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CHAPTER II
METHOD OF DIAGNOSIS : (I) THE HISTORY

IN diagnosing acute abdominal disease it is well to
have a routine method of examination, not to be
slavishly followed, but to be modified according to
circumstances. Increasing experience enables one
to dispense with some parts of the examination—for
example, a woman collapsed and blanched with
obvious intra-abdominal hemorrhage is not to be
subjected to an examination which entails a risk of
producing further heemorrhage—but in general, and
when urgency permits, routine method is desirable.
The accompanying scheme, to be filled in during
the examination of the patient, has been used by
me at St. Mary’s Hospital for some years, and may
be found useful as a general guide. There are two
main sections in this scheme: one devoted to the
ascertaining of the history of the condition for
which advice is sought ; the other reserved for the
result of the physical examination of the patient.
The former includes both the'story of the present
illness and any more remote diseasc which may
possibly bear upon the present derangement.
History of present condition.—It can be con-
fidently asserted that a large number of acute ab-
dominal conditions could be diagnosed by consider-
ing carefully the history of onset. That is only

possible, however, when each symptom is carefully
21





EPUB/image_0031_00.jpeg
20 DIAGNOSIS OF THE ACUTE ABDOMEN

to the conclusion that there is within the abdomen
the early stage of a pathological process which
tends to get worse and which is amenable to surgical
treatment, there should be no hesitation in recom-
mending operation, even though the patient and
his relatives may not think the condition serious.
Correct diagnosis is the basis of firm counsel.
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towards the right side across the middle line evoke
tenderness, it will indicate a deep inflammatory
lesion in the right iliac region.

6. In diagnosing acute abdominal disease it is
always necessary to exclude medical diseases before
concluding that the condition is one needing surgical
intervention. Certain aspects of disease which
may simulate the acute abdomen can only be learnt
cither in the medical wards of a large hospital or
in an extensive general medical practice. Typhoid
fever, cardiac derangements, chronic interstitial
nephritis and arterio-sclerosis, cirrhosis of the liver,
tuberculous peritonitis—all these and many other
medical diseases will sooner or later cause doubt in
abdominal diagnosis. The one who would be
prepared thoroughly to examine and correctly to
diagnose the acute abdomen must at any rate know
how to use, even if he be not expert in the use of,
the ophthalmoscope, the sphygmo-manometer, the
leucocytometer, and the stethoscope—not to men-
tion the urine-testing apparatus.

Opening of the abdomen is not to be advised with
too light a heart. The dextrous hand must not be
allowed to reach before the imperfect judgment.
Abdominal section is only to be made on the recom-
mendation of a mature judgment after a thorough
examination, It is regrettable to have to say after-
wards that one did not know that there was severe
albuminuria, or that the patient was the subject of
tabes dorsalis, or that the Iungs were not examined.
Perhaps the traditional precedence of the physician
over the surgeon is not without its significance
even to-day.

If, however, after careful examination one comes
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abdominal disease would be advanced consider-
ably. There is no field in which diagnosis should
be so precise, since in no class of cases has the
surgeon so great an opportunity of correlating
the symptoms with the pathology of the living.

It is only by thorough examination that one can
propound a diagnosis, and if the early stages of the
disease are to be recognized note must be taken of
the earliest symptoms. The general practitioners
have better opportunities than any other section
of the medical community for observing these early
symptoms, and by patient and painstaking obser-
vation it is possible for them greatly to add to
the stock of common knowledge. To attempt a
diagnosis prevents carelessness, and carelessness in
urgent abdominal diagnosis is close akin to callous-
ness.

It is a truism to say that correct diagnosis
is the essential preliminary to correct treatment.
Many and serious results have followed from an
observer jumping to wrong conclusions which might
easily have been avoided by a real attempt at
clinical differentiation.

