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Abstracts

THE LARYNX BY INJECTION

By Lieut.-Colonel Sir James R. Roberts,
C.LE.,, M.B,, M.S,, F.R.C.S.

From the British Journal of Tuberculosis
of July-October, 1940.

The method described here of dealing
with Laryngeal Tuberculosis, Chronic Lar-

£tis and Pharyngitis is widely used in
Y: a, for the treatment is simple, cheap,
and easy to a ter,

The majority of patients treated for
pulmonary tuberculosis in the Indian ser-
vice suffer from severe cough with some
vocal failure. Laryngoscopic examination
show a red, irritated pharynx and larynx,
often without ulceration, which produces
dyghonia and dysphasia. ]

leviation of the symptoms is by the
following treatment:

Technique: Injection of the interior of
the larynx with one in sixty carbolic solu-
tion underneath the mucous membrane,
where it diffuses into the surrounding
tissues. The dose is usually one-half c.c.

The solution used is:
Acid carbolic *¢ drachm.
Glycerine 2 drachms.
Sterile water 4 ounces.
Planocaine may be added as required
before injection.

The injection is made under aseptic pre-
cautions, by passing the needle through
the skin over the notch of the thyroid
cartilage, then advancing the needle along
the inner surface of the thyroid cartilege
for about half an inch, so that the point
of the needle rests in the submucous tis-
sue close to the ventricle of the larynx.
The dose is injected and the needle with-
drawn. Both sides of the larynx can be
injected in this manner,

; To injt:‘cet the ex:;i'nsiciplortions gf the
arynx, arytenoids, epiglottis and ven-
tricular fold, the throat may be cocain-
ized, and a ﬂnfer passed down to guide
the tcﬁnlge of the needle and prevent
piercing of the mucous membrane.

This treatment requires only a few in-
jections. The cough, dysphonia and dys-
phagia disappear very rapidly.

e method of treatment is based on
the principle that surface applications do
not affect disease deep to mucous mem-
branes. The principle is borne out in
cases of tuberculous ulceration of the
larynx, where the ulcers healed rapidly
when the injections were made below the
surface of the mucous membranes. Sim-
ilar treatment with equal success has
been carried out in tuberculosis of the
bladder and in ulcerations of the rectum.

A. A. MacDONALD, B.Sec., '42,

DIRECT DRAINAGE OF LUNG
CAVITIES IN PULMONARY
TUBERCULOSIS

By J. V. CUSSEN, M.B., B.Ch.

Medical Supt., Belgian Sanatorium,
Montana, Switzerland.

British Medical Journal, Jan. 25th, 1941.

Direct drainage of lung cavities, intro-
duced by Prof. Monaldi of the Forlanini
Institute in Rome, offers interesting pos-
sibilities in the treatment of pulmonary
tuberculosis. The method and theory of
direct drainage are based on conclusions
drawn from Prof. Morelli’s work on the
mechanics of respiration.

Cavitation in a lung depends on two
factors: biological and mechanical. As
the initial tubercles in bronchioles and al-
veoli coalesce, they form consolidated
areas, which, if the process is not arrest-
ed, break down into caseous areas with
cavity formation. If the biological factor
predominates, the caseation becomes more
extensive, and clinical signs such as fever,
cough, and sputum present themselves.
If the mechanical factor predominates,
quite extensive cavitation may occur in
individuals showing little or no clinical
evidence of disease. These cases are
picked up by radiological means,

A lung cavity is subjected to trauma-
tism in the process of respiration, unless
it is drained by & large brounchus.
there is no drainage bronchus, or if the
bronchus is plu, by secretions, there
is considerable difference in
cavernous pressure during inspiration and
expiration. As this appears to be the case
in most cavities, the result is a peri-
cavernous atelectasis of gndunll{ in-
creasing extent. The so called “fibrous
ring” surrounding a cavity is relatively
healthy lung tissue, and often described
in X-rays, appears, from autopsy evi-
dence, to represent atelectatic tissue and
not fibrosis.

