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Carcinoma of the Ileum

Case History (Mr. Linton)
The patient, a married woman of 63, was ad-

mitted fairly urgently complaining of abdominal
pain, vomiting, diarrhoea, anorexia and loss of
weight for seven weeks and a tender lump in the
right lower abdomen for two weeks. The pain
began as little pains across the abdomen at the
level of the umbilicus; after a fortnight they be-
came much worse, frequently coming on about a
quarter of an hour after meals and associated with
vomiting and anorexia. Diarrhoea without blood
or mucus occurred once or twice daily. Loud
borborygmi were heard, especially after fluids. In
the two weeks prior to admission there was pain
and tenderness in the right iliac area and the
patient noticed a lump there.
The patient had been investigated in this hos-

pital two years ago for severe epigastric pains,
anorexia and loss of weight. Barium meal showed
a deformed duodenal bulb, but the meal was not
followed into the ileum. There was no occult
blood present. Cholecystography revealed nothing
abnormal.
One year ago she had a mild right-sided cerebral

thrombosis with resultant weakness of the face and
left hand.
On examination one found a grey haired, ex-

hausted looking woman with slight right-sided
facial weakness. The blood pressure was I50/80
mm. Hg and she was tender in the right costo-
vertebral angle. The liver was one finger breadth
below the right costal margin and there was a
smooth, rounded, very tender fixed mass about 4 in.
diameter in the right iliac fossa. Per rectum there
was a very tender mass high up, mainly on the
right side, and firm faeces were also felt. She had a
temperature of I000 F. and a pulse of go. The
white blood count was 13,000, with 8i per cent.
polymorphonuclear leucocytes. Occult blood was
present in three specimens of faeces. The Hb. was
82 per cent. and the blood urea 42 mgm. per cent.
WV.R. and Kahn negative, urine normal, plasma
sodium 338 mgm. per cent., plasma chlorides
572 mgm. per cent. Straight X-ray of the abdomen
revealed nothing abnormal. A provisional diag-
nosis of appendix abscess or carcinoma of the

N/

caecum was made and she improved markedly with
a few days' conservative treatment.

Six days after admission, under general anaes-
thesia, a muscle-cutting incision was made in the
right iliac fossa. There was no free fluid in the
abdomen and a mass involving the terminal ileum
and caecum was found. There was no abscess and
the appendix was not identified. The mass was
adherent to the iliac vessels and pelvic brim. The
abdomen was closed with the intention of in-
stituting proper preoperative preparations for gut
resection.
Ten days- later a right hemicolectomy was per-

formed by Mr. Selwyn Taylor., The anaesthesia
was pentothal, gas, oxygen and curare. The pre-
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vious incision was opened and enlarged. What
was thought to be a large new growth of the
caecum, some 7 in. by 4 in., presented. The
peritoneum laterally and down into the pelvis was
very thick and oedematous. After removal of the
appropriate gut and all affected glands as far as
could be judged, a side to side anastomosis was per-
formed between ileum and transverse colon. The
posterior abdominal wall was not reperitonealized.
The patient made a good recovery and apart

from some diarrhoea is now well again.

Pathology (Dr. C. V. Harrison)
The specimen consisted of the terminal I7 cm.

of ileum and the first 23 cm. of colon. The caecum
could not be recognized as a separate structure.
There was a palpable tumour at the ileocaecal
junction. On opening the gut there was a fun-
gating tumour 6 cm. long at the junction of ileum
and caecum. This appeared to have arisen in the
terminal ileum and to have protruded into the
colon. The tumour had destroyed most of the
muscularis of the terminal ileum, but had not
apparently invaded the lymph nodes. Histo-
logically the tumour was an adenocarcinoma. It
seemed to be limited to the ileum, but the normal
anatomy was so distorted that it was not possible
to be certain of this. Four lymph nodes were
sectioned and were free from tumour.

Discussion
MR. SELWYN TAYLOR: This lady was something

of a diagnostic problem. She had a very long
history of abdominal complaints and upset and
was in this hospital 24 years ago, and on that
occasion once had some occult blood in the stool
for which no cause was found. On this visit it
was felt definitely that she had an appendix
abscess. At operation it was something of a sur-
prise that she should have a tumour with no
associated inflammation and not apparently a
severe degree of obstruction. We have not seen
the appendix in the specimen shown, but pre-
sume that it was removed with the tumour, and it
would be interesting to know how far it was in-
volved, because the carcinoma arose on the ileal
side. We saw the appendix at operation. I would
very much like to know the views of the pathology
department about carcinoma arising in the ileum
because although we know a good deal about car-
cinoma of the caecum we know very little of car-
cinoma of the ileum; we so rarely see it, and if we
are to accept this diagnosis we should like their
views about the future of this lady having regard
to the histological diagnosis.

