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POSTOPERATIVE ACUTE DILATATION OF THE
STOMACH.
BY
C. E. RUTH, M. D.

Des Moines, Iowa.

THIs is a condition, a complication, and not a disease. I have
endeavored to exhaust the literature on the subject, published
since the article of Loffer, appearing in the early part of 1908,
in which he gives the findings or conclusions based on 217 cases
reported up to that time. These recent articles are sixty-eight in
number, closing with June of this year, and have been con-
tributed by both American and European authors.

I am sorry that time would not permit me to make any
personal experiments to verify the truth or prove the falsity of
the claims and conclusions gathered from these observers. I
sincerely trust that the title and body of this paper shall not lull
the conscience of any physician to a sense of individual security
in the thought that acute dilatation of the stomach alone con-
cerns the surgeon, and is only a postoperative condition. It is
not only not a ‘rare condition, but it is probably quite as fre-
quently met with by the general practitioner as by the surgeon,
and it may be encountered as a complication often far more
grave than the original malady, in all forms of injuries, after
nervous shock of various kinds, in all acute infections, pro-
longed and debilitating diseases, as well as acute indigestion,
and may occur at any age and without sex preferemce. It
has been known to follow operations after all kinds of general,
spinal and local anesthesia, and following operations in which
the stomach had been thoroughly irrigated.

History.—Rockitansky described the condition in 1842. He
thought it was due to duodenal compression by the mesenteric
root. Brinton recognized it in 1859 anhd believed it due to
paralysis.

Etiology.—Certain conditions, recognized postmortem, have
been proposed as undoubted causes of this condition. So varied
and contradictory or inconstant have been some of these that
most authorities have been forced to the conclusion that not one
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constant but many possible factors may operate and present
varying degrees of importance in different cases. It is certain
that paralysis of any part of the intestinal tract is promptly
followed by rapid dilatation of that section, and that no demon-
strable obstruction is needed at either end of the paralyzed sec-
tion to prevent the accumulation of gas or fluid from escaping.
It seems equally true that paralysis of the stomach and part of
the duodenum will also in many cases lead to rapid dilatation
of the stomach, at times even to the point of rupture, without
there being any point of obstruction more than would exist
from the normal power of the sphincter-like tonicity of the
circular fibers of the pylorus and cardia, plus that which natur-
ally results from the orificial displacement due to the dilatation.
With the dog or cat under profound anesthesia the stomach may
be distended until the respirations grow labored, heart feeble
and rapid, and dissolution appears imminent; rupture of the
stomach occurs or death takes place. But if either the stomach
of the dog or cat is unduly distended, when narcosis is not pro-
found, the animal relieves itself by emptying the stomach,
and every experienced anesthetist has noted the tendency of
a loaded stomach to empty itself under partial anesthesia, but
he has also noticed that all vomiting is at once stopped when
profound narcosis is attained and no vomiting can again occur
until the individual has partly, at least, recovered from the anes-
thetic. In fact, the anesthetist can have no surer sign that his
patient is passing from under the anesthetic, or that he has not
been under it completely, than when there is retching or vomit-
ing. These facts prove very conclusively, either that the stomach
is paralyzed by the anesthetic, that the vomiting center is
paralyzed, or that reflex inhibitory influence has resulted in
muscular paresis, and this again at once paves the way for
fermentive activity and gas formation from food or other gastric
contents, bacterial toxic invasion of the tissues and rapid dis-
tention of the stomach which may easily get under considerable
headway during a protracted operative procedure. Within a
few moments or hours under favorable conditions, such a
quantity of gas or fluid may accumulate in the stomach as to
distend the stomach and displace all the intestines downward,
while the stomach occupies the entire abdomen, interferes
with the heart’s action by upward pressure and may produce
rapid death or grave symptoms without any real obstruction
either at the cardia, pylorus, or in the upper intestinal tract.
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When moderate distention of the stomach takes place the
displacement may so press the root of the mesentery where
it crosses the third part of the duodenum, as to completely
stop all egress downward of .gas or fluid so that pancreatic,
duodenal and biliary secretions after distending the duodenum
are poured from this overdistended organ through the pylorus
into the stomach. These secretions are decidedly irritant and
even corrosive to the gastric mucosa, and reinforced by the
irritating properties of the anesthesia, now also being eliminated
by way of the stomach, a powerful exosmosis sets in which
in some cases rapidly drains all the available fluids from the
body into the stomach. Regurgitation usually occurs rather
than real active vomiting, for it is brought up in mouth-
fuls, often without effort, and without nausea in some cases,
and practically always free from feculant odor. The stomach
losses in this way are often much like the overdistended and
paretic urinary bladder overflow and is well expressed by
the term regurgitated rather than-vomited. To these possi-
ble etiological factors which may act to cause acute dilatation
must be added all debilitating, and toxic agents of the septic
infection type as well as those of ordinary narcotic influences,
among which latter the anesthetic must not be ignored. The
following sequence must then present itself in cases of this class:

