounds of the pelvic cavity
are less fatal than those higher up. Dr.

Henry Janes, a Surgeon of Waterbury, Vt.,
reported in the Surgical Section of therecent

International Congress twenty-seven cases

of non-fatal penetrating gun-shot wounds of

the abdomen treated without laparotomy.
He says: “In none of the twenty-seven
cases was it certain that the small intestines

had been perforated. In ten cases in which

either the rectum or bladder were injured,
the course of the missiles was mainly in the

pelvic cavity.” The Doctor, in a personal
communication, informs me that in civil

practice he is in favor of the immediate op
eration for gun-shot wounds of the abdom-

inal cavity; while on the battle-field he

thinks more lives will be saved by leaving
them alone, because of the lack of proper

(Reprint from the Memphis Medical Monthly.)

assistance and conveniences. There are

a few points of importance in regard to the

method of proceeding in operations for in-

juries of this class. The external surface

of the abdomenshould be thoroughlywashed

with soap and water, and irrigated with a

i to 3000 bichloride solution. A large piece
of antiseptic gauze with a slit in its center

is spread over the abdomen. The slit in

the gauze should be made large enough to

admit of free incision in the abdominal wall.

If there be any adhesions among the intes-

tines they should be ruptured, and the in-

testines removed, and laid upon the gauze

covering the abdomen ; they should also be

covered while without the cavity, and fre-

quently bathed with a warm antiseptic so-

lution. Always put in a drainage tube, as

far down as you can get it. I would advise

you when possible' to leave the points or

point of operation on intestines near the ab-

dominal wound when you close the cavity,
in order that they may be the more easily
reached in case the cavity has to be re-

opened.
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