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Chronic nonspecific uicerative colitis is not a comimnon
discase, but the misery and mortality of the patents
suifering from it the satisfaction to be derived
from the proper manasemient of it draw more attention
than frequency alone wouid wilow,

The cause of ihe disease is open to debate. " Bargen
points out properly that one must ditferentiate the dis-

siav,}
aini

case under discussion {rom tuberculous colitis, colitis
dite to lymphopathia venercum, colitis due 1o atiehic
or bacillary. dyscatery, and other forms. He believes
most chironic ulcerative colitis 10 be due to a (‘imoctrcp-

tococcus. His view is not universally accepted, and a
large portxon of authors group the majority of these
cases as “idiopathic” or “non-specific” chronic ulcera-
tive colitis.

Other authors have offered various expunations tor
the discase. R AL
Jensen of our Psychiatric Clinic for Cl.mmn has stadied
eight cases in children rarher carefully {ram
chiatric angle. He found that these cmldrcn all had
rigid personalities, an unyielding character, set exact
standards for themsclves, were not irce and spontane-
ous in tyje, and usually were more intelligent than the
average. He feels that in each of these
set of diarrhea has been refated to some unusual cir-
cumstance in the family relationship. As a rule, no
consideration had been given to the psychiatric aspects
of these cases uatil the patients came here. Jensen was

Some siress the funcuonal {actor.

tie psy-

cazes the on-

able to find special circumstances in the individual ex--

periences of the children underlying each exacerbation
of the discase, and in cach case there had been smoul-
dering suppressed resentinent against the family. He
felt that in diarrhea in a child in whom
no specific diagnosis un two 10
weeks, the psychiatric aspects of the problema should
be considered. In many of the adult cases coming
to the surgical service, some of us have felt that far too
Little attention has been paid to these considerations.
The importance of allergic, reactions to a variety of
An-
{roquency of

any case of

be made in three

fHodstulls Ims been stressed by numerons writeds,
dresen iz particularly fmpressed by e
sensitivity to mili. Rowe has reported a smail series
of cascs in which exacerbations of the discase were
conclusively traced to inbalants such as ragweed and
thistle pollen. '

Various vitamin deficicncies have been incriminated,
particularly those of the B-complex. Studies have
been underiaken to determine the importance of varia-
tions in activity of the various digestive enzymes.

It is apparent that no single causc has been positive-
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I'rom the Dc',mrtment of Surgery, University of Minnesota
Hospitals & School of Medicine, Supported by a research
srant [rom the Gradvate School of the TUniversity of Minne-
sata.

228

O\C ETY

ly. cstab‘.ishcd and it scems likely that in each case a
muitiplicity oi factors is at work. )

Pab.oloqy—llm congested mucosa early becomes in-
flamed, bleeds casily on contact, and small hemorrhagic
arcas appear. Tim abscesses form in these areas, and
coalesce to forin uleers varying in size from pin-point
to 2 or 3 cm.\m diancter, with shaggy, undermined
edges. As the iprocess advances, more mucosa is de-
stroyed, until in some cases only islands of mucosa
remain, leaving’a pseudopolyposis.  All the layers of
the bowel become involved in the inflammatory proc-
ess, with marked thickening and fibrosis. The walls
of the colon become thickened and rigid, and as the
lumen becomes smaller, actual obstruction occasionally
oceurs.  Perioration with abscess formation or peri-
tonis is an important cause of death while hemorrhage
from vascular erosion is the sccond important cause
of death. Fistulae and abscesses about the anal canai
are frequently scen. When pseudopolyposis is present,
walignant degeneration not infrequently occurs; pseudo-
nolyposis is therefore regarded as a strong indica-
tion for colectomy. '

The pathology of the disease may vary considerably
irom case to case. At the Cleveland Clinic, Jones re-
poried 93 per cent of the cases started with discase
in the rectim, and then spread to upper segments with
successive attacks. Others report a higher iucidence of
this type, and give the impression that widespread in-
volvement, even to the cecum, or occasionally into the
terminal ileum, is an early result of the disease. Lo-

calized segmental involvement occurs in about S per
cent of the cases. ' '

Symptowms and Course.—~Ulcerative colitis may be
classified under three general headings (Tablc I).

TABLE I. TYPES OF NONSIECIFIC ULCLR ATIVE COLITIS

he fulminating type.
The very mild type.
The more common type-——marked persistently by sufficient
disease to prevent near-normal activity or by frequent
exacerbations of such severity.

LG -

1. Ulcerative colitis may be ushered in as an over-
whelming disease characterized by profuse stools ol
blood, mucus, and pus passed fiftcen to thirty times a
day with h.g.l or spiking fever, prostration, abdominal
cramps and pain plus signs of peritoncal irritation. It
may subside in the course of a few days or weeks or
it may progress to a rapidly fatal outcome on tie
hasis of inanition, sepsis, peritonitis, or massive hem-
orrhage.

