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63 THE MANIFESTATION OF DISEASE IN ORGANS.

character. They are not constant, but are developed upon inten-
tional movement, and have a greater amplitude than those of Parkin-
son’s disease (paralysis agitans). Often threading a needle will be
possible for a person with this disease, because it is a short act, while
lifting a glass of water will be impossible, The other symptoms of
disseminated sclerosis beside intention-tremor are staccato or scanning
speech, exaggerated knee-jerks, ankle-clonus, jaw-jerk and wrist-jerk,
disordered speech, nystagmus, muscular weakness, with rigidity and
paralysis of groups of museles, causing monoplegia, paraplegia, or
paralysis of the eranial muscles,

The tremor of mercurial, plambie, and aleoholic poisoning re-

sembles that of paralysis agitans, save that it is more rapid, reaching

nine or ten vibrations per second, and in the case of alcoholie tremor
is decreased by a large drink of liquor, while those due to lead and
mercury may be rapidly relieved by potassium iodide. Further than
this, the tremor of alecoholism is generally worse in the morning.

A point of some importance in plumbic neuritis producing tremor
and wrist-dvop is the fact that painful sensations are rarely present;
in arsenical neuritis, on the other hand, they are often the most
prominent symptom, even preceding the motor disturbance. In
mercurial neuritis, on the other hand, tremor precedes all evidence
of loss of power, and, finally, may become so coarse as to resemble
chorea. The tremor of general paresis is also rapid, eight or nine
per second, and is a very fine tremor, which may be felt only when
the arm is extended and the finger rested on the hand of the physi-
cian. In other words, the tremor of the hand of general paresis is
generally not a predominant symptom, but is elicited when the mus-
cles are put upon a strain, In regard to the fineness of the tremor
of general paresis, it should be remembered that it n::lasely. reaem.l:rles
that of Basedow’s or Graves’s disease (exophthalmic goitre) (eight
or nine per second), since the tremor of this condition .is not only
equally fine, but generally unseen except when the arm 1s e:cteude.d
and tips of the fingers rested upon the fingers of the doetor. Tl%as
tremor has been called the ¢ railroad bridge tremor, " because of its
fineness und vibratory character. The individual fingers do not

ly tremble in Graves’s disease. :
EEP:.[E:]H;EEEithiPIGqu tremor the tr(lmb:le' is uniia::eral, and there is a
i rebral injury and paralysis 1s present. +
hIE’i‘ﬂr?;zi E:' a very JJ:rmsked cEﬂmcter may be due to hysteria, and

arises most frequently in those who have been exposed to shocks or
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accidents. The tremors may oceur constantly or only with intention-
movements, or be increased in amplitude but not in rhythm on move-
ment. The latter form is known as the ‘* type Rendu,” and has a
rhythm of seven to nine per second, while the slower hysterical tremor
may be four or five per second. :

Beyond the state of tremor should be recalled the movements of
chorea, which may be limited to one arm or hand, and which in their
milder forms may be confused with the pronounced movements pro-
duced by effort in disseminated sclerosis. The latfer are offen very
arhythmical, and so the choreic movement the more closely resembles
them; but those of selerosis are purposive, while those of chorea are
not, since the movement contemplated in chorea is opposed by a con-
tradietory contraction.

Movements of the Hand and Arm. Aside from the move-
ments of tremor, careful note should be made of the movements
of the hand as a whole, and of the co-ordination of its fingers and
of the arm governing it. Thus, trembling contractions of the ex-
tensor tendons (subsultus tendinum) is a sign of grave and advanced
forms of typhoid fever, and picking at the bedclothes (carphologia)
is of still graver import (see beginning of this chapter). Inability
to write, to play musical instruments requiring the use of the fingers,
or to sew, may indicate the rare form of locomotor ataxia involving
the upper extremities, so that if the patient is asked to close his eyes
and feed himself the fork or spoon misses his mouth through lack of
co-ordination, although loss of power may not be present.