1. Paresis of the stomach, vomiting center or inhibition
through nerve connection.

2. Dilatation.

3. Increased obstruction at the cardia and pylorus as well as
through traction upon, and angulation of, the stomach orifices
and compression at the duodenal mesenteric crossing.

4. Peristalsis will also be found entirely absent in nearly
every case.

Mac Evitt says the stomachs of dogs can be distended to burst-
ing during anesthesia, but not otherwise.

Fairchild says that whatever may cause paresis may cause dila-
tation of the stomach. He also gives the three principal causes,
namely,

1. Toxic (neuro-paralytic).

2. Gastro-mesenteric ileus.

3. Peritonitis.

Symptoms.—Vomiting, usually of the regurgitant type, thirst,
inordinate and uncontrollable, moderate pain in some cases,
sensation of fullness in the epigastrium, temperature usually
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but slightly elevated and at times normal. Inspection shows
distention of the upper abdomen, slight or no evidence of peri-
stalsis, tympany often very extensive and may in the dorsal decu-
bitis extend over the entire abdomen with slight dulness noted
only when percussion is made low laterally with the patient
turned on the side. Splashing can be noted readily in some of
the cases. In rapid distention grave disturbance is quickly
noted in restlessness, dyspnea, rapid pulse becoming feeble
and thready, urine very scant—the urine is so small in amount
as to cause at times error in diagnosis under the supposition that
the patient is dying from suppression, with uremia. The amount
of fluid poured into the stomach and regurgitated is at times
enormous and far in excess of the amount ingested. The
vomited fluids are dark greenish, brown or almost black,
sour smelling but not feculent, although presenting some fermen-
tive odor. Constipation is the rule and in some cases collapse
comes early and is profound.

Diagnosis.—Diagnosis is always easy to one who is on the look-
out for the condition and will make careful examination of
the case. Persistent vomiting of the regurgitant type especially
coming on after the anesthetic nausea is past and in the absence
of severe local pain, rigidity of the abdominal walls or local
tenderness, especially when accompanied by marked distention
of the upper abdomen, becoming general with intense thirst,
great prostration, rapid pulse, often without evidence of perito-
nitis or marked rise of temperature and accompanied by pro-
gressively increasing dyspnea, is almost an unmistakable com-
plexus of indications of acute dilatation of the stomach. Passing
a stomach tube will at once prove or disprove the diagnosis by
drawing off the accumulation of gas and fluid, following which
if the stomach be washed until the fluid returns clear, relief
of all the symptoms subjective and objective renders the
diagnosis certain.

