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2 Enlarged Cirvhotic Liver,

kidney ; also without it many flaccid enlargements of the liver
may be overlooked, as well as others where the organ has fallen
away from the anterior abdominal wall. The left hand should
be placed in the loin with the finger tips just outside the erector
spinze and pointing directly towards the lumbar vertebra ; the
right exercising a light but firm and steady pressure on the
abdomen immediately to the right of the rectus muscle, with its
finger tips pointing towards the right nipple. This hand I keep
quite still, merely allowing it to exercise a steady passive resistance
to the abdominal wall, trusting to the patient’s inspiration to bring
the liver edge down to my finger tips : this passivity I think is
of considerable importance, as I find my fingers are more sen-
sitive to delicate impressions when at rest than when actively
seeking the liver. This does not prevent my taking up a fresh
position with this hand should I fail to discover the organ in
that assumed at first.

The patient I prefer to be lying on a couch, supine, with the
trunk at an angle of 30" with the horizon and the head well
supported. I do not find that flexing the thighs upon the pelvis
is of much assistance.

It is obviously impossible for me to speak with any accuracy
as to the frequency of the occurrence of enlarged liver in any
given affection. The following statistics, therefore, simply indi-
cate the number and nature of the cases amongst my private
patients during the past five years in which I have observed, and
noted down at the time of observation, undoubted hepatic
enlargement.

TABLE A.
Number of Average Extent of Liver
Disease. Cases. beiow Costal Arch in R.NV.L.
1. Alcohol 21 ... 3 inches
2. Obstruction in Lung 16 A
3. Abdominal Catarrh 13 N My SRR
4. Gout ... 7 Tl 5
5. Phthisis 11 P
6. Cardiac Debility 10 kL] s
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Of the 84, in 16 instances the enlargement was due to some
obstruction in the lungs other than tubercle, and in these the
average extent of the liver below the ribs was 114 inches,

In 13 the cause is best described as abdominal catarrh,
by which I mean some debility of the alimentary tract leading
to repeated irritation. Chronic gastritis, gastro-hepatic catarrh,
intestinal catarrhs with. chalky stools, sick headaches with
erythema papulatum, are some of the diagnoses included under
this heading. 134 inches was the average extent of these livers
below the costal arch.

Undoubted gout was the cause in seven, the liver edge
reaching two inches below the ribs, oftener, it is true, visceral
than arthritic in its manifestation, but in this respect agreeing
with Trousseau when he says: “The liver which in regular
gout is so often involved, is still oftener affected in abnormal
(anomalous) gout.” Between these cases of wvisceral gout and
those previously spoken of under abdominal catarrh no hard-
and-fast line can be drawn, yet still it seems advisable to attempt
some division.

In 11 pulmonary tubercle was the disease suffered from.
Here there does not seem any special reason why the liver
should become irritated or passively congested ; nor is cirrhosis
or venous congestion the condition found after death. The
amyloid liver used to be considered the special result of
pulmonary tubercle, but now fatty infiltration and degeneration
is recognised as by far the commoner. ‘“Of 52 persons dying
from tubercle, and whose autopsies I have recorded,” says
Murchison, *the liver was fatty in 2o and waxy in six, and’ in
three of the six there was likewise caries of the bones.” Caries
of bone is a well.known cause of amyloid liver; hence in
only three of Murchison’s cases can we fairly say the waxy liver
was due to pulmonary phthisis, and these three may well have
been instances of prolonged suppuration of the lung.

Ten of the patients suffered from cardiac debility. By this
I mean a weakness due to a primary defect of the heart itself,
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when it reached to the edge of the costal arch; also that it was
normal in size when one failed to feel it at all. It is evident
that there is no attempt here at anything approaching exactness,
and any quantitative conclusions which may be drawn can only
be vague. Especially must this be so since the spleen enlarges
in such different directions, sometimes aiming straight for the
umbilicus, and sometimes falling back into the loin parallel
with the left kidney and simulating an enlargement of this
organ,

The anatomy of its circulation would appear to insist that it
should enlarge to a smaller extent than the liver when the
condition is one of thoracic obstruction, as the liver then acts as
a buffer between it and the thorax. But when the hepatic
enlargement is due to an irritant conveyed by the systemic
arteries, then the spleen should be the more notably affected,
for (1) it is ‘more freely supplied with arterial blood, (2) its
structure is more expansile, and (3) it suffers from venous back
pressure, as it has to send its blood through the liver, which is
already congested by the same irritant as itself.

