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POISONOUS SNAKES

By IIEXRV G. MEALING, M. D., 

Assistant Professor of Medicine, University of Georgia School of Medicine

Iii North America there are 2"> varieties of posionous snakes (T>. 
They are most of the varieties of rattle-snakes and all pit vipers with 
the exception of two species of coral snakes.

The poisonous snakes found in the South Atlantic states are, the 
Florida diamond hack, the timber and the pygmy rattle-snakes, the 
copper head or highland moccasin, cottonmouth or water moccasin and 
the harlequin coral snake. The moccasins are close relatives of the 
rattle-snakes. Both rattle-snakes and moccasins are pit vipers and are 
viviparous. Their venom is mostly haemolytic. There is a great deal 
of pain and swelling at the site of the bite. The venon of the cottonmonth 
moccasin is highly necroti/ing and even with recovery causes a great 
deal of sloughing at the site of the bite.

The harlequin coral snake differs from the other snakes mentioned 
in that they lay eggs and that their venom is neurotoxic. It causes very 
little swelling at site of bite, but causes early embarrassment of respira 
tion.

It is estimated that between fifteen hundred and two thousand per 
sons are bitten by poisonous snakes annually in 'the United States (2). 
About one-third of these bites are in the southern states. Not all snake 
bites are due to poisonous snakes, however, as almost any snake will
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bite at times. Since .June, 19:18, we have had five eases of snake bite 
in the University Hospital. Three rattle-snake; one copper head moccasiii 
and one probably a cottonmouth moccasin. All recovered after treat 
ment.

Not all persons bitten by poisonous snakes die. The mortality is 
only about 10 to 14 per cent, without treatment or rather in spite of the 
treatment given.

In a series of 1,921 cases treated with antiveniii ~t'l or 37 per cent 
died. However, 25 or one-third were already near death when brought 
for treatment and in six others the deatli was due to gangrene resulting 
from too tight tourniquet. .More than half were in children under ten 
years of age.

Recent reports from the Robert U. Green Hospital in San Antonio, 
Texas, show 14 per cent mortality, when the cases were treated with 
potassium permanganate. 18.95 per cent mortality when antivenin treat 
ment alone was used in one to five ampoule doses as formerly recom 
mended and only one per cent mortality when a routine similar to one 
that follows was used (3):

4

Fatality depends upon several factors (1) (2).

(1) Size and variety of snake. The copper head, which probably 
causes most of the bites, has a fatality rate of only 3.3 per cent un 
treated, 0.2 per cent treated with antivenin.

The timber rattler causes a fatality of 30 per cent untreated and
22 per cent treated with antivenin.

The pygmy rattler has caused no deaths for although its venom is 
more toxic than that of the other rattle-snakes, gram for gram, the 
amount injected is very small.

Cottoiimoiiths cause a fatality rate of 15 per cent untreated and
2.3 per cent treated with antivenin.

The Florida diamond back fortunately is rarely found here. The 
fatality rate of this snake is 60 per cent untreated and 25 per cent 
treated with antivenin.

The bites from coral snakes are fortunately quite rare, as this is a 
burrowing snake and not,often seen. Antivenin is of no value in treat 
ment of this snake bite. Cobra antivenin may be used if obtainable.

(2) Size and condition of person bitten ; bites are much more dan 
gerous in children and in old persons.

(3) Soon after feeding snakes have much less venom in their glands 
and therefore are much less poisonous.

(4) During hibernation venom collects in glands and in warm days 
in winter or early spring snakes are very dangerous.

(5) Aestivation has the same effect as hibernation. In very hot 
weather snakes are sluggish and probably have well filled venom glands.

(6) Imperfect or missed strikes. Due to clothing or to movement 
of person.

(7) Area bitten. Venom is absorbed more slowly in fatty regions 
or in regions having little connective tissue, such as finger or toe.
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Experiments with dogs show (2).

(1) Magnesium sulphate and glycerine packs alone are ineffective.
(2) Magnesium sulphate injections are ineffective.
(3) Chloral hydrate and alcohol seem to increase toxicity.
(4) Alum is ineffective.
(5) Kerosene is ineffective.
(6) Potassium permanganate injections arc ineffective and may 

	cause sloughing.

Usual recommendation for treatment is as fellows (5) (6):

(1) Release tourniquet and reapply at upper edge of swelling just 
tight enough to obstruct lymph channels. If no tourniquet has been 
used, apply one as above directed. A small rubber tube such as comes 
with the snake bite suction outfit is to be preferred over a wide band (7).

(2) If bite is due to rattlesnake or moccasin or if there is swell 
ing at site of bite, inject one syringe (~>cc,) of antivenin in buttocks. 
This may help the general or neurotoxic reaction.

(3) Use morphine if necessary for sedative effect and use caffeine 
or strychnine or coramine for weak pulse or threatened heart failure.

