Intestinal resection in the bovine 
The abdominal cavity of the standing animal is opened in the right flank, using a partial grid incision. Because the entire jejunum lies in the mesenterico-enteric recess (bursa supraomentalis), the invagination must be brought along the free back edge of the greater omentum (transition point from outside- to inside layer) to the laparotomy wound, and thereafter brought outside. The intestinal resection follows. Before the attached mesentery can be detached, it must first be anaesthetised. This can be done by using a local infiltration anaesthesia in the mesentery or by applying a local anaesthesia to both sides (lateral and medial sides) of the mesentery, where a superficial anaesthesia on both serosal layers of the mesentery is achieved. The mesentery of the cow contains much fatty tissue, through which the separate blood vessels are barely or not visible. For this reason, the mesentery must be carefully detached step-by-step in the usual V-formation. After placing the necessary intestinal clamps, the resection begins, followed by the creation of an endon-end jejuno-jejunostomy. This can be done using various methods. A frequently used technique is closure in two layers. First, the edges of the far side of both intestinal ends are sutured together using a typical continuous suture pattern that perforates all layers of the intestinal wall, and begins at the attachment of the mesentery. When the antimesenteric wound edges are reached, the suture continues as a Schmieden suture pattern (Chapter 5.2.6.3), where the wound edges on the near side of both intestinal ends are sutured together. At the mesenteric attachment, the suture is finally tied off. Next, the first seam is over-sutured with a continuous seromuscular suture (a Lembert or Cushing suture): first, beginning on the near side at the connection of the mesentery, and after folding in the intestine, the far side, where the suture thread ultimately is tied off at the attachment of the mesentery. Finally, both wound edges of the mesentery are sutured on one another, after which the intestine is returned to the mesenterico-enteric recess. The laparotomy wound is closed in the usual manner. The prognosis of the resection of the small intestine in the cow, followed by an end-on-end jejuno-jejunostomy is relatively favourable. Depending on the general condition of the animal (the degree of haemoconcentration and disruption of the pH balance), there is medical treatment may be indicated, consisting of the infusion of fluids and electrolytes.

Resection of the small intestine in the horse 
After it is determined which portion of the intestine must be resected, the mesentery and the mesenteric blood vessels are first ligated. These include the jejunal, terminal arcade and vasa recta vessels. Intestinal clamps are then placed: two over the aboral portion and two over the distal portion of the intestine. The intestinal clamps are not placed perpendicular to, but obliquely over the intestine, and at less than an angle of 60o to the longitudinal axis of the intestine. The intestine is incised between the intestinal clamps, likewise at less than an angle of 60o to the longitudinal axis of the intestine. Thereafter, the mesentery is amputated distal to the ligatures. Next follows the creation of the anastomosis: an end-to-end jejuno-jejunostomy. This anatomosis is performed in two layers. In order to position the wound edges that are to be sutured together, two stay sutures are placed, one on the mesenteric side and the other on the antimesenteric side. The mucosa and submucosa are incorporated into these stay sutures. Next, the first suture is made: a simple continuous suture pattern through only mucosa and submucosa. The suture begins at the attachment of the mesentery on the intestinal wall, and is also concluded in the same location. When the first suture is complete, both stay sutures are removed. Following this, two new stay sutures are placed, both of which are now seromuscular. Next, the second suture is made: this is a continuous, seromuscular suture pattern (usually a Cushing’s suture). This second suture also begins and ends at the attachment of the mesentery. The intestinal clamps are removed and the anastomosis and surrounding area carefully irrigated and cleaned. The intestine is sutured with synthetic monofilament absorbable suture material, thickness 2-0 or 3-0. The defect in the mesentery is closed with a simple continuous or simple interrupted suture pattern. Next, the anastomosis is returned to the abdominal cavity. If not only a portion of the distal jejunum is removed, but also a portion of the ileum, an anastomosis is made between the jejunum and the caecum: a side-to-side jejunocaecostomy. The resection of the affected intestinal portion, in general, follows the same procedure as that of the jejunum resection. However, in this procedure, the distal marginal vessel, the ileal branch of the ileocaecocolic artery is tied off. This vessel runs in the mesentery next to the ileum in a proximal direction and anastomoses with the last jejunal artery. After this, the ileum can be incised and the intestinal resection can be further continued. Not only the jejunum but also the ileum is now incised perpendicular to the longitudinal axis of the intestine. The jejuno-caecostomy is done as a side-byside anatomosis. This implies that after the removal of the intestine, the open end of the jejunum must be closed, followed by the open end of the ileum. Both openings are closed in two layers. For the first layer, the preference is to use a Parker-Kerr suture pattern, but a Schmieden suture pattern is also possible. Over this, a second continuous seromuscular suture (Cushing or Lembert) is placed. The end of the ileum that has been closed is placed back in the abdomen.The jejunum stub is retained outside the cavity. The caecum is placed as far extra-abdominal as possible. The anastomosis is made in the body of the caecum, on the medial side of the dorsal taenia. The distal end of the jejunum is placed here along the caecum. The wall of the jejunum is sutured with a continuous inverting suture pattern (Lembert or Cushing) on the wall of the caecum. Next, the intestinal clamps are placed: a straight or curved clamp over the jejunum proximally to the location of the anastomosis and two curved clamps over that portion of the caecum where the anastomosis is to be made. The jejunum and caecum are both opened with two equal parallel incisions, but definitely shorter than the already-placed seromuscular suture. Both of the created openings are sutured together: first the ventral incision with a simple continuous, perforating suture pattern and then the dorsal incision with a Schmieden suture pattern. Severely bleeding vessels in the intestinal wall are first ligated, if necessary. The Schmieden suture is ultimately covered with the continuation of the already-present seromuscular suture. With this, the anastomosis is complete. For all sutures of the intestinal wall, synthetic monofilament, absorbable suture material, thickness 2-0 or 3-0 is used. The defect in the mesentery is closed with a continuous or interrupted suture pattern. After a final check and cleaning, the caecum is brought back to its normal position in the abdominal cavity.
Resection of the large intestine in the horse
 If a portion of the ascending colon is amputated, the patent lumen is restored by making a side-to-side colo-colostomy. After resection of a portion of the descending colon, a end-to-end colocolostomy is performed. The techniques of intestinal resection of portions of the colon and making of an anastomosis are highly specialised.
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