2. On-the other hand, it may begin in an insidious
fashion, with mild cramps or diarrhea, later prcs»nlm"
mucus in the stools. As the process advances and ul-
ceration develops, the stools may occasionally become
{requent, purulent, and bloody. It may remain a mild
discase which responds at once to medical management
Apparently, a somcwhat more common course, how-
ever, is a prolonged one characterized by exacerbation
and remissions. Usually the patient never - become
cutirely but gets along weil enough to continix
work except during the exacerbations. There is jus

weil,

MiNNESOTA MEDICINE



MINNEAPOLIS SU

tification for medical management of some such cascs.

3. Between the fulminating cases on the one hand,
and the mild ones on the other, the pa-
tients with ulcerative colitis will fall.  The disease is
constantly severe enough or marked by exacerbations
of sutficient sc»crn_‘, to prevent continuance at work
or even at restricted activity,  Chronic blecding and
loss of plasma, as demonstrated by Weleh, lcad to
marked or moderate imanition and aneniig, and these pa-
tients are difficult to nandle Lecause of loss of strengih,
impaired resistance to surgical procedures, and lack of
ability to take an adequate diet without
diarrhea.

The degree of weight-loss in patients in the severe
phases of the discase is greater than that seen in any
other group of surgical p'mcms at the University of
Minnesota Hospitals,  We have had several who have
lost 35 per cent of the body weight, and one lost almost
30 per cent,

The complications of perforation, hemorrhage, and
sinus formation have already been mentioned.  Poly-
posis occurs only in the chronic cases, .ul carcinoma
is a complication in this group. Arthri thrombo-
phlebitis, achlorhydric gastritis, endocarditis, and
other lesions scem to be late complications.

(P34

mujority

increasing the

iritls,

Diagnosis~Diagnosis of ulcerative colitis is not usu-
ally difficult to establish, but to differentiate the chron-
ic nonspecific type from otiwer types is less simiple.
The patient usually looks chronicatly il
and apprehensive. The abdomen is moderately to mark-
edly tender to palpation. The chief complaint is usu-
ally of diarrhea, but may le of ischiorectal abiscess,
fistula, or other complication. The diagnosis of colits
is largely seitled by examination of the stool for pus,
blood, and mucus, proctoscopy, and barium enema x- ray
examination,

The proctoscopic appearance is one of a swollen, con-
gested mucosa with a granular appearance, which
bleeds casily on contact, usually with myriads of small
ulcers, and sometimes larger ones. There are usuaily
no areas which look entirely normal,

underweight,

Barium encma x-ray cxamination is usually fairly
typical.  Early in the disease there mgay be a fine
featherlike irregularity of the mucosal pattern. Later
the baustrations arc partly lost; they are totally lost
still later in the discase. Because of spasm and scarring
the lumen is decreascd markedly and the bowel is
shortened. The caliber is fairly uniform. Al these
changes give rise to the “lead pipe” appearance con-
sidered so typical of the discase. Ladd and Gross fecl
the wide distribution of these changes is characteristic,
and that it serves to differentiate nonspecific from ame-
bic colitis, which usually involves chicfly or solely the
right colon.

Mention of the important conditions which must
be differentiated is necessary. Tuberculous enteritis
-may be recognized by careful general study of the pa-
tient and ileac barium injection through a Miller-Ab-
bott tube.
cluded by btlood agglutination studies. Amecbiasis can
usually be recognized by repeared examinations of the

MakcH, 1945

The bacillary dysenteries should be ex- |
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fresh stool, but it is customary to give a diagnostic trial

ol cmetine nevertheless,
Mediva! Therapy—The number of different meas-

ures employed in the medical management of ulcera-
tive colitis is testimony of the lack of specificity of any

form of therapy. Certain mcasures are generally ac-

cept ui as of definite value,  Strict bed rest and 2 low
residue or bland diet are usually effective measures for
tiding over exacerbations,  The use of the vitamin B

comp.cx, cspeciaily thiaming, and of liver extract scems
be widely aceepted. Brewer's yeast, cevitamic acid,

and a host of other vitamin preparations have been
added to the pot. Mackie has summarized present
medical management and {avors, in addition to the

measures already mentioned, use of hydrochloric acid
by mouth in those with achlorhydria, mild sedation, as
with phenobarbital, and adequate mineral intake, bearing
in mind that the involved colon is normally the site of

absorption of mest sinerals.  Andresen has called par-
ticular attention to the importance of allergic reactions
to the development and perpetuation of ulcerative coli-

tis, and favors climination diets and a thorough allergic
study on cach patier at,

As already indicated, more attention should be paid
to the psychiatric study of these patients than has been
the custom here in the past.