(4) Have patient matched for tranfusion even in apparently mild 
 cases.

(5) Under novocain anesthesia open site of bite, if this has not 
been done and also encircle the edge of swelling with cross cuts 
%x% iches and % inch deep and one inch apart. Cut through the fat 
into the lymph spaces. One hundred to one hundred and fifty such 
incisions may be necessary before recovery. Mechanical suction is then 
used for ]K> hours. Compressed air suction machine for tonsillectomy 
is useful for this purpose.

(6) After \ 1A hours inject 20 to 30 cc of antivenin for copperhead 
and small rattlesnake and ">() cc for large rattle-snake and large mocca 
sin. Inject one-fourth the antivenin in area of bite and the rest around 
the limb just above the tourniquet.

(7) Remove patient to room and apply continuous hot fomenta 
tions of magnesium sulphate or one to two per cent saline. Keep limb 
slightly below level of body.

(8) If patient shows signs of shock, give glucose or saline or blood 
transfusion.

(9) Colonic irrigations and maguesiuim sulphate by mouth are 
"helpful, as some of the poison is excreted into the intestinal canal.

10) At end of one hour reapply tourniquet if the swelling lias 
progressed and make a new series of incisions with suction as above 
recommended.

(11) Do not hesitate to repeat antivenin in severe cases, as 50 cc 
is the minimum amount and in very severe cases this may have to be 
repeated several times.

I
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(12) Coiitiniic treatment as long as there .ire constitutional symp 
toms (rising pulse, falling blood pressure) and as long as swelling is 
extending.

(13) Keep under observation tor at least '24 hours, as the patients 
frequently '1° wt'H for fifteen hours or longer and suddenly go into 
collapse.

(14) All snakes have li. Welchi in their mouth so give antitoxin 
for gas and tetanus bacilli.

Remember children need more treatment than adults ami more 
antivenin must be used. Do not be afraid of overtreating as above out 
lined. Lives have been saved by persistent treatment.
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A PLEA FOR PREVENTIVE PEDIATRICS
By \V. A. Ml'LHKRlX, -\l. D., riinu-iil 1'rofi-ssor of Pediatrics, 

t'niversity of Georgia School of Medicine

The practice of pediatrics is divided into curative and preventive. 
The curative side of pediatrics has been practiced successfully for many 
years. Preventive pediatrics has recently grown more popular with the 
public and the medical profession. Personally, I believe the preventive 
side of pediatrics gives to the public more benefit than the curative. 
The trend toward preventive pediatric practice grows stronger and more 
popular every day.

To substantiate my opinion of preventive pediatrics 1 might cite the 
following advantages:

1. It reduces mortality and morbidity much more decidedly than 
curative pediatrics.

'2. Two-thirds of preventive medical practice will be found in the 
sphere of preventive pediatrics.

 '}. Two-thirds of public health activities will lie in the zone of 
preventive pediatrics.

4. Public sentiment is demanding that physicians keep the family 
and children well rather than allow them to get sick and then cure them.

5. The most practical, effective, and least expensive practice of 
medicine, today, is preventive pediatrics.

(i. The practice of preventive pediatrics is just as remunerative 
as the curative side.
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7. Tlu> scientific advancements made in pediatric practice will be 
found chiefly on tlie preventive side.

The practice of preventive pediatrics should be considered from 
two angles: (1) general; (2) specific.

General

1. Physicians should not laugh at mothers who take well babies 
and children to the physician's office lor advice on feeding and hygiene. 
Such mothers have a more intelligent idea of the care children should 
receive than the joking doctor.

2. Physicians should equip themselves for the practice of pre 
ventive pediatrics the same as surgeons and obstetricians. Only a *very 
little equipment is necessary. A measuring rod. a pair of scales, a chart 
giving the proper height and weight for age are the only extra things 
required.

.'i. Physicians should know what constitutes normal birth weight 
for boys and girls and also the normal gain in weight. Roughly speak 
ing, the normal weight at birth for little girls is 7 pounds, and for baby 
boys TA pounds. The birth weight should be doubled at five months of 
Jige and tripled at one year. Six pounds should be the normal gain in 
weight during the second year, and five pounds during the third year. 
From the end of the third year to the eighth year, four pounds is the 
normal gain per year.

4. The normal physical development of a baby should he known in 
order to recogni/.e the abnormal. For instance, the baby should hold its 
head up at three or four months of age, sit alone at seven or eight 
months, stand beside a chair at ten months, walk holding mother's hand 
at 12 months, and step out by itself at 14 or lf> months.