When the liver affection is due to an irritant conveyed by the
portal vein the attitude of the spleen becomes somewhat
complex. The liver evidently bears the brunt of the attack,
and at first should alone be affected; but later, as it gets
diseased and blocked by the cirrhotic growth, the effect of back
pressure upon the spleen should become manifest by this
latter’s enlargement., Moreover, the more diseased the liver
the less able, one would imagine, would it be to cope with the
irritant and destroy it. This, therefore, would reach the
systemic circulation, and in this way, also, would the spleen
suffer injury. In cases of portal irritation it would thus seem
that enlargement of the spleen points to an advanced stage of
the disease.

An analysis of the cases under consideration fairly substantiate
these suggestions.
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The 11 cases of Phthisis stand on a plane by themselves ; as
I have said, the change in the liver is chiefly a fatty one, and so
far as I know the spleen is not susceptible to this degeneration.
Hence it is, perhaps, that only 2 of these 11 had enlarged
spleens ; the increase in the spleen being then % that of the
liver. It may well be that in these two instances amyloid
degeneration had taken place as, to this, we know the spleen is
very liable. In this regard it would be very interesting to learn
the experience of surgeons as to the condition of the liver and
spleen in cases of long-continued suppuration.

Coming to the cases where portal irritation was the cause of
the hepatic disease, we may with advantage make two classes—
alcoholic and non-alcoholic. Of the 20 non-alcoholic, in only
3 were there big spleens, and in these 3 the splenic increase
was but one-third the hepatic. Of the 5 alcoholic, in which the
size of the spleen is definitely noted, in 3 it was increased, and
the increase was three-sevenths that of the liver. That is, in
25 cases of portal irritation with enlarged livers, in 6 was the
spleen also large ; and in these 6 the ratio of splenic to hepatic
enlargement was as 8 to 21.

These figures are very near those of thoracic obstruction ;
and if we take the non-alcoholic ones by themselves, the effect
on the spleen is even less than in those due to venous back
pressure. The irritants are apparently destroyed before they
leave the liver, so that the spleen merely suffers from the
obstruction in the liver which they produce, and, moreover, this
obstruction does not seem to be great. But when the irritant
is alcohol, the spleen suffers much more severely, not alone I
think because this produces much greater obstruction in the
liver, but because alcohol passes on beyond the liver through
the pulmonary into the systemic circulation, and is thus more
nearly allied to the class of systemic irritants. It must be
remembered, too, that the non-alccholic cases were not cases of
severe disease ; they were mostly instances of functional
digestive troubles.

There are some noteworthy points in the pathology of hepatic
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cirrhosis. The liver tissue can be irritated by the retention of
waste products—passive cirrhosis—as in obstruction of the
hepatic vein or bile ducts, or by the bringing to it of injurious
material—active cirrhosis—either by the portal vein or hepatic
artery. This arferial cirrhosis is not yet fully admitted, but the
effect upon the liver of constitutional poisons, such as those of
the acute specific fevers and of malaria, is strong evidence of its
existence ; moreover, Dr. Schupfer, of Rome (Zancet, 17, iii.,
1894), has shown that the liver not only destroys poisons
brought to it by the portal vein, but that it also does so when these
are injected subcutaneously. There are thus four anatomical
sources from which cirrhosis of the liver may arise, and to some
extent the distribution of the resultant fibrous tissue depends
upon the particular set of vessels involved. But this occurs, I
think, to a much smaller extent than one would anticipate. In
the early stages of disease no doubt the morbid anatomy is
distinct ; but soon overlapping must occur, and the conditions
as we meet them in the pos# morfem room are not seldom indis-
tinguishable under the microscope. Senator, e.g. (Berl. kitn.
Wock., 18, xii., 1893), says that cardiac and‘pﬂrtal cirrhosis
cannot always thus be differentiated, the portal and hepatic
radicles being jointly involved in both. And Sieveking (Cent.
S alle. Path.,, 31, xii,, 1894), as a result of a microscopical
examination of zo cases of atrophic cirrhosis (not all alcoholic),
states that the proliferated connective tissue infiltrated the liver
substance in quite an irregular manner, the variations being so
numerous that no particular type of proliferation could be
recognised.

