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SUGGESTIONS CONCERNING THE TONSIL OPERATION
S. J. LEWIS, M. D., Associate Clinical Professor of Ophthalmology 

and Otolaryngology, University of Georgia School of Medicine

Few surgical procedures are more common than the tonsil operation 
and none is regarded more lightly. The immediate effects of the pro 
cedure may give the operator some concern.

In all surgical procedures the infliction of unnecessary injury to 
the tissues is very properly condemned. In none, however, does this 
apply more forcibly as far as the comfort of th'e patient is concerned 
than in surgery of the throat. In the removal of tonsils, therefore, the 
adoption of any method that will reduce trauma to a degree consistent 
with effectiveness will naturally redound to the patient's comfort and 
to a more prompt recovery.

Any discussion relating to practical aids in connection with the 
performance of tonsillectomy must necessarily include reference to the 
anesthetist. Within the whole scope of surgical practice, the anesthetist 
is perhaps of more value to the operator in the removal of tonsils than 
in any other situation where general anesthesia is employed.
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Since the inception of the motor-driven ether and suction apparatus, 
throat surgery has improved marvclously'from the standpoint of effici 
ency and of ease to the operator. Prior to the introduction of this 
facility, the best that could be done was to anesthetize a while and 
operate a while, with the result that the operation was often incompletely 
done.

Most conveniences, however, possess some disadvantage. The one 
obstacle in the case of the suction apparatus lies not in the appliance 
itself but in the manner in which the aspirator is employed in removing 
throat secretions. Experienced anesthetists are usually careful in avoid 
ing any roughness in handling this instrument.

One factor which contributes largely to the patient's discomfort 
following the removal of tonsils under general anesthesia is the mouth 
gag. This instrument has two very definite faults. One of these is

Fig. 1

that it allows the upper* or lower lip or both to be fastened between it 
and the teeth, producing very disagreeable lacerations of the lip. The 
second fault is that the upper rest of the gag exerts undue pressure 
just behind the upper front teeth, bruising this area and causing sore 
ness at this point for a number of days following its use.

Until a more satisfactory mouth gag is devised, lip and mouth 
injuries arising from this source may be effectively prevented by the 
application of two small sponges of the size ordinarily furnished in 
connection with the tonsil operation. One of these sponges should be 
rolled cigarette-wise and placed between the lower lip and teeth. The 
second sponge, folded about one inch wide, is placed so that the upper
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rest of the gag will hold one end of the gauze against the palate, the 
other part of the sponge being folded back over the upper lip and 
fastened below the nose by adhesive (Fig. 1). Should restriction of 
nasal breathing during the operation be desired, the upper end of this 
sponge may be attached close to the nasal orifices.

The lower angle of each tcnsiliar fossa should also be thoroughly 
inspected before any tonsil operation is considered finished. In these 
locations, remaining pieces of tonsils are frequently overlooked.

Post-Operative Hemorrhage. This rarely occurs in instances where 
the tonsils have been adequately removed and where the pillars of the 
tonsils have not been lacerated. This fact would suggest, therefore, the 
desirability of employing sharp'dissection as a means of avoiding such 
lacerations as are likely to result when the structures are separated by 
blunt instruments.

 ig. .:

Bleeding following the tonsil operation is always disconcerting to 
the patient, and. in many instances, it constitutes a problem for the 
physician in charge. When this unwelcome complication arises, a knot 
tying instrument, designed and used by the writer is of great conveni 
ence in ligating vessels. It may be used effectively not'only to control 
hemorrhage during the operation, but at any time thereafter.

For the control of post-operative hemorrhage in adults, it is sug 
gested that l/4 grain of morphine sulphate be administered hypodermi- 
cally. This is followed by the thorough removal of any clot that may 
be present in either or both tonsillar fossae. Should the bleeding con-
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tinue, a few drops of two per cent solution of procaine may be injected 
at the site of bleeding. This injection within itself, may bring about a 
cessation of the bleeding; at least, it will anesthetize the tissues for 
subsequent manipulations.

Fig. 3

If the hemorrhage is not controlled by the measures mentioned 
above, the bleeding point may then be caught with forceps, usually 
employed in this connection. A strand of No. 1 catgut, approximately 
ten inches in length, is then passed around the forceps and a single 
overhand slip knot is made. Then, with the aid of one point at the end 
of the instrument, the ligature is carried around the point of the forceps 
(Fig. 2) and the knot drawn tightly by holding the free ends of the 
ligature securely in one hand, and with the other running the instru 
ment down as far as possible between the two strands of catgut. (Fig. 3). 
A second knot may then be made and run down in a similar manner.

