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IF one wishes to observe diseases in an advanced condition, it is 
advisable to go to some of the large civil hospitals, preferably in India, 
where the native population frequently avoid medical treatment until 
they are almost moribund. 

The reverse is seen in military hospitals. Here may be seen the 
beginnings of diseases. 

The civilian who feels out of sorts can possibly take things easily and 
put off visiting a doctor. The soldier leads a strenuous life and has to do 
his duty or report sick; consequently he is seen early, and, unless the 
disease is trivial, soon finds himself in hospital. 

It is thus that in military practice patients are generally suffering from 
a few mild symptoms rather than textbook examples of well-established 
diseases. . 

We often see the man with renal pain and hrematuria, but in only a 
small proportion is a calculus revealed by X-rays. Symptoms of early 
gastric and duodenal ulcer are common; but bow often can even an expert 
radiologist show us an ulcer crater? Pain is common over the gall-bladder; 
but we do not often see signs of gall-stones in a cholecystogram. 

It is not the fault of the radiologist. The reason is that the diseases 
have not progressed sufficiently far for gross cbanges in the organs to have 
developed. 
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362 The Diagnosis of Acute Appendicitis in the Army 

I do not suggest that we never get examples of established diseases in 
military hospitals; but, compared with civil hospitals, we get a much 
higher proportion of early and mild cases, which are often very difficult to 
diagnose. , 

Appendicitis is no exception to thi~ ruie. We certainly get the obvious 
and fulminating cases, but we get mor'e of the early ones and complications 
are less common. . 

A summary was published not long ago compiled from a large llumber 
of cases operated upon in the Lon~on and St. Thomas's hospitals. The 
total mortality was 7-1 per cent. 

Compared with this, the mortality from acute and subacute appendicitis 
shown in the Annual Report on the Health of the Army, 1934, was 1'4 per 
cent. 

This is a stri.king difference which obviously cannot be due to lack of 
sl<ill on the part of the surgeons in the hospitals mentioned. It is due to 
the fact that at the time of operation complications had already set in. 
In only 35 per cent of these cases was the inflammation confined to the 
appendix, and a 25 per cent mortality from general peritonitis helped to 
swell the death roll. 

The annual report for the Army does not give information as to the 
number of complicated cases dealt with, but I have kept notes of 300 
cases upon which· I have operated in various military hospitals. 'l'he 
number, though not great, is probably large enough to be -representative 
of surgery in the Army. 

·In 75 per cent of my series the appendix alone was inflamed, arid there 
were five deaths-a mortality of 1'7 per cent .. ' Of these, one died from 
pulmonary embolus and one from ether convulsions. The remainder were 
late cases with peritonitis. 

There is, thus, as mentioned before, a difference between the typical 
case of appendicitis met with in civil and military hospitals,' so that I 
feel no apology is neede.d in giving some account of the disease as met 
with in the Army. . 

The difference between our cases and those seen in civil hospitals is due 
mainly to two factors. Our patients are as a rule otherwise healthy young 
adults and we see them earlier. The civilian's delay in reaching a surgeon 
may be his own fault-he does not call in a doctor in time""':"-or it maybe 
the fault of the general practitioiJer who does not appreciate the signifi
cance of the early symptoms-there is no rise of temperature and no 
rigidity, so all is well. 

But often all is not well, and a protracted convalescence with a sup
pura~ing wound is not the least prIce paid for a tardy diagnosis. 

Textbooks in the past have not been a help in this respect. 
To quote a description· of appendicitis from an excellent standard 

work: "The pain is rapidly followed by nausea and vomiting, and this is 
very soon succeeded by a rise of temperature, occasionally with an initial 
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o. M. Finny 363 

rigor, accompanied by the usual constitutional symptoms '6f toxic 
fever .... Examination shortly after the onset shows the abdomen to be 
rigid, motionless, and uniformly tender: these signs usually become 
localized to the right iliac region." _ -

This is a description of an early case, and yet there is already toxic fever 
with constitutional symptoms and the abdomp.n is rigid and inotionless. 

This type of case, of course, occurs, but it is the exception to find such 
definite physical signs except when the inflammation has already involved 
the peritoneum, and the symptoms are then those of early peritonitis. 

The following case is much more typical of the cases admitted to 
Military Hospitals :-

Case I.-Pte. O. was awakened at 2 a.m. by a severe colicky pain in the 
centre of the abdomen. He went to the latrine where his bowels acted, 
and. he vomited without any relief. 