Perhaps the irritation of the parenchyma—as shown by the
division of the nuclei and wasting of the cell substance, thus
producing the so-called new bile ducts—and the intralobular
fibrous growth are more frequently observed in those livers
which show increase of size, yet these morbid changes are by no
means confined to this class but are to be found in extremely
contracted forms. The difference in size appears to be due to
purely mechanical conditions and to have no etiological value,
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arising partly from the amount of fibrous growth and partly from
the amount of compression the parenchyma undergoes owing to
the disposition of this growth. And yet perhaps this is not
entirely the case: so far as my limited experience goes there is
one variety of fibroid change which is almost entirely confined
to the enlarged liver. I cannot do better than quote Dr.
Bristowe’s clear description of it:—“The liver is extremely
dense in texture, and on section is found to be largely infiltrated
with dense greyish, sfohtly transiucent connective tissue. This
does not form a distinct network as in the hobnailed liver, cic-
cumscribing definite groups of hepatic lobules, but is rather a
diffused growth in which the remnants of the hepatic parenchyma
are scattered irregularly in yellowish masses from the size of a
poppy-seed to that of a pea. In some parts the hepatic tissue
predominates and there is an approach to the hobnailed con-
dition ; in some almost every remnant of the natural structure
has disappeared, and dense fié»oid tissue alone remains.” 1 have
little to add to this, but I would emphasize the fact that it is
transiucent jfibroid material with little or no evidence of fibril-
lation which forms these masses of new growth—masses, each of
which not seldom reaches the size of six or more lobules.
Within them may usually be seen scantily scattered groups of
not more than two, three, or four cells of the parenchyma ; these
are wasted, very often the nuclei alone remaining. At the cir-
cumference of the masses the fibrous network again assumes its
sway, but within it the * bile-duct” formation is especially fre-
quent. It is generally allowed now that these “bile-ducts” are
but double rows of degenerated and irritated liver cells, or rather
double rows of the nuclei of these; and Dr. Crooke has given

'me several sections where these nuclei are seen undergoing

various changes through the fusiform connective tissue cell up
to the fully-formed fibre.

Everyone who has had any experience in the treatment of the
large livers due to portal irritation must have noticed how very
rapidly they will increase in size from apparently slight causes.
A liver which yesterday reached but two inches below the ribs
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gastro-duodenal divisions of this hepatic branch it must greatly
reduce the pressure in the remaining division, that is the hepatic
artery itself, Thus the pressure in the hepatic artery undergoes
a twofold reduction.

Hence, in all cases of hepatic congestion, the more or less
constant use of some such saline as is contained in a natural
aperient water i1s to be advocated. This of itself is often
sufficient ; but if a stronger remedy be required, it is well to
supplement it by local leeching, blistering, or fomenting, or by
the use of a hepatic stimulant. Of hepatic stimulants I have
tried many, but the two which have given me the most con-
stantly beneficial results are mercury and rhubarb. Nitro-
hydrochloric acid has occasionally acted brilliantly, but far
oftener has it failed. Chloride of ammonium has never shown
anything but a feeble power in my hands. Podophyllin so
often has upset the functions of the alimentary tract, Euony-
min to my mind is much overrated, and formerly I used it
largely. On the other hand, I have faith in the stimulating
action of the salicylates, especially when these are united to
small doses of colchicin.

For all glandular organs calomel is a bad purge but splendid
stimulant. Given in small doses of one-sixth to one-twelfth of a
grain t.d.s., it so stimulates the ahdominal glands that a mild
saline aperient is able to freely open bowels over which this had
no power at all previous to the administration of the calomel.
But as a purge it often unduly depresses the patient, probably
because so large a quantity too strongly stimulates the gastro-
intestinal glands with which it comes into direct contact, whilst
the single large dose so quickly passes out of the body that it
fails to sufficiently stimulate the more remote glands (liver e. g.)
as the less irritating fractional doses do. Who has not ex-
perienced the woeful debility and melancholy nausea with
distaste for food following a too large dose of calomel? Perhaps
this is why such a dose goes well with alcohol or opium, as these
two drugs tend to inhibit glandular action.