THE CARDIAC ARRHYTHMIAS

HAKEY T. HARPER, Jr., M. D., Instructor in Medicine, 
University of Georgia School of Medicine

The disorders of heart rhythm are of importance because they are 
frequently encountered, and because any irregularity of which the 
patient is conscious, tends to center the patient's mind on his heart. 
It is to be remembered that the most common arrhythmias are the most 
innocent. A simple classification of the disorders of heart rhythm is 
that of Paul White, who classifies them under the headings of Tachy 
cardia, Bradycardia. and Arrhythmia.
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Under Tachycardia, the first and most common disorder is a sino- 
auricular tachycardia. This consists of regular rapid heart rates of 
100-200 per minute, with gradual onset and cessation, generally due to 
combined depression of the vagus nerve and stimulation of the sympa 
thetic action. The causes are, according to White (1):

"1. Normal mechanism in some healthy adults.
"2. Physiological reaction to exertion, excitement, pain, hemorrhage, and 

indigestion of food.
"3. Voluntary acceleration (rare). Due to unusual sympathetic nerve control 

and attended by rise in blood pressure and dilatation of the pupils. 
"4. Xeurocirculatory asthenia.
"5. Reaction to certain substances such as coffee, tea, tobacco, and to drugs, 

as adrenalin, etc. (sympathetic nerve stimulation).
"6. Reaction to drugs which decrease vagal action (atropine) and to diseases 

which may cause vagal paralysis (diphtheria). 
"7. Thyrotoxicosis.
"8. Reaction to toxins of infections, (with every degree of fever there is 

approximately an acceleration of ten heart beats per minute). 
"9. Reaction to disease and failure of the heart itself."

The diagnosis of sinoauricular tachycardia is simple if one 
remembers that there is a gradual onset and cessation with a rapid, 
regular rate. The treatment is reassurance and the treatment of the 
underlying cause.

Paroxysmal tachycardia consists of a regular, rapid heart rate of 
usually 120 to 800 beats per minute, averaging about 170, with sudden 
onset and cessation. The duration of the paroxysm varies from a few 
seconds to several days, but is usually a matter of minutes or hours. 
The causes of paroxysmal tachycardia are primarily, abnormal irritability 
of the heart and secondarily, various exciting factors. Heart disease 
itself is usually not the cause. The paroxysm occurs in an 
individual who gives a history of having had premature beats or 
paroxysms of tachycardia occurring at intervals over a period of years. 
The diagnosis is easily made. The onset and cessation of the paroxysm 
is nearly always sudden and the rate is usually, over 150 beats per 
minute. There are three types of paroxysmal tachycardia, auricular, 
atrio-ventricular nodal, and ventricular, depending on the site of origin of 
the paroxysm. It is essential to decide which of these is present, because 
the prognosis is good with the first two mentioned and serious with the 
last. Differentiation is best done with the electrocardiogram. The 
diagnosis can also be made clinically, if it is remembered that in the 
auricular type, the rate is absolutely regular. If 'the pulse is counted 
for a full minute and then again several minutes later it will be found 
not to vary more than 2-4 beats. On the other hand, in the ventricu'ar 
form, this absolute regularity is not present. There may be a variation 
of 5-10 beats per minute at different times.

The treatment of the immediate attack is often disappointing. It 
is well to reassure the patient and attempt to quiet him as much as 
possible. Carotid sinus pressure may be tried by pressing firmly on 
both sides of the neck over the area of the bifurcation of the carotid 
artery and massaging this area for 10 minutes. Quinidine is rare'y indi-
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eated during the attack, unless it be one of ventricular tachycardia, at 
which time it may be given intravenously if emergency exists, otherwise 
it may be given by mouth. Hamburg and Katx (2) recommend giving 
0.6 gm. of quinine dihydrocliloride intravenously slowly in cases of 
emergency. Dressier (3) has used 15 cc. of 20 per cent solution of 
magnesium sulphate with excellent results in about five minutes or less. 
Five-tenths milligram of ergotamine tartrate intramuscularly has been 
used with success. Fahr (4) states that the most efficacious method in 
his hands has been the use of acetyl-beta-methycholine in a dose of 
25-50 mgm. intramuscularly, ilany undesirable side effects may be 
noted with this drug and it must be used with caution.