">. Of equal importance is the knowledge of the normal mental 
development of the baby. Otherwise a mentally defective child can not 
be diagnosed. A baby should begin to say ma-ma, pa-pa, da-da, about 
10 to 12 months of age and form sentences of two to three words at two 
years of age. ,

Specific

PRENATAL It is hard to over value the importance of prenatal 
care for mother and baby. If mother is given proper food, sufficient 
sleep and rest, advised about the importance of proper elimination, 
kidney action watched carefully, blood pressure given proper considera 
tion, pelvic measurements made and proper vitamin intake safeguarded, 
maternal mortality and infant mortality will be lowered considerably.

If proper prenatal care is given to mothers the medical profession 
will have fewer syphilitic babies to care for. because we all know the 
proper time to treat luetic babies is before they are born.

It is pleasing today to know that education is being promulgated 
among the laity regarding the importance of every pregnant mother 
having a Wassermann test made for the purpose of insuring the health 
of her offspring.

I
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NEONATAL 1. The importance of allowing the baby to cry 
lustily when born is well recognized by all physicians for the purpose of 
preventing congenital atelectasis.

2. The proper feeding is most essential. Breast milk is always 
best; the mixed feed, breast plus artificial feeding, is next best, and 
artificial feeding ranks next in importance.

The intervals of feeding three or four hours, both being correct, 
should be established at an early date. Likewise one should begin cod 
liver oil in the diet at three weeks and at four weeks orange juice is 
very helpful for the proper development of the baby's body.

The beginning of the feeding of solid food at three and one-half 
months of age is considered proper, today, in our feeding schedules. 
Also the teaching of good habits, such as 14 hours sleep in 24 hours is 
not only beneficial for the proper development of the baby but also to 
stabili/e the nervous system to make a happy baby.

The protective inoculations are very essential for the protection 
against certain diseases such as smallpox, diphtheria, whooping cough 
and typhoid fever. Each physician has his own method for giving the, 
protective inoculation. The one that appeals to me most is to vaccinate 
against smallpox at three mouths of age. to give diphtheria toxoid at six 
months, whooping cough vaccine at nine months, typhoid vaccine at 
12 months, and give the Schick test at ]3 months.

It might be well to stress the importance of not delaying the 
diphtheria toxoid until the child goes to school, as fii)% to 75% of the 
mortality from diphtheria occurs between the ages of six months to 
six years, before a child ever goes to school.

It is not to the credit of the medical profession nor to mothers, that 
over 4,000 precious little lives are sacrificed in the Tinted States every 
year from diphtheria. Especially when we have a means to prevent any 
child having diphtheria. More education is needed along this line and 
the responsibility is with the medical profession.

PRE-SC'IIOOL AGE 2-6 YEARS OF AGE 1. All defects should 
be remedied before a child goes to school, so that it will not be hand! 
capped in its school days. The chief defects that are found are teeth, 
tonsils and adenoids, eyes, ears, nose and faulty posture. Of course 
these should be corrected.

2. Protective inoculations should be given it' they have not already 
been given during babyhood.

SCHOOL AGE 1. As in pre-schoo! age. all defects of eye. ears. 
nose and throat and posture should be corrected if not already eared 
for in pre-school age.

Special attention should be given to the eyes and hearing. Many 
children are wrongly rated as mentally dull due to the fact that they 
can not see the blackboard properly nor hear the teacher we 1 ! enough 
to understand.

Tonsils and adenoids, if defective, should be removed. The question 
of whether to remove tonsils and adenoids has always been a much 
discussed subject. If the physician feels that the tonsils and adenoids 
are a handicap to the child, common sense will dictate that thev be
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removed. Judgment in determining the question of removal or non- 
removal is helped very much by considering the appearance of the 
tonsils, whether excavated or large and obstructive, or of the soft cellular 
type that frequently harbors infection. And also a greater help in 
making up your mind pro or con, is the history of the tonsils. Whether 
the child has frequent attacks of tonsillitis, earaches, severe glandular 
swelling and frequent colds, keeping the child in the house many days 
during the winter months. If due consideration to the appearance of 
the tonsils and the history of the tonsils leads to the conviction that 
the tonsils are a handicap to the child, removal of these would be a 
logical procedure.

'2. Protective inoculations should be given in the event they have 
not already been taken care of.

•i. A physical examination every six months should be given school 
children in order to keep the physical side of the children in normal 
condition. For the modern conception of education today evaluates the 
physical development and education of how to keep well, as important 
as training the mind.

4. Athletics should be encouraged among school children and hearty 
cooperation of the physicians with the educators should be encouraged.

Finally, it might be well to call attention to the fact that the public 
today is demanding more and more of preventive medicine, and if the 
medical profession does not respond and measure up to its responsibility, 
quacks will supply this demand instead of the physicians who only are 
properly qualified to do it. With preventive medicine having established 
its position as the most effective one, and less expensive, it appears 
reasonable to expect that the medical profession will give more con 
sideration to this important branch of the practice of medicine.

UNUSUAL FOREIGN BODY IN THE ESOPHAGUS 
By M. S. LEVY, M. D.