If the condition be accompanied by gastro-intestinal catarrh,
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Parer I1.*
THE ALCOHOLIC FORM,

I have for some years felt that not sufficient prominence was
given in our text-books to the enlarged form of alcoholic cir-
rhosis of the liver. It has always seemed to me curious that,
whereas in cirrhosis from other causes, ez, cardiac weakness
and syphilis, increased size has been recognised as a common
condition, to the cirrhosis of alcohol has been attributed a
peculiar contractile force. I admit that opinion has changed
much of late and that the existence of the enlarged variety is
freely admitted. But the Authors of Text-Books are, quite
rightly, very conservative and they still largely qualify this
admission by the sugzestion that the enlarzement may be
merely an antecedent state to following atrophy, or, granting its
individuality, they couple with it a clinical state quite different
from that of ordinary alcoholic cirrhosis, including such symp-
toms as marked jaundice, absence of ascites and delirium,.

Let me read to you the description given by Dr. Frederick
Taylor in his excellent manual.

“This fibrous tissue in course of time contracts, and thus
compresses more and more the hepatic cells, the branches of
the portal vein, and perhaps the bile-ducts. The varying size
of the liver is thus in part, at least, dependent on the stage of
the process. The organ is at first enlarged by the over-growth
of connective tissue, and very large cirrhotic livers also contain
a quantity of fat. If the patient lives long enough, the tissue

* Read in the Section of Medicine at the Annual Meeting of the
British Medical Association in London, August, 1895.
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than natural, and sometimes it is very greatly reduced in weight.
The post mortem records of Guy's Hospital record several
instances in which the organ has weighed as little as 32 or 34
ounces, and cases have been recorded in which it has been still
smaller, But not uncommonly a cirrhosed liver is found after
death to be of the natural size, or even above it. Whenever
considerable enlargement is present, I believe that the organ is
almost always also loaded with fat”

But this view is not confined to the statements of text books.
Dr. Saundby in a valuable paper read before the Association in
1890 on the “ Varieties of Hepatic Cirrhosis” gives the size of
the liver in the alcoholic variety as ‘““usually small;” in the
cardiac, *““usually large;” in the gummatous, “irregular;” in
the scarlatinal, “ normal ;” and in the other six “large.” He
thus makes a broad clinical distinction between the alcoholic
and other forms of cirrhosis. Such a distinction as this is not,
I believe, in accord with the facts of the case.

It seems to me we have come to a stage when the student can
quite justifiably be taught a simple, clear and unified doctrine
on this condition. I will venture to put my meaning into words.

Prolonged excess in any variety of alcohol produces a chronic
form of inflammation which, as is usual in such inflammations,
selects for special attack the supporting structure rather than
the parenchyma of the organ. As the alcohol is brought to the
liver by the portal vein it is only natural that the portal spaces
should bear the brunt of the attack and suffer most, but the
intralobular connective tissue is also affected and the parenchyma
itself not seldom undergoes injury. After any special indulgence
the inflammation is of a more acute nature and is accompanied
by acute hyperemia, which latter greatly and suddenly increases
the size of the liver, its edge descending as much as two or three
inches in the course of twenty-four hours, giving to the finger
the sense of great rigidity and hardness. But, with abstinence
from alcohol, this sudden swelling soon subsides and the edge
retires to nearly the position it held before the attack. As the
case progrésses the liver either permanently enlarges or grows
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of the others—this gentleman had taken alcohol, whiskey, to
excess for over forty years, for thirty years his daily average
being not less than 15 o0z, and during the succeeding ten years
not less than 6 oz. Yet the edge of his liver is felt thick, hard
and rounded, 24 inches below the costal margin in the right
nipple line. Moreover during the past six years he has been
moderate as regards alcohol, probably taking not more than one
glass of whiskey a day, hence the increase of size is not likely
to be due to hyperemia. It is true he is stout and troubled
with cardiac dyspncea, but I think the condition of the heart
points rather to fibroid than to fatty degeneration, and no one
feeling the hard tough edge of the liver would suggest that this
had suffered much fatty infiltration.