The advent of the sulfonamides brought new hope.
Some enthusiastic, but the general concensus  of
opinton seems to be that, although the bacterial count
of the feeces may be decreased by such drugs as sulfa-
nylzuanidine and succinyl sulfathiazole, yet no change
in the course of the discase has been demonstrated con-
sistently to occur.t0,22,26,80,28

Varicus other proccdurc\ popular somc years ago,
such as irrigation of the colon with Dakin's solution,
have heen abandoned.

Qare

Medical Versus Surgical Management—An extreme-
Iy wide difference of opinion exists about the part which
surgical intervention should play in the management of
patients witih nonspecific ulcerative colitis. Most of
the publications up to a few years ago indicated the
internist’s horror of the plight of the patient left with
permanent ieosiomy. It has been appreciated that
this is a disease in which more or less prolonged re-
missicns are the rule; and therefore the temptation
has constantly been to dolay active treatment in the
sicker puatients in the hope that such a remission might
occur, .

a

Examples of the diversity of opinion on the choice
of procedure are illustrated by the following. Mackie
advises a thorough trial of conscrvative management
for several months preferably, and avoids surgical
measures to divert the fecal stream from the colon
until proctoscopic examination and barmm enema study
show that irreversible changes are ‘occurring.  Willard
and asscciates are almost bitterly opposed to surgery
in this disease, basing their contentions on the finding

~of a high death rate in those referred for surgery late.

in the disease. The general concensus of opinion among
the surgical authors, however, scems to be that the
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high - mortality foilowing surgical intervention has oc-
curred in patients who have reached a terminal status
before reference by the internist.7.16.15  Certain sur-
geons have suggested the performance of ileostomy in
the first few weeks of the disease, for a fair portion of

these recover and can successfully have the ilcostomy:

closed.8:17,15,29

A fair comparison of figures has been preseniced by
_Elsom and Ferguson, internist and surgeon, respectively,
of the Hospital of the University of Pennsylvania.
They sclected two groups of paticnts with discase of
comparable severity and treated approximately hali by
surgical proccdures, and the remainder by the more
conventional medical management. he findings in-
dicated that in all respects, survival, weight gain, ability
to return to work, and present health, those treated
surgically did better than did those in the other group.

Surgical Therapy.

Ileostomy—Indications.—The indications for surgical

intervention are as diverse as the opinions of the value

of surgery. Those listed recently in the surgical lit-
erature arc fairly uniform, and inciude the following
indications :

1. Emergency indications:
(a) Uncontrollable hemorrhage )
(b) Acute ulcerative colitis with profound toxemia
({ulminating cascs)
(¢) Linpending perioration
(d) Obstruction
2. Elective indications:
(a) Chronic ulccrative colitis resisting all forms
of medical treatment.
(b) Segmental ulcerative colitis.
(¢) Very early ulcerative colitis.
(d) Polyposis including those cases with possible
malignancy.

An impression of the variation in indications is gath-
ered from the fact that at the Mayo Clinic the pro-
portion of cases treated surgically has progressively
declined from 20 per cent in. the period from 1919 to
1923 to 1.4 per cent in the pgriod irom 1932 to 19367,
while in the same period at the Massuchusetts General
Hospital 65 per cent of cases were treated surgicaily.??
In a discussion published with McKittrick’s report of
these figures, Dr. Daniel Joues of BDoston questioned
whether thie classification of cases as ulcerative colitis
was uniform in all clinics, also the criteria of cure.

Prior to about 1930, surgical treatment consisted oi
appendicostomy, cecostomy, and occasionally colostomy.
Garlock states, “The purpose of these procedures was
to permit irrigation of the diseased bowel with med-
icated solutions in the hope of restoring the mucosa
to normal. Expericnce in recent vears has shown that
this therapy was based upou fallacious reasoning. It is
important to emphasize that the first requisite of suc-
cessful surgical treatment is complete diversion of the
fecal stream from the discased bowel segment” This
can be accompiished only by termindi ilcostomy.

The general indications for major surgical interven-
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tion, aside from drainage of abscesses, have been dis-
cussed. The procedure to be done in any of these cir-
cumstaaces is ileostomy. Attemipts to close perfora-
tions have all been reported unsuccessful.  Attempts
to do primary large or small resections with primary
anastomosis have all proved too risky save in a few
cases of segmental disease in which the process was
too quiescent to reveal the true nature of the ailment
until examination of the specimen by the pathologist.
In short, any patient with severe enough ulcerative
colitis to require surgery nceds an ileostomy first, and
a period of months or even years should pass before
further procedures are undertaken.

