
A MIRROR OF HOSPITAL PRACTICE. 

MEDICAL COLLEGE HOSPITAL. 

ABDOMINAL ABSCESS ; COMMUNICATION WITH 
GALL BLADDER EXTRACTION OF THREE BILI- 
ARY CALCULI: RECOVERY. 

By J. F- P. McConneli M.B., Resident Physician. 
Gieish Chundeb Mookkbjee, aged 50, admitted 10th May 

1876. Waa a patient at this hospital about two years ago, under 
Dr. Cronibie. The records of his case show that he was 

admitted then with a large tumour-like swelling in the abdo- 
men occupying the right hypochondriac, lumbar, and a portion 
of the umbilical regions. This swelling had come on within 

a month. For the previous eight months had suffered from 
intermittent fever. The appearance of the tumour was 

ushered in by severe rigors, and local pain during three days. 
It had gradually but steadily increased. The diagnosis was a 

parietal abscess, possibly communicating with the liver. It 
was tapped with Dieulafoy's aspirator on the 5th of May 
(1873), and 10 ozs. of whitish, thin, extremely foetid pus 
evacuated. The abscess cavity was then "washed out with 
a weak solution of carbolic acid," but the pain experienced 
immediately after this procedure was so severe, that the 

patient nearly fainted, and in about an hour's time a very 
severe rigor came on, " the bed-stead even shaking," and his 

temperature which was 100.1? F. that morning, rose to 107? F. 
(the thermometer being kept in the axilla for ten minutes), 
and terminated by profuse sweating at 5 P.M., when the thermo- 
meter marked 98 8?, having fallen to 103? at noon. 
The next day no pain existed, and the temperature was 

100'1?F. in the morning, 10l-4?F. in the evening : some fluc- 
tuation, however, could still be felt in the tumour. This 
increased quickly, the swelling becoming tense and very pain- 
ful, rendering it necessary to " tap" again on the 10th instant. 
No injection was apparently employed on this occasion. 
The abscess refilled within a week and was again " aspirat- 

ed," but as no benefit ensued, it was cut down upon with the 
scalpel, and a drainage tube introduced. The tumour now 

began to subside rapidly,?a counter-opening at a distance of 
two inches from the first had however to be made, and through 
both these free drainage was maintained. The patient 
gradually improved in health; the first puncture quickly 
healed, and the discharge from the second became daily more 
and more scanty. The patient at his own request was dis- 

charged on the 18th July 1873. 
On readmission (10th May 1876) he states that the sinus 

which was left in the abdominal parieties never closed, but 
that during the whole period of the last two years it has been 
discharging pus in small quantities. Within the last week 

the first puncture, which had healpd completely, has become 
painful, and a little purulent oozing from the same has 

appeared. There are thus now two fistulous openings at the 
surface, the larger one situated two inohes above the umbilicus, 
a little to the right of the median line ; the other an inch 

and a half to the right of the first aud on about the same 
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level. A director can be readily passed into the former, 
and the sinus traced upwards and backwards towards the 

lower margin of the liver for a distance of quite four inches 
The opening of the second fistula is so small that even the 

point of a probe cannot be made to enter it. These openings 
are found nt about the centre of a hard brawny swelling 
evidently involving the whole thickness of the abdominal wall, 
and in size and shape the tumour is very like an inverted 

saucer. Its boundaries are distinct, rounded off, and abrupt,: 
above, the costal arch is not reached, but a marked sulcus exists 
between it and the upper margin of the tumour; below, the 

lower border of the same lies on a level with the umbilicus. 

The swelling is firm and resistant to the feel, and gives no 
impression of fluctuation. Hepatic dulness extends down- 
wards continuously in the mammary line, for nine inches from 

the 5th rib above to the lower boundary of the hypochondriac 
tumour; no bowel sound is elicited by percussion even over 

the sulcus that separates the latter from the lower ribs. 
There is nothing else remarkable about the patient; he ap- 

pears to be in fair health notwithstanding the continuous 

discharge for two years from the abdominal fistula. There is no 

evidence now of intestinal irritation, but he suffered from 

dysentery once, about twenty years ago. Habits temperate. 
No history of syphilis. Four or five years ago had several 