Pathology.—The postmortem findings are so inconstant and
variable that one may say that it has no pathology except that
of dilatation of the stomach. The dilatation varies from a
moderate degree, extending to or beyond the umbilicus, to
complete filling of the abdomen and collapsing of the other hollow
viscera, or displacing the small intestines into the pelvis. Accom-
panying this extreme distention, there will frequently be encoun-
tered yielding of the muscular coat in different places, various
changes in the mucosa and a decidedly anemic state of the
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stomach as a whole. The distention of the stomach has in
probably 20 per cent. of the postmortem cases extended into
the duodenum to the point where the superior mesenteric artery
crosses the third part of the duodenum on the anterior surface of
the body of the second lumbar vertebra. This postmortem find-
ings caused some observers to conclude that the mesenteric root
crossing the duodenum was the primary cause of the obstruction
and the dilatation of the stomach, when really obstruction at this
point never could or would have occurred save by strong traction
on the mesentery or direct pressure of the dilated stomach until
the resistance to the passage of gas and fluid was greater at this
point than at the pylorus. Undoubtedly stasis in both the
stomach and duodenum favors bacterial invasion. All experi-
ence and experimental work proves that when any part of the
intestinal tract is paralyzed, distention of the part is rapid,
tissue bacterial invasion probable and angulation quickly
prevents the passage of gas from the distended into the healthy
part. The stomach behaves exactly the same way save that
obstruction by angulation is not so complete or easy, though it
is entirely sufficient in many cases at both the pylorus and
cardia to prevent the passage of gas on account of the sphinc-
ter-like action of the circular muscular fibers at both orifices
until the tension is so great that the pylorus yields in 20
per cent. of the cases. The cardiac orifice also permits
the passage of some gas or a mouthful of dark brown or
greenish fluid and at times a very large amount may be
so expelled. When the dilatation succeeds in forcing the
pylorus, then the gastric and pyloric contents will mingle
to the point where the mesentery crosses the duodenum.
The distention will not be likely to pass this line because
the duodenum is normally flattened out on the anterior
surface of the body of the second lumbar vertebra, the
mesenteric root crossing the front of the gut with its sharp
edge pressed firmly against the intestine, and held there by
the new enormously distended stomach, into which is constantly
being poured the outward osmotic flow from the body fluids.
The fermentive changes manufacture more and more gas which
in turn increases the stomach distention and the force with
which the small intestines are pressed downward lower and lower
into the abdomen or pelvis, pressing the root of the mesentery
directly and by traction against the duodenum. The duodenum
cannot yield posteriorly because of its contact with the spinal
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column, besides every particle of additional distention of the
stomach also increases the direct stomach pressure against this
same point, making egress of gas or fluids by this route an impos-
sibility unless the stomach can be lifted forward to relieve ten-
sion on the transverse duodenum and the root of the mesentery.
It has been proven by experiment that in these cases where
distention produced obstruction at the mesentery crossing, as
soon as the finger was passed behind the stomach and it was
lifted forward so as to remove the direct stomach pressure on the
duodenum, if the mesentery was not being forcibly drawn down-
ward, the duodenal and stomach contents rapidly drain through
into the small intestines. These incontrovertible facts prove
conclusively to my mind that as a primary causative and
obstructive factor in acute dilatation of the stomach, the crossing
of the root of the mesentery over the transverse part of the duo-
denum must be abandoned. How much of the pathology noted
postmortem in the gastric mucosa is due to fermentation,
irritation and corrosive action of the pancreatic juice entering
the stomach can as yet be only conjectured. The distention is
at times entirely gaseous and on passing the stomach tube
gas and fluid is occasionally expelled with almost explosive force.
The stomach being distended must yield at points of least
resistance. The lesser curvature is short and its extremities
more or less fixed by the cardia and pylorus with the resisting
hepatic and diaphragmatic dome limiting displacement upward,
so that as the dilatation continues the greater curvature is
finally pressed against the abdominal walls at all points, while
the lesser curvature is folded as it were, or more properly
angulated as some observers have noted it, in the form of a
“V”or “U.” The folding together of the lesser curvature aids
in traction upon and semiobstruction of both the cardiac and
pyloric orifices. The contents of the stomach, while mostly gas,
have been known at times to comnsist of two gallons of fluid.
Liver, gall-bladder, pyloric and other adhesions as well as drainage
tube or gauzc pressure or drainage reflex irritation has seemed
to be the principle pathology responsible for the manifestation
in some cases.

Miller says ‘“The hypersecretion from the stomach may be
an effort of nature to eliminate poisons usually removed by the
kidneys and liver or terminal manifestationsof a grave toxemia.”