Sometimes in locomotor ataxia as the disease becomes advanced
paroxysmal twitching of the fingers may come on, or involuntary
movements of the fingers oceur in association with voluntary move-
ments elsewhere,

In locomotor and Friedreich’s ataxia also the movements of the
hand are often lacking in co-ordination. The hand may be advanced
past the object which the patient desires to grasp or else falls short of
it. . On endeavoring to pick up an object the fingers are spread over
it like & widespread claw. Generally these ataxic symptoms will be
more marked in the other parts of the body and be bilateral, but
Drm?m{l has reported an instance in which only one hand (the left)
was involved. This faulty movement of the hand may, however,
be due to the fact that the ocular muscles are atfected, and the * erro-

neous projection ” due to this cause leads the patient to pass beyond
the object reached for,
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still two comparatively rare forms of brachial munuiflcgia of the
plexus type, namely, that due to pressure of growths in the 11‘eck,
or axilla, and brachial paralysis of the upper arm type, sometimes
called Erb’s paralysis. This latter form occurs from paralysis of
the fifth and sixth cervical nerves ov their roots. In adults this
commonly results from blows or heavy weights striking on the
shoulder, and in infants from pulling on the neck in difficult labor.
As already said, it is an upper arm palsy and is due to the loss of
nerve-supply to the deltoid, biceps, brachialis anticus, and supinator
longus and brevis, and the supra- and infra-spinatus muscles. The
adult form is often associated with anwsthesia and is persistent. In
infants it is often temporary and sensory symptoms are commonly
absent.

When the lower arm is paralyzed as the result of trouble in the
brachial plexus the lesion is in the nerves arising from the seventh
and eighth cervical and first dorsal roots, and the muscles affected
are the triceps, the flexors of the wrist and fingers, the pronators of the
hand, the extensors of the fingers, and the muscles of the hand. The
arm can still be raised by the deltoid and the forearm flexed on the arm.

When there is wasting with paralysis of the thenar, hypothenar,
and interossei muscles, not due to progressive muscular atrophy,
with anwsthesia in the arm and forearm in the part supplied by the
ulnar nerve, and in addition myosis on the side of the lesion, with
sluggish pupil, retraction of the eyeball, and partial closure of the
lids, there is probably a lesion of the first dorsal root of the brachial
plexus and the communicating branch of the second dorsal. The
cause may be neuritis or pressure by a tumor. This form is some-
times called ¢ Klumpke’s paralysis.”

Widespread muscular atrophy of the arm sometimes takes place
in locomotor ataxia as a result of a coincident neuritis.

The presence of bilateral brachial monoplegia should always make
the physician suspicious of lead-poisoning or erutch-paralysis.

(For a description of the areas involved in the spinal cord, which
canse loss of power in the arms and legs, see chapter on Feet and
Legs, part on Paraplegia, and tables of localization in that chapter,
also plates in chapter on Skin.)

Apparent brachial monoplegia, in reality a syphilitic pseudo-palsy,
has been described particularly by Parrot. A child apparently per-
fectly well, and but a few weeks old, suddenl y loses the power of its
arm, so that the member hangs like a flail. No wasting takes place,
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organic and hysterical hemiplegia, and osteomalacia, and the aits
caused by rickets or other bony defects. j :

In ]o?nmatﬂr'atﬂxia the gait is unsteady and waveringly uncertain
resemb.]mg that of a blindfolded person who is told that he is ap’—
proaching some inequality in the floor. The patient continually
seems to be feeling for the ground with his feet, and carefully picks
his way along a perfectly smooth surface in a labored fashion, using
a cane to help him both in the way of support and of feeling the
ground. If he looks up from the ground while wal king, he s?va}ffs
suddenly and may fall, and if prevented from returning his eyes to
the pavement almost surely falls if no aid is given him. (Fig. 26.)

FiaG. 2f.

Gait in & case of locomotor ataxin, From instantaneous serial photographs of A patient of
Dr. Dercum, made simultaneously from two different points of view by Muyhbridge.

The gait of psendo-tabes is sometimes identical with that just
described, is usually associated with a history of aleoholic excess,
and is due to multiple neuritis. In a majority of the cases, however,
it is distinctive, and has been called the < steppage” gait. The foot is
thrown forward and the toe is raised so that the heel first strikes the
ground in much the manner adopted when one attempts to step over
some obstacle. Sometimes this gait is found in cases of arsenical neu-
ritis and that due to lead, but in aleoholic tabes there are generally
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34 THE MANIFESTATION OF DISEASE IN ORGANS.

a tendency to stumble, the body is usually bent backward, and there
is difficulty in getting up from the floor and on going up and down
ata e r ] : 1 i 1a ¥ 3
stairs. The patient in all his movements shows a marked loss of

Fra, 30.