Atropine is the antidote for acetylcholine and a dose of 1/50 grain 
should be available in case of a reaction. Weiss and Sprague (5) give 
1 to 2 drams of fresh syrup of ipecac to cause nausea and omitiiig. If 
no results are obtained in 30 to 45 minutes, the dose is repeated. With 
strong waves of vagal stimulation caused by vomiting the attack usually 
stops. I have used apomorphine, 1/40 grain, with the same results. If 
all else fails, it is wise to digitalize the patient rapidly by the injection 
of four or five cat units of digitalis intravenously. Following cessation 
of an attack, it is wise to give the patient a ration of 9 grains of quini- 
dine sulphate daily for a period of time to prevent future attacks.

Auricular fibrillation consists of absolute lack of dominant rhythm, 
usually with auricular rates of 400-600 beats per minute and ventricular 
rates of about 150 per minute. Its onset is sudden. It is usually permanent 
but may be transient. About 25 per cent of the cases are transient, 
lasting from several hours to several days. Diagnosis, as a rule is made 
easily. An absolute lack of rhythm is present. A marked pulse deficit 
is demonstrable with the rate at the apex greater than that at the wrist, 
due to the fact that many of the auricular and ventricular contractions 
are too weak to open the aortic valves. Diagnosis is easily and positively 
made with the electrocardiogram.

Treatment of auricular fibrillation depends upon the condition of 
the heart. If serious heart disease is present, the patient should be 
digitalized rapidly and the ventricular rate maintained between 60 and 
80 beats per minute. A patient can live indefinitely with auricular 
fibrillation provided the ventricular rate is controlled. In patients who 
do not have serious heart disease, or embolic phenomena, quinidine may 
be used. Six grains should be given every two hours, after a test dose 
of three grains, until a total of 36-40 grains have been given during 24 
hours. This may be repeated on the next day, if necessary. It is wise 
to take an electrocardiogram before each dose to be sure that signs 
of quinidine toxicity, such as atrio-ventricular block, are not present. 
If nausea, vomiting, diarrhea, tinnitus, rash or marked increase in heart 
rate appear, the quinidine should be discontinued.

Auricular flutter consists of a regular or regularly irregular rhythm 
with auricular rates of 200-400 and ventricular rates usually one-half the 
auricular rate. The condition is due to two to one heart block. The 
onset is sudden, the duration from a few hours to several years, usuaPy 
being a few weeks. The causes are abnormal irritability of the heart 
and exciting factors. Definite heart disease is usually present. An
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electrocardiogram is necessary for certain diagnosis. If the patient has 
had attacks of fibrillation in the past, the onset of a regular rapid rate 
may signify auricular flutter. Treatment consists of attempting to con 
vert the flutter to a fibrillation with digitalis, then suddenly stopping 
the digitalis and hoping that the fibrillation will revert to a normal 
rhythm.

Sinoauricular bradycardia is most frequent and is commonly due 
to increased vagal action. The onset is gradual with a regular rhythm 
and a rate of 45-60 beats per minute. White (1) lists the causes as:

"1. Normal mechanism in some individuals.
"2. Physiological reaction to rest, sleep, vagal or carotid pressure in the 

neck, ocular pressure, ami sometimes to cold or fright^
"3. An occasional reaction to certain infectious diseases, as influenza, 

especially in young people and sometimes after childbirth.
"4. Reaction to increased intracranial pressure (hemorrhage, tumors, menin 

gitis).
"5. Reaction to certain diseases as, catarrhal jaundice, mumps.
"6. Reaction to drugs, as digitalis."

Sino-auricular bradycardia may be confused withh atrio-ventricular 
block which consists of a regular or irregular rhythm, usually regular, 
due to a two to one block or a complete block. It is less often irregular 
due to frequent dropped beats or to varying degrees' of block, especially 
three to two. The auricular rate is_iisually normal, the ventricular rate 
20-60, being 40-50 with partial block and 30 with complete block. It is 
most often a manifestation of active rheumatic heart disease or coronary 
disease and thus requires thorough investigation. An electrocardiogram 
is needed to determine accurately what degree of block exists. It may 
vary from a slight prolongation of the conduction time to a complete 
block. A sudden complete heart block may produce an Adams-Stokes 
syndrome which consists of bradycardia, syncope, and epileptiform 
seizures. The diagnosis should be suspected immediately if the pulse 
is below 50. It may be verified by the electrocardiogram.

Treatment consists of the administration of epinephrine for the 
immediate attack. If heart failure is present* the patient should be 
digitalized. Otherwise one should avoid digitalis except in complete 
block, in which condition it may prove useful, due to its irritative action 
on the myocardium. It may actually produce premature beats, which 
increase the efficiency of the heart. Barium chloride in doses of l/> 
grain three times per day to 1 grain 6 times per day has been used, but 
it is toxic and not so good as ephedrine, in doses of 3/8 grs. several times 
daily. Atropine is usually ineffective, but occasionally a large dose, as 
much as 1/30 grain, may be helpful.