Class I1. contains those cases where ascites had ensued. It
thus represents a more advanced stage of the disease. These
cases also were relieved by treatment, though if T had been able
to follow them up I should no doubt have found that by this
time many had reached a fatal termination. They are eighteen
in number, and in only nine is the liver noted as having been
felt below the ribs, but in several instances no note is made of
the liver after paracentesis and we know how hard it is to detect
enlargement of this organ when the abdomen is tensely distended
with fluid : moreover, the hepatic dulness is sometimes stated
as being raised aninch or more. Still taking the Reports as they
stand, we find the liver to be increased in size in one half the
cases, the average increase in these being 1% inches ; further,
we must not conclude that because the liver is not felt that
therefore it is contracted, as #ormafly the liver is not palpable in
the right nipple line.

The Third Class—in which the result was fatal but where
no post-mortem examination was obtainable—consists of twelve
cases. In each of the five which died in Hospital ascites was
present, and in the seven taken from my private case-books
there appears to me to be excellent evidence of advanced

hepatic disease.
The liver was felt below the ribs in all my private cases and
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clinical portion of my position, zzz., That in the large majority
of cases of hepatic cirrhosis at all stages of the disease the liver
is felt below the ribs.

But perusal of the posf-moriem reports recorded in my list
and an examination of the sections I submit to you will show
that such is not the case. There is no more fatty infiltration in
the large than in the small livers, It is true that macroscopically
it was recorded that there was an appearance of fatty change,
but the microscope refutes this statement. The explanation of
the discrepancy is probably due to the fact that the parenchyma
is more bile-stained than the fibrous new growths and hence
gives the appearance of irregular fatty deposit. Fatty infiltra-
tion of course does occur, but in no larger proportion than in
the small cirrhotic liver.

This leads me to another point which the list of cases de-
monstrates. 1 at one time surmised that the large livers
belonged to beer drinkers, whilst the small ones were the
especial property of the consumers of spirits. But analysis of
the cases shows otherwise : Of twenty-six beer drinkers the
average extent of the liver below the costal margin was only
14%; inches ; 1} inches was the corresponding measurement of
those who indulged in beer and spirits ; whilst of the sixteen
who were pure spirit drinkers (nearly always whiskey), the liver
reached on the average as much as 2} inches below the ribs.
Further, the largest liver of all those which were subjected to
post-morfem examination—one weighing 92 oz.—belonged to a
gentleman who had for at least twenty years drunk very largely
to excess of whiskey and scarcely at all of beer, though he had
no doubt indulged in wine.

Wine I have taken no special note of: no one of my cases
could be said to have been a wine drinker: though several
spirit drinkers partook freely of wine, yet the excess was nearly
always due to excess of spirit, and with hospital patients wine
played no part at all.

Lastly, In the reports of the cases I have collected there s
nothing to show that jaundice, cerebral symptoms, etc., were
more marked in large than in small livers, whilst ascites is






22 Enlarged Civviotic Liver,

2. Eliz M., 32. “Halfpint beer and occasional spirits.”*
Alcoholic neuritis.  Liver almost to umbilicus ; edge hard, firm,
regular, and slightly tender.

3. Tom H,, 32, “Six pints of beer and some spirits.” Liver
nearly to umbilicus ; edge hard and rounded.

4. Harry B, 10. “A glass of beer every day.” Liver one
finger’s breadth below 7 the ribs.

5. John L., 32. “Two glasses of spirits and one pint of
beer.” Syphilis. Liver two inches below, regular, tender, and
rather hard. Later note: Less tender, softer, one inch below.

6. Ellen C, 40. “One and a half pints of beer daily, and
two ounces of brandy twice a week for ten years.” Spleen one
inch and a half below the ribs. Liver at umbilicus: edge
hard, rounded, rough. and rather tender.

7. Charlie H., 3. “An occasional sip of beer (never spirits),
not more than a quarter of a pint in a week,” is grudgingly
admitted by parents. The child, however, prattles about
whisky, brandy, and gin, and this morning asked for a taste of
the last. Liver two inches below umbilicus, fairly firm, not
hard, edge rounded. Five months later (still in hospital) the
edge only reached one inch below the costal margin.

8. William J., 47. ‘“Big beer drinker.” Spieen not felt.
Hamatemesis. Liver not felt.

9. George S. W., Go. * Used to drink both beer and spirits
in great quantity.” Spleen not big. Hamatemesis. Liver not
felt in R.N.L. The edge is one inch below ziphoid in md-line ;
not rough. :

ro. Samuel T. 32. “Two pints of beer; no spirits.”
Bright’s disease at 3o. Liver two inches below ribs; smooth
and tender. In fourteen days the tenderness goes, but liver
same size.

