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anomalies associated with unicomuate uterus to 42 out of the
54.

We have been unable to find any previous report of a case
of unicomuate uterus with the additional finding of a dermoid
cyst or other specific cyst or tumour of either ovary.

Many theories have been advanced to explain congenital
anomalies of the female genital tract and the association
with urinary tract defects. They are of absorbing interest, but
no one theory describes all the degrees of malformation.
For discussions on these, th~ reader is referred to the papers
of Ogilvie1 and Neerhut.4

SUMMARY

A case of true unicomuate uterus associated with a dermoid
cyst in an ectopic ovary, as well as an ectopic kidney, both on
the same side as the uterine defect, is reported. The case
appears to be unique in respect of each of these associated
findings. The literature is reviewed with particular reference
to:

Pregnancy in unicomuate uterus.
Clinical findings which might suggest the diagnosis.
The indications for operation in cases diagnosed at

laparotomy.
The particular findings with regard to morphology of the

ovary, tube and broad ligament on the defective side.
Associated defects of the urinary system.

We are indebted to Dr. J. N. de Klerk, consultant urologist
10 the Karl Bremer Hospital, for carrying out and interpreting
the urologicaJ investigations for us, and to Prof. J. N. de Villiers
of the Department of Obstetrics and Gynaecology for permission
to publish the case report.
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ACUTE APPENDICITIS IN AN INFANT
THEUNlS COETZEE, M.B., CH.M., Edendale Non-European Hospital, Pietermaritzburg

Acute appendicitis with perforation in infancy is rare, and
the diagnosis of peritonitis at this age difficult. Etherington
Wilson,4 writing in 1945, found reports of 16 cases of acute
appendicitis in the age-group 0-4 weeks, and he added a
case aged 16 days. Gross5 reviewed 2,070 cases of appendi
citis occurring in infancy and childhood. Of this total only
7 were less than 1 year old, the youngest being 6 months.
He states that appendicitis is quite rare in the first year of
life and infrequent in the second year and from then on it
becomes common.

Creery3 reports the case of an 11-days-old infant who
developed appendicitis and died on the 20th day after an
appendix abscess had fonned. Ch'eng and K'ang% treated
a patient aged 3 days expectantly. At post-mortem ex
amination after death at 12 days an acute gangrenous ap
pendix with diffuse peritonitis was found. Gangrenous
appendicitis was found by Bakerl in a 5-days-old infant
who had developed symptoms 2 days earlier. A similar
fatal case was reported by Meyer,6 his patient being prema
ture and dying at the age of 9 days.

Case report:
N.N.. a 9-days-old male Bantu infant, was brought to the

Edendale non-European Hospital, Pietermaritzburg, by his
mother on 20 July 1957. She reported that the infant had ap
peared indisposed 4 days earlier. As she noticed that the child
was constipated, an enema was administered. The amQunt and
nature of the enema fluid could not be ascertained; a hollow cow
horn was used as a combination douche-can and nozzle and the
amount of fluid was probably not less than 10 oz. No improve
ment followed lhis treatment. Slight abdominal distention ap
peared and increased progressively, the child vomited occasion
ally, and his general condition deteriorated.

On examination. the infant was in extremis; he was severely

....
dehydrated and his abdomen tensely distended; he died during
the examination.

At necropsy a diffuse purulent peritonitis was present with no
attempt at localization. The proximal third of the appendix and

1
Fig. 1. Caecum and appendix showing the gangrenous patch and per
foration in the proximal third of tbe appendix.

the mesa-appendix was swollen and hyperaemic and a gangrenous
patch with a central perforation was present on the antimesenteric
border. The distal two-thirds, apart from adherent purulent
exudate, was norma) (Fig. 1). The mucosal surface of the re
mainder of the intestine was normal.

Discussion
In most of the reported cases of acute appendicitis in

infancy, the condition has been fatal. This is due, no doubt,
to the difficulty of diagnosing the condition before the
onset of complications. This is confirmed by Gross's
figures; 5 of 7 cases less than 1 year old, no less than 6 had a
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perforated appendicitis; of 72 cases in the age-group 1-2
years, 65 presented with the same complication. When
perforation has occurred, the prognosis is poor.

Peritonitis in the infant will hardly ever be diagnosed if
the classici! signs of adult peritonitis are looked for. Rigidity
and tenderness are unreliable in the infant. Generalized
increasing distention is often more in evidence. A tendency
to constipation is the rule.

The danger of purgatives in cases of suspected appendi
citis is very generally stressed. Uncomplicated constipation
often arises as a possibility in the differential diagnosis
of these cases and an enema is often then recommended,
in the belief that such treatment will bring relief if con
stipation is the cause of the trouble, and that it will cause no
harm if appendicitis really exists. 5 It would appear that,
if prescribed under these circumstances, an enema should
only be administered under medical supervision, in order

to ensure its conect use and so that the diagnosis may be
reconsidered afterwards and operative treatment proceeded
with if a strong suspicion of appendicitis remains.

SUMMARY

A case is reported of death from generalized peritonitis
due to perforation of an acute appendicitis in a male infant
aged 9 days. This followed administration of an enema.

