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SURGICAL CASES. 

By W. J, WANLESS, m.d., 

Presbyterian Mission Hospital, Miraj. 

/ETROPERITONEAL 
LIPOMA WITH REPORT OF A 

CASE SUCCESSFULLY OPERATED, THE TUMOR 

WEIGHING TWENTY-FIVE POUNDS. 

The fact that retroperitoneal lipoma is of such 
compararive rarity and the tumor here reported 
of such large dimensions is the writer's excuse 

for reporting the case, it being the only one he 
has ever encountered during 18 years of surgical 
service in India. 

Considering retroperitoneal lipoma in general 
I cannot do better than quote from a recent 
exhaustive article on the subject by Reynolds 
and Wadsworth, of Boston, and published in the 
July, 1906, Annals of Surgery. 

" 

Retroperitoneal lipomata are tumors which 

usually attain a very large size before being 
called to the attention of the surgeon. The}? 
are often of obscure origin, though the majority 
probably arise from the perirenal fat. They 
are so rare that it seldom happens that any 
surgeon sees more than once, and it is probably 
for this reason that no definite technical princi- 
ples for their removal have been evolved and 

recognized. This fact together with the high 
mortality hitherto incurred makes it important 
that everj? case should be carefully studied and 

reported in detail. This is the more important 
as it is probable that the absence of a recognized 
technique has been responsible for the not 

infrequent case of incomplete removal. Several 

surgeons have recognized the advantages of an 
attack by enucleation from within the capsule 
which was the method that led to success in the 
case to be reported. No one, however, has made 
any attempt to describe the relation of the 

capsule to the anatomical dangers within and 
without it, or to lay down guides for their 

avoidance. 

Adami in 1897 collected 42 cases of retro- 

peritoneal lipoma in the literature and classified 

them according to origin, making 3 classes, viz. : 
(1) those definitely perirenal; (2) those of doubtful 
origin; and (3) those arising from the mesenteric 
fat. The most recent comprehensive article on 

this subject which we have been able to find was 
published by Johnson in 1004. He considered 
24 of Adami's cases to be of perirenal origin, 
and thought that many of the doubtful 
cases also belonged to this class, so that 
it may perhaps be considered that rather 
more than 50% of retroperitoneal lipomata 
arise from the perirenal fat. He was able in 
1904 to collect 46 cases in the literature and 
that time reported two more of his own, which 
with the case reported here brings the total up 
to 49. That these growths are essentially 
benign is shown by the fact that in only three 
of these cases has sarcomatous degeneration 
been found, and that the growth has recurred 
after removal in only one case. 

" 

These writers further state that " the diagnosis 
has been very infrequently made, the tumor 

being most often mistaken for ovarian C3'st," 
and they remark that 

" of 49 cases reported 31 
have been operated on with a mortality of 
48 4%, the remainder having been seen post 
mortem. 
The technique is fully discussed in this article 

and the writer followed the technique of these 
authors in the present case. The tumor appar- 
ently belonged to the class referred to as arising 
from the mesenteric fat. It had no connection 
with the kidnej7. Its lower attachments 
extended well down in the pelvis behind the 

mesentery of the sigmoid and rectum. 

Report of Case. 

Hospital No. 6504, admitted 15th April 
1907.?Harnabai Yesu Mane, age 35, Hindu. 
History.?Family history, negative ; previous 

illness, nil. 
Present illness.?Two years ago the patient 

noticed a small nodular mass in the lower 

abdomen, about the size of the cricket ball; it 
was moderately hard and not very painful ; this 
mass remained quiescent for six months or more, 
but during last five months it had grown very 
rapid 1}' and has reached the present size. 
Patient has had five children and never had any 
trouble in delivery. Has not been pregnant 
since the development of the tumor. 

Status proesens.?The general health of the 

patient is poor, anaemia emaciation considerable, 
abdominal tumor fills the whole abdomen and 
resembles in size a full-term pregnancy. The 
tumor is slightly boseelated and moderately 
hard ; no distinct point of fluctuation is made 
out. It is slightly movable and dull on percus- 
sion. The growth extends into the pelvis, and the 
uterus, which is small in size, can be separated 
from the growth. Bowels are constipated. 
Respiratory system, negative, except for a slight 
dyspnoea. Heart and abdominal viscera, negative. 
Menstrual period is regular and the flow is nor- 
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mal. Provisional diagnosis, raultilocular ovarian 
cyst. 

v 

Operation, 18th April 1907.?Narcosis ether, 
time 40 minutes; three inch median incision 
subsequently enlarged to eight inches above the 

pubes. Peritoneal cavity opened. Puncture of 
the tumor, negative result. Attempt to deliver 

only successful in part and after splitting the 
capsule; discovered to be fatty and retroperi- 
toneal. Separation at the line of cleavage be- 
tween peritoneum and tumor and between lobes of 
tumor and a large lobe,about 10 pounds,delivered. 
This was repeated until the entire tumor was 

delivered in lobes varying in weight from several 
ounces to as many pounds. . 

The intestines, 
including the whole of the colon sigmoid were 

found pushed to the light of the spinal column 
and contained in the right flank, though all the 
tumor attachments were to the left of the spinal 
column. The tumor extended into and filled 
the whole of the pulse and part of the true pelvis. 
No large vessels were wounded, though six to 
eight required vessels of moderate size ligatures, 
not more than three ounces of blood was lost. 
Once disseciion was begun and the tumor 

attacked by separation of the lobes, one was 

struck with the comparative ease with which it 
could be shelled out. Great care, however, had 
to be exercised in separating it from its mesen- 
teric attachments, for fear of wounding the 
mesenteric vessels. The tumor was closely 
attached to the mesentery and hugged closely 
the mesenteric border of several loops of bowel, 
to the right of the spinal column these loops 
being stretched closely over the summit of the 

principal and largest lobe. The attachments of 
the tumor were entirely retroperitoneal. After 

delivery and ligation of the vessels a portion of 
the redundant peritoneal covering was trimmed 
off. A Mikuliez pack was placed in the left 
flank beneath the left kidney and another 
in the pelvis, and a rubber tube between the 

two; the remaining peritoneal covering was 

puckered around the gauze drains and the 

tube, and attached to the parietal peritoneum, 
closing off the peritoneal cavity from the space 
occupied by the tumor. Abdominal wound 
closed by through and through silkworm gut, 
including all structures above the peritoneum. 
The tumor filled a ten quart pail, weight 25 
pounds. 