A uvi?, if it is to close, must be qt_);—

of some retractile quality. e
pericavernous atelectatic tissue appears
to answer this need. The disappearance
of a cavity treated by artifi pneumo-
thorax, maintained at negative pressures,
may well be due to re-expansion of col-
lapsed alveoli. The collapse therapy aims
at elimination of trauma due to respira-
tion, which appears to be the t fac-
tor producing pericavernous atelectasis.

Cavities with the mechanical factor pre-
dominating have a retractile quality, in
contrast to those with a predominant bi-
ological factor.

e direct drainage af a cavity in pul-
monary tuberculosis attempts to combat
the mechanical factor in cavitation by
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HE use of cow’s milk, water and carbohydrate mixtures represents the
one system of infant feeding that “consistently, for three decades, has
received universal paediatric recognition. No carbohydrate employed in this

system of infant feeding enjoys so rich and enduring a background of
authoritative clinical experience.as Dextri-Maltose.

Mumpl“mmmmalulmw-:um In preventing thelr reaching unauthorised persons.
s Mt Jobmson & Co. of Canada, 1.1d., Belleville, Ont.
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producing a negative intracavernous pres-
sure, thus allowing the pericavernous ate-
lectatic tissue to re-expand. It combats
the biological factor by removing the in-
flammatory matter and debris, thus clean-
ing the walls of the cavity.
DRAINAGE TECHNIQUE: The lung
must be adherent to the parietal pleura
in the region of the cavity, so that the
process of drainage will not cause a
pleuro-pulmonary fistula. The position of
the cavity, and the site of entry are de-
termined by careful radiological exam-
ination. The latter must be such that a
recumbent position can be maintained af-
terward. e intercostal space is anaes-
thetized at the chosen point and a long
fine needle is d through to ascertain
the position of the cavity. The direction

a trocar introduced along the path. A
cannula is inserted and the trocar with-
drawn. A suitable catheter is introduced
and left in position when the cannula is
removed. e catheter is fixed to the
chest wall and covered with a dressing.

Aspiration is begun in twenty-four
hours, a filter pump connected with a
manometer being used. The initial pres-
sure must be very low, and the increase
gradual. The cavity slowly closes and
the drain is removed when the cavity is
nearly closed. Final obliteration of the
cavity usually will not take place till the
drain is removed. The period of drainage
usually lasts three to six months.

The results obtained on the cases tried
were very remarkable., The efficacy of
this treatment as regards permanent clos-

of the needle can be controlled by fluoro-
scope. The fine needle is withdrawn and

ure cannot be estimated without a longer
period of observation.

CASE REPORTS

TWO CASES OF ECTOPIC GESTATION
(Presented with the permission of the staff of the Prince Edward Island Hospital)

CASE L
Mrs. M., white, female, aged 40 years.
Admitted to hospital December 29, 1940, for diagnosis.

COMPLAINTS: 1. Pain in abdomen.
2. Fainting attacks.
3. Nausea and vomiting.

HISTORY: In the latter part of November, 1940, patient was seized
with a sharp stabbing pain in the right side of the abdomen. She fainted
at once and again an hour later. She became nauseated and vomited
several times. The next day she began to “menstruate” and she had what
she described as a normal period, the discharge stopping after 5 days.
Though she did not feel entirely well at any time, having some lower
abdominal pain and discomfort daily, she carried on till December 6, 1940,
at which time she had another “period” which lasted 8 to 10 days and was
associated with much crampy lower abdominal pain. On December 23,
1940, she again began to bleed p.v. and this continued for 5 days to
December 27. For the first time the patient admitted that the discharge
was not like her usual, being thicker in consistency, dark brownish in
color, and scanty in amount. On December 28, she had a very severe
attack of pain in her right lower abdomen. She had much nausea and
vomiting and a feeling of extreme weakness though she did not faint.
By December 29 the pain had spread over the whole abdomen and she was
so tender that she could not bear the weight of the bed-clothing.

MENSTRUAL AND OBSTETRICAL HISTORY:
Periods began at age 138, 5/28 day type. Always regular.
Patient has had 9 pregnancies, all normal in every respect.