Typieal pseudo-mnscula
(DEECUM. )

closelv resemble that of spastic para]
When the patient attempts to pick up

r hypertrophy.

Power in the legs with a pgreat ap-

parent increase in the size of the
muscles in the legs. (Fig. 30.)
The gait of I'.IEE_"I'IIIEI-]'[HI:‘{!I.IIH[: hy-
pertrophy is sometimes closely re-
produced in children suffering from
severe rickets, and the other fea-
tures of the case which may mis-
lead the physician are that the chld,
if fat, will bave bulging legs, as if
the muscles were hypertrophied, and
lordosis due to spinal weakness. In
the rickety case, however, the knee-

jerk is preserved, and in the pseudo-

muscular hypertrophy it is lost.
The gait of a child suffering from
infantile cerebral paralysis is quite
characteristic. In the first place,
it is spastic, and the patient walks
on the toes or in some cases club-
foot develops. The heels are everted
and the toes turned inward, the
kknees being so elosely approximated
that the clothes may become worn
between them from the rubbing. So
oreat is the extension of the legs
that the toes are very apt to drag,
and, finally, the adduction spasm
may be so great that the legs overlap
ach other as walking is attempted.
(Fig. 31.) :
The gait in multiple sclerosis is
often markedly spastic and paretic
__that is, stiff and feeble, and may
in the early stages of the discase
legia due to lateral sclerosis.
'.1~Hm;l|] object with his fingers
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tion or trophic paralysis, and the sphincters of the l}lad'der and rectum
escape the paralysis. Similar symptoms associated with sensory dis-
furbances are probably due to a polyneuritis. .

Diller and Meyer state that the cardinal points for the differential
diagnosis should be:

1. Flaccid paralysis of the muscles, spreading rapidly from one
point over the rest of the body, generally beginning in the legs, but
sometimes following the reverse order, as in the French zotlogist
Cuvier.

9. Absence of muscular atrophy and of electrical reaction of de-
generation.

3. Tendon and superficial reflexes absent.

4. Sensibility not, or only slightly, impaired.

5. Sphincters, as a rule, intact (exceptions rather frequent).

By far the most common cause of paraplegia is myelitis in one of
its forms, but, whether the onset be rapid or slow, it must be remem-
bered that the symptoms of myelitis depend, first, upon the level at
which the spinal cord is involved, and, second, as to whether the
lesion involves the white matter or the gray. If the lesion is an
acute central myelitis of the gray matter, it usually produces many
of the symptoms about to be detailed under acute transverse myelitis,
but the onset is malignant and the areas involved are usually wide-
spread. It is attended by fever of a marked type, though the tem-
perature of the paralyzed parts is below normal, and by early evi-
dences of trophic lesions, Multiple arthritis may come on. The
bladder and rectum are paralyzed, and, finally, delirium may develop.
The prognosis is unfavorable. Acute central myelitis is to be sepa-
rated from Landry’s paralysis by the facts that in it sensation is lost,
there are rectal and vesical paralysis, fever, and rapid trophic changes.
From polyneuritis it is separated by the facts that there are no great
trophic changes in this form of neuritis, and the rectum and bladder
are rarely paralyzed.

The symptoms of acute transverse myelitis are capable of being
divided into three groups, in the first of which the onset is as sud-
den as is that of an apoplexy, in the second the symptoms come on
quickly, and in the third more subacutely. In the acute forms,
however, the history will be that after a period of numbness, heavi-
ness, and weakness of the legs, with more or less pain in the back,
the patient has found it impossible to move his legs, has lost control
of his bladder and rectum, or suffers from retention of the urine and




































THE FEET AND LEGS. 105

different types of paralysis resulting from these c»ereb.ra} ﬂli.ll'.l spinal
diseases in the child. (Figs. 39 and 40.) In acute infantile paral-
ysis of spinal origin the right lower extremity is most frequently
affected, after this, a close second, the left leg. Sometimes muscular
atrophy may be masked in young children by the abunuéiaflce of sub-
cutaneous fat. A point of some importance in examining the re-
flexes is that the presence of knee-jerk should not exclude th.e
diagnosis of poliomyelitis, because the reflex act is only destmyed':f
the centres which cause this jerk are diseased; that is, if the dis-
ease has only affected that part of the cord supplying the foot, a tap
on the knee may readily produce a response, whereas if the disease
be higher up the reflex will be lost. The chronic anterior polio-
myelitis of adult life presents very similar symptoms to the acute
form of infancy, but is a very rare disease.