Notwithstanding the enormous wound and 
the extensive dissection, the operation was 
fairly well borne. The patient was put to bed 
with considerable shock, but the reaction was 

prompt. 
There was a free serous discharge for 48 hours 

after the operation. The gauze drains were 

removed on the second day and rubber tubes 

inserted at the upper and lower extremities of 

the abdominal wound. The wound healed 

per primam except at the site of the drains where 
there was some suppuration. In the absence of 

the writer a fecal fistula developed at the end 

-of the second week, probably from the pres- 
sure of the tube. Originally, the tube was 
placed extraperitoneal^, and it is not clear 
how the fistula was developed. Carelessness 
on the part of the dresser probably had some- 
thing to do with it. The fistula closed prompt- 
ly within a few days and gave no more trouble. 
There was no evidence of peritonitis at any time. 
A slight diarrhoea complicated the case, but 

promptly responded to treatment. The patient 
left the hospital 27 days after the operation, 
able to walk about and rapidly gaining in 

strength. 
A CASK OF PENETRATING WOUND OF ABDOMEN 
FOLLOWED BY PROLAPSE OF THE BOWEL; 
THE WOUND CLOSED BY A COUNTRY SHOE- 

MAKER, FOLLOWED BY RECOVERY AND EVEN- 
TUATING IN VENTRAL HERNIA ACCOMPANIED 

BY GLYCOSURIA, AND FOLLOWED BY DIS- 

APPEARANCE OF SUGAR FROM THE URINE 

FROM THE DATE OF THE OPERATION FOR 

RADICAL CURE OF THE HERNIA. 

Hospital No. 6478, admitted 4//i April 1907.? 
Yeshwanta Mahadoo, age 15, Hindu, farmer. 

History.?Five years ago the patient, while at 
his work in the field, was goared by an ox. causing 
a large penetrating wound of the abdomen at 
the left linea semilunaris. According to the 
statement of the patient, the whole intestine 

protruded through the wound (which, of course, 
is doubtful), and the patient was carried home 
and immediately taken to the country shoe- 

maker, who pushed back the bowel and stitched 
the skin over it; the wound healed fairly well. 
About 15 days after the sewing of the wound 
the patient's parents observed a bulging, which 
was accompanied by a gurgling sensation and 
pain. Evidently the intestine was not entirety 
replaced within the abdomen, a portion remain- 
ing between the skin and the muscles, or sub- 
sequently prolapsed to that position soon after 
the sewing up of the skin wound. 
On admission.?The patient's general con- 

dition is good. There is a large protrusion 
about the size of an infant's head in the left 
costo-iliac space, partly reducible, and accom- 
panied by gurgling. Cough impulse is present. 
There is a broad thin scar several inches in 

length extending over the summit of the pro- 
trusion; the coils of bowel can easily be felt 
beneath this thinned out scar. A ring-like 
opening in the parietSs can be made out 

admitting two fingers. The urine contains about 
5 per cent, of sugar,, but there are no other 

symptoms of diabetes. *The sugar presented in 

spite of antidiabetic treatment up to the time of 
operation. 

Operation, 9th April 1907.?Ether narcosis. 
A six inches elliptical incision was made outside 
the scar and several feet of bowel with its 
mesentery occupying the hernial space between 
muscles and skin; there was no distinct sac 
numerous bands of fibrous tissue and dense 
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adhesions were found between subcutaneous 

structures, bowel and mesentery. The gut for 
six or eight inches was found to be greatly 
constricted by the development of the fibrous 
tissue in its wall; this portion wa3 dissected 
free with considerable difficulty. The omentum 
was also prolapsed and adherent and had 
to be ligated at several points after which 
it was reduced with bowel, to which it was also 
adherent. The bowel was accidentally opened 
at one place where it was closely adherent. The 
opening was immediately closed with purse 
string of silk and Lembert suture of catgut. 
Raw surfaces were covered as far as possible and 
lateral anastomosis with a Murphy button was 
made between loops proximal and distal to the 
constricted portion, thus side-tracking the con- 
stricted part. The peritoneum was sutured 

transversely and the rent in the muscle vertic- 

ally with catgut. The skin was closed with 
silkworm gut and two cigarette drains were 
inserted. The wound healed per primam except 
at the point of drains, and the patient was 
discharged on the 25th day, the wound having 
entirely healed. The button had not passed; 
however, it was passed three da}7s after leaving 
the hospital or 28 days after the operation and 
sent back to the hospital. The glycosuria 
disappeared with the operation and did not 

return. 

The chief point of interest in this case is the 

presence of glycosuria evidently due to the 
incarceration of the bowel in the abdominal 

parietes. Was the glycosuria due to the nervous 
reflex influence, the ?result of the incarceration 
of the filaments of the sympathetic nerves 

within the parietal structures, or was it the 
result merely of the anatomical malposition 
and consequent mechanical obstruction by 
adhesions and constrictions of the gut ? 

I should be glad if some one would volunteer 
an explanation. A point of minor interest is 
the fact of the satisfactory result of a country 
shoemaker's work in surgery. 