Sinus arrhythmia presents a heart rate varying with phases of 
respiration. It increases during inspiration, decreases during expiration. 
This is due to variations in vagal tone caused by changes in intra- 
thoracic pressure. It is a physiological finding in the young and should 
be dismissed as such.

The commonest irregularity of rhythm consists of premature beats 
or extrasystoles which are due to abnormal stimuli arising in various
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parts of the conduction system of the heart, auricles, ventricles, atrio- 
ventricular node, and even in the atrio-veiitricular bundle. Extrasystole 
is a poor term, because it is seldom merely extrasystole, but rather a 
premature contraction or beat of the heart as a whole. The diagnosis 
of premature beats is not difficult if one remembers to listen for a beat 
that is clearly premature. The patient usually complains of his heart 
skipping or missing a beat. What he feels is the compensatory pause 
following the premature beat. If the beats come from multiple foci they 
may be difficult to distinguish from auricular fibrillation and an electro 
cardiogram will be necessary for their diagnosis. In a patient with 
premature beats, it is important to discover if there is any exciting 
agent such as tobacco, coffee, tea, alcohol, worry, or late hours. In 
many men, smoking one cigar too many will be the precipitating factor 
or the ingestion of a heavy meal may be the cause. A premature beat 
means that for the moment some point or focus out in the cardiac muscu 
lature or conduction system has become excessively irritated and that a 
premature cardiac contraction has originated from this focus rather 
than from the normal pacemaker of the heart, the sinoauricular node. 
Auricular premature beats are nearly always present for some time in an 
individual who later suffers auricular, paroxysmal tachycardia. If an 
exciting agent can be found, it should be eliminated; if not, reassurance 
and sedation will suffice. Bromides and phenobarbital raise the threshold 
of sensitivity and the patient does not perceive his premature beats. 
If there is no relief following the administration of bromides or pheno 
barbital one may give quiuidine but not over 9 grains per day, giving 
it in doses of three grains just before the time when premature beats 
are most likely to appear. Premature beats from multiple foci, especially 
if successive, are serious and are often a forewarning of ventricular 
fibrillation. An electrocardiogram is necessary to detect these. Digitalis 
may be of help here, especially if congestive failure is present. If alter 
nate premature beats occur, producing a bigeminal rhythm, one should 
suspect digitalis poisoning.

In simple premature beats, reassurance is the most important point. 
It is of considerable value to have the paragraph in Mackenzie's or 
White's text marked and read it to the patient a"bout the innocence of 
his ailment. Mackenzie said "The diagnosis and prognosis of heart 
disease depends not on the presence or absence of premature beats but 
entirely on other evidence of trouble. From the fact that healthy men 
and women may and often do present this form of irregularity, it can be 
gathered that extrasystoles in themselves are signs of no significance so 
far as the efficiency of the heart is concerned. It may therefore be 
stated that when the extrasystole is the only abnormal sign, the prog 
nosis is a favorable one, and where it is associated with other signs, the 
prognosis is to be based on these signs."
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HEREDITARY MULTIPLE AXKYLOSIXG ARTHROPATHY
L. P. HOLMES, M. D., Professor of Radiology

and
H. M. M1CHEL, M. 1)., Professor of Orthopedic Surgery, 

University of Georgia School of Medicine
and 

J. H. LEVY, M. D., Resident in Radiology

Hereditary multiple ankylosing arthropathy is a rare condition in 
volving the interphalangeal joints of the hands as part of a more wide 
spread anomalous development of the joints of the body.

Gushing (1), in 1916, called attention to a condition in which there 
occurred an ankylosis of the proximal phalangeal joints and recognized 
it as an hereditary state. He described it under the term "hereditary 
ankylosis of the proximal phalangeal joints" or "symphalangism." 
Drinkwater (2) suggested the term "anarthrosis" rather than "anky 
losis." Rochline and Simonson (3) described this condition under the 
name "congenital stiffness of the finger joints." By limiting the 
descriptive terminology to the malformation of the fingers, they failed 
to include the pathological structure of other joints which comprise the 
clinical state.

Duken (4) calls this state "aplasia, hypoplasia or agenesis of phalan 
geal joints" according to the degree of pathological change in these 
joints.

Bloom (5) recently suggested that the title of the disease be made 
to include a more comprehensive and descriptive terminology and called 
it "hereditary multiple ankylosing arthropathy."