Care must be taken that paralysis of the leg resulting from an
injury to the peroneal nerve with resulting neuritis is not mistaken
for acute poliomyelitis. The history of an accident, of pain, swell-
ing, and the presence of a bruise aid us in making a diagnosis. If
these symptoms occur in an adult, a possible cause is paralysis of the
peroneal nerve occurring in the course of tabes. (In connection with
this chapter see that on the significance of anssthesia of the skin.)

Deformities of the Feet and Legs. Much of what has been said
in the preceding chapter as to the diseases which produce alterations
in the shape of the hand and arm applies equally to the changes from
the normal seen in the appearance and movements of the feet and
legs. The feet are greatly enlarged symmetrically in acromegaly
and in Marie’s pulmonary osteo-arthropathy. In the latter disease
the enlargement is particularly noticeable because it is the extremi-
ties which are chiefly hypertrophied, whereas in acromegaly there is
simultaneous enlargement of the shafts of the long bones. It is
to be remembered that in both acromegaly and pulmonary osteo-
arthropathy the enlargement seems to be due to hypertrophy of all
the tissues composing the foot, whereas, on the other hand, in myx-
cedema the foot, though enlarged, is puffed and swollen in appearance
through hypertrophy of the subeutaneous tissues alone. Often the
foot appears to be a good deal enlarged as the result of deformity,
particularly that which consists in partial displacement of the artic-
ular surfaces of the metatarsal and phalangeal bones through the

wearing of badly fitting shoes, or joint-troubles of which we shall
speak later,
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1560 THE MANIFESTATION OF DISEASE IN ORGANS,

A cell in which is mounted a transparent glass rod is placed in a
trial frame, which is then placed in front of the eyes. If the hori-
zontal deviation is to be determined, the physician must ¢ seat the
patient at six metres from a small flame, and place the rod hori-
zontally before one eye, a colored glass before the other, If the
line passes through-the flame, there is orthophoria (equipoise), as far
as the horizontal movements of the eyes are concerned. Should the
line lie to either side of the flame, as in most people it will, there
15 either latent convergence or latent divergence : the former, if the
line is the same side as the rod (homonymous diplopia) ; the latter,
if to the other side (crossed diplopia).” (Maddox.) (Fig. 58.)

]I-] L '-!‘1:'.

A B C

Maddox's rod-test for horizontal deviation. The rod is before the right eye. A. The ling

= Lal 1 s s riorl F v Hammie Lhi}
passes through the flame—orthophoris, B, The line passes to the right of the flame—latent
convergence, or esophoria. C. The line passes to the left of the flame—latent divergence, ot

exophoria. (DE SCHWEINITZ.)

When the vertical deviation is to be estimated the rod 18 p];‘l.:'v{l

vertically in the flame. If the patient states that the horizontal line

of light passes directly throngh the flame, the vertical balance of the
al : if, on the other hand, the line is above the flame, there

eves 1s norm ar (
: but if the line

is a tendency to upward deviation of the naked eye ;

is below the flame, there is upward deviation of the eye covered by

the rod-test. (Fig. 59.) [ .
e : ol SRR s e
Testing of this kind refers to the insufficiencies and not
palsies of the ocular muscles,

:  bei e , trate these minor failures
The importance of being able to demonstrate these min
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in the ocular muscles by these means lies in the fact that in this
manner headaches due to muscle eye-strain may be remedied 13}' re-
moving their cause by properly fitted glasses, or by gymnastic ex-
ercises with prisms, or in some cases by tenotomy.

F1a. of.

A B [l

Maddox's rod-test for vertical deviation. The rod is before the right eyve. A, Theline passes
throngh the lame—orthophoria. B. The line passes below the flame, The uppar image belongs
to the left eye—right hyperphoria. C. The line passez above the flame. The upper image
belongs to the right eve—left hyperphoria. (DE SBCHWEINITZ.)

Where there are marked palsies of the ocular muscles there is
usually some poison exercising its effects upon their nervous centres
or the nerves themselves, or there is some central nervous lesion
affecting the centres governing these museles in the cortex, or there
18 a lesion in the nuclei or fasciculi, or, again, there may be lesions
in the basal ganglia, or in the course of the fibres of the nerve be-
tween the nucleus and the eye, or in the orbit or nerve-endings.