Certain it is that by whatever means the bile and pancreatic
juices gain access to the stomach, they at once begin an irri-
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tating and even corrosive action and possibly their presence in
the stomach may powerfully stimulate the osmotic flow in all
cases in which the stomach is incompletely emptied by vomiting.
The fluid itself poured into the stomach from the general
system may by dilution greatly lessen this irritant and corrosive
action and aid in emptying the stomach by emesis or in other
words be simply another instance of nature's conservative
effort in prolonging fight for life while it gives to us at the
same time a very important therapeutic hint in gastric lavage.
Prognosis.—The mortality has been variously estimated at
from 40 to 8o per cent. There is little question but that the
early diagnosis and prompt use of the best recognized treatment
will give a greatly reduced mortality. The very severe cases
will sometimes die within a few moments to five hours, while
the less severe may linger from ten to twelve days. From what-
ever cause extreme dilatation of a viscus occurs, there must
result more or less paresis for some time thereafter and this
should forewarn us to not permit extreme redistention for fear
that the paresis of distention may itself cause permanent loss
of tone. This is doubly important in cases of the class under
consideration where paresis undoubtedly played the most im-
portant réle in the development of the trouble. It would there-
fore appear that in early emptying of the stomach and preventing
its refilling there would be presented the first prognostic indica-
tion. The cases which present a high temperature from the
start will give the greatest fatality because the septic intoxica-
tion which produced the pyrexia has also caused the paresis
which in turn caused the acute dilatation of the stomach and the
removal of the stomach contents may mnot be able to even
slightly influence the septic process which was the primary
cause. Those cases, on the other hand, which have a slight
temperature rise or none until the dilatation of the stomach is
very pronounced, may have had the paresis produced by a
nervous shock, a blow on the epigastrium, fracture of the spine,
paresis of the pneumogastric or its ganglionic center, reflex
irritation from operative trauma to the solar plexus or be pro-
duced by pressure from drainage. Elimination by the stomach
mucosa of ether or other toxic agents may cause or aid in causing
the local manifestations, to say nothing of the almost unlimited
number of debilitating causes, including indigestion from dietetic
indiscretions. It will at once appear that the ability to recog-
nize the cause and promptly to remove the same will have much

obgynhistory.net



DILATATION OF THE STOMACH. 419

to do with determining the prognosis and also that statistics
are quite misleading because of the variety of factors entering
into the different cases.

Treatment.—Should consist first of prevention to the utmost
of our ability, by the suitable preparation of the patient. The
stomach and intestinal tract should be as free as possible from
undigested food stuff which might by arrest of the digestive
process, undergo fermentation or decomposition and cause con-
siderable quantities of gas or produce toxemia. It is necessary
to avoid too profound and prolonged anesthesia. The utmost
care must be taken to minimize operative trauma and pressure
or adhesive irritation to the solar plexus from drains used in the
upper abdomen. Frequent change must be made in the patient’s
position to one side or the other, to facilitate the passage of gas
or liquids and at the same time the danger of slight gastric
distention will be reduced, thus preventing the stomach from
impinging upon the mesenteric root and interfering with ready
passage of gas and fluids into the jejunum and possibly cause
regurgitation into the stomach. The operation must be com-
pleted in the shortest possible time to reduce to the minimum
the period during which the vomiting center (safety valve func-
tion) is paralyzed by the anesthetic. Exposure of the abdomi-
nal viscera must be as slight as possible. Especially dangerous
is much handling, air contact and friction of all kinds, but
particularly wiping the abdominal viscera with gauze. Avoid
all contact of dry gauze with the endothelial surface of any
viscera. Use only gauze in the abdomen which is wrung fresh
from hot normal salt solution and placed in contact with the
abdominal viscera in the gentlest possible manner. The omen-
tum must be used unsparingly to prevent the formation of dan-
gerous intestinal adhesions, by securing it in contact with and
to cover all dangerous surfaces but always without traction, and
as a graft when necessary. The utmost care must be exercised
to prevent the patient from taking too much and unsuitable food
for some days after an operation, because many persons have
little or no digestive power for several days after taking an
anesthetic. The active therapeutic indications are immediate
emptying of the stomach by the tube followed by lavage until
the fluid returns clear and this must be done as soon as there is
stomach distention, tympanitic or dull, with or without pain,
nausea, vomiting, regurgitation of fluid or belching of gas and
without waiting for the pulse to be greatly increased in frequency
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and lessened in force, respiration embarrassed, cynosis to be
extreme or the thirst to be of the agonizing, torturing kind.
This use of the tube and lavage is to be repeated as often as
there is the slightest manifestation of the return of distention
in the upper abdomen before any symptoms take place, because
an organ recently distended and paralyzed from whatever
cause, cannot recover its tone if allowed to become redistended
soon, for distention frequently repeated or even once of suffi-
ciently severe a type, may render paralysis permanent without
any other associated condition. The permanent loss of contrac-
tile power from overdistention of the urinary bladder is well
known and there does not seem to be any good reason to con-
sider the stomach an exception. The stomach tube therefore
may be needed every thirty minutes to six or eight hours.