nttacks of colicky pain in the abdomen, attributed to consti- 

pation. Has once been jaundiced ; cannot state exact date, but 
remembers that it was not associated with any of the paroxysms 
of colic. Has never passed gall-stones by the bowel. Has no 

jaundice at present and the stools are properly coloured. 
On the 12th, a director having been passed into the larger 

sinus it wa3 enlarged by incision with a probe-pointed bis- 

toury and a drainage tube introduced. The discharge how- 
ever was still scanty ; it continued from the smaller fistula also, 
and no very evident relief was afforded. On the 14th, there- 

fore, the patient was placed under chloroform, and a probe 
was now passed with some difficulty into the smaller fistula and 
found to communicate at a deptli of about two inches with the 
larger sinus. The intervening bridle of very hard, cicatricial- 
like tissue was freely divided with the knife, and the opening filled 
with carbolized lint. Not more than half an ounce of thick, 
reddish pus was evacuated. On the 16th, on probing the 
wound?now wide and gaping,?a metallic click was heard, and 
something hard and stony felt at the very bottom of the same. 
With some considerable difficulty this " 

foreign body" was 

extracted, and found to be a biliary calculus the size of a large 
hazel-nut! Two others, now, having become loosened, were 

also removed. All three were about the same size, markedly 
facetted, and on section seen to bo composed of concentric 
laminae of biliary colouring matter, the nucleus very dark, and 
the outer layers of a brownish-yellow colour. From this date 
the patient rapidly recovered, the wouud healing most kindly, 
and the circumferential hard margin of the abscess cavity 
gradually softening, and apparently undergoing absorption. 
The patient was discharged on the 6th of June, 28 days after 
admission, in good health, and with a firm linear cicatrix only, 
at the seat of operation. The peripheral hardness and conden- 
sation of the abdominal purieties although much diminished 
had not disappeared, and will probably never do so altogether. 
Remarks.?The chief interest of this case turns upon the 

question of diagnosis, that is, whether the abscess was from 
the first hepatic, or became so only subsequently, being at 

the onset merely parietal ? On his first admission there was 
much doubt, and the pus then evacuated seems to have had 
all the qualities of that usually met with in purely parietal 
or superficial abscesses- When admitted last month, however, 
there was not much room for doubt; the purulent discharge 
from the fistula) was thick, creamy, reddish and very charac- 
teristically hepatic. A director could be passed from the 
surface upwards and backwards for quite four inches, render- 

ing it more than probable that the liver was reached. The 

discovery and extraction of the biliary calculi of course solved 
all difficulties ; and, reviewing the whole history of the case 
the course of the disease seems to have had the following 
relations:? 
1st.?A parietal abdominal abscess, situated in close proxi- 

mity to, but not absolutely connected with the liver. Abscesses 

arising thus, in deep as well as superficial muscular inter- 

spaces, are common enough events in the course of, or as 

sequela) to the prolonged intermittents of BeDgal. 2ndly.?A 
limited peritonitis due to the injection of carbolic acid lotion 
on the occasion of the first " tapping" of the abscess, as a 

consequence of which the lower margin of the liver became 
adherent to the abdominal wall in the situation of the 
abscess. 3rdly.?Extension of the inflammatory process to 
the hepatic parenchyma in the neighbourhood of the gall 
bladder, and subsequent implication of the latter. The 
catarrhal irritation thus set up in the gall-bladder would faci- 
litate (as is well known) the decomposition of the biliarv 
secretion, and the precipitation of its colouring matter so as 

to form concretions of the character described, \thly.?These 
in their turn, acting as " 

foreign bodies" would tend to 

prolong irritative action, and a continuance of discharge from 
the fistulce; and, on their extraction the latter have per- 
manently closed, and the patient has thereby been completely 
relieved.* 
A somewhat similar case was in tlris hospital, a few months 

ago, under the care of Dr. Chandra, by whose kind per- 
mission I am enabled to give the following particulars:? 