Spot-diagnosis may be magnificent, but it is not
sound diagnosis. It is impressive but unsafe. The
deduction and induction from observed facts neces-
sary for the formation of a definite opinion are
good mental discipline for the observer, help to
imprint upon the tables of the mind perceptions
and clinical pictures which can usefully be recalled
in the future, and give a sense of satisfaction which
is only slightly diminished if the resulting opinion
should prove to be incorrect. One often, if not
always, learns more by analysing the process of and
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however, that when confronted with a piunt
suffering great abdommnal pain 1t 1s often very
difficult to be certain as to the exact intra abdominal
lesion which has given rise to the symptoms In
some 1nstances the urgent need for surgical assist-
ance may be so obvious that the nced of transfer
ence of the patient to a surgical centre 1s clear. In
other cases the observer may, if in doubt, think it
discreet to discuss the problem with a fellow-
practitioner before deciding on any course of action
There are, however, occasions when, with somec-
what indefimte symptoms, there may be a tendency
to wait for the development of clearer indications, to
see 1f the condition will not improve spontaneously,
and generally to temporize The last course of
conduct 1s the least justifiable, for 1t 15 a wise plan
always to make a very thorough attempt to cluci-
date the problem when the patient 1s seen for the
first time  Though 1n quite a number of cases 1t 1s
mnpossible to be sure of the diagnoss, yet 1t 1s
a good habit to come to a decision 1n each case,
and 1t will be found that after a short time, provided
that no method of diagnosis be neglected, the per-
centage of correct diagnoses will rapidly increase
That there 1s much room for improvement in this
direction cannot be gammsud Lven the operating
surgeon 1s not free from blame 1n this matter, for
the ease and comparative safety of operating ocea-
sionally cause humt to make a rither perfunctory
examination of some patients whom from preytous
expertence he judges to be m urgent need of
abdominal section  If every surgeon were to make
an exhaustine attempt at a full dagnosis before
operating, the science of clucidation of acute
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* There is surely no greater wisdom than well to time the beginning
and onsets of things."—Bacox, Essay on “ Delay.”

CHAPTER 1

THE PRINCIPLES OF DIAGNOSIS IN ACUTE
ABDOMINAL DISEASE

BEFORE entering on the detailed consideration of
the methods of examination of the various forms of
the acute abdomen, it is well to lay down certain
principles which form the basis of all successful
diagnosis in urgent abdominal disease.

1. The first principle is that of the necessity of
making a serious and thorough aitempt at diagnosis

Abdominal pain is one of the most common
conditions which call for speedy diagnosis and
treatment. Usually, though by no means always,
there are other symptoms which accompany the
pain, but in the majority of cases of acute abdominal
disease pain is the main symptom and complaint.
The very terms ‘ acute abdomen and “ abdominal
emergency,” which are constantly applied to such
cases, signify the urgent need for prompt diagnosis
and active treatment. It is common knowledge,

1
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From acute appendicitis . 2821
,, intestinal obstruction . 2560
,, hernia " P . 2108

Take the last-mentioned only. Though we are
furnished with no particulars, it is clear that most
of these herniee must have heen obstructed or
strangulated. A strangulated hernia is that form
of intestinal obstruction which should be, and most
probably is, most readily diagnosed. Why, then,
the mortality ? Because it is not realized that
the dangers of prompt operative interference are
less than those of waiting and seeing if the ac-
companying obstruction will right itself under
treatment of a non-operative character. Fomenta-
tions and icebags are not so safe as a knife and
a few sutures. Taxis is in the writer’s view only
justifiable when dealing with an easily reducible
hernia.

If, in cases showing such an obvious cause for
intestinal obstruction as a strangulated hernia,
delay is permitted, we can the more readily under-
stand how the remaining statistics mentioned above
are produced. In early diagnosis lies the saving of
thousands of lives.

8. The necessity of the principle of making a
" thorough routine ezamination of every acute abdo-
Tninal case snuald notneed madn emphasis.  1f one
is to make a correct diagnosis a complete routine
examination should be the rule. Few omit to
feel the pulse and take the temperature—yet
many a serious abdominal crisis may show at the
time of examination a normal pulse and tempera-~
ture. It is more important to insert the finger
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appendix has only been 2 practical surgical question
for about the same time, that opening the abdomen
for intestinal obstruction was regarded until com-
paratively recently as the last instead of the first
resort, it will be recognized that the modern mental
attitude toward abdominal emergencies has only
been adopted within the lifetime of this generation.
But the old view that delay is permissible still
lingers in some quarters, for custom changes
slowly, There are still some who justify waiting
until a local abscess has formed in many cases of
appendicitis, some who advocate the trial of such
uncertain methods for reducing an intussusception
as injection of fluid or air per anum, and there
are certainly many who treat cases of intestinal
obstruction by medical measures for several
days before sending them to the surgeon. Public
opinion on the subject nceds education, and
such education must come from the practitioner.
The attitude of some patients who assert—and °
act up to their assertion—that they would rather
die without operation than obtain a good chance of
cure by undergoing some surgical proccdure, is
surely the result of an imperfect diffusion of the
knowledge that surgery offers the best chanee of
life in such emergencics.

