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The complications observed were :-
(a) Intense bronchitis, appearing at onset of disease (2). 
(b) . Orchitis, unilateral (2). One passed on to suppuration; gonor

rhooa, syphilis, and tubercle were excluded as far as it was possible. 
(0) Inflammation of the sheaths of the extensor tendons of the wrist 

(2), and extensors of ankle (1). 
(d) Cancrum oris. Terminated fatally (1). 
(e) Intense localised pain over ilium behind, occurring in small areas 

and persisting for many days, without any physical signs except crippling 
and very marked tenderness (3). 

(I) Sciatica (1). 
(g) Slight and temporary enlargement, pain and tenderness in glands 

of anterior triangles of neck, unaccompanied by throat symptoms (2). 
(h) Albuminuria, persistent for several weeks, the patient showing no 

signs of chronic renal disease (1). 
(i) Severe diarrhooa, not of a .. pea-soup" character, and appearing in 

those with acute and severe onsets (3). 
Some cases had several of these complications, one having at different 

periods orchitis, synovitis, and localised pain over the ilium. Several cases 
had no complications; two cases, lasting over four months in each case, 
practically suffered only from fever. Profuse sweating was noted in many 
cases, especially in those of the severe type. 

Thus the Sudan I think, without doubt, should be added to the 
geographical distribution of Malta fever. 

ABSCESS OF THE LUNG SECONDARY TO ABSCESS OF THE 
LIVER. 

By MAJOR F. J. MORGAN. 
Royal Army Medical Corps. 

A LARGE proportion of cases of abscess of the liver, in which expectora
tion of the abscess contents is going on, do badly and go from bad to 
worse, unless the abscess can be drained by operation; but to locate such 
an abscess by exploration with trocar and cannula is, in my experience, 
often a matter of difficulty, deeply situated as such a cavity often is in the 
centre of the upper dome-like part of the right lobe, and small as it may 
be, on account of continual partial evacuation of its contents. 

Post-mortem examination of a certain number of these cases led me to 
observe that the abscess track in the lung always occupied its posterior 
half; that in a large proportion it was only separated from the pleural 
surface behind by an inch or less of consolidated lung tissue; and, in 
advanced cases, that the posterior part of the lung in its lower third or so 
was quite broken down, forming an abscess cavity bounded behind by 
thickened pleura only. It occurred to me that the difficulty of locating 
and draining these abscesses, via the liver, from the front or side might 
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be overcome by drainage from the back, which would offer the additional 
advantage of drainage at the lowest point of the abscess track in the 
recumbent position necessarily occupied by these critically ill patients. 
I accordingly adopted this procedure in the next few cases, and with very 
satisfactory results. I found that I could usually locate the abscess track 
at the first puncture, having done so in five cases of the eight under 
review; and some reasons for not having done so in all will be given in 
the particulars of the cases to follow. That this method is one that meets 

Site o~ exploratory puncture and subsequent operation. 

the requirements of the condition will be shown by the progress of the 
cases after operation. Most of the patients were going down-hill rapidly, 
being emaciated and feeble, and without rest at night, on account of the 
necessity of continual expectoration; but from the time of operation their 
progress to recovery was rapid and uninterrupted, and generally as 
follows: Cessation of expectoration of pus occurred in twenty-four hours; 
cessation of fever and cough in a few days; and the patient became com
paratively strong and well in two months. 

The procedure is as follows: A spot is selected for exploratory punc
ture about 1 inch below the angle of the right scapula, and 3 inches from 
the middle line of the back. Here a medium-sized trocar and cannula is 
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inserted for a couple of inches or so. On liver pus being located, 2 inches 
of rib is excised, as usual. I have always found the pleural surfaces 
united by adhesions. A bistoury is passed along the cannula, and the 
tissues divided sufficiently for the passage of a finger into the abscess 
cavity, the opening being subsequently enlarged by cutting or tearing to 
au extent sufficient to provide a free opening into the abscess track. 
A pint or more of pus usually escapes. A drainage-tube of about i- inch 
diameter is used. The tissues incised usually consist of thickened pleura 
and disorganised lung tissue, but on some occasions an inch or so of con
solidated lung has had to be divided. On one occasion only was smart 
hremorrhage incurred, and this was readily controlled by gauze packing 
around the drainage-tube. 

The following are brief notes of the cases; all were invalids from India.. 
(1) Private R. History of profuse expectoration and signs of liver 

abscess for three months. At time of arrival expectorating about ! pint 
of liver abscess pus daily; liver enlarged upwards; base of right lung 
dull on percussion. 

Operation.-Exploration of liver negative; pus located at base of right 
lung behind, at third attempt in this situation. A piece of the ninth rib 
excised, the abscess track freely opened and drained with a large tube. 
Expectoration of pus soon ceased, he made an uninterrupted recovery, 
and was well, with the wound healed, in three months. 

(2) Private D. Had been expectorating pus for nine months. On 
arrival usual signs of liver abscess, profuse expectoration, irregular fever, 
base of right lung dull, absence of vocal fremitus, little air entry. 
Exploration of liver in several places, negative; pus located at first 
puncture below angle of scapula. Operation as before. About a pint of 
pus escaped. Fever and expectoration soon ceased; recovery was un
interrupted, and he was healed and well in two months. 