The signs of paralysis of the ocular mnscles consist in the follow-
ing symptoms : Diplopia, which is due to the failure of the 1mages
to fall on the corresponding points in each retina. This dipin]-:in
becomes more and more marked as the object is moved toward the
side on which the paralyzed muscle lies. Strabismus, which may
or may not be constant, nsually develops when the patient en-
deavors to turn his eyes in the direction of the paralyzed musele.
Vertigo, which is due to the diplopia, or, if the well eye is closed, to
an erroneous loealization of the objects in the field of vision. Altered
ﬂ-‘!l'l'i:Lgn of the head, due to the fact that the patient tries to turn
his head in the direction in which he is least troubled by donble
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In health the optic nerve appears as a nearly round or slightly
oval disk, situated somewhat to the nasal side of the eye, and varying
in color from grayish-pink to red, the centre being whiter andl the
nasal half the darkest part. Around the papilla are seen two rings,
the outer one darker and generally incomplete or absent, while the
inner one is a faint white stripe, which becomes more marked as the
patient grows older. The first is called the choroidal ring, and repre-
sents the edge of the choroidal coat of the eye where it is pierced by
the nerve. The second is the scleral ring, which is the edge of the
sclerotic coat. The centre of the optic papilla may be even with
the surface or cupped and may be stippled or dotted in appearance.
The retinal arteries emerge from this central spot and the chief
venous trunks empty into it. Generally one arterial and one ven-
ous stream pass up and a similar one downward, and both soon
bifurcate, afterward still further dividing. The arteries are dis-
tinguished from the veins by their bright-red hue, while the veins
are darker in color. The veins are about one-third larger than the
arteries. A bright stripe due to an optical delusion seems to divide
each vessel longitudinally into two parts. The arteries of the nor-
mal eye do not pulsate, but pulsation of the veins is quite common.
It must be remembered that the appearance of the papilla and of the
bloodvessels as they leave it varies very greatly within perfectly
physiological limits, As already stated, the cupping of the papilla
may be quite deep or quite shallow, and the blood vessels may divide
as already described, or divide in the papilla into four branches.
The veins are usually more tortuous than the arteries, (Plate I'V.,
Fig. 1.) The retina is practically transparent so that the underlying
choroid is seen. In persons with a dark skin the retina has a gray-
ish hue in the neighborhood of the papilla, which is most marked
on its nasal side and is slightly strealed,

To the outer side of the papilla, slightly below the horizontal merid-
ian, is the macula lutea or yellow spot, which is about the size of the
end t_:-f' the optic nerve, but darker in color, somewhat granular, and
devoid of any retinal vessel. Tt is the point of the eye-ground in
which direct vision is best developed. TIn its centre is a bright spot,
the ‘f'uvea centralis,  Asa person grows older these clear distinetions
jfanmh and the maenla lutea is to be distinguished from the surround-
ing eye-ground only by its darker hue and the absence of vessels,
The' macula is diffienlt to see, because as the light falls on it the
pupil at once contracts, If the eye is dilated by a mydriatic, how-

12









PLATE V.

shp Jaflarson Medical College Hospitah

From & cae in
{oe Schweinitz. ) *

Embolic Atrophy of the Optic Nerve.
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Fra. &7,

Smallpox eruption on the eighth day.

ing, if the attack has been severe, or the skin delicate, deeply pitted
scars, Although the eruption of smallpox appears on the forchead,

Fic. 83,

The pock Is seen to be umbilicated,

Smallpox eruption on the eleventh day.






















































































































































250 THE MANIFESTATION OF DISEASE IN ORGANS,

extends as low as the tenth rib and on the left side as low as the
ninth,

Marked variations in the shape of the chest occur in healthy individ-
uals without possessing any direct pathological 3|gmﬁmnc~:- Thus,
it is very common to see one shoulder slightly higher than the other,
and, in the case of clerks or persons who work much at a desk, the
left shoulder is very apt to be somewhat elevated. Oceupations
which cause the individual to assume certain positions, or to use cer-
tain muscles continually, also cause variations in the contour of the
thorax.