,Later the pain settled in the right iliac fossa and became more constant. 
When seen at 9 a.m. there was muscular resistance in this region and 
definite deep tenderness at McBurney's point. The skin of the right groin 
was hyperffisthetic and extension of the right thigh increased his pain. 

Tongue almost clear, temperature 98·6° P., pulse 80, Jeucocytes 11,000 
per cubi9 millimetre. 

Operation 10 a.m.: The appendix was found sharply angulated. 
Beyond this point there was a large concretion and the mucous membrane 
was acutely inflamed. 

A typical example of the acute obstructive type of appendicitis which 
no one could fail to diagnose. But unfortunately it is not always as 
straightforward as that. Oompare the following :-

\ 

Case 2.-While at a dance Lance-Oorporal P. was seized with severe 
epigastric pain and vomited. He drove back to barracks in a bus,'and, as 
the pain got worse, he spent the night in a Detention Hospital. He was 
admitted to the Military Hospital next day. The pain had shifted to the 
right iliac fossa and was continuous. 

Deep tenderness was most marked just internal to McBurney's point. 
Both recti were on guard, chiefly the right. There was definite superficial 
hyperresthesia just internal to the anterior superior iliac spine, and extensions 
of the thigh caused pain. 

His tongue was slightly furred. Temperature 99·2° F., pulse 78. 
Operation: A perforated duodenal ulcer was found. 

Case 3.-Major F. was awakened at 3 a.m. by a severe epigastrib'pain. 
This passed off by breakfast time. He did not vomit, but ate his meals and 
carried on with his duty. At 5 p.m. the pain returned but in the right side 
of the abdomen. ' .. ' 

'l'he next day the pain was better, but as it had not gone he drove himself 
five miles to see me just before lunch. 

His tongue showed a white fur, and there was tepderness with resistance 
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364 The Diagnosis of Act(;te Appendicitis in the Army 

in the right iliac fossa. No superficial hyperresthesia, but pain on extending 
the thigh. 

Temperat,ure 99'2° ]'., pulse 84. 
Operation 2 p.m.: A gangrenous perforated appendix as thick as a 

forefinger was removed. 

Case 4.-Private C. felt cold one night in camp. This was followed by 
pain in the right side of the abdomen. He did not vomit but lost ilis 
appetite. 

When admitted to hospital two days later the pain was worse, constant 
but stabbing at times. The lower right rectus was tender hut not rigid. 
There was superficial hyperresthesia along Poupart's: ligament, pain on 
extending the thigh and on micturition, and tenderness on rectal 
examination. His tongue was thickly coated, and his temperature 98'8° F., 
pulse 70. ' 

Operation revealed no obvious pathological condition, but a blood 
culture later showed'that he was suffering from enteric fever. ' 

These cases are not exceptional. 'They are given to show that diagnosis 
is not always easy. In a difficult case a correct solution of the problem 
requires a consideration of all physical signs and symptoms together with 
the history. OIJe must not be put off by the absenqe of some particula,r 
.sign, e.g. rise of temperature, or muscular resistanpe. If one kllows 'which 
,symptoms and signs are most commonly present, one is in a better position 
to assess their relative value. 

I have so often seen my non~surgical colleagues surprised at the removal 
,of a diseased append'ix in a case where ,several textbook symptoms were 
lacking that I feel it m~y be a help to them to record the relative frequency 
of the main symptoms and signs,of appendicitis as they occurred in my cases. 
The order of frequency was as follows :- ' 

Local deep tenderness present in 
'Pain the first symptom present in " 
Furred tongue present in .. 
Vomiting or nausea present in, 
Pain on extending the right thigh present in 
Pain starting in the middle line present in .. 
MuscuJarresistance present in 
Rise of temperature present in 
Superficial hyperresthesia present in 
Increased pulse rate present in 

98 per cent of cases 
94 ' 

89 
73 
65 
60 
55 
53 
35 
33 

It will be seen from the above that in many cases the textbook symptoms 
will be sought for in vain. Not one was invariably present. 

Vomiting and ,nausea were absent ip 'l,7 per cent ,of the cases, the 
temperature rose above 98'6° F. in only 53 per cent, and in only 43 per cent 
of those seen during the first two days of the attack. 

Real muscular rigidity was rarely met with except in cases with 
peritonitis; and increased muscular tone was observed in only 55 per cent. 
In the remaining 45 per c~nt the muscles were normal and on several 
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O. M. Finny 365 

occasions so lax that the inflamed appendix could be palpated through the 
abdominal wall. 