The recovery-rate from acute abdominal discase
increases in proportion to the carliness of diagnosis
and treatment. That there is a considerable
amount of abdominal diseasc diagnosed rather
late is suggested by the following statistics
taken from the Registrar-General's Report for
England and Wales for 1937. In that year there
died :
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perceptions and reasoning faculties somewhat jaded,
is both physically and mentally below his best. The
temptation is often very strong to temporize and
* see how things are in the morning.” There can
be few practitioners of experience who cannot look
back with regret to one or more occasions when
delay has been fraught with disaster. The waiting
attitude is understandable, but only occasionally
excusable. To suspect an intussusception, to think
that possibly there may be a perforation of a
gastric ulcer, and yet to leave the question undecided
for eight or ten hours, is to gamble with a life. A
delay of two hours in diagnosis may make the differ-
ence between two weeks’ and two months’ illness of
the patient. The fact that the patient comes late
to the doctor is all the greater reason why he
should diagnose as soon as possible. The general
rule can be laid down that the majority of severe
abdominal pains which ensue in patients who have
been previously fairly well, and which last as long
as stz hours, are caused by conditions of surgical
import. 'There are exceptions, but the genera-
lization is useful if it serves to call attention
to the need for early diagnosis. It is now
acknowledged by those who are acquainted with
modern surgical results that the best treatment
for perforated wulcers, appendicitis, cholecystitis,
ectopic gestation, and intestinal obstruction is by
surgical intervention. It is also well recognized
. that the ecarlier such cases come to the surgeon the
better are the results. When it is remembered,
however, that the first successful suture of a per-
forated gastric uleer was performed less than
fifty years ago, that the removal of a diseased
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detecting the fallacy m an incorrect dragnosis than
by taking unction to oneself when the dingnosis
proves correct.

2. There can be no question that in acute ab-
dominal disease 1t 1s of the utmost importance to
diagnose early. Lake the business man who takes as
his motto “ Do 1t now,” the medical man, when con-
fronted with an urgent abdomnal case, should have
ever before him the words * Diagnose now.” The
patient cries out for relief, the relatives are insistent
that something shall be done, and the humane
disciple of HEsculapiis may think it his first duty
to dimmmsh or bamish the too obvious agony by
administering a narcotic  Such a policy 1s often
hterally a fatal mistake. Though i1t may appear
cruel, 1t 1s really kind to withhold morphine until
one 1s certain or not that surgieal nterference 1s
necessary, 1 e until a reasonable diagnosis has been
made. Morplune does httle or nothing to stop
serious intra abdomnal discase, but 1t puts an
efficient. screen 1n front of the symptoms The fire
burns, but 1t 1s not wvisible, and sometimes only
when vitahity 1s burnt out 1s the mistake reahzed
If morphine be administered, 1t 1s possible for a
patient to die happy in the belief that he 1s on the
road to rccovery, and n some eases the medieal
attendant may for a tunc be induced to share the
delusive hope.

It 1s a cunous but well known fact that many
who are tahen with abdominal pain 1n the dnytiune
endure till cvening before they feel compelled to
send for the doctor. It follows that important
decisions often have to be made at might when the
phy sician, weary with the day's worh, and suth
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into the lower end than to put the thermometer
nto the upper end of the ahmentary tract More
early cases will be diagnosed by palpating the
pelvic peritoneum than by palpating the pulse.
Tew would forget to ash whether the bowels were
constipated or not, but many might forget that 1t
1s quite as mmportant to submit the urine to the
chemical question of boiing In the most per-
functory examination one 1s almost bound to lay
the hand on the patient’s abdomen, and if the
latter be tender and nigid, the assumption may be
made that the condition 1s a local perttonitis, though
a stethoscope applied to the lower part of the chest
mght possibly reveal the fact that the origin of
the symptoms was a diaphragmatic pleurisy

The cxact order or method of examination wiich
one may follow 1s 2 matter of individual choice or
preference, but the routine followed by the wrter s
indicated and deseribed 1n the suceeeding chapters