The difficulty of diagnosis of early peritonitis in the infant
is stressed.

This paper is published with the permission of Dr. J. Parker,
Director of Provincial Medical Services, atal.
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THE SICK-BED OF THE INCURABLY ILL-
H. R. BAX M.D., Surgeon, from the Arnhem Municipal Hospital, tile Netherlands

Today medicine is scoring triumphs as never before. Our diagnosis
is more minutely accurate than ever, and our therapeutic re
sources are considerable. As a result we are able to improve our
understanding of the essential nature of the disease, and to insti
tute really effective therapy. The results are unmistakable. One
need only look at the average age as it appears from the death
notices in the papers. Assuming that these 70, 80 and even 9O-year
old people have enjoyed a truly good old age, we can rightly feel
satisfaction at having contributed to their reaching this age of
the 'blessed'.

There is, however, another side to this picture. The old-fashioned
general practitioner-and many a specialist of a few decades
ago--did not always know the true character of the disease.
But this did not reduce his therapeutic efforts! It is precisely
because his therapy was often purely symptomatic that the practi
tioner was often forced to be at the patient's bed-side to search
for such manifestations as might cause him to alter his thera
peautic approach. By the very inadequacy of his knowledge he
found it necessary to give the patient his full attention from day
to day, until the very end. How different it is today! When a
patient's condition is to be diagnosed he is 'seized' by the indi
vidual doctor or the team jointly, provided with a diagnosis,
and then referred to the therapist. During this period the patient
enjoys unlimited attention-at least physically-but the attention

. diminishes as soon as the patient has been through the medical
'mill'.

This is partly because a new group of patients immediately
require our attention. We have no time. Apart from this, however,
we should ask ourselves whether we have a sufficient measure
of the right mentality. In many cases diagnosis and treatment
do not call for painstaking observation or intensive sympathy
during a prolonged sick-bed. But let us ask ourselves, are we
capable of offering these in cases in which they are urgently needed ?
I am thinking, in particular, of the incurably ill.

Those who speak or write about a certain discipline of medicine
often do so on the basis of personal experience and with a certain
sense of self-respect. To impress on you the absence of such a
basis in this address, I will tell you that I work with two ward
sisters-heads of the surgical ward in my hospital. However
excellently these nurses may have adapted themselves to modem
trends, they are none the less of the old-fashioned school. Nothing
is more important to them than the correct care of the patients
under their management. They do not hesitate to criticize and
I am given to understand that I give insufficient attention to my
patients as human beings. This, they tell me, holds true par
ticularly for two groups of patients, Le. (I) those who in my
opinion-but not in the opinion of the patients themselves!-are
not particularly interesting, and (2) a group of patients who
have every confidence in the doctor, but who at the same time
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are inclined to take up too much of his time. My nurse-critics
concluded that I devoted too little of my time to my visiting
rounds, and they found a solution to fill the gap. They themselves
took over this part of my duties, referring to me only when they
had to. Thus I am occasionally given to understand that my
presence at a sick-bed is required in this case or that. This arrange
ment has proved to be very useful, and it has led me to certain
considerations which constitute the basis of this address.

After such an introduction it can be understood that this paper
is in fact based on my own failure. There is also another aspect
to which I must draw your attention. Although in the course
of my talk I may occasionally appear to give an indication of a
line of action, it is not by any means my intention to impose my
personal conviction on you. I expound my views, but only in the
hope that you in turn will form your own opinions on this subject.

SHOULD THE PATIENT BE TOLD?

In the first place, then, there is the question of the approach
to the incurably ill. Should these patients be tactfully informed
of the gravity of their condition or should they be left in ignor
ance? There are differences between various countries in the
attitude taken in this respect. In the Scandinavian countries
many practitioners cautiously discuss their patients' conditions
with them. In the United States it is held that the patient who
is incurably ill should be told quite plainly that his life will end
within a relatively short time. The motivation of this attitude
is that every human being has the right to decide on his way of
life. Even if the remaining time is Short, the individual should
be enabled to decide how to spend it.

How do such people behave after having heard the 'verdict'?
In many films and novels personalities are described who accept
their fate with courage and manage to give a rich meaning to
the last days of their lives. I venture to say that this representa
tion is not in accordance with reality. I am convinced that very
few individuals are able to cope with such a situation. Each of
us has encountered the patient who--at the very first contact
immediately demands to be told the truth. In the past I occasion
ally gave in to these demands, and my experiences were unfavour
able. Even those who had been quite emphatic that they knew
better were greatly tortured by the certainty of the approaching
end. I have become convinced that patients should be kept in
ignorance for as long as possible about the true nature of their
condition.

This view requires some justification. Man must die----even
if he is privileged never to be seriously ill or entailed in a fatal
accident. The cause of death from age lies in physical wear and
tear, but we become aware of wear and tear only as we advance
in age. In the same way, as a rule we hardly think of death until
age reminds us. Until then we are too young and too strong!
It is not until a di5aSter shocks the nation, or until we have seen
the sadness of a departure in our own circle, that we begin to