The pulse, another physical sign on which stress used to be laid, also 
fails us. It was increased to over eighty beats per minute in only 33 per cent 
of the cases. . 

I do not dispute that in a late case which is being treated on con
servative lines, a rising pulse-rate is an indication that all is not going 
well,but an hourly pulse chart is a time-consuming substitute for more 
direct methods of diagnosis, and may be misleading in both directions. 

In five of the gangrenous appendices I have removed the pulse was 
normal. On the other hand, a case was sent to hospital a few weeks ago 
with a carefully kept chart showing a steady rise of temperature and pulse. 
Other symptoms negatived a serious condition and at operation a mildly 
inflamed constipated appendix was removed. 

My experience of the value of a white cell count is small and not 
encouraging. It is quite possible for a dangerously obstructed appendix to 
cause no leucocytosis. On the other hand, I was once encouraged to operate 
immediately on a patient with a leucocyte count of 22,600. Theappendix 
was found adherent at its tip,but inflammation was slight and confined to 
the mucous membrane. 

The above remarks have been made to show that one cannot diagnose 
appendicitis early if one waits for textbook symptoms. It is rather negative 
criticism, and possibly savours of " beating a dead horse." Let me there~ 
fore give the points which I believe will help towards early diagnosis. 

First-and very important--is the history. . 
Pain is almm;t always the first symptom. In only 19 out of 300 cases 

was there a history of. othe~ symptoms preceding the pain, and strange to 
relate 17 of these were serious cases. 

The pain usually, but by no means always, begins centrally, most fre
quently in the epigastrium. This pain is of course referred. On several 
occallions when operating under spinal anresthesia, as I pulled upon the 
appendix the patient complained of the s,ame epigastric pain as that which 
initiated the attack. 

The pain, particularly at first, may be colicky in nature, but differs from 
an ordinary colic in that it· is not relieved by vomiting or action of the 
bowels and it is unusual to have complete relief between the spasms. The 
patient often says that the pain gets worse at times but never leaves him. 
This persistence of the pain is a very valuable aid. 

The pain may start at any hour, day or night. In my series only 
30 per cent began between 10 p.m. and 6 a.m.; but I always feel that a 
pain which wakes the patient from sleep is likely to be due to appendicitis. 

Perhaps the most important feature about the pain is that sooner or 
later it nearly always moves to the right iliac fossa and ceases to be colicky. 
The severity of the pain is of little help .. It is as a rule worse when the 
serous coat is inflamed, but a gangrenous appendix tucked behind the 
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36,6 The Diagnosis of Acute Appendicitis in the Army 

Cfficum or wrapped snugly in omentum may cauf?e little discomfort. ' Some-
times pain is only experienced on movement. . 

The pain, is usually followed py vomiting (60 per cEmt) or nausea 
(13 per cent), and evell if neither be present the patient loses interest in 
his food. The bowels may act but without relief. One often hears
".1 wept to the latrine and was sick there: ... Yes, my,bowels acted, but 
I felt no better." 

The~e is o~e other point ill the historyalld that is the question of 
previous attacks. This does not' seem to bear any relation to the type of 
symptoms except that when there is a history 'of frequently repeated mild 
attacks, a " constipated" appendix is often found. . 

So mU,ch for the history, which in itself may provide the diagnosis. 
If a patient is awakened in the nigh,t by epigastric pain which persists 

and is followed by vomiting without diarrhooa, and later the pain tends to 
spread to the right iliac fossa-this history,' coupled with local deep 
tenderness, is all that is necessary'to make a positive diagnosis. But the 
history is not always so obliging, and a thorough examination of the patient 
becomes necessary. 

, Physical Signs.-The tongue is usually coated, but not heavily; in 54 
per cent it was noted as a H slight white fur," and in 11 per cent it was 
quite clean. 

Little help here, particularly as a furred tongue is common in the 
various conditions from which appendicitis has to be diagnosed. 

But next we come to the most constant of all signs-local tenderness. 
This was present in 98 per cent of my cases, and with very few exceptions 
it was in the right iliac fossa at or near McBurney's point-in some it was 
beneath tbe right rectus. 

It is the chief diagnostIc sign to eliminate intestinal colic, which is usually 
relieved by pressure. It is undoubtedly due to tenderness in the appendix 
itself. I have bad six cases in which a free appendix was easily palpable 
through the abdominal wall, and pain was only felt when it was pressed up. 