4. Many examinations of the abdomen are imper
fect because the practitioner does not act upon the
important principle of applyang s knowledge of
anatomy  It1s well to cultivate the habit of think-
ing anatomically 1n every case where the knowledge
of structural relations can be put to advantage.
There are very few abdominal cases in wlich tlus
cannot be done Application of anatomy mnhes
dragnosts more nteresting and more rational  The
eyplenation of some doubtfnl point, the dfferentin-
tion of the possible causes of a pan, the determma-
tion of the exact site of a discased focus, often depend
upon small anatomical pomnts  One 15 accustomed
to marsel at the accurate diagnoses of the neurolo-
gist, winch are for the most part based upon a
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anatomy 1n abdommal diagnosis by considering those
structures which are least variable 1n their position
—the voluntary muscles and the ecerebro spinal
nerves The frontisprece shows well the position
of the different muscles, the diaphragm, the psoas,
the quadratus lumborum, the erector spinwe, the
lateral abdominal muscles, the recti, the py riformis
and the obturator internus  Lach of these muscles
may be of valuable chimeal sigmificance, for if any
of them be irritated directly or reflexly by inflamma-
tory changes 1t becomes tender and nigid, and pain
15 caused when the muscle fibres are moved  Every-
one 1s acquainted with the mgidity of the rectus and
lateral abdominal muscles when there 1s a subjacent
nflammatory focus, but few take much note of the
rigidity of the diaphragm 1n a case of subphreme
abscess, beeause the diaphragm is mvisible and
mpalpable  Its immobiity may be deduced, how-
ever, by the impurment of movement of the upper
part of the abdominal wall, and if the X-rays are

available the ngidity and absence of movement of
the diaphragm can be directly demonstrated

It will be remembered that n some cases

of appendieitss and other conditions alfecting the

psoas muscle there 1s flexion of the tlugh, due

to contraction of the muscle consequent on direct

or reflex mrritation, but how often does anyone test

the shighter degrees of such irritation by ecausing

the patient to lie an the apposite side and extending,

to the full the thigh on the affected side 7 Aga, the

obturator internus 1s eovered by a dense fascin and

1s not readily irnitated by peltic mflammation, but

if there be an abscess (¢ g onc caused by a ruptured

appendirn) immediately adjacent to the fasaa, pam
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sound knowledge of microscopic anatomy. Nothing
like the same accuracy 1s yet achieved in abdominal
diagnosis, but 1t is the wnter’s faith that such will

Fia 2-—Drawing to show anatomucal parts coucerned wn obturator
test. A = 1lio psoas; B = mflamed appendix with small abscess;
C = obturator mternus, E =levator am, D = Alcock’s cannl);
F == rectum.

come in time by carefully applying the knowledge

of anatomy and physiology.
One can best illustrate the value of applied
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mflammatory or other leston Hilton was one of
the first to suggest that the shoulder pun might
be referred to the shoulder via the phremic nerve,
and Ferguson proved expermmentally fifty jears
ago that the phrenic nerve contained afferent as
well as efferent fibres Yet the sigmificance n
abdominal diagnosts of constant or intermmttent pan
1 the remon of distribution of the fourth cervieal
nerves 15 still erther not understood or scriously
neglected Pain on top of the shoulder may be
the only signal which an inarticulate Iiver abscess
threatening to perforate the diaphragm, may be able
to produce The agomzing pun of a perforated
gastric uleer 1s felt on top of one or both shoulders in
proportion as the acnid and irntating fluid mmpinges
aganst the diaphragm and ientates the termmations
of the phreme nerves on one or both sides Pam
may also be referred to the shoulder in cases of
subphrenic abscess, diaphragmatic pleunsy, acute
pancreatitis, gall stones, ruptured spleen, and n
some cases of appendicitis with peritomitis  The
pain 1s felt either 1n the supraspmous fossa, over
the acromrion or clavicle, or mn the subclavicular
fossa (Ig 4) There 1s chmeal cvidence to
support the opmion that there 1s a correspondence
of nerve distribution over the diaphragm and over
the acromio clavicular region, so that lesions affeet-
g a certain portion of the diaphragm cause pamn
over the corresponding part of the shoulder area on
the same side of the body Pan on top of both
shoulders mndicates a median diaphragmatie irnita
tion The shoulder pun 1s apt to be overlooked,
since the patient may termat ‘rheumatism "(T'ig 5)
Lrrors 1n diagnosis also result from want of
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point of view the separation from the original
position is extremely valuable, for if in upper
abdominal or lower thoracic lesions pain be felt, or

Fio 4,—Diagram to indicate {1) the shoulder ares in which phrenic
1rritation may cause pamn, (2) line of diaphragm,

hypersesthesia be detected i the region of distribu-
tion of the fourth cervical nerve, it is a strong pre-
sumption that the diaphragm is irritated by some
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pelvic appendicitis, and may occur i other pelvic
condttions, such as pelvic hematocele, but when
present 1t denotes a definite pathological change
(Fig 2)