Of the various and numerous anomalies which may occur in the 
hands, such as supernumerary digits, brachydactylism, webbing of the 
fingers, congenital absence of one or more digits, congenital lengthening 
of the fingers and others, hereditary multiple ank\;losing arthropathy is 
probably the rarest.

Rochline and Simonson described two cases in one family. Duken 
reported two cases, in a mother and child, in whom almost identical 
anomalies were noted. Revesz (6) described a case which he had traced 
through three generations.

Case Report D. T., a negro female, aged one month, was seen 
June 8, 1934. The mother had brought the infant for removal of two 
small pedunculated fibrous tumors, one on each side just anterior to 
the tragus.

On August 2, 1937, at the age of three years and two months, the 
patient appeared with the following complaints: backache, difficult 
walking, limping and pain in the right leg. The mother stated that the 
child had very little inclination to play with other children and became 
fatigued easily. She would then begin to limp and complain of pain in 
the right leg and back.



10 BULLETIN OB" THE UNIVERSITY HOSPITAL

Physical examination showed slight calcaneo-varus deformity of the 
right foot with a tendency to flex the toes in walking. The joints be 
tween the middle and proximal phalanges of the second, third, fourth 
and fifth fingers of both hands were noted to be stiffened and no 
demonstrable flexion at these joints could be obtained, either by active 
or passive motion. The deformity was more pronounced in the 
middle, ring and little fingers and less pronounced in the index finger.

Fig. 1

Radiograms of the hands (Fig. 1) showed fusion of the proximal 
and middle phalanges of the little finger with only a narrow transverse 
line at the site of the interphalangeal joint. It showed also almost com 
plete fusion of the proximal and middle phalanges of the ring finger; 
a spindle-shaped epiphysis between the proximal and middle phalanges 
of the middle finger apparently united to the adjacent surface of each 
phalanx; an under developed epiphysis for the proximal interphalangeal 
joint of the index finger and considerable widening of the proximal 
phalanx near its distal end and of the middle phalanx near its proximal 
end. All of the above mentioned abnormalities were symmetrical in the 
hands.

The patient was again seen on October 20, 1937, at which time a slight 
limping was still noted; however, this had improved considerably.

There was, in addition to the hand deformities, stiffness of all of 
the toes, more pronounced in the second and third and less pronounced 
in the fourth and fifth toes. The great toes showed slight stiffness. 
These abnormalities were symmetrical.
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Roentgenograms of the entire skeletal system were made at this 
time and many additional abnormalities in the feet were noted.

Complete fusion of the pubic and ischial rami had occurred. The 
epiphyses for the greater trochanters of the femora had made an early 
appearance.

Radiograms of the remainder of the bony skeleton revealed nothing 
unusual, with the exception of transverse lines in the tibiae suggesting 
healed rickets.

ETIOLOGY In the development of a synovial joint, the primitive 
joint plate arises by a separate thickening of \he mesenchyme befween 
thickenings that foreshadow the bones to be joined. Later a cavity 
appears in the joint plates. When the bone rudiments become chondri- 
fied their ends are at first excluded from the primitive joint cavity by 
its mesenchymatous wall. This perichondrial layer afterwards dis 
appears from the areas that correspond to the future articular surfaces. 
Meantime the persisting circumferential part of the joint plate, extend 
ing1 sleeve-like between the bones, is differentiated into two layers an 
outer, which develops into the capsular ligament, and an inner, which 
becomes the synovial membrane. Duken concludes that the ankylosis 
which develops in these cases is due to faulty differentiation of this 
intermediary zone of pre-cartilaginous tissue.

DIAGNOSIS There is never complete ankylosis of the joints at 
birth. Joints not involved to some degree at birth never become in 
volved at a later date. Diagnosis at birth can be made definitely only 
by rcentgenograms. Later, involvement of the fingers in an ankylosing 
process should lead one to investigate other joints to determine the 
presence of multiple arthropathies. This condition is frequently over 
looked in early life; even in later years, the deformities may not be 
noted by the physician in a routine examination unless complaints are 
presented relating to this state.

. '
This condition is to be differentiated from arthrogryposis mul 

tiplex congenita (congenital fibrous ankylosis) which is an incomp'.ete 
fibrous ankylosis of several or of all the joints; here, the deformities 
are due to thickening and contracture of the periarticular tissues and not 
to bony changes. The disease is not hereditary, insofar as is known. 
Radiographic examinations distinguish this condition, for those digits 
stiffened by contractures of the soft parts show well-developed joints.

