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other visible cause for his fever, it was decided to remove these glands, 
although they were not suppurating or giving rise to any discomfort. 
Two large glands were accordingly enucleated. They were both hard 
and fibrous, and each about the size of a pigeon's egg. One was very 
deeply seated near the external abdominal ring, and was removed with 
some difficulty. The wound was stitched up and healed by first inten
tion. The little operation was done under local anresthesia with eucaine 
and adrenalin, with absolute freedom from pain. On section the glands 
were found to be hard and fibrous, and there were no signs of breaking 
down of tissue in them. There was a rise of temperature on the day 
following the operation; this soon subsided, and he was sent on a month's 
sick furlough on February 5th quite free from all fever. 

Apparently the two enlarged glands were the cause of the unusual 
type of fever in this case, as no other cause could be found, and the fever 
ceased soon after their removal. This case seems to be of interest, as 
such a type of fever is not often seen in cases of non-suppurating 
lymphatic gHtnds. 

The blood examinations were very kindly carried out for me by 
Lieutenant-Colonel Cecil Birt, R.A.M.C., at Millbank. 

A CASE OF ACUTE GENERAL PERITONITIS FOLLOWING 
ENTERIC FEVER; OPERATION; RECOVERY. 

By MAJOR F.E. GUNTER AND CAPTAIN G. F. SHEEHAN. 
Royal Army Medical Oorps. 

PRIVATE D., 19th Hussars, aged 19, service one year and three months, 
was admitted into the Military Hospital, Curragh Camp, August 21st, 1906, 
with symptoms pointing to enteric fever. The diagnosis was subsequently 
confirmed by Widal's test. He. had a very severe attack followed by a 
relapse in November, from which he had more or'less recovered by the 
end of the month, and he continued to do well until December 27th, his 
temperature having been normal for nearly a month. That day his 
morning temperature was 99° F., and his evening temperature 100'2° F. 
Pulse full and strong. He was constipated, so he was given a simple 
enema, as a result of which he passed a largE) motion. 

Next morning, December 28th, his temperature was normal, and he 
felt much better. On that evening, at 7 p.m., he complained of acute 
pain all over the abdomen.. Tongue slightly coated; knees drawn up; 
temperature 101'4° F.; pulse 104, regular and strong. On examining 
the abdomen it was found to be tense and tender, the tenderness being 
more marked about the right iliac fossa. Fomentations were applied to 
the abdomen. No morphia was given. At 11.30 p.m. the orderly officer, 
Lieutenant C. J. Wyatt, R.A.M.C., came over to the mess and told us 
that Private .D. was suffering from signs of general peritonitis, and that 
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66 Clinical and other Notes 

the condition was one of urgency. We accordingly went to the hospital. 
His condition was as follows: He had very acute pain all over the 
abdomen, especially in the right iliac fossa. He could not bear any 
pressure over his abdomen, which, however, was not distended. Face 
anxious; temperature 100·4° F.; pulse 120, with intervals of rapidity 
and comparative slowness. About 12.45 he commenced. to vomit. He 
was rapidly getting worse; pulse 140, much weaker and very irregular; 
temperature 103'2° F. It was evident that in operation lay his only 
chance of life. 

Accordingly, having been given a nutrient enema, at about 1.30 a.m., 
under ether analsthesia, an incision, commencing first to the right of the 
umbilicus, was carried downwards for about 4 inches. On opening the 
peritoneal cavity a large amount of turbid fluid escaped. White flakes of 
lymph were found adherent to the intestines. The coils of small intestine 
which presented were collapsed, dull and intensely congested. They 
were, with as little handling as possible, traced down to the crecum, but 
no perforation was detected. The pelvis was filled with hot saline solu
tion poured in gently out of a jug, a very large drainage tube was inserted 
down to the bottom of the pelvis, and the abdominal wall closed. The 
operation lasted thirty-five minutes. After the effects of the anresthetic 
had worn off he was propped up in an inclined position in bed. 

