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This case is specially interesting as it showed 
the great recuperative power of the intestine. 

Kirat Panjara, Hindu male, aged about fifty- 
five; was admitted in the Monghyr Hospital at 

about 8 r.M. on the 11th December 1910. The 

history was that the bowels used to descend into 

the scrotum for the last five years and each time 

a little manipulation would set everything right; 
but on this occasion the bowels came down at 

2 r.M. but did not return and the patient grew 

very restless and depressed. He vomited several 

times. There was absolute constipation and 

intense pain in the abdomen. 

After admission in the hospital he vomited 

twice. The vomiting was bilious, not stercora- 
ceous. 

I tried taxis, but to no purpose. Lieutenant- 

Colonel J. G. Jordan, the Civil Surgeon, very kindly 
allowed me to do this operation. The operation 
was done at 10 r.M. 

The incision extended from the point 
corresponding to the middle of Poupart's ligament 
to the lower third of the scrotum over the 

longitudinal axis of the hernial swelling. The 

incision was deepened till the white fibrous surface 
of the external oblique aponeurosis, the first 

rallying point, was exposed. This aponeurosis 
was divided up to the external angle of the 

cutaneous wound with scissors on a grooved 
director which was slipped beneath the outer 

pillar of the external abdominal ring. The 
outer layers of the sac were also divided on a 

grooved director, then a fold of the sac was 

picked up and opened parallel to the surface of 
the sac and the opening was enlarged with the 

finger as the guide. A large mass of omentum 
and about 14 to 16 inches of small intestine 
were found. 

As the constricting band was very tight, it was 

only possible for me to nick the lower edge of 
the band with scissors, the pulp of the left index 
finger acting as the guide; in this way sufficient 
relaxation was obtained and the complete division 
of the band facilitated. The gut was found 

deeply indented at the seat of the stricture. 

Nearly the whole of the protruded gut was 

lustreless, black and emitting a putrid odour and 
the colour reaction was also absent. 

The whole of the protruded omentum was 

resected after the stump was tied with interlock- 

ing ligatures. No radical cure was attempted, 
but the gut was reduced, and the external 
wound was partly approximated by silkworm gut 
sutures. 

No opium was given. The patient passed a 
little mucus and blood twice on the night of 

operation and thrice on the day following. The 

temperature ranging from 100? to 101? F. On 
the third day after operation he passed flatus and 
on the fifth day lie passed a copious stool without 
any stimulation of the bowel either by purgative 
or enema. The patient made an uneventful 

recovery. 


