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engages in the opening of the posterior urethra. There is always a certain amount of
pain while it passes through the membranous portion.. If the prostate is enlarged there
may be a slight feeling of obstruction just before the point of the catheter enters the
bladder. This may be avoided by withdrawing the catheter about half an inch and
rotating it slightly to one side, but in most cases this is not necessary.

FOREIGN BODIES.
BY FRANCIS MUECKE, C.B.E., F.R.C.S.

PROBABLY no other effort, however successful, gives the operator quite the same feeling
of pleasure as the quick and efficient removal of a foreign body from any of the air
passages, cesophagus, or auditory meatus. The grave dangers resulting from the
presence of the body, and the efforts to remove it, are too well known to need
recapitulating in this short statement.

The usual foreign bodies met with are beads, buttons, or similar articles in children,
ends of match sticks in adults, or fleas in either. History and inspection cannot fail to

diagnose the intruder. The practical maxim here is to persevere with
Auditory syringing (war-m saline) unless (i) the foreign body is sharp; (2) YOU
Meatus. have reason to believe the drum is perforated; (3) it causes acute giddiness.

Should syringing be unsuccessful, or contra-indicated, recourse must be
had to the direct method, but only in hands accustomed to working with lamp and
frontal mirror, as the danger of injur-ing the drum is great. AIn anaesthetic is essential,
and the operator must try and get behind the body with hook or scoop, forceps tending
to slip over the object. Spirit. vini rect. 8o per cent. will suffice to kill all inisects.

Similar foreign bodies are to be found here, especially in children, in whom a
unilateral nasal discharge is generally pathognomonic. In adults it is usually a rhinolith

(calcareous deposits around some nucleus). The danger here is that the
m6se foreign body may slip back during removal attempts, and perhaps lodge

in larynx or bronchus. Syringing is therefore unwise. The method of
removal is with head light, speculum, and an anaesthetic, to get well behind the object
with a broadish hook and draw it forwards.

It is extraordinary how many people come to hospital complaining of a fish-bone
stuck in the throat, and that in less than 5 per cent. of the cases is there anything

present. It is indeed difficult to persuade the patient that it is the small
Pharynx and injury due to the prick of the bone, and not the bone itself that they feel.
(Esophagus. The favourite sites of lodgment are the tonsils, pyriform fossae, behind

the cricoid, level of the aorta and the cardiac ostium.
False teeth, mutton bones, coins and small toys are other frequent visitors.
The first point to realize is, that only in the case of a foreign body in the neigh-

bourhood of the larynx, and affecting the breathing, is there any grave urgency. An
inspection of the pharynx and larynx with the laryngoscope will readily involve or
eliminate these parts. Any froth seen behind the larynx is very indicative of cesophageal
obstructioni. If nothing be seen and the patient still complain of inability to, or
difficulty in swallowing, recourse should be had to the X-ray. Direct screening at once
discloses the presence of any foreign bodies except fish, cooked small meatkbo-nes,
gristle, or similar substance, to identify which it is necessary to give a barium drink (oi-
pellet), noticing any check to the downward passage.
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In considering treatment, except whetn the foreign body can be seen by direct
vision and easily removed with forceps, the definite statement must be made that some
kind of cesophagoscope in skilled hands is the only possible means of removal, all such
instruments as the coin-catcher and probang being left in their proper place-the
museum. Again the greatest danger lies in the removal, which must only be attempted
by experienced hands.

One of the most difficult foreign bodies the author has had to remove was a coin-
catcher with penny in situ caught by the cricoid ring.

Personally, the author prefers a general anaesthetic, although in America the local
variety is in more general use. It is of the greatest importance that no reflex cesophageal
muscular movement occur during the passage of the tube and subsequent manipulation.
To prevent this, the author always combines cocaine (5 per cent.) spray and swabs as
an adjuvant. Nothing is more likely to cause the ever present danger of an cesophageal
rupture than spasmodic muscular contraction against the advancing tube, or the
being-pulled-out foreign body.

The secret of success is quiet confidence in the passage of the tube. Look for the
uvula, the epiglottis, the points of the arytenoid, and slowly on to the opening and
shutting space with each breath. The position of the head (held by an assistant) should
be constantly guided by the operator as the instrument passes slowly and easily towards
the level the X-ray has indicated. Should this be passed the tube should slowly be
withdrawn as the foreign body may have got hidden among the mucus membrane folds.
Once the foreign body has been .spotted, remove it with the long forceps. Do not
show it to others, as this is almost always a fatal practice. The presence of sharp points
in the object must always be remembered, as bone edges or tooth-plate prongs. It is
then advisable to catch hold of the sharp end, turn the body, and remove in the
perpendicular position.

If at any time of the search there is much bleeding the operation must be stopped
and attempted again later. The danger, of course, is a rupture of the cesophagus.
Should this occur, the only hope is an immediate external drainage. Rest should
always be given the oesophagus for twenty-four hours after the operation.

The knowledge of the disappearance of something held in the teeth or mouth,
followed by violent coughing, is a very typical history of this serious calamity. Studs,

teeth (during extraction) and small nuts are the most frequent offenders.
Trachea and An examination of the air entry into each lung, followed by an X-ray,
Bronchua. and the immediate help of a specialist, are the main practical points for

the general practitioner. On the other hand, the author has met with
several cases where a foreign body existed in some part of the bronchial tract and was
only discovered when a careful observer had an X-ray taken to see the part of the lung
affected by the supposed tubercle bacillus or troublesome cough. A piece of an old
tracheotomy tube and a tooth stopping were thus discovered many months later.

When the foreign body has progressed beyond the primary bronchize, or is difficult
to see (pin), it is of the greatest advantage to do the removal operation in close
co-operation with the X-ray operator in his department. A preliminary tracheotomy,
with subsequent search through this opening, is often of the greatest assistance in the
removal of a far-distant object, and it is a very wise procedure when the original search
was unsuccessful. There is always the possibility of a violent cough fixing the article
in the larynx and causing asphyxia.
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