Technique of Heostomy~The manner of perform-
ance of ileostomy has received too little atteation. Tt
is probably true that most patients with ilcostomy will
heal the operative wound satisfactorily without special
precaution, but it 1s virtually impossible to tell which
cf the patients seen will have more than usually irri-
tating ileac drainage and will thercfore develop break-
down of the wound. The procedures recommended
in the literature uniformly involve bringing a single-
barrel or a double-barrel ileostomy out through the
wound, and closure of the wound about the bowel
This type of proccdure has heen ahandoned at this
clinic. :

These patients are regularly in extremely poor con-
dition, and shock is caxzily induced. McKittrick’s con-
clusions are in agrecment with our own, that spinal
ancsthesia certainly should not be used for ilcostomy,
and general anesthesia also is better avoided. He fa-
vors the use of local anesthesia insofar as possible, a
choice we also have adopted.

Response to Ilcostomy—TFollowing performance of
ileostomy, all are agreed that the majority of patients
improve rapidly. The temperature frequently returns
to normal in one or two days, the appetite returns, the
rectal discharges diminish quickly, and thereaiter the
weight gain is marked and fast. One of our paticats
vained 56 pounds in two months after ilcostomy.
Those for whom the ileostomy is done as an emergency
for bleeding have generally been observed to cease to

sulfer hemorrhage within a few days.

Qther Faclors in the Performance of Ileosiomy—
Tlhie most trying’ complication of ilcostomy is digestion
of the wouud by the unspent ferments of the ileac se-

retions. If the wound is not carcfully protected
carly, the line of closure in the wound adjacent to the
ilcostomy is likely to break down and suppurate. Heal-
ing of such defects is slow and painful, for the wounc
is constantly soaked with intestinal discharge, and the
ultimate results are not satisfactory. A wound so
healed is ever subject to fresh digestion and can make
the patient miserable indefinitely. Most satisfactory’
elimination of this problem has been accomplished by
bringing the proximal end of the ileum out through a
stab wound apart from the main incision. The distl
end is closed and returned to the abdomen. The bowel

MixnNEsoTA MEDICINE



MINNEAI'OLIS S

heals to the skin readily, and this process seems seldom
to be delayed by secretions.t

Digestion of the skin about the ilcostomy is equally
trying. Apparently somewhat more than half of these
patients have litde dificulty regardless of the care
given, but the others suifer from obstinate erosion of
the skin. Therec are repeated refcrences in the lit-
crature to the beliet that this erosion subsides as scon
as the i . “ved colon has been removed, This has
not been ..o experience here.

Various methods have been proposed to treat this skin
erosion, but all are agreed that prevention of it in the
first place is {ar simpler than nmmm’mcut after it has
developed.  Most authors say . littie of this troulle, but
carcful reading of their reports indicates that the pas
tients must have been made miscrable by this compii-
cation. Numerous pastes and ointmenis have had
their day, but in the expericnce of the Clinic here,
that of Ladd and Gross is the only satisfactory onc.
They recommend a combination of zinc oxide oint-
ment, castor oil, and aristol, made up into a thick
paste. Others have favored yeast paste or alumium
paste. Pressman suggested use of a vinylite resin prep-
aration which can be coated omnto the skin, but this
fayer is quickly freed from. the skin by the ileac secre-
tions, and therciore gives little protection.

John R. Paine called our attention here to tiwe use
of the Koeniz ileostomy bag, a description of which

was published by Daker* This bag has a rubber fac-
ing which is fixed with rubber cement to the skin
about the ilcostomy stoma. The bag facing has an
opening made to order to fit about 2 mm. around the
slightly projecting bowcl. In my experience, the use
of rubber cement and rubber dam to protect the skin
in the first few postoperative days, untii a bag can
be fitted, offers an cxcellent means of prevention of
ulcerations and erosions. This may also be accom-
plished with Ladd and Gross’ paste. The bag in my
opinion offers the only satisfactory way to care for
the ileostomjes in these patients after they have be-
come ambulatory,

Further Surgical Management.—In general, the opin-
ion of those dealing wit
should be done if
after ileostomy.
drainage conttmues for more than a few months after
itleostomy. Dseudopolyposis is precancerous and should
dictate both ilcostomy and colectomy, but thé last 12
em. of "Fectufh, which G be
toscope, may be saved
will permit ileoproctostomy. .

In performing colectomies, McKittrick, Lalicy, aad
Cave have recommended staged operatious, utilizing
as many as four procedures to compicte removal of
colon and rectum, and they all suggest the upper end
of the scgment left after each operation be brought
through the abdominal wall as a mucous fistula, for
secure closure cannot be assured in the involved colon.

h this disease is that colectomy
two bouls of acute colitis occur

watched with the

in the hope that later ‘m

$The lletml< of the tuhmqm emploved at the present time are
_published  elsewhere. (Surgery—In press).

