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on whether the patient was getting better or was getting worse.
This poor evaluation of the clinical picture was obtained in
spite of ready availability of biochemical data to all three
observers, and despite the provision at each assessment of a
detailed data chart concerning the patient's symptoms, temp-
erature, pulse rate, and stools during the 12 hours before each
assessment.
What is not clear from the present study is the extent to

which the patient with severe ulcerative colitis represents a
"special case." Other authors, notably Meehl (1959), Bean
(1960), Kahn (1960), and Saiger (1962), have commented
cogently on the problems of observer variation in a variety of
clinical situations; but the evidence, summanzed admirably
by Nacke and Wagner (1964), is somewhat conflicting. It
therefore remains an open question whether the alarming
magnitude of observer variation we have recorded in severe
ulcerative colitis reflects specific difficulties in the examination
of such patients, or whether it merely highlights a general
problem of which the clinician may not be fully aware. For, as
several authors have pointed out (Scheff, 1963; Horvath, 1964;
Lusted, 1968), the true importance of observer error is neither
its presence nor its magnitude, but the effect which it has on the
diagnostic process and on the physician engaged in that process.
Indeed, with the advent of computer-based systems for pro-
cessing clinical information the degree of observer variation in
the "tradioional" physical examination assumes an added
importance (see de Dombal et al., 1971a, 1971b). We are
currently engaged in additional experiments to investigate this
problem further.
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MEDICAL MEMORANDA

Rectal Impalement with Perforation
of the Bladder

P. A. JOHNSON

Britsh Medical Journal, 1971, 2, 748-749

Impalement injuries of the rectum have frequently been
reported. The key to successful treatment is early recognition
of the rectal injury and provision of a defunctioning colostomy.
Perforation of the bladder following rectal impalement is
extremely rare. The present report shows how prompt treat-
ment of this apparently severe injury may lead to a favourable
outcome. In neither case did a rectovesical fistula persist. The
tendency to spontaneous closure of these fistulae has previously
been reported (Dodd, 1900; Hamilton Bailey 1942; Klein and
Scarborough, 1953).

Case 1

A girl aged 9 years was admitted to hospital after falling on the leg
of an upturned stool. Examination under anaesthesia showed a
small laceration at the anal margin and a laceration of the anterior
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wall of the rectum at about 6 cm through which a finger could be
passed into the vagina. In the anterior fornix there was a 1-cm
laceration through which bladder mucosa was seen. Laparotomy
showed no intraperitoneal injury, and a left iliac loop colostomy
was established. The laceration in the anterior wall of the vagina
was closed with catgut sutures, and a Foley catheter was placed in
the bladder. Three months later the colostomy was closed.

Case 2

A joiner aged 31 fell down some steps on to the end of a wooden
stake, sustaining a penetrating injury of the rectum. After removing
the stake he felt a gush of urine escape from the rectum. On
examination the abdomen was soft and free of tenderness. Bowel
sounds were heard. There was an abrasion across the right buttock
and a 5-cm laceration extending into the anus. The patient was
examined under anaesthesia in the lithotomy position. Gentle supra-
pubic pressure caused urine to escape from the rectum. Through a
lower midline incision the bladder was opened to show a punctate
hole 2-5 cm in diameter just above the left ureteric orifice. The hole
was closed with two layers of catgut and the bladder was closed in
two layers around a Foley catheter. A drain was placed in the
perivesical tissues to the left of the bladder. The peritoneum was
opened and exploration showed no intraperitoneal injuries. A left
iliac loop colostomy was established and opened after the abdominal
wound had been closed.

Inspection of the perineal wound showed that most of the anal
sphincter had been severed, but the anorectal ring was intact. A
Goligher anal retractor was inserted to reveal a hole 4 cm in dia-
meter in the anterior wall of the rectum about 8 cm from the anal
margin. This hole was dosed from within the lumen of the rectum
with two layers of interrupted catgut; Two catgut sutures were
inserted to reconsruct the anal sphincter. A gauze roll soaked in
Eusol was inserted into the perineal wound.

Postoperative Course.-Six days later an intravenous pyelogram
showed contrast medium to leak from the bladder into the rectum
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(Fig. 1); after 18 days a cystogram showed only a small extravas-
tion (Fig. 2); and 32 days after operation the bladder appeared nor-
mal and the catheter was removed. By this time the pen-
neal wound was healed and the anal sphincter was felt to be intact
Forty-seven days after the initial injury the colostomy was dosed
and the patient was discharged home, continent of urine and faeces.

lIG.-Ca. e2..' Int u pelo aEn.'
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SiX days after operation.

Comment

When there is a history of a fall on to a sharp or protruding
object, particularly if there is rectal bleeding, perforation of the
rectal wall must be suspected. Abdominal exmination may
show signs of peritonitis. The urine should be exaniined; if it is
blood-stained a cystogram may show the site and extent of
damage to the bladder. Haematuria, however, does not neces-
sarily indicate bladder perforation. PlainI x-ray examiination
may show free gas under the diaphragm. A general anaesthetic

FIG. 2-Case 2. Cystogram taken 18 days after
operation.

is required for satisfactory examination, and proctoscopy will
usually show the laceration in the anterior rectal wall. Laparo-
tomy is indicated if there is any doubt about peritoneal involve-
ment. At operation careful exploration must exclude other
intraperitoneal injuries and a left iliac colostomy must be
established. If the bladder is injured a perivesical drain and
catheter are essential. After careful surgical toilet the perineal
wound is left to heal by granulation.

I wish to thank Mr. L. T. Cotton for his advice in preparing
this paper, Mr. R. M. Feroze for permission to publish details of
the patient under his care and Mr. A. Yates-Bell for his help at
the operation of the second case.
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Peritoneal Dialysis for Lithium
Poisoning

J. H. P. WILSON, A. J. M. DONKER,
G. K. VAN DER HEM, J. WIENTJES

British Medical journal, 1971, 2, 749-750

Overdosage of lithium carbonate can cause serious intoxication,
and several fatalides have been reported (Corcoran et al., 1949;
Hanlon et al., 1949; Stem, 1949; Schou et al., 1968; Hawkins
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and Dorken, 1969). There is no specific antidote, and treatment
has been limited to supportive measures and attempts to
increase the removal of lithium from the body. Saline infusion
with or without forced diuresis and alkalinization of the urine
is usually sufficient (Schou et al., 1968; Thomsen and Schou,
1968). In two patients treated by haemodialysis (Amdisen and
Skjoldberg, 1969; Hawkins and Dorken, 1969) serum lithium
levels rose markedly again after the haemodialysis was stopped,
and one died. Presumably this rebound effect was due to
delayed redistribution of lithium from the tissues. In the
following case of severe overdosage the patient was treated
with peritoneal dialysis because it was thought that prolonged
continuous dialysis would allow time for the plasma and tissue
lithium levels to equilibrate.

Case Report
A 45-year-old man who had been on lithium carbonate 2,700 mg
daily for recurrent mania developed on the day before transfer to
our department the classical picture of lithium intoxication, with
retching, tremor, myolonic contractions, and a decreased level of
consciousness. On admission he was comatose, responding inter-
mittently to painful stimuli. Respiration was regular. The head
remained preferentially turned to the left. The pupils were central,
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