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CLINICAL SECTION
CLINICO- PATHOLOGICAL CONFERENCE-No. 2

( A Recurring Mass in the Right Iliac Fossa

History and Progress (Mr. S. M. Chris)
On November I6, I949, a housewife, aged 25,

was admitted to hospital complaining of pain for
the previous eight days in the right side of the
abdomen. The pain was at first colicky in nature,
but later became constant and was situated in the
right iliac fossa. She had had several bouts of
nausea and vomiting during this time. For the
last three days she had diarrhoea, although pre-
viously the bowels had acted normally. There had
been no similar attacks previously. Micturition
was normal. There was no cough or loss of weight.

Six weeks previously she had given birth to a
full-term child after a normal labour. Lactation
had been stopped and menstruation had recently
restarted.

Examination showed the patient to be a healthy
young woman. Pulse 90. Temperature 99°.
Respirations 20 per min. Tongue coated but
moist. Heart and lungs clinically normal. The
abdomen moved freely with respiration and was
not distended. On palpation there was no rigidity
or guarding, but a firm, tender mass approximately
3 in. in diameter could be felt in the right iliac
fossa. The mass was slightly mobile but did not
move with respiration. It was dull to percussion.
There was no free fluid in the abdomen. Normal
bowel sounds were heard. Rectal and vaginal
examinations revealed no abnormality.
A provisional diagnosis of appendix abscess was

made and the patient was kept under close
observation.
November 21. The temperature and pulse had

settled, the pain and tenderness had disappeared
and the mass was no longer palpable. The white
cell count was 8,ooo per cmm.
November 23. The patient complained of pain

in her back and on examination the mass was
found to have returned. The pulse and tempera-
ture remained normal.

In the course of the next few days the mass
appeared intermittently, at times feeling long and
oval on palpation and at others, small and round.

* Held in the Department of Surgery of the Post-
graduate Medical School of London, Hammersmith
Hospital, on Friday, January 13, l950.

The white cell counts, by November 29, had risen
to 13,000, of which 79 per cent. were polymorphs.
November 29. Exploratory laparotomy was

carried out. Through a right lower paramedian
incision the abdomen was opened. No free fluid
was encountered. A mass was felt in the right
iliac fossa and was delivered to the surface, it
consisted of the caecum into which the appendix
and terminal ileum had intussuscepted for a dis-
tance of 3 in. Reduction was attempted but was
only partly successful, the last I4 in. being
irreducible.

In the posterior caecal wall a hard mass could
be felt and in the mesentery of the ileocaecal angle
were two firm enlarged lymph glands. The rest
of the intestines appeared normal, the root of the
mesentery contained no palpable lymph glands
and the liver surface felt smooth.
A diagnosis of intussusception due either to

tuberculosis or neoplasm of the caecum was made
and resection was decided upon.

Procedure. The right half of the colon and the
terminal ileum were mobilized, the ileum and
transverse colon were ' double-barrelled' and the
caecum containing the mass exteriorized through
a separate muscle cutting incision in the right iliac
fossa. The paramedian wound was closed and the
loop of exteriorized bowel now removed beyond
clamps, which were left on, and the patient re-
turned to the ward. The clamp on the ileum was
removed in 36 hoirs and the ileostomy worked
freely. The spur of the ileocolostomy was crushed
with an enterotome applied on the fifth post-
operative day.
December 30. The ileocolostomy was formally

closed.
January 2, I950. The patient passed a motion

per rectum.
Since then the wounds have healed, the bowels

function normally and the patient is well.

Pathology (Dr. B. Lennox)
The specimen consists of the caecum, 14 cm.

of ascending colon, 4 cm. of ileum and the appen-
dix, 6 cm. in length. Projecting into the caecum
from below was an intussusception 3.5 cm. long
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Ileocaecal valve.

The shaded area repre- Lymph nodes with
sents the infiltration of the tumour.
base of the intussusception

with tumour. ~ Lymphn odes

The rectangle represents
the projection into the Ileum.
plane of the figure of the
malignant ulcer in the
posterior surface of the

intussusception.
Appendix

Fig. i.-Coronal section through the centre of the intussusception.

Site of origin Appendix. Tumour lying now on the Further growth fixes
of tumour. posterior surface of the to intussusception.

intussusception.
Fig. 2.-M:ode of orJgin of the inrtussuscep?tion.

and 5 cm. wide. It is covered chiefly by normal
colonic mucosa but presents three features:-

(a) At its apex there is a funnel-shaped de-
pression which leads into the appendix. It shows
a shallow ulcer on its posterior lip.

(b) The ileo-caecal valve forms a slightly pout-
ing transverse orifice halfway down the medial
side.

(c) On the posterior aspect there is a shallow
ulcer 4 x 1.5 cm., whose edges are formed by the
abrupt termination of normal mucosa with no
macroscopic indication of malignancy.