" The clinical abstract" has been prepared by Assistant 

Surgeon Raklial Das Ghose, late House Physician. 
Koylash) a Bengali' merchant, aged 40, was admitted on 

the 9th December 1875. 
Stated that about eight months ago he had an attack 

of remittent fever which yielded to treatment. A month 
and a half after, he noticed pain in the right hypochon- 
driac region. He has suffered from this pain off and on 
ever since, and latterly (within the last ten days) has noticed a 
swelling in this situation. His habits are temperate, and he 
has never had dysentery.. The liver is enlarged to two inches 
below the costal arch ; the margin of the organ can be readily 
felt by the fingers. A swelling, about the size of the closed 
fist, is observed in the riaht hypocliondrium. Distinct fluctua- 
tion exists; temperature99.8?F; pulse 94. On the 10th Decem- 
ber the tumour was punctured, and two ounces of healthy- 
lopking pus evacuated by means of the aspirator. This pus 
was examined microscopically, but nothing remarkable in its 
constitution could be distinguished. No hepatic cells and very 
few red blood globules could be seen ; the pus curpuscles were 
well formed and abundant. 
The abscess cavity again filled, and on the 23rd December was 

punctured for the second time, but with a large trochar. Four 
ounces of pus escaped and free drainage was then established. 
The patient's health now began to improve ; the cavity under- 
went contraction, and only a small sinus remained, through 
which a little discharge, at first thick, but gradually becom- 
ing thinner, glairy and pale ("glycerine-like") continued. As 
no further indications of healing appeared after more than two 
months, the sinus was 

" slit up" on the 12th February. The 
next day strong fever set in (temperature 104? F.), with much 
tenderness in the right lumbar and hypochondriac regions, 
gradually extending over the whole of the abdomen, which 

became tense and tympanitic, and the patient died on the 17th. 
Oil making a post-mortem examination abundant evidences 

of general peritonitis were found, and with respect to the 

special lesion, my notes are as follow :?In the anterior wall of 
the abdomen, on the right side, two openings are seen. One, 
an inch in length and half an inch broad, is situated a finger's 
breadth below the costal arch ; the other, an inch below the 
latter, is sufficiently large to admit an ordinary drainage tube. 
Both these openings lead into a small abscess cavity between the 
skin and the abdominal muscles, having a smooth, vascular lin- 
ing. At the upper part of this cavity a rounded opening is seen, 
through which a director can be readily passed, and a sinus 
thus traced, running in a direction upwards and backwards 

between the abdominal muscles to the lower margin of the 

liver, and thence a probe can be carried into the substance 
of the right lobe which feels soft and boggy. On further dis- 

section, it is seen that the lower margin of the liver descends 
just below the ribs, and is here pretty firmly adherent to the 
anterior abdominal wall over a limited space ; the whole of its 
surface being merely glued to the diaphragm, the lower ribs, 

* I am well aware that a somewhat different interpretation of the main 
features of this case might be given, viz., that the formation of the 
biliary calculi was the first stage of the disease ; that these by their pre* 
sence, and consequent irritation, led to Inflammation and suppuration in 
their neighbourhood, and the development of an abscess in the right 
hypochondrium, which was thus from the first not truly parietal. Tbi9 
was my own impression for a time, but, on reviewing the history, and by 
repeated examination and cross-examination of the patient, the conclu- 
sions above set forth seemed to accord more closely with the course of the 
disease. The swelling (abscess) had only existed for a month at the date 
of the patient's first admission ; its appearance had been ushered in by 
severe rigors and acute local pain, and the accounts of " attacks of colicUy 
pain" and " jaundice" are extremely vague and uncertain. 
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and intercostal spaces by soft, recent lymph. The hepatic 
parenchyma at the spot where the probe 

reaches it, is in a state 

of red softening ; this condition surrounds the gall bladder 
which has been implicated. Its walls are much thickened and 

highly vascular. It contains about a drachm of thick, opaque, 
whitish-yellow, purulent-looking fluid (? altered bile). At its 

upper part, a calculus, oval 
in shape, the size of a horse-bean, 

and composed of almost pure cholesterine 
is found, but it 

does not completely obstruct the orifice of the cystic duct. 
In no other situation did the liver exhibit any inflammatory 

softening or suppuration. The organ was larger and heavier 

than normal, (weighing 41bs lOozs.), dark and vascular, and 
the lobular structure throughout ill-defined. 

August 7th, 1876. 