DR. HARRISON: Carcinoma of the small in-
testine is very uncommon. I turned up a few

figures. Ewing gives 3 per cent. of alimentary
cases, Willis gives 4 per cent., but when you
analyse his figures you find that half of his 4 per
cent. are argentophil tumours (including every-
thing beyond the pylorus). Bockus gives a 2 to I
male preponderance. Another point he makes is
that the average age of onset is roughly a decade
earlier than in carcinoma of the large intestine.
As regards prognosis, I do not know of any
difference and I did not see any comment to
suggest that it differs appreciably. I imagine the
prognosis would depend on the actual site of the
individual case. Very few authorities have divided
their cases into sites.
MR. EWING: It seems you have not convincingly

showed us that this is an ileal tumour. The
morbid anatomy is not clear; it might easily have
been an ileocaecal one.

DR. HARRISON: I agree; it is highly speculative.
DR. DONIACH: What is the function of the ileo-

caecal valve and what happens to a patient after
you remove it?
MR. EWING: You do not often remove the ileo-

caecal valve itself without removing the right half
of the colon; such patients have some diarrhoea
afterwards. The function of the ileocaecal valve is
to prevent material going from the caecum to the
ileum rather than the reverse.
MR. MONRO: What would Mr. Selwyn Taylor

have done if this patient had come in with an
acute intestinal obstruction and he would have had
to operate at once?
MR. SELWYN TAYLOR: What form of operative

relief would we give her? It would depend on her
general clinical condition, but this is the one car-
cinoma which involves large bowel which I think
it fairly safe to remove immediately. These
people need a very small stoma between small and
large bowel and it is possible to do the operation
immediately without the bowel being prepared.
MR. EWING: I was going to suggest that Mr.

Linton's practice here was highly commendable,
in that he waited until the bowel was prepared. In
the case where you cannot put it off, when it be-
comes an acute intestinal obstruction, I think I
would feel reluctant to do immediate resection; I
would do an ileo-transverse colostomy, but I
think it would depend on the patient.
MR. SELWYN TAYLOR: Mr. Monro, is there any

greater risk attached to an ileo-transverse colos-
tomy than to a resection with removal of a piece of
bowel?
MR. MONRO: I would think there is less risk

in anastomosis, and to safeguard that I think it wise
to pass a Miller-Abbott tube or even do an
ileostomy.
MR. EWING: One other point. I have been
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-very struck in the last year or so with the number
,of people with malignant disease of the proximal
part of the large bowel who first presented with
inflammatory complications (it did not happen in
this case), but so many cases have come up and it

has been difficult to decide whether the lesion was
a carcinoma or an appendix abscess. There were
two such cases in the ward recently, both old men,
one turned out to have an appendix abscess and
one was a carcinoma.

Mixed Salivary Tumour of Right Cheek

Case History (Mr. W. Black)
The patient, a married woman of 45, was ad-

mitted for diagnosis and treatment of a lump in
the cheek situated at the right angle of the mouth.
This had been present for four years and had
gradually increased in size causing reddening of
the skin overlying it. For some months prior to
admission it had been painful. There had been
no ulceration or bleeding, and no difficulty with
swallowing or speech. Her general health was
good and on examination there was a hard, ir-
regular swelling 2 cm. in diameter in the cheek,
just to the right of the mouth. The mucosal
aspect was whitish and fissured, and the surround-
ing mucosa showed a few small leukoplakic
patches. On the skin surface there was a small
reddish, nodular area in the centre of the tumour,
i cm. in diameter. The tumour was confined to
the cheek and did not extend to the alveolar
mucosa.
A biopsy was performed within the mouth and

section showed a mixed salivary tumour. Ac-
cordingly the patient was admitted for excision
and plastic repair. At operation, by Mr. Ewing,
it was evident that more mucous membrane would
have to be removed than skin. An incision was
made through the skin encircling the tumour, and
this incision was deepened through the cheek to
the mucous membrane, which was cut with
scissors, keeping well clear of the growth. A
bridge of the vermilion border of the lip was left,
but the mucous membrane was removed from the
cheek right to the alveolar margin. Haemostasis
was secured and the defect was then closed by Mr.
Barron in the following way:-
The defect in the mucous membrane was

closed by straight suture between the vermilion
border of the lip and the cut edge of the mucous
membrane along the alveolar margin. These
sutures were of catgut and were tied on the buccal
surface. A roughly triangular defect in the skin
and soft tissues was left, the base of which ex-
tended from the angle of the lip downwards over
the chin and the apex pointed towards the right
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ear. Mr. Barron now fashioned a rotation flap by
extending the base of the triangle along a wide
arc over the cheek and neck. This incision was
deepened to the platysma and the skin flap con-
tained within it was rasied and the whole flap
rotated upwards to cover the defect. A pressure
dressing was applied.

Convalescence was uneventful, but a small area
of the flap at the corner of the mouth sloughed and
this will require further plastic procedures at a
later date.
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