On December 29th, 1906, the notes say that he had a fairly quiet 
day, vomited twice, evening temperature 96·6° F., pulse 144, and much 
pain all over abdomen, coming on in paroxysms. Wound dressed; a 
little purulent discharge. 

The following report was made on bacteriological examination of the 
discharge: Bacilli in large numbers, also cocci and diplococci. Staphylo
coccus was isolated, also a coli·looking organism forming gas with 
gelatine. 

On December 30th, 1906, he vomited frequently small quantities of 
clear, watery fluid. 

On December 31st, 1906, vomiting continued, but he was much better. 
Temperature 99'8° F.; pulse 124, but stronger. 

January 1st, 1907, a smaller sized tube inserted. Improving daily; 
January 7th, 1907, food given by the mouth. Progressing well. 
January 21st, 1907, drainage tube removed. From this date progress 

has been uninterrupted, and now, February 17th, he is convalescent. 
Remarks on the Case.-The following points are of interest: 
(1) The time after the onset, the one hundred and twenty-ninth day 

after admission, and the long time of convalescence (nearly a month) 
before signs of perforation occurred. Moynihan, in his book on "Ab
dominal Operations," quoting Dr. W. D. Haggard, states that 3'31 per 
cent. occur in the first week, 20'19 per cent. in the second week, 38'94 
per cent. in the third week, 14'90 per cent. in the fourth week, 9·13 per 
cent. in the fifth week, 5'75 per cent. in the sixth week, 7'21 per cent. 
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from the seventh week to eleventh week, and has been observed as late 
as the one hundredth day (Ourschmann). HoImes operated on one case 
after four months. 

(2) The fact that no perforation was found. It is practically certain 
that a perforation had occurred, otherwise there would be nothing to 
account for the acute peritonitis which was present. It seems probable 
that there was a small perforation, and that this was sealed by a flake 
of lymph. The search was, however, extremely limited on account of 
the condition of the patient. . 

The success of the operation was probably due to: (a) The prompti
tude with which it was performed, to which the credit must be ascribed 
to Lieutenant C. J. Wyatt for calling attention to the urgency of the 
symptoms; (b) to the fact that no attempt was made to hunt for the 
perforation in a patient in extremis (much handling of the gut would 
probably have caused his death from shock); (0) to the free dilution of the. 
toxins by saline solution; (d) the free pelvic drainage; (e) the post
operative position of the patient with the back well raised; this enabled 
the wound to drain well, and prevented the iniection of the upper area 
of the abdomen. 

THE ADMINISTRATION OF QUININE IN MALIGNANT AGUE. 
By CAPTAIN W. D. O. KELLY. 
Royal Army Medical Corps. 

QUININE no doubt has a specific action ,in malaria; whether it acts 
on the pa.rasite when free in the plasma or in its intracellular existance is 
disputed. It does not cut short a cycle once begun, because the toxins 
are already liberated, but inhibits the formation of a new cycle. 

In malignant malaria, at all events, there is no doubt that the intra
muscular method of giving quinine is far and away the best. The 
method adopted is to give three injections ·of 8 grains each into the 
buttock on three successive days. This is enough to cut short the fever 
in the vast majority of cases; a fourth may be necessary. No more 
injections are given until the periodic rise is expected. From the 
observation oi a number of charts this rise takes place about the tenth 
day after the last day of fever, and therefore I give an injection about 
the eighth and ninth day. What it comes to is that you anticipate your 
attack and cut it short. vVhen one comes to consider the action of 
quinine and the condition of a malarial cachectic, it is nothing short of 
criminal to indiscriminately administer quinine in large doses; in fact, 
it only aggravates the condition. 

How does quinine act? It is taken up by the blood as the hydro
chloride, and excreted by the kidneys alone as the amorphous alkaloid 
(Mitchell Bruce). One of its main actions in the blood is to inhibit 
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