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On the 26th of December 1946, a patient, who 
had been long resident in a hot and wet part of 
India, was sent into this hospital by a local 

practitioner with a tentative diagnosis of chronic 
appendicular abscess. 
At the time of admission, the patient com- 

plained of slight pain and discomfort in the right 
flank and under the ribs in the right side where 
he was conscious of a tumour and a simple 
painless diarrhcea unrelated to the intake of 
food. These definite signs and symptoms of ill- 
ness had been present for only one week. The 

previous history was only of bacillary dysentery 
and colitis during 1945; he had however been 

feeling progressively 'off colour' for the past 
eighteen months. He had undergone treatment 
by many physicians and was sent to the Nilgiris 
to try the effect of rest and climate. 
The patient, a wiry, highly strung nervous 

type, did not look ill. The abdomen, soft and 
easily palpable, showed comparative emptiness 
in the right iliac fossa, and a massive tumour 
in the right hypochondrium, that could be 

palpated through the flank behind like a kidney 
tumour, but there were no renal symptoms, nor 
had there been in the history any symptoms of 
renal disease. 
The temperature was 98? and the pulse 100. 
Renal tumour, tuberculous disease of the 

caecum, chronic intussusception and appendicular 
abscess came easily to mind. 
Renal disease was soon ruled out by a perfect' 

pyelogram and by laboratory tests, so a barium 
series was taken which showed normality * 

throughout except in the area of the tumour, 
which appeared to be the csecum through which 
the opaque meal shot as it does in the case of 

tuberculosis of that organ. 
Shadows of old calcified tuberculous glands in 

the abdomen were additional evidence for a 

diagnosis of tuberculous disease of the csecum, 
and the blood count showing leucopsenia added 
weight to the tuberculous theory as against that 
of appendicular abscess. 
However, the possibility of chronic intussus- 

ception was kept in mind in spite of the fact 
that a highly intelligent and sensitive patient 
declared against ever having suffered a colic. 
The case was clearly surgical, the probable 

diagnosis tuberculous disease of the csecum and 
the plan of procedure, a first stage ileotrans- 
verse colostomy and a second stage resection. 
At operation there was no evidence of tuber- 

culous disease at all, nor indeed of intussuscep-" 
tion, so the diseased area was packed off and 
the para-colic gutter explored by an attempt to 
mobilize the csecum. 

This presented considerable difficulty owing 
to the density of adhesions, but when achieved, 
more than a pint of pus was released from 
several pockets which, when broken down and 
explored, left a cavity; the posterior wall of 
which was the kidney, the anterior wall the 

massive thickened caecum, and the superior wall 
the undersurface of the liver. 

It was noticed that the pus was innocent of 
the typical B. coli smell but the condition 
appeared to be a chronic appendicular abscess, 
with the difference that there was no vestige of 
csecal anatomy and that the walls of the abscess 
cavities instead of being smoothed out were 

granular and intensely vascular, so much so that 
much search for the appendix would have 
entailed considerable loss of blood. Hence 
sufficient tissue for biopsy was removed and the 
abscess cavity drained by a stab wound high in 
the flank posteriorly. 

Resection of the bowel in such a supposedly 
septic state was not considered; hence after 
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careful toilet, the abdomen was closed and 
wr. Achuton and I agreed to give a course of 
6 grains of emetine during convalescence in 
case we had missed amebiasis. 
During a week's investigation before opera- 

tion the temperature had been mostly normal, 
occasionally 99? and the pulse consistently 88 to 

. *02 per minute. 
After operation the pulse showed a maximum 

of 88 per minute and the temperature varied 
between 100? on the second day and 98.4? on the 
ninth when the stitches were removed from 
a cleanly healed wound. The discharge from 
the drainage stab however remained profuse. 

. 
On the 10th day the temperature rose with a 

r}gor, so the stab drainage was explored with 
Slnus forceps, and thereafter the temperature 
Remained normal for nearly two weeks. Then 

jUrther rigors, temperature and acceleration of 
"e pulse heralded showers of pulmonary 
niboli. The patient was now seriously ill. 

-ttoweyer in the course of 8 days he recovered 
f?m this misfortune except for a little blood- 
*nged sputum and all looked well but for the 
tnour and a discharge so profuse (being several 

th+C0S a ^a^ as ^ve one cause realize 

n 
at the loss was more than could be com- 

pensated for by a capricious appetite. 
anH ^^sc^ar?e was sanguineous and gangrenous 
Datl T rP^crosc?pic examination showed nothing 
j toological as perhaps one should expect in 

liv ^ssue' neither had it the appearance of 
^Us' anc* furthermore I had palpated the 

uersurfape of the liver and found no breach 
?n its surface. 