InspECTION OF THE ABNORMAL CHEST. The configurations of
the chest which show a tendency to disease or the results of attacks
of disease are numerous,

Fra. 105, Frc. 106,

Side view of same patient,

The alar ehest of phthisis,

The most familiar of these is the so-called phthisical chest, which
has been called the < alar chest,” because the scapul: stand out from
the back like wings. (Fig. 105.) The antero- -posterior diameter,
p.um,nla:!v in tlu- upper two-thirds, is very slight, and instead of

convexity in this part there may be flattening or hollowness. (Fig.
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hemorrhage occurs. Chronie lead-poisoning, arsenical poisoning;,
and uremic poisoning may cause it, and it arises from the presence
" of numerous forms of parasites in the bowels, such as tapewori,
anchylostomum duodenale, and last, and by no means least, malarial
infection, either as manifested by acute attacks, frequently repeated,
or by slow poisoning with the development of cachexia. (See further
on in this chapter.)

Leukemia. There yet remain to be considered those conditions in
which we find not only those states already described, but, in addition;
marked alterations in the white blood-corpuscles as well as the red;
alterations of such moment that they become the salient features of the
blood when it is examined, and they ave of great diagnostic impor-
tance. The points of importance in examining blood in regard to the
white corpuscles are their number and their peculiarities and kinds.
The discovery that the proportion of white to red corpuscles is far too
great, varying from the normal (1 to 450, approximately), should
cause the physician, first, to exclude all possibility of transient causes
of variation by making an examination at various times of day, or
by excluding the presence of acute infections disease characterized
by leucocytosis—that is, the presence of an unusually large number
of white corpuscles. This can be done, not only by excluding the
presence of an infection, but also by the fact that in leucocytosis in
infectious diseases the increase is solely in the polynuclear neutro-
phile corpuscles. Thus it is well known that the taking of meals
increases the white corpuscles during digestion, and that exercise
and massage do the same thing, at least so far as the proportion
in the peripheral vessels from which we draw the blood is concerned.
If, however, these canses are excluded, and we find a patient of from
twenty-five to forty years of age and a male (in the proportion of 2
to 1) pallid and puffy-looking, dyspneeie, and feeble, with a marked
and constant increase in the proportion of his white eorpuscles, what
does it mean ? Tt probably means that the patient is suffering from
leuksemia (lencocythemia) in one of its two forms, namely, spleno-
meduallary lenkemia or lymphatic leuksemia, of which the former
is by far the most common.

When the disease leuksemia is present in its spleno-medullary
form, the typical change, aside from the great increase in the num-
ber of the granular neutrophile white cells already described, is the
presence of an additional cell, which is supposed to be derived from
marrow, and is called a myelocyte, sometimes called the “ myeloeyte of







































352 THE MANIFESTATION OF DISEASE IN ORGANS.

pl::iﬂ, ina recent paper. These three forms are: 1. Filaria divrna ; 2
Filaria nocturna ; 3. Filaria perstans.  These names are indicative of
the habits of the animal, the filaria diurna being found in the super-

Fig. 153,

Filarie alive in the blood. Instantaneous photomicrograph. Four hundred diameters
magnification. Four millimetres Zelss apochromatic, (Hesny's cise, )

ficial vessels solely or chiefly during the day ; the filaria nocturna
solely or chiefly during the night ; while the filaria perstans is con-

Fie. 15,

Filaria in the blood. Eight hundred diameters. (HEXRY'S Case.)

stantly present in the capillaries of the integument. The filaria
divrna and the filaria perstans ave confined, thus far, to the west
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coast of Africa and adjoining distriets ; while the filaria nocturna is
pandemic in the tropies and endemic in certain sections of the United
States. The adults of filaria nocturna have been frequently found ;
that of filaria perstans never, so far as Henry has beén able to ascer-
tain. In the opinion of Manson, the filaria loa of the eye of the
negro of Old Calabar is probably the adult form of the filaria
diurna. If it is not, he argues, then there must be another blood-
worm yet to be discovered, for the embryos of the log must escape from
the body of their host through the medium of the circulation. The
filaria perstans has been practically proved by Manson to be the
cause of the fatal ¢ sleeping-sickness” of the Congo region.

The second is the one ordinarily seen in blood obtained from the
peripheral circulation during sleep or at night., (Figs. 153 and 154.)
The male filaria measures 83 millimetres long by 0.407 millimetre
broad, and the tail is twisted into a spiral form. The female mea-
sures 155 millimetres long by 0.715 millimetre wide, and the vulva
is 2.56 micromillimetres from the anterior extremity, The em-
bryo measures 270 to 340 micromillimetres long by 7 to 11 micro-
millimetres wide, and has a pointed tail. This embryo is in an
almost imperceptible shell which does not impede its movements,
and as it is about the size of a red blood-corpuscle it passes
through the capillaries in extraordinary numbers. Its active move-
ments and typical appearance render it readily seen in the blood.
The discovery of this parasite in the blood renders a diagnosis
certain, and it should always be sought for if chyluria or elephan-
tiasis is present. If the patient remains awake at night and sleeps
during the daytime, the organism will be found in the blood during
the sleeping-period.