The application of the knowledge of the anatomi-
cal course and distribution of the segmental neryes
1s also wnportant When & patient complamns of
loin pain radiating to the corresponding testis one
remembers the embryological fact that the testis
15 developed 1n the same region as the hidney , and
though the former tray els to the scrotum just before
birth, yet 1n suffering 1t shows its sympathy with
and serves as an mndicator for the intra abdominal
structure which was developed near 1t Of course,
pun referred to the testicle does not always denote
primary genito unnary disease It 1s probable
that the maun nerve supply to the ermiform
appendin comes from the tenth dorsal segment,
so that pain i one or both testicles may be caused
by such a condition as appendiaitis  The dorsal
distribution of referred pain should also be noted
(See Fig 3)

Another segmental pain of great importance 1s
that referred from the diaphragm  The diaphragm
begins to develop in the region of the fourth eervieal
segment from which 1s obtaned the major part
of 1ts muscle fibres  Nerve fibres, mamly from the
fourth cervieal nerve, accompany the muscle-fibres
and constitute the phrenic nerve The growth of
the thoracic contents causes the muscle to be dis-
placed caudal wards, and 1t finally takes up its
position at the lower outlet of the thorax  The
phrenic nerv es elongate to accommodate themsels s
to the displaced muscle From the diagnostic





EPUB/image_0022_00.jpeg
THE PRINCIPLES OF DIAGNGSIS 11

will be caused if the muscle be put through its full
movement by rotating the flexed thigh inward to its

.- Porforated
L«eo=*""  duodenal aleer.
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Fic, 3 ~Diagram to show the sites on posterior surface of body to which
pan 18 referred 1n acute abdominal conditions.

extrerhe limit. The pain is referred to the hypo-
gastrium. This sign is not present in every case of
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many nerve-terminals, as in the perforation of a
gastric ulcer into the general peritoneal cavity, or
the severe stimulation of a few, as for example in
biliary colic.

The second variety of shock, which might be
termed late, toxic, or secondary shock, is that in
which somewhat similar symptoms arise at a later
stage, partly no doubt from severe afferent nerve
stimulation, but chiefly from the absorption of
poisons which directly affect the higher nerve
centres. The terminal stage of this secondary
shock is commonly termed collapse.

Between primary and secondary shock, as here
described, there is often an interval, a latent period,
during which the observer may easily be deceived.
In many cases of perforated ulcer the sudden
stimulation of the nerve-endings in the peritonenm
or subperitoneal tissue causes severe shock. After
a time the nerve-equilibrium is restored and the
pulse, respiration, temperature, and appearance of
the patient improve so much that one might think
the pathological process was stayed or improving.
Soon, however, the symptoms of peritonitis dominate
the scene, and one realizes that the calm period
was but that of physiological reaction, This period
is the cause of many mistakes in diagnosis.

Another physiological fact of importance is
that hyperesthesia and tenderness duc to irrita-
tion of nerves by o unilateral Iesion are not usually
felt on the opposite side of the body. For ex-
ample, a right-sided pleurisy will sometimes cause
tenderness and rigidity in the right, but not in
the left iliac region. If the fingers pressed
well into the left iliac fossa and pushed deeply
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always indicates obstruction causing local disten-
sion or violent perstaltic contraction It oceurs in
paroxysms, and the pamn, which 1s often of an
excruciating nature, 1s referred to the sympathetic
centre from which the nerves come, and also to the
segmental distribution corresponding to the part
of the spinal cord from which the sympathetic
nerves to the affected viscus are derived Cohe
of the small intestmne causes pamn referred chiefly
to the epigastric and umbilical regions, whlst large
mtestine colic 15 usually referred to the hypogas-
trium  The pan of bihary colic 1s usually felt
more m the right subscapular region, whilst that
of renal colic 1s felt 1n the lom and radiates to the
corresponding testicle  Severe cohe 1s certamnly one
of the most terrible trials to which a human bemg
can be subjected The excessive stimulation of
the nerve centres 1s often reflected mto motor
channels so that the patients frequently fling
themselves about, twist and double themselves up
m a characteristic way If, therefore, a patient
gets paroxysms of pain which are accompanied
by the most violent restlessness of agony, the
chances are that the condition 1s some form of
obstruction and not pentomtis, for in the latter
condition movement generally increases the pam
The physiology of shock 1s still a subject of dis
cussion, and rather widely differing opinions are
held thereon But whatever views be held as to
the exact metabolic or nervous changes which are
responsible for the symptoms, we believe that few
would fail to allow that in acute abdominal disease
two varietics can be recogmzed One 1s the mitial
or primary shock due to sudden stimulation of
2
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phasize the great mmportance that a thorough
acquamntance with the normal size, position, and
relations of the abdormnal viscera has 1n connexion
with the elueidation of abdominal disease