I am sure that we erred in our first case in not passing the
tube several times instead of once and by allowing ourselves to be
lulled to a sense of security by the slight discomfort of which
the patient complained; slight distention, absence of vomiting
and ease with which she expelled and eructated gas. The grave
condition of these patients of itself bars out of consideration the
undertaking of such operative procedures as sectioning the duo-
denum and reuniting it in front of the root of the mesentery
(F. Byron Robinson), gastrojejunostomy, gastrotomy, etc., even
though they offered any prospect of benefit more than the use
of the tube, which they do not. For the condition has occurred
in cases in which gastrojejunostomy had previously been done
and only one case in about every five presents obstructions of any
part of the duodenum. It is very doubtful if the obstruction
noted in any of the 20 per cent. of cases had anything to do
with the production of the condition, but the evidence is almost
indisputable that in this percentage in which the obstruction was
noted, it was a result of the dilatation and in no sense a cause.
Hence, though these operative procedures represented no
gravity, they would still be a waste of time and absurd thera-
peutic measures. Normal salt, hypodermoclysis or continuous
drop method enemata to replace the fluids lost by the rapid
osmotic outflow through the stomach, are imperative in most
cases. Hypodermoclysis must be used in all cases in which
there is also inability to retain enemas or in which there exists
diarrhea or frequent passages of gas per rectum, as occurs in
some of these cases. The terrific thirst is one of the most urgent
indications for the use of hypodermoclysis or proctolysis to
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relieve the starving tissues. The mechanical interferences with
the heart and respiratory functions is at times very great and
the stomach tube gives the only sure, safe and instantaneous
relief toboth. The fact that death may be almost instantaneous
or occur after two weeks, only emphasizes the need of prompt-
ness and thoroughness in the use of the tube. Whether any
benefit may be obtained from the use of acids, alkalies or anti-
septics will depend upon the condition of the fluids drawn by
the tube at the time of the lavage. About the only operative
condition which could be considered justifiable under these
conditions would seem to be the removal of drains, particularly
those in the upper abdomen where they may cause pressure,
obstruction or splanchnic reflex inhibition, or for the release of
adhesive obstruction. The position treatment so insisted upon
(Geo. R. Fowler), probably represents more preventative than
curative influence, for when the stomach has already undergone
great acute dilatation the prone position is impossible and the
lateral decubitus is not able to release the defective drainage
points. The value of placing patients on the side early
after all operations, particularly the right side, to facilitate
drainage through the pylorus, and to prevent dilatation and
pressure obstruction upon the root of the mesentery, cannot be
questioned and by turning our patients we will do much to lessen
the irksomeness and lumbar pain of the first few postoperative
days. In cases with falling temperature, artificial heat must be
freely applied. After the use of the stomach tube the patient
may often lie on the face comfortably and empty the stomach
as it fills, without difficulty, and he should not be permitted to
resume the dorsal decubitus. The Trendelenburg position would
seem to favor rather than overcome reversed peristalsis and
the same is true of ‘the knee and chest position though the latter,
like the prone position, is impossible with many of these cases.

The use of strychnin, heroin, eserin or other drugs should
be to meet the symptomatic manifestations as they arise in
each individual case and according to the judgment of the
physician. :

CONCLUSIONS.

First, failure of the cardiac orifice to readily yield is the
one essential to acute dilatation of the stomach.
Second, motor paralysis of the stomach, whether due to cen-
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tral or peripheral paresis, to inhibition through the solar plexus
and splanchnic stimulation, or any narcotic or toxic agent, may
cause the condition.

Third, reflex inhibitory influence is well shown by failure to
produce dilatation of the stomach from ligating the duodenum
alone, but to ligate the duodenum and crush the testicle in dogs
promptly causes dilatation of the stomach.

Fourth, the greater frequency of the condition following sur-
gery of the upper abdomen, in which wick and other drains are
used, indicates the importance of inhibitory influences of the
solar plexus, trauma and irritation.

Fifth, knowing that paralyzed bowel is obstructed bowel

nd peristalsis can alone obliterate kinks due to paralysis, we
should not expect the stomach to be subject to different laws.

Sixth, on whatever side of the cardia the gastric muscularis
is weakest, the dilatation will be greatest, causing the car-
diac opening to be pushed to the opposite side and more or less
angulated against the sharp margin of the cardiac opening in the
diaphragm, thus adding another factor of difficulty in emptying
the stomach by vomiting.

Seventh, operative absurdity is at once indicated by the
impossibility of draining a paralyzed stomach into a paralyzed
gut, and a considerable part of the intestinal tract may be ex-
pected to be paralyzed in every case of acute dilatation of the
stomach by the same cause which produced the gastric paresis
and paved the way for dilatation.