In the ileocaecal angle three out of five lymph
nodes found contain obvious tumour; the largest
gland is 2.7 cm. in diameter. A coronal section ofthe

intussusception (Fig. I), besides showing the re-
lationship of the intussuscepted bowel to the
appendix and ileum, shows that the base of the
intussuscipiens is widely infiltrated by firm white
tumour. The base of the ulcer on the posterior
surface of the intussusception and also of the ulcer
in the funnel leading to the appendix are in-
filtrated with the same white tumour.

Histology. The presence of tumour in the sites
indicated is confirmed. It is an adenocarcinoma,
very poorly differentiated with only poor attempts
at lumen formation and only occasional small
droplets of intracellular mucin. Mitoses are
numerous. The edges of the carcinomatous ulcer
are formed by normal mucosa, the tumour having
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spread in the manner of a scirrhous carcinoma of
the stomach by submucous and intramuscular in-
filtration, though only moderate amounts of fibrous
tissue have been produced. The mucosa from the
summit of the intussusception shows premalignant
changes.
The relation of the tumour to its intussuscep-

tion is unusual and is probably to be explained in
the manner indicated in Fig. 2, the tumour origin-
ally lying in the posterior wall of the caecum,
having folded forwards, carrying with it the tissues
anterior to it including the appendix and the ileo-
caecal valve. Subsequent growth of the tumour
across the base of the intussusception has fixed
and rendered it irreducible.
The tumour is of Broder's Grade III and Duke's

Grade C, and the prognosis is correspondingly
grave.

PROF. AIRD: There are three main types of
intussusception:-That found in babies, a primary
one; that seen in the 'teens and twenties, a
primary one; and thirdly, intussusception in later
years which is occasionally primary but more
usually secondary to a carcinoma or sometimes a
simple tumour.

Intussusception from a carcinoma is usually
quite a short one and is quite commonly demon-
strable in a specimen when there has been in-
tussusception only of a fraction of an inch, par-,
ticularly if the tumour is a polypoid one. It is
unusual to have intussusception with the flat kind
of tumour which has been demonstrated to-day.
If you look at the specimen very closely you will
find that the opening of the ileum is an O sort of
shape. When the ileum forms the apex of a
primary intussusception there is pulling on its
mesentery all the time, and the pull of the mesen-
tery at the apex of the ileum makes the opening
into a slit. This does not apply in the same way
nor with the same force to secondary intussuscep-
tions in the colon. Indeed the apex has a slit-like
orifice but it happens to be across the axis of the
bowel, a configuration imposed by the rigidity of
the plaque of neoplastic tissue. I would suggest
that the difference in shape of this ileum is quite
striking when one remembers the appearance of a
baby's intussusception.
MR. SELWYN TAYLOR: We operated here last

tnight on a baby with acute intussusception, an
ileo-ileal one which had started in a Meckel's
diverticulum. The bowel was full of blood and
the colon appeared completely black. The
presence of blood in the bowel offers quite a sharp
distinction between intussusception in childhood
and in the adult.
As this girl, who is only 25, has such a malignant

tumour one might consider reopening her abdomen
in, say, six months' time and seeing if it is possible

to remove what will be inevitable spread of this
growth to the lymphatic drainage of this part of
the colon. Wangensteen has done this with his
Grade III rectal carcinomas and it does lead to a
little optimism, some of his patients have been
kept alive and feeling fit for a significantly long
period.
MR. RALPH SHACKMAN: Why was the operation

carried out, what'were the indications for opera-
tion, how much of the mesentery was removed,
and why would Mr. Selwyn Taylor choose to
wait six months rather than six or seven days to
do a more radical excision?
MR. S. M. CHRIS: The indications for opera-

tion were as follows:-On admission the patient
was diagnosed as an appendix abscess. With ex-
pectant treatment the mass disappeared, but on
the seventh day reappeared. Examination per-
formed on the day of its recurrence showed that
its size had changed considerably. Thus when
operation was carried out the diagnosis of appendix
abscess was not seriously considered, our diagnosis
was either Crohn's disease or tuberculosis of the
caecum.
The mesentery of the ascending colon was re-

moved as far as the right side of the superior
mesenteric artery.

Only two lymph glands were palpable in the
ileocaecal angle. It is interesting to try to cor-
relate the patient's symptoms with what was
found at operation. Her symptoms had been
typical of appendicitis, and may well have been
due to appendicular obstruction. The intus-
susception was probably symptomless though it
contributed towards the mass felt in the right
iliac fossa. There was no constipation and no
distention. At operation the tip of the appendix
was slightly distended and the symptoms could
have been due to appendicular obstruction rather
than to intussusception.

DR. LENNOX: In the Mayo Clinic series of
carcinoma of the colon, io per cent. of cases were
operated on for appendicitis in the six months
before they were diagnosed as carcinoma of the
colon. There has been doubt recently because of
the general impression that carcinomas in the
young are. more malignant than carcinomas in
older people, but recent series suggest that there
is no difference in the prognosis between them
though this case is one of the youngest and most
malignant we have had for some time.
MR. SELWYN TAYLOR: I suggested waiting six

months before reopening the abdomen because if
this malignant disease has not overwhelmed the
patient by then one might be able to remove a
recurrence. It would be harmful to subject such
a patient to two major operations in the span of a
week.
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