Of the five cases in which this very important sign was absent, in 'fonr 
the appendix lay in the pelvis, . and three of these were gangrenous
doubtless due to delay in diagnosis. 

In these difficult pelvic cases help may be given by four symptoms
pain on micturition, pain on internal rotation of the flexed thigh, tenderness 
per rectum, and pain on extending the thigh. 

I have not often found the first two of these of much value, but a rectal 
examination is undoubtedly of use. It is not so always. In two of the 
above cases the appendix. though pelvic, was too short to be reached and 
the surrounding tissues were not tender. 
, The thigh extension test is often very helpful. It may be observed in 
two forms. In one, the patient is unable to stand erect, and, if in bed, 
prefers to keep the thigh flexed. In the other the patient can lie flat, but 
if placed on his left side and the right thigh extended, at the hip, he 
complains of pain in the right iliac fossa. 
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c: M. Finny 367 

This test, while of value in ,the pelvic type, is useful wheuever an 
inflamed appendix lies close to the psoas muscle. It was positive in 130. 
out of 200 cases in which it was employed. In only 39 per cent of the 
positive cases was the appendix free,so that it is more often present in the 
very cases which are not oovious. 

Muscular resistance is tested for at th~ same time as deep tenderness, 
but is not so often present. It only amounted to definite rigidity in 26 
per cent of my cases, and was absent in thirteen of those which had gone 
on to gangrene. It was, however, present in three of the cases showing 
no tenderness, and is undoubtedly a useful sign when present. 

I have not found superficial hyperresthesia of much value. It was 
present in only 37 per cent of cases, and was more common in the milder 
ones. It is also sometimes present in other diseases (vide Case 4). 

I believe the above signs and symptoms provide sufficient data upon 
which the diagnosis may be made. After that it is no harm to cOllsult the 
pulse and temperature as long as one's opinion is not shaken by finding 
both normal. Personally I, feel more confident if they are slightly 
increased, but an early sharp rise of temperature makes me consider 
alternative diagnosis more thoroughly. 

When I started keeping notes on appendicitis it was mainly with the 
object of trying to learn if the nature and degree of inflammation could be 
estimated before the abdomen was opened. It is obviously an advantage 
to know if the case is urgent or whether a delay of a few hours will do no 
harm; where it is best to incise the abdomen, and if a muscle-splitting 
incision will give enough exposure. 

With regard to the question of where it is best to make the abdominal 
incision, there can be no doubt that, except when peritonitis has developed, 
the situation of deep tenderness gives a very good idea of the position of 
the appendix. Where this deep tenderness was definitely localized to one 
point, there the appendix was almost invariably found . 

. With a view to seeing if allY particular group of symptoms could ,be 
correlated with any particular type of the dIsease I classified the various 
appendices found at operation into four types-gangrenous, obstructed, 
inflamed and constipated. They occurred in the following proportions:--

Gangrenous .. 
Obstructed .. 
Inflamed 
Constipated 

40 
111 
,88 

51 

The meaning of the first two types is obvious. The others need some 
explanation. 

, I have used the term ,/ inflamed" to' mean an appendix in which all 
the coats are inflamed but not to the extent of gangrene, and in which 
there is no evidence of primary obstruction of its lumen. 
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368 The Diagnosis of 4cute Appendt'ciit"s in the Army 

I called" constipated" those appendices which were more or less full 
of semi-solid bowel contents, and.only the mucous membrane was inflamed. 
'This is the mildest type and obviously is least in need of surgical treat
m~nt. If the organ can be emptied with the aid of an enema the attack 
is soon at an end. 

If, however, the mucous membrane near the base swells sufficiently to 
block the lumen, it becomes an obstructed appendix in which gangrene 
and perforation are only a matter of time. 

r have t~bulated the various signs and symptoms of appendicitis noted 
under the above four headings and these are shown in an appendix. 

Complete records were not kept of every case . 
. I hoped by this means to be able to find some symptom or absence of 

symptom which was characteristic of each type. For instance, to he able 
to say-" This patient has no rise of temperature: his appendix is con
stipated and not urgent" - 01'-" This one has a rapid pulse-rate and 
rigidity: prepare him at once for operation" -01'--:" There is no super
ficial hyperresthesia or vomiting: it cannot be a' case of appendicular 
obstruction." . 

But apart from a few minor points, the only deduction of importance 
to be drawn from this analysis is that there is no one symptom which is 
either always present oral ways absent in any particular type of the 
disease. Some of the gangrenous cases showed no rigidity or fever; 
vomiting and superficial hyperresthesia Wt:lre negative in some of the 
obstructed ones. . 