*This_is now obtained from II. W, Rutzea,
Roead, Chicago. - -

MarcH, 1945

t should also be done if pronounced.
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In the experience here this procedure has proved nearly
disastrous, and we fcel that if the entire colon is to
come out, it should be removed with the rectum, if
the rectumi is to be removed, in one stage, for this
has given cxcellent results.  The leaving of a mucous
fistula has led in at least one instance to marked per-
sistent pyoderma arkl deterioration of the patient, com-
promising subscquent management.

Rankin recommends removal of the colon to
below the peritoneal reflection with inversion
eid and closure of the perttoneum above the
The rectum can
suicient  healing

a point
of the
closure.
then be observed at intervals, and,
occurs, ileoproctostomy may subse-
queatly be done.  Adequate inversion has been difi-
cult o obtain, for the walls are thickened and infect-
ed, and tire lumen is small; pelvic abscess was a fre-
quent complication until methods of sccure closure were
developed.  These are to be reported elsewhere.d This
is nevertheless the procedure of choice, particularly in
in whom impotence is the usual sequel of
proctectomy. .
A final type of procedure should he mentioned, name-
reconstitution of the normal fecal pathway, either
by simple closure of the ileostomy or by anastomosis,
at some time after ileostomy, of the end of the ileum to
thie lower sizmoid or upgper rectum with removal of the
intervening bowel.  Either of these procedures is pred-
icated on prior complete healing of the bowel from the .
proposed  anastomiosis to  the anus.

males,

¥,

o

tone, Ladd and Gross, and Cattell have all report-
el series of cases of successfully closed ileostomies.
They all stress that ileostomy must be done very early
in the disease if subsequent closure is to be tolerated
without recurrence of symptoms of colitis.

Experience with Chronic Ulcerative Colitis at
University of Minnesota Hospitals
1934 to 1944

In the ten years from January 1, 1934, to January
1, 1944, eighty-two patients with chronic or acute non-
specific ulcerative colitis have been scen at the Uni-
versity of Minnesota Hospitals., Fifty-seven of these
have been treated solely by nonoperative micans as far
ulcerative colitis 15 concerned, although some

had drainage of perineal abscesses or other
incidental surgery performed. Three patients are in-
ciuded in this group who were trcated by conserva-
tive means until death was inevitable, and then were

1 n,Lc: d to oper (Two of these came to operation

as he
of them

"

l(lUH

with perforation, massive pncumoperitoneum, peritoni-
tis, aind marked inanition; the third after having been

septic and comatose for several days.) It should be
emphasized that comparison of results achicved by
couservative as opposed to operative management is
not <o be construed as a comparison of the rclative mer-
its of one Departinent in the hospital as against ane
cther, but rather as a comparison of methods of ther-
apy. Many of those managed conservatively early in
the period of this study were treated on the Surgical
Service. We are fortunate here in that the co-opera-
tion between the Medical Service and the Surgical

tSurgery (In press).
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TABLE " II, GROSS MOKTALITY FIGURES OF CONSERVATIVE
VERSUS SURGICAL MANAGEMENT
ULCERATIVE COLITIS
No. of Died under ‘Died Total
(ases therapy jater’ u:.ortanty
> % . T ¥ No. % Nd:. b
Conservative 57 16 ’% 0 H 23
Surgical 23 2 3 1 3 12
Total 82 18 22 1 v 232

TABLE III. CAUSES OF DEATH IN CASES OF ULCERATIVE
. COLITIS TREATEHS CONSERVATIVELY

1934 to 1944.Univessity of Minnesota Hospiials

Dicd solely of discase proper...... N [ 1y
Died of eomplications of ¢! onic uicerative colitis. ., 4%
Liied of other discase pius chironie ulcerative colttis., 28
Total oot e 16 (28
1. One was admited terminaliv aud died in three hours.
Three went mmugu SUFKETY on the way to the Jjporguc; wie

had spesis and coma for days,
2. One of sepsis,
pneumonia.

3. Oue obstructive jaundice and cerebral hemorrhage, one
myxedema.

two had perforations.
one of thrombophiebitis, two Uroucho-

TABLE IV. STATUS OF PATIENTS WITH ULCES u\"'l\)
TREATED CONSERVATIVELY WHEN LAST SEEN

COLITIS

1934 to 1944 Tniversity of Minnesota ilospitals

Improved oo i i e e e e . i0
- Ununproved .. 1R
Worse .... 41

1. Two of these refused iieostomy
Complications: large paycliatric
Polyposis

Others ...

and Jeft,
oniponent

Service has bucn C\cdlmt at least mrotwhout the pe-
riod when 1 have observed it.