TREATMENT In some cases, the deformities are scarcely notice 
able, while in others, there may be considerable disability. However, 
since these defects are present from birth, these patients have, as a rule, 
attained a well-developed power of adaptability and are able to function 
within a certain degree of limitation. Only in those cases where there 
are unquestionable indications for surgical intervention such as tendon 
lengthening and other such procedures, should active surgery be con 
templated. Some of the associated deformities may be corrected by 
active and passive motion, immobilization in overcorrection and other
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orthopedic measures, but in the treatment of the ankylosed joints, there 
is very little to be done except to educate the patient along lines within 
the limits of his adaptability.
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REPORT OF THREE UNUSUAL SURGICAL CASES

J. P. HITCHCOCK, M. D., Eesident Surgeon
and 

M. C. FULTON, M. D., Assistant Resident Surgeon

The following case histories present no new or startling scientific 
facts. However, they were extremely interesting to us, who had the 
responsibility of diagnosis and treatment and we hope that a brief 
summary of each will prove as interesting to the reader.

CASE 1. The patient, a colored male thirty years of age, was 
brought to the University Hospital some thirty minutes after being shot 
in the scrotum with a pistol at close range. He was partially intoxicated 
but his general condition appeared good. The blood pressure reading on 
admissison was 180 mm. of mercury systolic and 90 mm. of mercury 
diastolic, pulse reading 70 per minute and respirations 18 per minute. 
The abdomen was not distended and there were no masses palpable but 
there was slight tenderness in the right lower abdominal quadrant and 
slight rigidity of the right rectus muscle. Peristalsis was normal. There 
was a pistol bullet wound of the scrotum near the middle but no site of 
exit of the bullet. Probing of the wound did not disclose any definite 
direction. The probe could be guided directly backwards some two 
inches and upward one and one-half inches. There was no hemorrhage 
from the wound and no odor was noted. An X-ray plate of the abdomen 
and pelvis revealed the bullet in the right buttock. The tenderness in 
the abdomen could not be explained by the wound in the scrotum since 
none of the cord structures were apparently injured. On further ex 
amination it was found that the right external ring was enlarged and 
further questioning resulted in history of hernia on the right side, 
which at times extended into the scrotum. The patient did not' know if 
his hernia was down at the time of injury. The urine was normal.

Due to the above findings it was thought that perhaps the hernia 
might have been in the scrotum at the time of the shot and that injury to 
the bowel might have resulted. Upon opening the peritoneal cavity 
free blood was encountered and some -400 cc. of blood was aspirated. 
Examination of the bowel revealed three perforations in the terminal
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portion of the ilenm and six perforating in the mesentery. The perfora 
tions in the ileum were small enough to close with purse string! sutures. 
of chromic No. 0 douloux while the perforations in the mesentery were 
closed with mattress sutures. No further damage was encountered and 
the peritoneal cavity was closed without drainage.

Upon his return from the operating room a Wangensteen drainage 
was started and fluids up to 4000 cc. in twenty-four hours were given. 
He was also given 1500 units of anti-tetanic serum. The temperature 
ranged from 301° F. to 104° F. and pulse ranged from 110 to 126 per 
minute. On the third postoperative day some peristalsis was heard and the 
Wangensteen drainage was discontinued. The wound in the scrotum 
began to drain on the fifth postoperative day_, but wet dressings here 
failed to bring about the desired drainage. On September 3, 1938, 
eleven days after injury, the patient was carried to the operating room, 
a scrotal abcess incised and a copious amount of foul smelling pus 
escaped. The wound was packed with iodoform gauze and this was 
changed daily. The convalescence was complicated by unexplained acute 
abdominal pain, but these sudden sharp pains gradually became less 
frequent and finally disappeared.

 CASE 2. The patient, a colored male thirty-one years of age, was 
admitted, complaining of pain in the lower right abdominal quadrant. 
Two days prior to admission he became nauseated and vomited but had 
no pain. There was no history of indigestion, "heart burn" or epigastric 
pain, no previous history of pain on the right side. On the night of 
admission to the hospital he was seized with a severe pain in the right 
lower quadrant. The pain began about an, hour after the patient ate a 
hearty supper and it was of a cramping nature. He did not become 
nauseated and did not vomit. Soon after the pain began the patient took 
a dose of salts and retained it. There was sudden desire to urinate1 and 
he had urinated frequently from the onset of pain to admission to the 
hospital. Thirty minutes after the onset of pain a chill came on which 
lasted approximately twenty minutes.