It all tends to show that statistics are of subordinate help in matters of 
diagnosis. 

Some people like to employ tables and calculations to enable them to 
declare tbeir hands when playing Contract Bridge. In the same way they 
like " systems" in making a diagnosis and· tend to rely on the laboratory 
and radiologist, 

But, unfortunately for them, surgery is more of an art than a science. 
Statistics may help, but diagnosis must depend on a collection of data 
and a deduction from the positive signs and symptoms present-a real 
"appreciation of the situation." 

Incidentally I feel that playing Bridge should be a good training for 
surgery. In both one has not only to make up one's minrl nnaided, but to 
act upon it; and the results of one's errors are felt not only by ourselves 
but by partners or patients. 

There is still a difference of opinion among surgeons as to whether 
immediate operation or wa'tcbful delay should be t.h~ treatment when 
symptoms. of appendicitis have been present for more than forty-eight 
hours. 

I do not propose to join the controversy which has been argued on both 
sides by pens much more able than mine. But I do urge that if a positive 
diagnosis is made within thirty-six hours of the onset, it is always wiser to 
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O. M. Pinny 369 

operate, even if the case appears to be a mild one. This view has been 
more or less forced upon me by experience. Like a certain very 
distinguished surgeon, I am a physician at heart. 

At one time I had a run of so many mild cases that I tried treating 
them by medical means-rest, starvation, enemata. But it did .not work. 

. Their symptoms rapidly subsided, but soon returned when they began to 
get up and resume a normal diet. They nearly all had to visit the operat
ing . theatre in the _ en.d, and got a poor return for their starvation and 
increased length of occupation of a hospital bed .. 

But of course the real reason for advising operation while the appendix 
alone is inflamed is that under such circumstances it is a very safe and 
usually easy one-whereas the patient's life is definitely in peril once the 
inflamm~tion has spread beyond the confines of the organ. -The more I 
see of the disease, the more I am convinced that it is impossible to forecast 
when this will occur. The mild, constipated appendix may become 
obstructed and perforate in a few hours; or more ofte'n mild symptoms 
may mask a dangerous condition. 

I feel I cannot point this moral better than by a comparison of two 
final cases. 

Case 5.-Fusilier W. was seized with fairly severe general abdominal 
pain at 10 p.m. and vomited. When seen at 1 p.m. the following day the 
pain was chiefly in the hypochondrium with tenderness and guarding of 
the lower right rectus. . 

He was constipated, with a furred -tongue, and extension of the right 
thigh was painful. Temperature 100° F, pulse 90. Leucocytes 22,600 
per cubic millimetre, with 85 per cent polymorpbs. 

Case 6.-Dfiver C. felt a pain in his epigastrium at 2 p.m. He did not 
vomit but lost interest in his food. The pain did not keep him awake that 
night, but as it was still present the following morning in spite of a natural 
action of the bowels, he reported sick. When seen at 11.30 a.m. there 
was a mild but constant pain in the bypogastrium tending to spread to 
the right iliac fossa. His tongue showed a thin white fur, and deep 
pressure over McBurney'S point caused pain, though there was no muscular 
reSIstance. There was no superficial hyperresthesia, and other signs were 
absent. Temperature 97° F., pulse 76. 

Both patients were operated upon an hour after being seen. 
In the first case the app~ndix was found adherent throughout, but 

there was only slight infiammatioll, which was confined to the mucous 
membrane. 

In the second the peritoneal coat was already inflamed. The appendix 
was obstructed near its centre. Beyond this it was tense with pus, and the 
mucous membrane already gangrenous. 

Further comment seems superfluous. 

guest. P
rotected by copyright.

 on M
ay 22, 2023 by

http://m
ilitaryhealth.bm

j.com
/

J R
 A

rm
y M

ed C
orps: first published as 10.1136/jram

c-67-06-01 on 1 D
ecem

ber 1936. D
ow

nloaded from
 

http://militaryhealth.bmj.com/


370 The Diagnosis of Acu,te Appendicitis m the Army 

ApPENDIX. 

The following tables give a resume of the various signs and symptoms found 
in my series of cases. Complete records were not kept in every case, so that the 
totals do not in every case come to 300. 

TABLE 1. 

This shows the incidence of vomiting, temperature, and superfic;ial hyperresthesia. 