Twenty-five individuals were treated surgically
ulcerative colitis.¥* These cases have excited the interest
of various members of the surgical stafi and have
therefore Leen carefully followed, while there has been
no one particulariy interested in those treated conserva-
tively, and the follow-up in a large proportion of those
cases is nonexistent or anly of a few weeks,

for

A comparison of the overall mortality figures of con-
servative as against surgical management is offered
in Table II.

The medical therapy is not the subject of this review.
An analysis of the canses of death in the conservative
group in Tabie TII. It should
mind that the foliow-up was poor and that
those listed as surviving have probably since died.

The status of those surviving on conservative manage-
ment is given in Table IV,

Lorne in
many

is miven he

Gi

The indications under which surgery was undertaken
and the results thereof are indicated in Table V.

As has already been stated, a great deal of trouble
was encountered in the healing of ilcostomy wounds
until the adoptxon of the method of ilcostomy indicated

—
*The aulhor wishes to stress that the care of these p’l[un(s

was a joint effort.  First Dr O, H. Wangcasteen,
Dres, W, T, l'(_\ur\ W, 11, Maunson, aad

becn active in the fu uu.mt:, .

clusions presented and certd many

successiul cases, come {rom the LAmt: of this group as a wno.»‘
rather than Irom the writer aione.
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TABLE V. INDICATIONS FOR SURGERY IN ULCERATIVE COLITIS

1434 to 1944 University of Minnesota Hospitals

2 & 2
= 2 : £
g ] E . 2 v E y
Rt 2 4 =™ Z -
£t 2 % & B 3
5% s o2 LY o o
] - A3 3 [ =
1leostamy 7 1 10! 1 1 20
Colostamy A 12 1
Seyniental Reseciion 1 1
Primary Coleciomy and
ileoprociostomy 2 2
Printary Toral Col ectomy
and “Pull-through’ 1 1
Total 8 1 14 1 1 25
1. One death due to improper surgery.
2. Patient died.
TARLE VI, INCIDENCE OF WOUND BREAKDOWN
IN ILEOSTOMIES
1934 to 1944 University of Minnesota Iospitals
. . Late
Primary  Disruption Mernia or Late
Healing of Wound Prolapse Stenosis
[teostomy made .
i1 incision 14 71 3 1
Lleostomy made
as Jescribed 6 0 1 0
1. Three healed after 1 to 12 monthas. Three were redone
a o months to 3 vears, One dicd ifrom massive wound
breakdown and skin excoriation.
Total ileostomices ....... Ceereaees verenee 27
Total ileostomy paucms.. it berseseearaens 22

above., The results with ileostomy are indicated in
Table VI

Evaluation of the factors contributing to erosion of
the skin is impossible because there are inadequate notes
in the charts concerning care of the skin, but in several
of the carlier cases in which the measures outlined were
not used, extreme crosion occurred. One case required
transplantation of the ileostomy because of erosion alone,
and another died of erosion and wound breakdown. In

“the cases in the past one and a half years, which is the

time in which the ileostomy has been made as described
and in addition carefully protected Ly rubber dam and
cement, there has been none but the most insiguificant
Crosiosn.

Fourteen patients have been subjected to colectomy
of onc type or another, and there have been no deaths
in association with these operations, all patients being
alive at the end of the study period. The present status
oi these patients as well as that of those not yet hav-
ing undergone colectomy is indicated in Table VII.

Cominent—One rightly concludes {rom Tables V and
VII that we have ample evidence in our own serics
of cases that when operation is necessary in the man-
agemient of ulcerative colitis, the procedure should be
iltostomy and nothing eclse, for no other procedure has
left us with a good result without subsequent operation.
Tn other words, “shortcut” operations made in an effort
to spare the patient one operation and the inconvenience,
even if temporary, of an ileostomy have not been suc-
cesstul,

It is my impression, therefore, that the colon should
be pur at rest for a period of months or years and until

~complete subsidence of the inflammatory process in the

MiNNeESOTA“MEDICINE
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TABLE VIL
SUBMITTING TO OPERATION FOR CHRONIC
VULCERATIVE COLITIS
1934 to 1944 University of Minnesota ]I-,-p tals

Good Faw i unr Dead

Tleostomy only 3t 32 21
Ileostomy, later colectomy in-

cluding rectum 4 1 1€ ]
Ileostomy, later colectomy

Jeaving rectum 2 0 V] .0
lleostomy, later colectumy and

anastomosis  to slgmoul or 3

rectum 1 1° 0 ]
Primuary colectomy and “pull.

through”——subsequent ilcos.

tomy i 0 0 4]
Primary colectomy and ileo-

proctostomy . [} ] 1 9
Segmental colectomy "] 1 ] 0
Colostomy 9 1] Q S|

Total 11 3
- (45.8%) (”)2 e) (16. 7 T) (B.3%)

1. One of these is now seriously i1l (May 1944) after effort
at resection and anastontosis to m»uhcrl rectuni,  Recovered,

2. One still has sonie rectal dischiarge, one has Nimumond's
Disease and one had skin um.mx ey last acen, 131,

3. One refused colectomy for polyps and has carcinomatosis
now., One has cancer, presmmably. -
4. One died of cancer of rectum; one of impfnpcrly doue
ileostomy,

. Had only mucosa of rectum removed—still drains.