Associate i'linir:il Professor of Surgery, University of Georgia School of Medicine

Patient, Miss M. M., No. 128628, was admitted to the Surgical Ward 
of the University Hospital, on May 4, 1989, with an admitting1 diagnosis 
of a foreign body in the esophagus. The history of this patient is of 
unusual interest, as is the foreign body which was extracted from the 
esophagus. The following history was given by Dr. Edwin \V. Shwall 
and Dr. Harold M. Smith of the Georgia Training School for Mental 
Defectives.

"M. M. was admitted to the Georgia Training School for Mental 
Defectives, July 30, 1929, at the age of 12 years. She was delivered 
at term spontaneous1 }". Patient is parental twin with sister living 
and of normal mentality. Patient was noted to be mentally unbalanced 
at age of two years. She walked at 27 months; talked at eleven months. 
She contracted pertussis at the age of 16 months which was followed by 
a loss of speech and personality changes. She has had convulsions of 
cpileptiform nature since attack of pertussis. The father is a university
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graduate lawyer, living and well. One brother is also a university gradu 
ate. Two sisters are living and well. Parental twin of this patient gradu 
ated from high school \\ith honors. There is no history of mental diseases 
in the family.

Since admission to the institution in 1929, she has deteriorated some 
what. She is unable to feed herself and ean only mumble. The facies are 
expressionless with frequent grimaces noted. She is very active and 
seldom remains still, either moving arms, legs or grimacing face. She 
has developed normally physically. Mental classification is low-grade 
imbecile. The blood Wassermaim reaction is negative.

Soon after admission, the patient was observed to pick up objects 
of any sort and to chew and swallow them. On numerous occasions, such 
objects as pebbles the size of marbles, have been ingested with no undue 
consequence. She would often tear her gown or dress and chew the torn 
garments and then attempt to swallow them. She would be found on 
many occasions with part of a garment partly swallowed. My a gentle 
traction, these could be removed. Sometimes during the night, she 
would try to consume the blankets or sheets. Sometimes she would 
become choked and an attendant could pull objects back out. with the 
patient suffering little from the experience. Wash cloths reported miss 
ing have been recovered in her stools. The last time the patient swal 
lowed an object, was about two weeks previous to present illness. These 
pieces of cloth were recovered satisfactorily.

On the morning of May '2, 19:59, the attendant noticed that the 
patient could not swallow the food given her, although she attempted 
strenuously to do so. Fluids could not be swallowed without marked 
effort. The patient was gagging some, as though she was having pharyn- 
geal obstruction. On examination, pharynx showed no objects visible. 
Many loud rales were head over the entire chest. During the day she 
was able to swallow a small amount of liquids only. At no time was 
respiration labored. There was no cyanosis. The following day. May 3, 
1939, the patient could still not swallow foods, and very little liquids. 
A stomach tube was passed with some difficulty and several ounces of 
milk was given. There was no apparent relief of the obstruction. The 
patient still tried hard to swallow fluids but they did not seem to be 
able to pass into the stomach. It was thought that an object had com 
pletely occluded the esophagus. On checking the building in which the 
patient lived, a rubber bail was missing and the possibility of this caus 
ing esophageal obstruction was considered. She was referred to the 
Tniversity Hospital for bronchoscopic and esophageal examination to 
determine the cause of the obstruction.

There are several points of unusual interest presented in this case. 
First, the sr/.e of the foreign body, and second, the difficulty experienced 
in its removal. It seems almost impossible for a foreign body, the sixe 
of this ball, to gain admission below the first constriction of the esopha 
gus, and 1 assume that, when the stomach tube was introduced by her 
attending physician, the ball was pushed below the constriction. The 
foreign body was composed of a sponge-like rubber substance, which 
normally is very brittle and after having remained in the esophagus for 
several days, the action of the salivary secretions had rather tended
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to disintegrate the rubber material, making it an almost impossible 
job to withdraw this large foreign body without tearing it into shreds. 
Every eoneeivable kind of foreeps was introduced through the esopha- 
goseope, and it seemed an impossible job to dislodge the foreign 
body. After a third attempt, it was finally withdrawn by means of a 
long semi-alligator foreeps, which is, in reality, a rectal forceps (photo 
graph of foreign body and forceps shown).

Twenty-four hours after removal of this foreign body, the patient 
swallowed a long rubber tourniquet, which the nurse had put on her bed 
for the purpose of collecting a blood specimen, but fortunately the nurse 
missed the tourniquet and saw the end disappear into the patient's 
mouth, and was able to recover it successfully.