anH ?fW drainage wound began to look angry, 
wh /r?m it there extended a gangrenous patch 

ich in a comparatively short time covered an 

^ 
ea downwards and forwards equal to that of 

jQfl&e man's hand. The pulse quickened to 

jr Per minute and the temperature became 

sta^ ar be^ween ^9? anc* while the blood- 

depne<^ ^ra^nage discharge increased to such a 

ateH66 ^a^ c?ndition of the patient deterior- 

inevitab^ly En<^ En un^aPP^ ending seemed 

j.i0^rough?ut the illness frequent stool examina- 
anrtS+u^ be.en ma<^e> a^ w^th a negative result, 
abs 

' 
' ^ea ^xe ' aPPen^icular 

ori??C,eSSr a^eit a peculiar one, somehow stunted 
sonwu-ty thought until a mental picture of 
wnce g reac* m the past and half forgotten 
En r?ca^ed- Search found it in the British 

?f Medicine, 1941-42, under 

Bup? i 
S^S wherein T. E. Syatt and R. R. 

cnll reported two cases, and were able to 

statH ?n^ ^ published cases. Of these it is 

this 
^ recovered and 11 died. Reference to 

irnrn paragraph changed the diagnosis 
dpf .ately and emetine was given with the 

tuDermination be bold about it, for without it re seemed no hope at all. 
^ 

"o result after 4 grains was dramatic. The 

Hk uack gangrenous skin began to separate e shoe leather, leaving a granulating wound 

and a minimum, discharge, debridement being 
unnecessary. 
The tumour diminished in size, but remained 

palpable. The patient has now, in spite of his 
desperate state, received 9 grains of emetine on 
consecutive days, a rest for a week, and a further 
4 grains. He is up and about, and although he 
still-has his tumour, he is well. 
What is to be the ultimate result of this ? 

Will eventual resection or short circuit be 
necessary ? He has never had signs of 
obstruction nor even ileus after operation. The 

pathological report of tissue removed for biopsy 
is, 

' No appendicular tissue, specimen shows 
subacute inflammatory changes with congested 
blood vessels. No evidence of tuberculous 
infection\ 
Yet -clearly this was a case of amoebic 

granuloma, which is not uncommon. Many 
such cases have been written up by military 
surgeons practising in the East during the war. 
Moreover shortly after arriving at the correct 

diagnosis the Indian Medical Gazette of 
November 1946 published an article by Dr. D. 
Govinda Reddy, m.d., and Dr. C. Mohan 
Rangam on amoebic granuloma of the larger 
intestine describing six cases, but in none of 
these was the skin involved, neither can I recall 
reading of an amoebic granuloma with abscess 
formation followed by gross skin involvement 
as the result of drainage. 
This case is not only of interest to us, but' also 

gives one of us, Lieut.-Colonel A. I. Cox, an 
opportunity to correct an error in aetiology of 
this disease which was described by him in the 
T.M.G., Vol. LXXVI, no. 11 of November 1941. 
Therein is described a 'tuberculous' caecum 

which was not ' tuberculous' involving the 
terminal ileum, caecum and appendix, the whole 
woody hard and intensely cedematous. 

It was suggested then that the disease may be 
due to lymphogranuloma inguinale and the 

treatment excision with ileotransverse colostomy. 
Lieut.-Colonel A. I. Cox went on to say that 

the specimens sent to the pathologist for cancer 
or tubercle proved the cause to be neither, and 
that unlike cases of tuberculosis or cancer, the 
resistance of such patients was so good that 
death was rare, so that verification by autopsy 
was seldom possible, etc. 
What was described at that time must have 

been amoebic granuloma. 
Skin infection is however rare, for why in 

all the resections that must have been done for 

this disease, has the skin not suffered ? And 

why in so many liver aspirations does the skin 

escape ? The answer, I presume, is that in the 

former, the procedure is complete and clean, the 
skin not being infected, while in the latter, the 

diagnosis is so obvious that emetine is always 
given. Yet there are many of us in practice 
to-day who remember that some 25 to 30 years 
ago amoebic abscesses were opened and drained, 
and not infrequently irritated by irrigation. It 
is regretted that skin section was not taken .at 



538 THE INDIAN MEDICAL GAZETTE [Sept., 1647 

the advancing margin of the disease, so as to 
put the diagnosis on a sound basis, but to have 
suggested it would have been tantamount to 

asking the patient to quit hospital and fore- 
swear all further treatment. 

In this case the amceboma had gone on to an 
abscess that precluded excision, and drainage 
with inadequate dosage of emetine resulted in 

gangrene of the skin, for peri-colic tissue had 

already been invaded by the amcebse. Were 
I to recognize this condition again, I should do 
the minimum of opening and cleaning out the 
abscess so gently as to avoid any bleeding from 
the soft granulation tissue, then close the 
abdomen without drainage and put the patient 
on larger doses of emetine. 

I should appreciate the views of other 
readers who may encounter this disease. 

Especially should I like to know the ultimate 
fate of such a case, which was little more than 
one of surgical diagnosis and medical treatment. 


