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A Mohammedan male was referred as a case 
acute intestinal obstruction requiring imme- 

(late operation, by a medical officer of a rural 

^spensary in the district, who had seen the 
Patient a few hours earlier. 

History of present illness.?Three days previously the 
Patient had a sudden attack of vomiting and purging 
flowed the next day by flatulence and constipation. 
Ahe abdominal distension went on increasing and the 
constipation became obstinate without any flatus being 
Passed. There was, .however, no more vomiting, though 
r jlrs.t and nausea were prominent complaints. Enemata, 
administered at the rural dispensary, had no effect and 
an immediate operation was advised by the medical 
attendant > 

Previous history.?The patient, an agriculturist, bad 
'Ways taken ordinary lacto-vegetarian diet with an 

ccasional allowance of meat. The bowels had generally 
regular and he gave no history of any previous 

9dominal complaints.. He denied any indiscretion in 

p Preceding the present acute trouble. 
Physic examination.?The facial expression "was not 

?naracteristic of ' 
acute abdomen'. Cheeks were 

Wshed, lips and mouth diy, tongue coated, with dirty 
Th ^Ur' and margins having a raw appearance. 
s 

e abdomen was greatly distended with the walls held 
/?e}vhat rigid. Spleen and liver were not palpable 
an H^estimil movements neither visible nor heard on 

Scultation. Heart sounds were feeble, pulse 90 per 
re<nV*e'- m?derately full but easily compressible, 
ffewv. 

n rat^er hurried being 30 per minute and a 

rhonchi were present at the pulmonary bases, 

^Pmture 100.5 ?F? urine scanty and high-coloured 
lh no abnormal constituent. No rash of any kind 

arm v-^s^e on the body surface. There was no 

p.gPreciable wasting, no mental symptoms, and the 
eral condition was quite satisfactory. 

hos at>9ve findings made me sceptical as to the diag- 
b* ?f intestinal obstruction and further questioning 
been^ i ou^ ^ac?' patient had really not 
jjjj keeping 'quite well' for about ten days 
ha^f'-'ately preceding the attack of diarrhoea. He 

he h ^is^clined to go about his usual work though 
in th 

^8en ^?^n.g Frontal headache, a bad taste 

con<sr Ifouth, diminished appetite, a tendency to 

gur?r 
at'on an<^ ?hght fullness of the abdomen with 

durTn'11^ ^ ̂ e- ^me defsecation were experienced 
the=?p Peri?d-. He agreed to the suggestion that 
? symptoms might have been due to fever, 

and ]jrovisi?.nal diagnosis of typhoid fever was made 

of c ? Patient admitted into the hospital. The idea 

beinprglCa^ interference was given up for the time 

Cain ?in^ a conservative line of treatment adopted. 
Pota*' 

ia fractional doses by mouth, enemata of weak 
oil KUlrnj Permanganate lotion with added turpentine 

' hypodermic injections of pituitrine and atropine, 

and turpentine stupes to the abdomen relieved the 
retching and thirst, and, although no motion nor wind 
was passed, the patient felt more comfortable, probably 
from relaxation of the abdominal walls. Insertion of 
a flatus tube in the rectum did not prove of any value. 
In the evening I called the civil surgeon to see the case.' 
He agreed with my diagnosis and advised continuance 
of the treatment till the next morning. The patient 
was now put on a mixture containing ammonium 
chloride grains 10, acid hydrochloric dilute minims 10, 
liquor strychnine hydrochloride minims 5, liquor 
hydrargyri perchloridi minims 20 and peppermint water 
one ounce, four-hourly, and fomentations to the 
abdomen were continued. Maximum temperature 
recorded in the evening was 102?F. The general condi- 
tion gave no cause for anxiety. 
At about 4 a.m. the patient passed a lot of flatus 

per rectum followed by two loose motions immediately 
afterwards and the abdominal distension was consider- 
ably relieved. On the next morning the abdomen 
became absolutely lax, the temperature gradually 
subsided and general condition distinctly improved. 
Two nights later the patient had another sudden attack 
of diarrhoea and passed several loose motions accom- 
panied with tenesmus but there was neither nausea nor 
vomiting. This was controlled by withholding all 
food and it was not followed by any abdominal^ dis- 
comfort or tympany. The acid mixture was continued 
and other measures usually necessary for the successful 
management of an enteric patient adopted, as required. 
The temperature declined steadily and became 98?F. 
three days later' with an evening rise up to 99.2?F. 
Two days later, it did not go beyond 98?F._ By this 
time the patient who had been insisting on returning to 
his village-home ever since the relief of the abdominal 
condition could no longer be persuaded to stay in the 
hospital. There was, he asserted, nothing wrong with 
him now and that he must go back;- Necessary 
instructions^ regarding rest in bed and diet were given 
though it is doubtful whether he carried these into 
practice. A few days later I heard that he was well 
and had returned to work. 

Comment 

Although no blood examination was made to 
confirm the diagnosis of typhoid fever, there 

was little doubt' about it on clinical grounds. 
The history elicited from the patient -and his 

physical examination on admission were suffi- 

cient to form such a presumption, while the 

subsequent course of the disease, and the charac- 
teristic behaviour of the temperature in partic- 
ular, confirmed this opinion. The chief point 
sought to be emphasized is the importance of 
taking a detailed history and making a thorough 
physical examination of cases with ' acute 

abdomen' to avoid the catastrophe of undue 

surgical interference based on hasty judgment. 
I am thankful to Doctor Sher Singh, p.c.m.s., 

Civil Surgeon, Jhang, for his advice in treatment 
of the patient and permission to report the 
case. 