CONGENITAL ATRESIA OF THE RILE DUCTS CASE REPORT
By ('. K. TKSSIKR, M. I)., Clinical Assistant in Pediatrics, 

l"nivrrsitv of Georgia School of Medicine

In reporting a case of this nature the only significance is from a 
statistical standpoint. In 1916 Holmes (1) estimated that nearly 120 
cases had been reported. Since that time approximately (iO more have 
been reported. In l!)2cS 20 cases were reported by Ladd (2) occurring 
in the Children's and Infant's Hospital in Boston. Griffith (3) in 
Archives of Pediatrics, (1905), reported two cases. Rolleston and 
Haynes (4), Skormin (5) and others, claim that congenital obliteration 
of the bile ducts is of the same nature as congenital biliary cirrhosis.

Etiology and Pathology: The condition appears to be a congenital 
malformation, the ducts at one stage of their embryonic development 
being solid cords, Ylppe (6). It is thought by some that prenatal in 
flammatory destruction of the ducts may occur. Another factor is 
thought to be familial tendency. Syphilis has never been proved to be 
a factor. There may be partial obstruction at birth with total obstruc 
tion occurring later. This probably accounts for the case that Nobe-
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comb and Janet (7) reported of a child dying at 7 !/i months of age. 
The ducts may be represented as fibrous bands and dilation may occur 
above the obstruction. Hypertrophic cirrhosis of the liver usually 
occurs. The blood vessels are not involved. The spleen is enlarged.

Symptoms: Jaundice is the main symptom and is usually present 
at birth or occurs within the first week or two. The stools within this 
time are acholic; the urine is bile stained. Loss of appetite may occur. 
Constipation is sometimes present. Vomiting is common. Hemorrhage 
from the umbilical cord may take place. Later in the disease emancia- 
tion occurs. The Van den Berg reaction is direct.

Course and Prognisis: In complete organic obstruction the outsome 
is fatal, death occurring usually in the first few weeks. However, the 
infant may linger for months.

Treatment: Surgical intervention is always indicated but seldom 
improves the condition.

REPORT Of A CASE

Date of Birth: February 9th, 1934.

General: Patient, a white female admitted to I'niversity Hospital (Augusta, 
Georgia) on 9-25-34.

Past History: Full term, spontaneous delivery. Weight at birth 4 pounds. 
Patient's respirations were very poor for the fiist 10 minutes of life. Marked 
cyanosis was present. Neither jaundice nor eruptions were observed.

Feeding: Artificially fed on lactic acid formiula of cow's milk. There was 
no history as to the administration of cod liver oil or orange juice. The child 
was fed 0-8 ozs. of milk formula every four hours.

Habits: Sleeps well at night. One hour nap in daytime, appetite good. Bowels 
alternating with constipation and diarrhea. Stools colorless from birth.

Development: Cannot sit alone. Two lower incisors erupted. Notices sur 
roundings.

Illnesses: Xo other sickness except coryza.

Weight: Four pounds at birth. Gained two pounds first mouth. Continued 
to gain weight very slowly next two months. Best weight between 8-9 pounds 
and has been stationary for the past 3 months.

Family: Mother and father living and well. No other children.

History: No miscarriages. No history of tuberculosis, syphilis, or malignancy 
in the family.

Present Complaint: Chief complaint: jaundice, failure to gain and distention 
of stomach. After first month patient became jaundiced and has gradually grown 
worse. Stools have been colorless from birth. No vomiting at anv time. Patient 
is distended after eating but this is relieved by belching. Does not seem to be in 
any pain. Disposition happy. Occasionally lias some fever.

PHYSICAL

On admission: Temperature 99.4; Weight 9 Ibs., 2 ozs.

Aspect: Undernourished white female infant lying in bed in no apparent pain 
or distress.

Skin: Deep jaundice. Xo eruption or edema. 8kin loose ami elastic. Hair fine 
and scantv.
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Head: Circumference 37 cm., normal size and shape. Anterior fontanelle 
measures 3 cm. by 2& cm. Posterior foutanelle closed.

Eyes: Pupils react to light. Sclerae deeply jaundiced. No ptosis or nystagmus.

Nose: No discharge or obstruction.

MJouth: Tongue coated. Two lower incisors erupted.

Chest: Circumference 37 cms., symmetrical. Respirations free and equal. 
Percussion note normal. Breath sounds good. No rales.

Heart: Apex impulse visible in fourth left intercostal space. Right border 
3 cms. from mid-sternal line. Left borders 4 cms. from mid-sternal lino. Heart 
sounds good. P2 greater than A2. -No murmurs.

Abdomen: Above plane. Liver 7 cms. below costal margin. Upper border at 
eighth rib is palpable, soft and smooth. Spleen palpable Sy2 cms. below costal 
margin. Kidneys not palpable.

Extremities: Essentially negative. 

Reflexes: Normal. 

Genitalia: Normal.