6. }as ventral hernia and poor Lealing of perineal wound.

7. Mas small (3 cm.) ve tm) hernda, Lu:cr repaired,

8. Very poor contrel aft st ooperation; ion of
of perineusn ana butiocks, w emht loss, . later
improperly done, later properly revised, now weli,

N.R. 4 cases of polyposis—2 of these develaned ¢

sibly a third.

skin
sad ileostomy

caneer, pos-

rectum or lower sigmoid before attempts are made to
remove the colon in these patients and anastomose the
ileum to the pelvie colon.

In the majority of patients with advaaced
this reanastomosis will never become feasible. Lt
given ileostomy very early it may become thie rule.

disease,

Conclusions

1. Careful surgical management seems 1o otier patients
with nonspecific uicerative colitis better hope of sur-
vival and good health than the medical therapy em-
ployed today.

2. Heavier emphasis should probably be placed on the
p~ychntr1c aspects carty i1 the disease. 1t is possible
that combination of arly ilecostomy will ofer
more effective therapy than we htve had in the pust

3. When surgery is necessary, tleostomy is the proce-
dure of choice. If it is done properly, the artific
causes most patients little dificulty.

4. Colectomy is indicated for
aiter
It should be dene in one stage.

5. Very carly ileostomy
series of cases to lest the promising suggest
closure with good results wiil later be possible.

this anmd

TEONMOmY, OT

!
nouts

should be contempin
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Dk, Harry W. CuwisTiansoN: Thromboulcerative

ohm idiopathic ulcerative colitis is a disease of mani-
3 fa<cm.mo'1 and intrigue, which, during twenty- -five
has occupied a_prominent po\mnn in mcrhml
Lot i oa lu}‘af‘« £,

i

-T":. ,!1.

Wit in resorung ) in il
cuent we accept an attitwcde of defcatism, A few
zo [ frmly believed that surgery was to be

vcm.\.
rcsorl(.d to in but a limited number of cases, namely,

those with scrious complications. Further, it seemed
that the msum_ was firmly entrenched in the wall of the
colon and, hence, the performance of an ileostomy al-
Jowed the diseased bowel to remain behind, to be dealt
with at a later date. One assumed that ileostomy, there-
fore, merely complicated the situation by adding a “sec-
ond rectum.”

It is apparent that surgery has a greater role in the
management of mu:ratnc colms. Dr. Dennis advocates
ileostomy early in the course of the disease, earlier than
has heretoiore been zencrally suggested. In retrospect,
and in reviewing the presented data, it seems that we

0233
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have been tardy, if not rcticcm, in suggesting ilevstomy
in the management of this discase.

At the outxu it is to be m.uu‘smud that we are con-
sukrmg thromboulcerative colitis and excluding any of
the other tyres of ulcerative colitis, such as tuberculosis,
amebiazis, allergic colitis, colitis with av .t.n...nf)cxs, bacil-
lary colitis, lys npho.zranulunn venereum or the um\nuwn
types 2 and 3 of Dargen* These are separate and dis-
tinct entities which must be painstakingly excluded by
exhaustive clinical study and laboratory procedure, in
order to estabiish the (lmcnmml dn’*nosxx Each re-
quires scparate and distinct therapy.

Although 1leostomy \L\.m\, at this time, to be of con-
siderably more value in the rmm'umuu of ulcerative
colitis than was {ormerly believed, I cannot as yet con-
cur with the present sutgwestion as to the exact time of
its performance. To do an ilcostemy b every carly case
. which exhibits an insufficient or delayed initial response
to medical or conserv ative management scems too radical
an approach. I have had the o;xpo tunity to observe a
large number of Ddtan'ﬁ with this discase who .npovmut
well to conservative therapy. As I sce them today, fully
recovered, I would have foit guiliy, i the leasy, had 1
subjected them to the hazard and discomiort of an
‘lcmtomy' for. in the m'\jor;tv { hands this procuiuro
is fraught with difficuity and danger. The surgical
skill .m(l ingenuity manifested by tiie excelient results
Dr. Dennis has presented, might distract us {rom the
real dangers 'lﬂ(nddﬂt to tlns procedure. He has de-
veloped a meticulous technique together ‘with -a pains-

taking and um.unmc pre-operative and pmtom.ramc
regime of care mn the management ot these 1».1L.uu\ Fur-
thcr in this conncction, it is i iteresting 1o note hiat

this procedure is only effccted, in his hands, undcr local
anesthiesia.