The filaria dinrna is found in the blood during waking-hours, and
1l:he embryos of the filaria perstans are the only form of this parasite
oW,






























THE URINARY BLADDER AND THE URINE. 363

be called acute heematuria. I the cause be acute neph ritis from the
presence of an infections malady, sueh as scarlet fever, the pain ?u
the loins, the presence of albumin ‘1 the urine, and the eruption will
render the diagnosis easy.

Hiematuria due to malarial poisoning may appear with the first
malarial paroxysm, of the ‘ntermittent type, which the patient has
ever had, and at a time when the history of the case renders it cer-
tain that a hidden malarial condition could not have previously
damaged the renal tissues or those of other organs in the body. In
other words, there are cases in which a free hemorrhage from the
kidney takes place, by reason of the chill, in much the same manner
in which hemorrhage takes place in an acute nephritis due to expos-
ure to cold or to irritants. Under these circumstances there may or
may not be developed a true organic lesion of the kidney in the
sense of permanent disease.

Secondly, we have cases in which bloody urine appears, not in
the first malarial paroxysm of the intermittent type, but in association
with the later attacks, which may have followed the first either
rapidly or slowly. In these rases there may be no further cause for
the hemorrhage than excessive congestion, but in all probability
the vast majority of sueh patients present distinet renal changes,
which permit such a symptom to develop when the paroxysm asserts
itself, ~

Thirdly, we pass from those cases of bloody urine due to inter-
mittent forms to those due to remittent attacks, which, in many
cases, have gradually merged from the first into the remittent. In
these patients the process by which a bloody-colored urine is de-
veloped may be very complicated, since it may be due to renal
incontinence, functional or organic, or to a true hemoglobinuria,
arising from dissolution of the red blood-cells in the bloodvessels or
blood-making organs.

Finally, there is a type of malarial hematuria which is only pro-
duced by the administration of quinine (Karamitsas el al).

All these forms of hmmaturia can be diagnosed by the presence
of the malarial germ in the blood (see Blood) and the characteristic
malarial symptoms, except that which occurs in persons who have
a dyscrasia from old malarial poisoning.

If tiu:f h-.?maturia be due to embolic infarction of the kidney,
an examination of the heart will probably reveal signs of valvular
digease, from which source the embolism will have resulted, or, in
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THE BOWELS AND FECES. 407

frequent cause of profound anemia in the persons wh.mu jt infects.
Tts joints are only rarely thrown off, so its presence 18 often over-
looked, and this renders the search for the eggs very unpurtmrt in
covere anemia with no ascribable cause. This worm 18 usua!lﬁy
devived from fish. A worm which is comparatively rare is the feenica

FiG. 174, Fic. 174.

Trichoeephalus dispar, natural size. (PAYNE.)
a. Female, b, Male.

cueumerina, which has a head with sixty hooks. It
infects dogs, cats, and sometimes children.

A round worm, looking like an ordinary earth-
worm, appears sometimes in the stools, and is called
ascaris lumbricoides, It is sometimes vomited, and,
rarely, causes trouble by crawling into and blocking
the common biliary duct.

Fine thread-like worms inhabiting the rectum are
the oxyuris vermicularis,

A very important diagnostic find in the feces is a
worm, looking very much like the thread-worm, but
somewhat larger, which inhabits the duodenum. It
is called the ankylostomum duodenale. The impor-
tance of finding it lies in the faet that it produces the
most profound and acute anemia by sucking blood
from the intestinal wall. The worms are usually ““;‘c;t]:;‘“]‘:‘z:]:r]‘:]‘
only found after a vermifuge 1s taken, but the eggs fied. (BrisTOWE)
are always present as unsymmetrical, thickly covered & 11m: ,';"m'
segmented globules. If the stools containing the eggs
be set aside in a warm place, the embryos can be seen to develop

in the eggs. Bloody stools may be due to the presence of this
parasite.