On admission to the hospital he did not seem to be particularly 
uncomfortable. The mouth temperature was 101.4° F., pulse rate 76 per 
minute, blood pressure reading 130 mm. of mercury systolic and 80 mm. 
of mercury diastolic. The leucocyte count was 23,000 per cmm. blood 
with 83 per cent neutrophiles and 13 per cent lymphocytes. A slight 
amount of pharyngitis was apparent and there was slight tenderness 
and rebound pain in the right lower abdominal quadrant but no muscu 
lar rigidity. Peristalsis was normal. Kectal examination revealed a 
slightly enlarged prostate gland and a rather marked tenderness just 
above the gland. There were no other physical findings of importance.

The possibility of a blocked ureter, acute intestinal obstruction, 
acute appendicitis, or a perforated duodenal ulcer with a leakage down 
the right para-colic gutter was considered, but the most likely one was 
thought to be acute appendicitis. An X-ray flat plate of the abdomen 
and diaphragm was made with the patient in the standing position. 
This was done to rule out urinary calculi or possibly a leaking ulcer. 
No stones were found, but a little free gas was seen beneath the right

.1
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diaphragm. This proved that there was a perforation of an intra- 
abdominal viscus but the persistent softness of abdomen, along with the 
above findings did not fit in with a perforated ulcer.

Under cyclopropane anesthesia a mid right rectus incision was done 
with the idea of going up or down as the intra-abdominal condition 
warranted. On entering the peritoneal cavity an increased amount of 
peritoneal fluid was encountered. The peritoneal fluid had an increas 
ed consistency and was of a sero-purulent nature. The appendix was 
injected but that could not explain the free fluid present in the peri 
toneal cavity. The abdominal incision was then extended upwards and 
more free fluid was encountered, this time with a greenish tint. The 
stomach was pulled down and a perforated ulcer was seen on the anterior 
surface of the duodenum just distal to the pylorus, through which 
duodenal contents were being expelled. The area around the ulcer was 
indurated, injected and quite friable. The opening was closed with 
three sutures of chromic O duoloux, reinforced with a running suture of 
chromic O duoloux that buried the mattress sutures. A piece of omentum 
was then sutured over this last row of sutures. The peritoneal cavity 
was closed without drainage, but a rubber tissue drain was left in the 
wound.

On return from the operating room a Wangensteen drainage was 
begun. The patient was put on running doses of morphine. Parenteral 
fluids were given for three days. The tube was removed in two days 
and water was given by mouth. The drain was removed from the wound 
on the fourth day. Modified Sippy diet was begun on the fifth post 
operative day. Convalescence was uneventful.

CASE 3. The patient was admitted to the University Hospital on 
August 28, 1938. The onset of his illness began suddenly at 10:00 p. m. 
August 27, 1938, with severe pain in his chest in the region of the 4th, 
5th and 6th, intercostal spaces in the midline. Thirty minutes prior to 
the seizure of pain he had had his evening meal which consisted chiefly 
of fish and bread. Shortly after this acute onset the pain abated 
sufficiently to allow the patient to sleep most of the night. About 11:00 
a. in. August 28, 1938, lie developed severe cramping pain generalized 
throughout his abdomen. He felt nauseated but did not vomit. The 
bowels moved normally after a dose of saline cathartic, but during the 
bowel movement the pain became exceedingly severe. The pain grew 
worse during the day. He took nothing by mouth except water and 
while he felt nauseated he did not vomit. At 7:30 p. m. August 28, he 
was rolling over in bed because of the very severe pain in his abdomen. 
At this time he was seen by a physician who gave him morphine sul 
phate gr. 1/4 snbcutaneonsly and referred him to the hospital. There 
was no history of spider bite or lues.

The examination upon admission to the hospital revealed a fairly 
well developed and nourished white adult male, 44 years of age. He 
was breathing easily and the respiration was costo-abdominal in type. 
The rectal temperature was 100.4° F., the pulse rate at 100 per minute, 
respirations 20 per minute, blood pressure reading 130 mm. of mercury 
systolic and 95 mm. of mercury diastolic.
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There was marked involuntary rigidity over the upper right reetus 
muscle and the entire epigastrium was very tense. Tenderness was quite 
marked over the right reetus muscle and the tenderness extended to 
the lower right abdominal quadrant. Rebound tenderness was present 
over the epigastrium and the right lower quadrant. Peristalsis was active 
over the entire abdomen. Rectal examination revealed tenderness in 
both lower quadrants, more marked on the right side. The leukocyte count 
was 16,f)5() per cinm. of blood with 84 per cent neutrophiles. Urine 
examination was essentially negative. An X-ray plate of the abdomen 
revealed no gas under the diaphragm.