LABORATORY FINDINGS

Blood: On admission \V. li. C. 11,5(iO; K. B. C. 3,500,000; Hg. 50% (Sahli); 
Differential P. M. N. 32%; P. M. E. 1%; Lymph 65%; Mono. 2%; Bleeding time 
1 min. 45 sec. C lotting time 3 min No reticulocytes. Fragility test, no laking in 
0.40 dilution. On 10-1-34 \V. B. C. 13,200; R. B. C. 2,900,000; Hg. 50%; 10-7.34 
\V. B. C. 25.980; Wassermann and Kalm tests neg.; Van den Bergh 5.73 ing, 
bilirubin per 100 ce., serum (direct).

Urinalysis: Characteristic greenish clear color, reaction acid. Albumin negative. 
Sugar negative. Acetone negative. Diacetic acid negative. Micro, essentially nega 
tive. Test for bile positive.

Stools: Colorless, pasty, blood negative. Pus negative. Parasites negative. Bile 
negative. Tuberculin test negative.

Operation performed 10-9-34:

Under anaesthesia the peritoneal cavity was opened through a right rectus 
incision. The subcutaneous tissue was markedly stained with bile. The liver was 
observed to be very firm and rough on the surface and extending three-fourths of 
the distance to the superior iliac crest. The other viscera appeared normal in 
size, shape, and location and were also heavily stained with bile.

A markedly distended torpedo-shaped gall-bladder measuring 4i^x4i^ cms. was 
found in the usual locution. It did not empty on firm pressure. No definite bile 
ducts of any sort were found.

Cholecyst gastrostomy was done. When opened a moderate quantity of mucoid 
material came from the gall-bladder.

The duodenum was opened. A rudimentary papilla and ampulla of Vater was 
found but no common duct could be probed.

The duodenum was closed and the peritoneal cavity drained and closed in the 
usual manner.

Patient died October 9th. 1934 at 4 p. m., age S mouths.

Autopsy Findings:

The body is that of a white female infant that is underdeveloped and not so 
well nourished, 59 cms. long and weighing about 4.2 kg. The skin and mucosae are 
greenish yellow. Kigor is slight. There is a sutured surgical incision along the 
right reetus muscle.
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Hair is sparse; tin- sclerae arc (loop yellowish; pupils are equal, regular, half 
contracted; nose and nioutli clean, two lower incisors are erupted; neck is thin; 
thorax is round; abdomen is slightly distended; there is nothing unusual about the 
extremities.

Over the chest and abdomen the paiuiiculus is watery (hypodermoclysis); the 
muscles are red; peritoneal cavity is empty, the surfaces a little congested; the 
stomach anteriorly at the pre-pyloric end is attached to the fundus of the gall 
bladder. The liver lies 7 cms. below the costal border in the anterior axillary line. 
The cecum and ascending colon and terminal ileuin are pushed to the left. The 
diaphragm is at the 3rd right rib and the 4th rib left.

Thymus: Normal in size and cellulaiity.

Pleural cavities: Free and empty, the surfaces are snioth and glistening.

Lungs: The consistence is normal; the cut surface is pink ami uniform, some 
fluid flows from the cut surface.

Pericardia! cavity: Contains a small amount of clear fluid; the surfaces are 
smooth and glistening.

Heart: 25 gins. The myocardium is firm and on section uniform. The right 
atrium and ventricle are distended with fluid blood. Concerning the endocardium, 
aorta and coronary arteries there is nothing unusual.

Esophagus: Trachea and bronchi: nothing unusual.

Tracheo-bronchial lymph nodes: slightly enlarged; the cut surface is uniform, 
grayish, and granular.

Liver: Enlarged to twice its normal size; the edges are rounded; the surface 
has a suggestion of a shallow nodularity. The cut surface is greenish in color and 
slightly granular.

Gall-bladder: Empty and tubular. The cystic duct can not be probed.

Spleen: 52 gins. The consistence is slightly increased; the cut surface is dark 
red; the lymph nodes are prominent.

Suprarenals: Normal in size; the cortex is yellow; the medulla is not seen.

Kidneys: 52 gins. The consistence is as usual; the capsule strips readily leaving 
a smooth surface. The cortex and medulla are clearly defined, the markings are 
distinct but the cut surface has a greenish cast.

Ureters, bladder, genitalia: Normal.

Gastro-intestinal tract: There is a sutured wound in the first part of the duo 
denum. The content of the small and large intestine is frothy white and curd-like. 
The mesenteric lymph nodes arc slightly enlarged. The lymph nodes about the head 
of the pancreas and gall-bladder are enlarged up to 2 cms. long, and on section are 
dark greenish in color.

Pancreas: Normal.

Cross section of the anterior fold of the foramen epiploicum and a section 
across the porta hepatis fail to reveal any ducts.

MICROSCOPIC EXAMINATION (By Dr. Edgar R. Fund)

Thymus, lungs, heart: Normal.