11. Joseph R., 42. **Three pints of beer.” Some years in
India. Bronchitis every winter. (Edema of legs now and twice
before. Spleen felt. Liver an inch and a half below ribs.

* The amount of alcohol stated represents the average dat/y consumption.
+ The position of the liver edge is always estimated in the right nipple line.
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24; Mrs. E.,, 62. “Spirit drinker.” Liver nearly to
umbilicus, hard and rugged ; thick edge.

25. Mr. W,, 43. *“ Heavy drinker, chiefly beer.” Delirium
tremens. Liver to umbilicus, hard and rounded,

20. Mr. E. 5., 32. “Has drunk much for many years.”
Acute dilatation of heart. Spleen felt. Liver to umbilicus, hard
and uniform.

27. Mr. T, 49. “Free drinker of spirits and beer.” Heart
very big. Hepatic glycosuria, which vanished under treatment.
Liver to umbilicus ; edge rounded, not very hard.

28. Mr. T. W,, 67. “From 2o to 50 years of age, about
three-quarters of a pint of whisky ; from 50 to 6o, about one-
third pint; since 6o, still less.” Chronic bronchitis twelve
winters ; now permanent dyspncea. Heart large and rapid,
Thick cloud albumen. Slight cedema of legs. Spleen not felt.
Liver two and a half inches below ribs ; edge thick, hard, and
rounded.

CLASS II.—NON-FATAL CASES WITH ASCITES,

1. John A., 33. “Seven pints beer for eighteen years.”
Liver dulness begins at fifth rib ; edge not felt below.

2. Bruce N. 45. “Ten glasses of beer for ten years.”
After paracentesis the liver edge is visible to the eye as a sharp
prominence below the ribs ; surface nodular and tough.

3. Tom H,, 56. * Moderate drinker.” Liver not felt.

4. Ellen P. 40. * Friends supply strong history of drinking.”
After tapping the liver edge was felt distinctly one and a half
inches below and to left of ensiform cartilage, but not in R.N.L.
The left lobe was markedly nodular.

5. William H., 36. “Heavy rum drinker for six years.”
Mitral systolic murmur. Liver not felt.

6. Benjamin H., 41. * Three pints beer.” Liver begins at
fifth cartilage ; not felt before paracentesis.

7. Alfred G., 40. “Two pints beer.” Liver not felt ; dulness
for half an inch below ribs.
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CLASS 1II.—FATAL CASES IN WHICH NO POST MORTEM
COULD BE OBTAINED.

1. Henry B, 38. “A rather heavy beer drinker.” Ascites.
Slight jaundice. Mitral systolic murmur, probably organic.
Spleen felt. Liver two inches below ribs: not tender; edge
hard and irregular; three months later, edge of liver one inch
and a quarter above umbilicus ; two months later still, dies.

2. Annie B,, 37. *“Has drunk spirits for at least ten years,
spending as much as half a crown a day in gin.” Ascites.
Liver four inches below ribs.

3. Edward 5., 49. “ Has only drunk a little beer, and never
to excess ;” but his brother reports him as “a very heavy spirit
drinker.” Ascites. Liver not felt.

4. Eliz. W., 39. “A strong history of alcohol, but the kind
not stated.” Ascites. Heematemesis. Spleen easily felt. Liver
not felt.

5. James F., 40. *“ Drank freely of beer till fifteen months
ago; then had a fit, and since then has only taken a little
spint.” Heematemesis. Ascites and anasarca. Pulmonary sys-
tolic murmur. Liver not felt (after tapping).

6. Mr, W. W,, 76. * Free liver, chiefly as regards alcohol.”
Gouty. Weak heart. Frequent short attacks of jaundice for
four years; at present a very slight one. Liver as low as
umbilicus ; left lobe especially hard. Two months later only
half way to umbilicus, Died five months after first visit,

7. Mr. C. R., 46. * Four pints of beer and three whiskies.”
Heart big; double mitral murmur. Urine 1ors, with thick
cloud of albumen. Liver down to umbilicus. Died eighteen
months later.