Temperature Superficial 
Neither hyperresthesia 

Vomiting Nausea vomiting Total 
nor nausea 

Raised Normal Present Absent 
------- ----- ---- ---- ---------- ---- ----
Cons~ipated . .. 28 6 23 57 24 33 26 26 

50
0!0 9% 41% 

Obstructed .. 68 15 28 111 47 56 39, 59 
61% 14% 25% 

Inflamed .. 55 17 19 91 45 38 32 54 
60% 19% 21% 

Gangrenous .. 29 " . --,- 12 41. 31 4 4 29 
70% .30% 

-------- ----- ---- ----- ---- ---- ---- ---- ----. 
To~als .. 180 38 82 300 147 131 101 168 

60% 13% 27% 53% 47% 38% 62% 

Vomiting and nausea were absent ill 41 per cent of the constipated cases, but 
in only 24 per cent of the other cases. Absence of vomiting favours a mild case. 

It is noteworthy that this symptom was not found more often in the obstructed 
cases than in inflamed or gangrenous. 

Superficial hyperresthesia was present in 101 cases out of 269, but was least 
common in the gangrenous cases. This agrees with the generally accepted view 
that it is caused by tension and it is not present as a rule' once the appendix 
has ruptured. If present, this symptom suggests an uncomplicated case. 

The temperature was above normal in just over half the cases. 
Table 11 . was prepared to show the effect of duration of the disease on the 

temperature compiled from records of 200 cases. 

TABLE n. 

Period since onset of attack: Less than 24 hours More than 24 hour. Total 

Temperature .. Raised Normal Raised Normal Raised Normal 
Constipated .. .. 6 6 10 17 16 23 
Obstructed .. .. 14 24 22 23 36 47 
Inflamed .. .. 8 11 23 12 31 23 
Gangrenous .. .. 3 - 18 3 21 3 

------------- ----- ._---- ~---- ----- ----- -----
Total .. .. 31 41 73 55 104 96 

43°io 57% 
I 

57% 43°10 
I 

As might be expected, fever is more frequent in the late than in the early 
cases. 

It may be noted that in the first two types the temperature was more often 
normal than raised; but that absence of pyrexia was exceptional once gangrene 
-with consequent peritonitis-had set in. 
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C.M.Pinny 371 

TABLE IlL-SITE OF PAIN AT ONSET. 

Right abdomen Central Left abdomen 

Constipated 22 14 
Obstructed 28 56' 1 
Inflamed. . 23 32 
Gangrenous 4 18 2 

-.---~-l -'-. .--- -. -. 1----77---. ---120---- -----;---- -

This supports the generally accepted view. that the pain of appendicitis typically 
starts in the middle line. Only in the constipated cases did it more frequently 
begin in the right side of the abdomen. . 

As this central onset of pain is liable to make the unwary think' that the 
attack is a simple attack of colic, which only needs a dose of castor oil, I analysed 
the type of pain in 200 cases. 

This is shown in Table IV. 

TABLE IV.-TYPE OF PAIN .. 

Constipated 
Obstructed 
Inflamed 
Gangrenous 

Total 

Constant 

50 
51 
47 
20 

16.8 

Colicky 

5 
20 
6 
1 

32 

Total 

55 
71 
53 
21 

200 

In only 16 per cent was the pain of a colicky type when the patient arrived in 
hospital. This type of pain is most common when the appendix is obstructed; It 
occurred in nearly 30 per cent of these cases. 

Stress is often laid on muscular rigidity as an almost essential sign of 
appendicitis. This was investigated in 260 cases, with the following unexpected 
result :-

'rABLE v. 

l. 2. Total Muscles Total. Muscular 
re.sistance Rigidity 1 and 2 normal cases 

--------------- ----_._-----------
Constipated .. .. 12 8 20 26 46 
Obstructed .. .. 33 20 53 41 94 
Inflamed .. .. 18 22 40 38 78 
Gangrenous .. .. 11 18 29 13 42 

------------- _._- ------------ .. _-----
TotalH .. .. 74 68 142 118 260 

In 45 per cent of cases, including thirteen of the gangrenous ones, the 
abdominal muscles were normal. What is perhaps more remarkable is that 
definite rigidity was found in eight of the mild constipated cases in which there 
was no question of peritoneal inflammation. 

It may possibly be accounted for by the fact' that a nervous young man, 
particularly on a cold day, sometimes finds it impossible to relax his abdominal 
mnscles. 

REFERENCE. 
ADAMs. Brit. Med. Jaunt., April 18, 1925. 
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