Liver: Biliary cirrhosis. A few of the bile capillaries are distended with in 
spissated bile and there is some bile imbibition by a few of the hepatic cells. Many 
of the Kupffer cells are laden with bile pigment. From the fibrosis at the lobules, 
there is an increase in the bile ducts; and there is also some lymphocytic infiltra 
tion.

Porta hepatiis: The hepatic ducts are small; there is fibroblastic activity about 
them; no muscle is seen. There is also some lymphocytic infiltration, irregularly 
scattered.

Gall-bladder: Slight perivascular lymphocytic infiltration. Imperfect develop 
ment of the miiscularis.
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Cystic duet: A cross section just beyoml the occuludcd proximal end of the 
gall-bladder discloses a minute diu-t cut in different planes, surrounded l>y growing 
connective tissue which is infiltrated with lymphocytes, and bile pigment laden 
endothelial leukocytes. Xo muscularis is seen.

Anterior border of foramen of \Vinslow: A number of minute ducts are seen, 
all surrounded by proliferativc fibrous connective tissue. There is also some lym- 
phocytic infiltration.

Spleen: Passive congestion.
Suprarenal, kidney, uterus, ovary: Normal.
Abdominal lymph nodes: The lymph node from near the cystic duct shows 

phagocytic bile salts in the endothelial leukocytes.
Pancreas: Normal.

MICKOSCOPICAL AND ANATOMICAL DIAGNOSES
Malformation of the extra-hepatic bile ducts. Miliary cirrhosis. Jaundice. ^Pas 

sive congestion of spleen. Surgical wounds: Lapoiatomy; diolecystogastrostoiny; 
duodenotomy. L'nderdevelopment.

Points of Interest 
Discussion :

1. Premature infant weighing only four pounds at birth.
2. Acholic stools from birth and .jaundice not appearing until after 

the first month.
3. Constipation alternating with diarrhea.
4. Patient over seven and one-half months of age at lime of death.
5. Congenital biliary cirrhosis present.
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TI1K DTFFKRKXTIAL DIAGNOSIS OF ACITK APPKNDICITIS 
AND ACITK III(iHT-Sll)Kl) SAU'I.NGITIS

Bv L. C. ( HKVKS. .IK.. M. I).

Tile question of the differential diagnosis of acute salpingitis, par 
ticularly with reference to acute appendicitis and in some cases, other 
acute abdominal conditions has been raised. According to standard 
textbooks the differentiation is not difficult, but this statement is open 
to question. The purpose of this survey was to determine the frequency 
of occurrence of acute salpingitis nnilaterally. with particular reference 
to the right side, since such would offer the more serious diagnostic 
difficulty. As a side issue, a number of cases were taken at random to 
determine the frequency with which nausea and vomiting accompany 
the onset of the disease.

The method used was as follows: the hospital record files were 
searched and all cases diagnosed acute salpingitis were recorded with 
tlie chart number. Those cases diagnosed simply salpingitis were re-
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corded also, provided there was no record of salpingectomy or other 
gynecological operation. Those operated on were assumed to be chronic 
cases and most were so recorded on the file cards. The charts were then 
secured and studied to determine whether the disease was bilateral or 
unilateral, whether there was or was not serious difficulty in arriving 
at the diagnosis, and in a number of random cases, whether nausea and 
vomiting were features of the history. No case was included in this 
survey which followed an abortion or delivery; neither were cases in 
cluded which had history of similar attacks occurring previously. Only 
the initial attack of acute salpingitis was considered. The others were 
considered as being acute exacerbations of n pre-existing chronic 
process.

The period studied includes the years 1934 through 1938.

Of the cases coming into the hospital during the period studied, 79 
cases fulfilled the requirements for study. Of these cases, 52 were 
bilateral and 27 unilateral, 22 on the right and five on the left side. 
Thus unilateral disease occurred in 34.1 per cent of the cases, and the 
right tube was involved in 81.5 per cent. Interesting to note are the 
cases which were erroneously diagnosed clinically. In the series of 
cases in which the disease occurred only on the right side, nine were 
diagnosed clinically. All of those which occurred only on the left side, 
were correctly diagnosed clinically. The remaining eight cases in the 
series occurring unilaterally on the right side have interesting histories.

Case 1 was diagnosed acute appendicitis on admission and an ap 
pendectomy was performed immediately. At operation the appendix 
appeared normal and the pathological examination revealed it was 
normal. The discharge diagnosis was acute salpingitis, right.

In case 2 the diagnosis on admission was undecided. The impres 
sions were either an acute appendicitis or an inlra-abdominal tumor 
with a twisted pedicle. Exploration of the abdomen was done and no 
tumor was found. The pathological report on the appendix, which was 
removed, showed it was normal. The discharge diagnosis again was 
acute salpingitis, right.

In case 3 the clinical diagnosis was also in doubt. It was recorded 
as "acute appendicitis 90 per cent, acute salpiugitis 10 per cent." The 
pathological report on the removed appendix revealed it was normal.