Eighth, the permanency of acute dilatation of the stomach
will depend upon the cause operating to produce the paresis
and upon the degree of distention.

Ninth, acute dilatation of the stomach sometimes occurs
and progresses rapidly during an operation.

Tenth, as only a few drops of ether in the stomach may
cause great dilatation, it is necessary to prevent the patient
from swallowing ether.

Eleventh, acute dilatation of the stomach may begin when
the small intestines are very much distended with gas and not
yet paretic.

Twelfth, occlusion by the root of the mesentery must be
secondary else the tube and lavage would not afford relief. The
need of vigilance must not be relaxed in any period of life as the
condition has been encountered at nine months and at seventy-
four years of age. In all cases the stomach tube must be at once
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passed as it represents no danger and its early and thorough
use gives almost the only hope of cure.

Thirteenth, it is so easy to detect the first manifestations of
acute dilatation of the stomach by touch that I am convinced
that at every visit for the first few days after an operation the
surgeon should pass the hand down over the ensiform cartilage
and note whether there is distention of the epigastrium and when
it is detected he should pass the stomach tube at once and pre-
vent grave complications. This precaution is especially import-
ant in abdominal cases and interns as well as nurses should be
taught the importance of this sign of fullness in the epigastrium
in order that danger from acute dilatation of the stomach may
be at once detected and dealt with in time, even though the
surgeon may not be present, because of the extreme rapidity with
which it may develop into a condition of the utmost gravity.

The average age of the patients reported in this list is thirty-
seven years, the oldest being seventy-one and the youngest two
and one-half. The report includes the work of forty-two
operators, eight cases being the greatest number reported by one
operator. The two cases reported by the author were encoun-
tered within the last year. The sex was given in eighty-
five of these cases, with twenty-six males and fifty-nine females.
The anesthetic used is mentioned forty-one times and in the
following number: Ether, twenty-seven; chloroform, seven;
scopolamin-morphin-ether, two; ether and chloroform, two;
hyosin-morphin-chloroform, one; nitrous oxide, one; gas and
oxygen, one. This includes nine gastroenterostomies and twelve
appendectomies. The justifiability of undertaking to cure acute
dilatation of the stomach by gastroenterostomy and the obstruc-
tive influence of the root of the mesentery as a causative factor
in producing acute dilatation of the stomach is nevertheless em-
phatically denied because in every case the gastrointestinal
anastomosis was made beyond the mesenteric root crossing of
the duodenum. The operative time is given in only twenty-two
these cases and it slightly exceeds one hour.

It would be interesting to know what was the operative time
on many of these other cases because of its undoubted influence
in the production of acute dilatation of the stomach. In
twenty-two cases the symptoms of acute dilatation of the
stomach were manifested within twenty-four hours after opera-
tion, in forty-one the first symptoms appeared from the fourth
to the sixth day and in one case the onset was delayed to the
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sixth week. In cases so long delayed in their onset as six weeks,
one must always look for a cause, as dietic error, nearer in time
to the manifestation than that of the operation.

In this list there were sixty-one recoveries and thirty-nine
deaths, or a mortality of thirty-nine per cent. In sixty-seven
of these cases the stomach tube was used, usually accompanied
by lavage. Of the sixty-seven thus treated, there were forty-
seven recoveries and twenty deaths, or a mortality of a little over
29 per cent. If we exclude from this last list, eight cases in
which the acute dilatation was complicated, in some by general
peritonitis, septicemia, erysipelas (the latter given as the cause
of death in one case) and one case in which the operator admitted
the probability that acute dilatation of the stomach existed at
the time of operation, the mortality of those cases of uncom-
plicated acute dilatation treated by the passage of the stomach
tube, is reduced to less than 18 per cent.

We have reason to believe that this mortality will be still
farther reduced when the diagnosis is made earlier and the
stomach tube and lavage are persistently and intelligently
used.

The eleven cases reported by Boice, Littig, Osborne and
Ruth, have not been previously reported or published.

Three of the reported cases should have been excluded as not
strictly deserving a place in an article on postoperative acute
dilatation of the stomach, but I have allowed them to remain
because they contained important suggestions or data. Hendon
mentions having had three other cases which he did not report.
These would bring the entire number up to 100, after excluding
the three cases not properly belonging in this series. Hendon’s
unreported cases, however, would still further reduce the per
centage of mortality because all three of his unreported cases
recovered.
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