Certain fairly definite indications for E!co:'\om_\' and
probably for subscquent  parual or total  colectonay,
secm apparent at this staze in development of our
knowledge of the management of thrombouleerative co-
Jitis. On the other hand, certain other <mmtxo*m ¢1Coun-
tered in this discase seem Lo centraindicate these surgical
procedures. Ilcostomy doces not scem advis:xh‘;c as an
emergency measure; nor does it scem advisabie in in-
stances of perforation of the bowel, or of acute fui-
minating thromboulcerative colitis. Stricture formation,
pseudo- polyposn or dual abscesses and fistulae, regard-
Iuss of the time elenient, constitute indications for licos-
tomy. Early thickenjng of the bowel wall, Lecause of
its polumahh for forming intramural ”xbswx\c\ coni-
stitute an absolute indication for iieostomy. he (1<.\cl-
opment of polyposis or pscudo- pmvpo:m in the colon
of ulcerative colitis renders ileostomy mandatory, coupled
with a subsequent colon resection. The occurrence ot
multiple anal abscesges or fistulae dictates the almost
immediate periormance of an ilcostomy.

To withstand surgical procedure the patient
ulcerative colitis must be in comparatively satisiactory
condition. Munifest starvation and exhaustion, so often
noted i patients with this disease, when it has been
allowed to progress, wn»rmuu a <ith:\lion most ¢
Gcult to adjudicate, sion Gi
the discase leads \.nuuusm ;ly 1o 1..,m. exodis, while
on the other hand, the additien of the surazical trauma
of an ileostomy most iregquently eventuates in thie same
conclusion. The status of this patient is already so far
The physiolozical

gone that recovery cannot be eifected.
pre-operative preparation of these "'U.n.ﬂ", as empioyed
by Dr. Dennis, considerably reduces this hazard. How-
‘ever, we arce in agreement on the point that the patent
should not be '\How «d to progress to this extreme status
of affairs, but rather, that an ilcostomy should be per-
formed sufficiently caxly to obviate this possibility.

The time for the pt.rxo*m'mgc of a colectomy, after
prchmmary ilcostomy, must be asccxt’uned in each indi-

*Type 3 of Th-gtn r: i L\Lnts the form invelving the rectum

and ru:tos gmoid, ¥y 2 onvoives U&. remainder of the coiun,
not the tectumn and l(.«_u!algln(nl\l

with *

vidual case. T agree that one should not be in haste,
but, rather, that one should allow sufhicient time to
elapse in order to ensure complete subsidence of inflam.-
:.‘.tmu of the affected bowel. In some cases the rectum
can be preserved sand an ileoproctostomy effected. This
proccmm, should be reserved {or those ileostomy p'mum
in whom the stools have become solid (all suggestion
of watery or liquid stools or diarrhea has subsided).

Furthier, hefore this procedure can be contemplated ail
mflammation and ulceration in the rectum must have.
abated.

I conclusion, T wish to state tl:at Dr. Dennis should
be commended for his painstaking labors in obtaining
remarkable results, Thromboulcerative colitis con-
stitutes a severe and mysterious malady with which in
many. resiocis we are still unfamiliar, and, it is only
with work such as that which has just been presented
that progress is made.

Dr. Densts (closing) : T would like to add a few
words, In the first place. T am very flattered to have
been asked to talk tomight. It has been a much ap-
preciated privilege.

{ want to say a word about Doctor Christianson’s
remarks. I am impressed with_his bringing out one
indication for xlgostomv which T had overlooked, and
that was the matter of abscess and fistula formation
in the rectum. I happen to know of onc case in which
this was the indication for which ilcostomy was per-
formed. Doctor meg did the procedure, as that was
before my iaterest in the disease.

In this matter of hemorrhage, my serics has heen
limired to but one case, so what I say about hemorrhage
should be taken with many grains of salt. In this case
biceding was profuse, over a liter of blood every day
beiore ileostomy.

The conclusions in the patients we have been able o
oh(w ar¢ thar the p"mcmx who develop ulcerative

colitis are never eutirely n_'cc of trouble and are always
subject to exacerbarions of the discase.
_I am giad Dr. Christianson brouqht out the matter
of the type of colitis under question. My comments
81

¢
have be 1 intended to- apply to nonspecific ulcerative
colitis, and not to the other types.

ErnesT R. ANDERsoN, M.D.
. } Recorder
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