In ease 4, the patient was more fortunate than some of the others. 
The diagnosis was in favor of acute salpingitis, but, showing the cloud 
of doubt which overshadowed the diagnosis is a note by the Chief of the 
Gynecological Staff, "Must rule out acute appendicitis by surgical con 
sultation." In the delay caused by the consultation the patient im 
proved under conservative treatment. This aided materially in estab 
lishing the diagnosis.

In case 5 the condition was diagnosed acute appendicitis on admis 
sion and the diagnosis was confirmed by surgical consultation. An 
appendectomy was performed and again the pathologist reported a 
normal appendix. The discharge diagnosis in this case was acute sal 
pingitis.



OK AUGUSTA, GEOROJA 15

In case 6 the chief complaint was acute pain 011 the right side in the 
region of the gall-bladder. The diagnosis wavered between acute 
cholecystitis and acute salpingitis. A negative report was obtained 
from a gall-bladder vixuali/ation test with conservative treatment the 
patient improved. The discharge diagnosis was acute salpingitis.

Case 7 was another which was diagnosed acute appendicitis and an 
emergency apendectomy done. The apendix was normal according to 
the pathologist's report. The discharge diagnosis again was acute sal 
pingitis.

In case 8 the patient was operated on for acute appendicitis, with 
110 mention of salpingitis in the admitting diagnosis. At operation the 
right tube was found to be the seat of an acute inflammation. The patho 
logical report was "acute inflammation of the* serosa acute appe'ndi- 
citis." This leads to the strong suspicion that the salpingitis was not 
suspected prior to the operation, and that the appendicitis was secondary 
to the accompanying pelvic peritonitis.

As to the occurrence of nausea and vomiting in these cases of acute 
salpingitis 32 cases were taken at random and the histories were exam 
ined to determine whether or not nausea and vomiting occurred. The 
results were as follows:

TABLE 1.

Total number of cases.........................................................32
Cases with Nausea and Vomiting......................................20
Cases with Nausea Only.................................................... 5
Cases without Nausea and Vomiting............................. 7

Summary: The hospital records of cases of acute salpingitis (initial 
attack only) ocurring in the five-year period 193-4 through 1938 have 
been studied. The purpose of this study was to determine the relative 
incidence of cases iu which only one side was involved and as a side 
issue the incidence of nausea and vomiting in the attack. The results 
are tabulated below: '

TABLE 2.

Total number of cases..........................................................79
Bilateral disease, cases........................................................52
Unilateral disease, cases..................................'...................27

Those involving right side only....... .......................22
Cases involving left side only.................................. 5

In the cases occurring on the right side, seven patients were operated 
on for acute appendicitis or with the diagnosis in such serious question 
that exploration seemed to be indicated.

In regard to the incidence of nausea and vomiting, the results are 
shown in Table 1.

1
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A history of nausea anil vomiting occurred in (i2.5% of the cases.

In conclusion we may say that while the number of cases is not as 
large as one might wish, the results probably can he taken as indicating, 
in general, the ratio of unilateral to bilateral acute salpingitis in the 
initial attack.

Unilateral acute salpingitis occurs more frequently than standard 
texts would lead us to believe and the differentiation between unilateral 
acute salpingitis and other acute abdominal conditions is a serious 
diagnostic problem.

1'HOOKKSS OF TIIH I'NIVKHSITY HOSPITAL PROGRAM

EXPANSION AND IMPROVEMENTS 

Jiy W. II. GOODRICH, M. ])., Supt. of University Hospital

In .June. 1937. the City of Augusta voted $2()(),()00.0<> in bonds for 
hospital expansion and improvements. This program contemplated :

(1) The addition of an annex to tlle Doughty Nurses Home.

(2) The erection of a new colored nurses home.

(3) The building of new laboratories on the first and second floors 
of the administration building.

(4) A new emergency suite of rooms.

(5) Increase in the number of operating rooms with renovation 
of the present rooms and the addition of new equipment.

(6) The removal of the present X-ray department to the first floor 
of the main building with erection of additional rooms.

(7) The building of corridors connecting the third and fourth 
floors of the two wings with the centrnl administration building.

As the modern trend in hospital building is toward centralization 
the most careful attention toward this accomplishment has been given 
in the construction of additions to our hospital.

On this program the progress is already considerable and a part 
has been completed. The annex of the Doughty Nurses Home was com 
pleted in 1938. The three-story home for the colored nurses was com 
pleted recently and is now occupied by forty-eight colored nurses.

The new staff dining room, the emergency and laboratories are 
nearly completed, so that the X-ray quarters, the corridors connecting 
the two wings on the third anil fourth floors, and changes in the new 
operating rooms are the only parts of the program that are as yet un 
finished.

It is anticipated that the entire program of expansion will be com 
pleted in the early part of 1940.


