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due either to the necessarily small caljbre of the
tube in relation to thick intestinal contents some-
times encountered, to further distention occurring
in the bowel above the level of the end of the
tube, as suggested by the increased aspirate which
may be obtained on withdrawing the tube to a
higher level or to the arrest of the tube above an
angulated distended loop of bowel. This additional
factor of mechanical superimposed upon functional
obstruction, caused by angulation of distended
bowel is very important and arises in all cases in
which distension becomes severe. Multiple points
of obstruction are produced and attempted sur-
gical relief is never indicated as these angulations
rapidly become reduced once normal peristaltic
activity is resumed. Obstruction by adhesions at
a single site certainly occurs following peritonitis,
but it is seldom seen in the early post-operative
period. At one time it was considered that, in
some cases, obstruction might be due to a localized
loop of small intestine becoming paralyzed by
immersion in a collection of pus in the pelvis (the
ileus duplex of Sampson Handley), but it seems
doubtful if this is ever really so although the relief
of obstruction which may follow the drainage of an
intraperitoneal abscess tends to support it. It may
be, in fact, that the inteptine has become angulated
and oedematous by becoming involved in the
forma,tion of the wall ofNthe abscess and that this
is relieved when the pus has been evacuated.

Prolonged inhalation of oxygen in high con-
centrations has been advocated in an attempt to
reduce distension by displacing the nitrogen in the
bowel. It is very difficult to judge clinically of its
efficacy, but this does not seem to be very great,
certainly not sufficient to justify the additional
discomfort and manipulation that it entails.

Stimulation of the bowel by various methods has
also been advised on many occasions in the treat-
ment of paralytic ileus, but as far as that com-
plicating peritonitis is concerned it is contra-
indicated. There is no convincing evidence that
enemas can induce reflex peristalsis in the small
intestine and they may, in fact, add to distension
by being retained and fail to relieve even large
bowel ileus when this is present. Cholinergic
drugs may cause contraction of the bowel but this
contraction does not seem to be of the co-ordinated
propulsive type necessary for the forward trans-

mission of the intestinal contents. They may, in-
fact, stimulate further secretion from the bowel
wall and where the mechanical obstructive element
has supervened there are other possible dangers.

Certain other factors which have already been
dealt with, such as the control of infection and of
the water, electrolyte and protein balance of the
body will have a direct effect on improving the
circulation of the bowel wall and maintaining it
in such a condition that its normal function may
return. They constitute an essential part of
treatment.

Provision of Rest and Relief of Pain
The importance of ensuring adequate rest in

the form of sleep and relief of pain and anxiety in
general peritonitis has already been mentioned,
and this is even more true when paralytic ileus has
ensued. Many conflicting accounts have been
given of the effects of morphine on the motility of
the alimentary tract. Even if it were proved con-
clusively, however, that it had inhibitory effects on
the intestinal muscle, its enormously valuable
general effects would continue to justify its use.

Conclusion
Improvement in the prognosis of general

peritonitis has been very marked in recent years.
The most important factors responsible are the
introduction of the antibiotics, the fuller under-
standing of the fluid, electrolyte and protein
balances of the body, the use of gastrointestinal
decompression and the earlier diagnosis and treat-
ment of the acute abdomen. More powerful anti-
biotics with an increased range of activity may
become available in the future, but in the absence
of the most careful pre- and post-operative
management, attention to general surgical prin-
ciples and to the details of surgical technique, it is
doubtful if the outlook in this condition can be
further improved to any great extent.
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CORRECTION
We Mmust apologise for the Printer's error which appears on p. 583 of the November issue,

this acknowledgment should read (Figs. 2, 3, 5 and 6 reproduced by kind permission of The Medical Press).
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