8. Dr. B,, 43. * Heavy spirit drinker for many years.”

August 13th, 1889. Seen for severe hamatemesis.
Liver felt a little below the umbilicus; edge very
hard and tense.

October 2nd, 1889. Has recovered from his attack.
Liver one inch below ribs.
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2, Keziah M., 49. “Continuous beer-drinking for some
time.” Ascites for six weeks; cedema of legs for three weeks ;
vomiting, three weeks ; and jaundice, two weeks. Spleen felt.
Liver half way to umbilicus : the surface has small nodules and
is very hard ; not tender.

Autopsy.—Heart fatty and dilated ; mitral constriction ; cal-
carecus aorta. Peritoneum thickened. Spleen g ounces, but
soft. Veins dilated on both sides of cardiac orifice of stomach.
Liver 43 ounces, fattened out from above downwards, typically
hobnailed ; parenchyma yellow. All the thick portion of the
organ appeared to have suffered multilobular, but the anterior
flattened portion monolobular cirrhosis.

3. Charlotte B., 42. “Has drunk spirits freely for the last
four years, a pint or more a week.” Mitral systolic murmur.
Jaundice. Liver two and a half inches below umbilicus : edge
firm and hard; surface smooth, regular, not tender. Dies in
seven days, when liver only reaches half an inch below um-
bilicus.

Autopsy.—Much subcutaneous and subperitoneal fat, Spleen
enlarged, too firm; trabeculz well marked, but capsule not
thick. Kidneys: both lax ; marked yellowness of pyramids
and some yellow streaks in cortex. Much broncho-pneumonia
and cedema in lungs, Heart has much ‘““tabby-cat” degenera-
tion. Liver 68 ounces ; right lobe pushed down and left lobe
up; surface pale yellow, tough, and marked all over with small
hobnailed excrescences. On section, there is evidence of
marked cirrhosis with apparently a good deal of fatty change,
and some bile-staining of the lobules. Microscope :—The fib-
rosis is moderate in amount but with a great tendency to be
monolobular. There are in places distinct prolongations, even
to the centres of the lobules. The fatty infiltration is in excess
of that usually found in cirrhosis.

4. Edward C., 37. “Has been a heavy beer-drinker for ten
years ; also has drunk much of other forms of alcohol.” Hzema-
temesis. Ascites. Slight jaundice, Spleen four inches below
ribs. Liver reaches to umbilicus ; left lobe not so large; edge
rounded, smooth ; not tender.
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Autopsy.—Liver 40 ounces; a typical instance of the hob-
nailed, contracted variety.

8. Joseph B,, 34. “For three years six pints of Eeer; pre-
viously not so much, but ‘pretty well.”” (Edema of legs and
anasarca for four months. For fourteen days, ascites. Liver
one inch and a half below ribs ; begins at fifth rib.

Autopsy—Kidneys : large, white, with some fibrosis. Spleen
large and cirrhotic. Acute double pleurisy; pericarditis and
peritonitis. Liver 68 ounces. Left lobe deformed by cicatricial
contraction into a bossy puckered mass. Surface unusnally
smooth for cirrhosis. Capsule opaque, thickened and adherent
by short adhesions to diaphragm and stomach. Cut surface
smooth. Substance too yellow, and the lobules have a distinctly
fatty outline.

Microscope.—There is hardly any fatty infiltration. The
cirrhosis is very variable; in places moderate in amount and
multilobular in distribution ; in other places there is a mass of
fibroid material with only scattered cells to remind one of the
existence of the liver parenchyma. Much *bile-duct” forma-
tion.

g, James P., s0. “Long history of excess in all kinds of
alcohol, chiefly wine and spirits.” Shot himself; no examina-
tion prior to death. Liver g2 ounces ; rounded, very hard and
tough. The cut surface shows prominent islets with yellow
surroundings.

Microscope—There is an immense amount of fibrous tissue,
chiefly interlobular, but also minutely and very extensively
penetrating the lobules, sometimes isolating individual cells and
often groups of two or three, the fibrillation being then often
entirely absent, and areas equal in size to two or three lobules
being completely transformed into grey translucent fibroid
material. The liver cells found in these areas are tuostly
nuclei only, and on the outskirts of the masses is much * bile
duct” formation. There is some fatty infiltration, but this is
small in amount, and could account for only a very small
portion of the increased weight.
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