(3) Gunner P. Liver abscess operation three months before arrival at 
Netley, when he had a discharging sinus. The sinus was twice opened up 
and scraped out, and later a counter-opening was made, but he remained 
ill and had irregular fever. Liver several times explored with negative 
result. Four months after arrival at Netley he began to expectorate liver 
abscess pus. Exploration below the angle of the scapula located pus at 
the first attempt, and a cavity was opened and drained as before. Cough 
and expectoration of pus soon ceased, but no general improvement occurred, 
and he died. At the post-mortem examination the right lobe of the liver 
was found to contain numerous abscesses, one of which communicated 
with a large ragged cavity in the base of the right lung, which was well 
drained by the last operation. The large intestine throughout presented 
circumscribed patches of submucous infiltration, and was ulcerated 
superficially. 

(4) Bombadier M. Invalided as a case of tubercle of the lung. History 
of five months' profuse expectoration: thin and weak; frequent cough; 
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expectorating a quantity of what appeared to be liver abscess pus, and in 
which tubercle bacilli were not found. Liver enlarged upwards in front; 
base of right lung dull behind. Exploration below the angle of the scapula 
located pus at the first puncture, and a large abscess was evacuated and 
drained. Fever, cough, and expectoration of pus ceased in a few days, 
and his recovery was uninterrupted. A narrow sinus persisted for some 
months at site of the operation wound, but it eventually healed, and he 
left hospital strong and well. 

(5) Gunner McO. Operation for liver abscess abroad; operation wound 
healed, but he was expectorating much liver abscess pus. Exploration 
below angle of scapula located pus at first puncture, and a large collection 
of pus was evacuated. Hremorrhage required packing the cavity with 
gauze around the drainage-tube for a few days. Uninterrupted recovery; 
healed and quite well in two months. 

(6) Driver A. Very emaciated and weak; severe dysentery going 
on; signs of liver abscess. October 29th, 1907: right lobe of liver ex
plored; pus found, and a large abscess evacuated and drained. He very 
slowly and steadily recovered from an almost hopeless condition, and the 
dysentery yielded to ipecacuanha. In two months he was healed and 
convalescent. He then became less well; fever returned; he began to 
cough, and shortly after to expectorate liver abscess pus. December 30th, 
1907: explored below angle of scapula; pus located at first puncture, and 
an abscess cavity in the base of the right lung evacuated and drained. 
Expectoration of pus ceased at once, and cough in a few days. He became 
quite well by February 25th, 1908. 

(7) Bombardier F. History of signs of liver abscess and profuse expec
toration in October, 1907. Operation was commenced, but not completed 
abroad on account of his critical condition under anresthesia. January 
10th, 1908: doing well for some time, up and about, and only expectora
ting pus at intervals. February 17th, 1908: not so well; fever; more 
purulent expectoration; base of right lung showed signs of consolidation. 
Exploration below angle of scapula, and in two other places near by, was 
negative; exploration through his old operation scar in the mid-axillary 
line located pus, and a large liver abscess was evacuated and drained 
in this situation. His recovery was rapid and steady, expectoration 
ceasing in a few days; he was quite well by March 14th, 1908. 

This patient was little in bed during his illness, and I think it may be 
partly on this account-the absence of gravitation backwards-that the 
abscess track in the lung was not found by exploration from the back. 

(8) Private R. History of signs of liver abscess in October, 1907, 
when the liver was explored abroad, with negative result. Began to 
expectorate in November, 1907, and has done so since, the quantity now 
(February 28th, 1908) being large. Thin and feeble; liver moderately 
enlarged; signs of consolidation at right lung base. March 4th, 1908: 
exploration below angle of scapula, negative; again 6 inches from middle 
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line of back, on the same level, located pus; an incision through thickened 
pleura and consolidated lung tissue entered the abscess track. Expec
toration of liver abscess pus ceased in a few days; his recovery was un
interrupted, and he was convalescent in a month's time. A nearly dry 
sinus persisted for some time, but eventually healed, and he left hospital 
in the best of health. 

A METHOD OF FINDING AND SEPARATING OUT THE SAC 
OF AN INGUINAL HERNIA. 

By CAPTAIN J. E. CHURTON. 
Royal Army Medical Corps. 

HAVING experienced difficulties in dissecting out the sac of an inguinal 
hernia, and having seen the same arise at the hands of others-probably 
owing to the somewhat ambiguous phraseology of the majority of books 
in dealing with this step of the operation-I am tempted to give a short 
account of a method which, to my mind, materially simplifies that which 
otherwise appears to be rather intricate. 

(1) Exposure of the Inguinal Oanal.-The inguinal canal is exposed 
by an incision through the skin, superficial structures, and the external 
oblique; the under surface of the lower portion of the latter is then freed 
to expose Poupart's ligament, and retracted in order to give a good view 
of the cord lying in the inguinal canal. (I have purposely omitted detail 
of this first step, as text-book descriptions of it are excellent.) 

(2) Exposure of the Sac.-With a sharp scalpel divide, in the direction 
of and along the centre of the cord, the cremasteric fascia and muscle; 
then, holding aside this divided structure, the sac will become exposed to 
view, which, if empty, is easily identified by its being of a milky-white 
colour. If not empty-in the case of a reducible hernia-it is easily 
emptied and kept so by raising the patient up into the Trendelenburg 
posture. In the case of a bubonocele, that part of the internal oblique 
muscle which forms part of the front wall of the inguinal canal had 
better be retracted upwards and outwards, as in these cases the sac often 
does not reach beyond the lower border of this muscle. 

(3) Separation of .the Sac.-With dissecting forceps carefully pick up 
the upper wall of the sac, raise this, and at the same time, with some form 
of a blunt-pointed dissector (personally, I use the end of a pair of dis
secting forceps with the blades held together), retract off from either 
side, in a perpendicular direction, the structures of the cord, until the 
lower edge of the sac is reached; now, with a finger passed completely 
round the detached portion of the sac, the remaining separation becomes 
a matter of simplicity. 
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