5. The locahization of inflammatory lestons 1s
aided particularly by knowledge of <2natomy,
whilst 1 obstructive lesions the applieation of
physiological knowledge plays perbaps a more 1im
portant part The question of shoch, the nature
of the movements and sensations of the intestine,
not to mention the various and important physio
logical tests demonstrating visceral functional de
rangements, are all ntimately bound up with
the problem of the acute abdomen Very im
portant also 1s the study of the effect of various
toxins upon the viscera and the neuro muscular
reflexes of the abdomen

A very large number of urgent abdominal eases
are accompanied by pam due to abnormal condi-
tions 1n tubes whose walls are composed mamnly of
unstriped muscle fibres There 15 no Iugh grade
sensibility 1n such tubes It 1s possible to crush,
cut, or tear intestine without the fully conscious
patient experiencing any pam, yet everyone s
aware that pun does take origin from the mtestine
What induces such pun? Hurst, m lis lectures
given some years ago, supplied the answer  The
required stimulus 1s stretching or distension of the
tube Esidence of pmn arsimg from a tube of
mvoluntary muscle 1s therefore indicative of local
distension, either by gas or flnd  In mild degrees
1n the mntestine this 1s commonly called flatulence,
1n greater degrees mn exther mtestinal, biliary, renal,
or uterine tubes 1t 1s called colie  Severe colic
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PREFACE TO THE FIRST EDITION

ALL who have had much experience of the group
of cases known generally as the acute abdomen will
probably agree that 1n that condition early diagnosis
1s exceptional There are stil many who do not
appreciate to the full the sigmficance of the earlier
and less flagrant symptoms of acute abdomnal
disease, who regard an mcreased frequency of the
pulse and ngidity of the overlying abdommnal
muscles as necessary accompaniments of the early
stage of appendicitss, or find 1t hard to believe that
a patient with a non distended abdomen and normal
pulse and temperature can be the viectim of a
perforated gastric ulcer

It would appear, therefore, that there 1s room
for a small book dealing solely with the early diag-
nosis of such cases, for there 1s little need to labour
the truism that earlier diagnosis means better
prognosis Though the present attempt to supply
the deficiency may be madequate, the author has
at least endeavoured to assist the reader to attamn
a correct Judgment 1n the evaluation of the various
puzzling symptoms present in urgent abdominal
disease

Few references are mserted and no bibliography

1s appended ; for whilst the wnter readily acknow-
x
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PREFACE TO THE EIGHTH EDITION

THE alterations in this edition consist of many
small verbal changes and additions and the in-
clusion of three more X-ray photographs. It would,
in the author’s opinion, be unwise to make any
serious alteration in 2 book which, judging from its
reception by the profession, still appears to meet
a real need.
ZACHARY COPE.

Loxpox, W.1
January 1940
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ledges the great debt which he owes to the teaching
of such leaders as Murphy, Moynihan, Rutherford
Morison, Maylard, and many others, it has been his
aim to put down nothing which has not been fre-
quently confirmed and demonstrated in his own
experience.

At the same time he has introduced many diag-
nostic points which he believes have either never
previously been recorded or to which insufficient
attention is usually paid. In the former category
may be mentioned the localizing diagnostic value
of phrenic shoulder-pain, the obturator test, and the
test for differentiating between pain of thoracic
and abdominal origin; whilst in the latter the
area of hyperwesthesia caused by a distended in-
flamed appendix, the pathognomonic axillary area
of liver resonance 1n cases of perforated ulcer, the
psoas-extension test, and the confusing significance
of testicular pain, serve as examples.

ZACHARY COPE.
Loxvos
Juna 1921
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Fic 1 —Dramng to show the parietal muscles of the abdomen which by
their ngidity, immobility, and tenderness, give ymportant help 1n
diagnosis of the acute abdomen ({On the right mde the twelfth
dorsal nerve, and the 110 hypogastric, ilio-inguinal, external cutansous,
and genito crural nervee are mndicated )
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