A tentative diagnosis of either perforated peptic ulcer or acute 
suppurative appendicitis was made and the abdomen was explored 
through a right reetus incision. The appendix^which showed no gross 
pathological change, was removed. Exploration of the upper abdomen 
revealed a fish bone about three inches in length and about the diameter 
of a large silk worm gut protruding from a small opening in the anterior 
wall of the stomach one-half inch from the pylorus. When the bone was 
removed the perforation in the stomach was so small that closure by a 
suture did not seem necessary. The abdomen was closed without drain 
age. Wangensteen drainage was instituted for two days. Convalescence 
was uneventful.

POSTERIOR COLPOT01EY AS A DIAGNOSTIC PROCEDURE
IX ECTOPIC PREGNANCY* 

EVERARD A. WILCOX, M. D., F. A. C. S.
Professor of'Clinical Gynecology, University of Georgia School of Me:licine

The purpose of this article is to stress the usefulness of posterior 
colpotomy in the diagnosis of ectopic pregnancy.

Torpin (1) has recently published a study of 141 cases of ectopic 
pregnancy that came to operation, calling attention to four cardinal 
symptoms and to confirmation of the diagnosis by colpotomy in 
doubtful cases. '

These cardinal symptoms are: (1) pain, sudden and cramp-like, 
usually unilateral, with a tendency to recur in paroxysmal attacks; 
(2) non-menstrual vaginal bleeding; (3) tender unilateral pelvic mass; 
(4) history of one or more missed periods.

The ideal time to make the diagnosis is before-rupture. This may 
otherwise present extreme difficulty, and it is under such circumstances 
that the usefulness of posterior colpotomy first appears.

From the very nature of the progress of the pathological condition, 
rupture is imminent, almost inevitable and may be fatal.

At the time of tubal abortion or rupture, bleeding is intra-abdomi- 
nal, and the amount of blood to be lost in this sudden catastrophe is

Trom the Department of Obstetrics and Gynecology, University of Georgia School of Medicine.
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unpredictable. Blood loss in tubal abortion may be gradual iind inter 
mittent, escaping over a period of time from the fimbriated end of the 
Fallopian tube.

It is therefore imperative in any case where ectopic pregnancy is 
suspected to settle the question at once. This can be done by opening 
the cul de sac and actually seeing what is going on. When blood is 
extravasated in tubal abortion or tubal rupture, it collects in the deepest 
part of the pelvis. If, in a suspected case, old blood be found, the 
diagnosis is assured. One may go even farther at this time and observe 
the distended tube.

It must be remembered that only occasionally do these patients 
present the symptoms of extreme hemorrhage, but that commonly, their 
complaint is of a series of episodes extending over days. They get up 
and about the house and go to bed with another attack, and finally get 
up and walk to the office or hospital.

A patient who has missed a menstrual period and has begun to bleed 
or "spot," who has had cramping pain, and is found to have a softened 
slightly enlarged uterus, presents the problem of a decision between an 
incomplete intrauterine abortion and tubal abortion or rupture. We 
recognize the uterine enlargement, but there may be difficulty in pal 
pating an early tubal pregnancy which is soft and indistinguishable.

Our procedure is this: if necessary, the question of incomplete 
abortion is settled by curetting the uterus. Products of conception are 
removed or a "dry scrape" is the result. If the uterus is empty, proceed 
with colpotomy. An incision is made posterior to the cervix. By 
spreading dissection with scissors the peritoneum of the cul de sac is 
gained and entered, whereupon old blood may appear. At this point a 
narrow deep retractor is placed to draw the uterus forward gently, and 
the pelvis inspected. The incision is then closed and the abdomen 
opened for removal of the tube and sac.
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GEORGIA PEDIATRIC SOCIETY MEETING

The sixth annual scientific meeting of the Georgia Pediatric Society 
was held at the Forest Hills Hotel, Augusta, Ge.orgia, on January 12, 
1939. The meeting was unusually well attended. The registration 
showed more than one hundred and fifty pediatricians from practically 
all of the southern states. Outstanding papers on the program were the 
following: "The Diet of Infants and Young Children" and "Pneu 
monia" by Dr. Chas. II. Smith of New York. "Nephritis" and "Some 
Physiological Effects of Sulphanilamide, With Particular Reference to 
the Treatment of Very Severe Infections With Large Amounts of the 
Drug" by Dr. Alexis F. Hartmann of St. Louis, Mo., and "Anemias of 
Infancy" and "The Constitutional Anemias of Childhood" bv Dr 
Thomas B. Cooley of Detroit, Mich.