I'he so-called whip-worm, or trichocephalus’dispar, is a fine thread-
worm without any medical interest,
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but sometimes with a cold, wet skin. The latter condition is of evil
significance as a rule, and must be overcome if possible.

Fever in children does not possess nearly as much significance as
it does in adults, for children often develop high temperatures from
slight causes and have speedy rocoveries. The balance of their heat-
mechanism is easily upset. The older the patient the greater the
significance of fever, and a rise of two or three degrees in 2 man of
sixty years is more alarming than one of four or five degrees in a
child of five or six years. :

When fever is not due to some distinet pathological change in
some part of the body, generally of an inflammatory kind, it may
arise from mild irritation of a mucous membrane so that a catarrhal
condition is set up. Such fevers are seen in cases of mild gastro-
intestinal catarrh in children after the ingestion of bad food or
exposure to cold, and apparently arise as the result of the reflex
irritation produced by difficult teething. (See chapter on the
Tongue.) In many instances, however, the fever of dentition
depends upon a more or less closely related, but overlooked, gastric
catarch. Sometimes after a nrethral sound or catheter has been
passed in a man, in the course of a few minutes or hours he develops
a severe chill, followed by a fever which may be quite high, but does
not last long.

Frver 1x INrEctious DisEases.  Nearly all infections diseases
are ushered in by the development of fever of greater or less degree,
and this is particularly troe of the exanthemata. In typhoid fever
the febrile movement is very characteristic in some cases, although
in many instances it does not follow the description laid down
in text-books. After several days of general wretchedness the
patient develops a slight fever of from 100° in the morning to
101° at night, and thiz temperature progressively rises so that
the next morning it may be 101° and that night 102°, the next
morning 102°, that night 103°, and so on until the morning
temperature may be 103° and the evening temperature 104° or
rarely 105°. The fever usually reaches its acme by the end of the
first week or ten days, and then for another week remains almost
unchanged, there being a morning fall and evening rise of an almost
equal extent. Toward the end of the third week, or sometimes
earlier or later, according to the severity of the attack, the morning
remissions become more marked and then the evening rises fail to
reach their former Leight. Often these marked morning remissions
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' TWeil's disease. In this condition the fever runs a remitting
course, is associated with jaundice and swelling ':-.f the _1iVE‘-l' and
spleen, and the stools may be clay-colored, There 1s one lm!:l?l‘tﬂ:tlt
point of difference between malarial remittent fever and Weil’s dis-
ease, namely, that in the latter gastro-intestinal symptoms are nearly
always wanting or are mild, whereas in the former they are.apt to
be very severe. Usually the fever of Weil’s disease ceases by the
end of two weeks or earlier. It is probably an infectious jaundice.

In dengue, a disease seen most commonly in epidemics il'.l certain
parts of the Sonthern United States, the patient, after suffering { rom
violent aching pains in the body and limbs, swelling of the joints,
and the development of a variable rash on the chest, develops an
active fever, which lasts with the pain till the fifth day, when both
the pain and fever decrease or cease, and then often return with
equal force. These facts, combined with the fact that it is an epi-
demic disease, separate it from malarial fever.

The fever of yellow fever is rarely over 103° or 104°, and is one
of the milder symptoms of the disease, but it possesses this peculi-
arity, namely, that after the lapse of from twelve hours to several days
there is a marked remission of the fever and all the other symptoms,
and from this time on the patient may get well, or after a few hours
this calm stage is followed by the true violent symptoms of the dis-
ease, such as black vomit, tarry stools, jaundice, and hemorrhages
from the micous membranes. Generally the full course of disease
to convalescence or death is run in about one week. '

There is only one other disease which can be readily confused
with yellow fever, namely, bilious remittent fever, and a case of the
latter disease occurring during an epidemic of yellow fever can hardly
fail to be incorrectly diagnosed. In the absence of an epidemie,
however, the probabilities of the case being bilious remittent fever
are very- great, and the presence of bilious vomiting rather than
that of blood, the characteristic temperature-chart, and, above all,
the presence of a history of malarial exposure and of the signs of
malarial infection in the blood, with the partial control of the symp-
toms by quinine in certain stages of remittent fever, point to the
malarial disease rather than to yellow fever.

Just as in yellow fever, so in spotted fever or ecerebro-spinal
meningitis of an epidemic form, the fever itself is one of the least
important symptoms, for, aside from the fact that it is apt to be
irregular and intermitting, it is ravely very high, as compared with







































g a | ]
i I : : o 1





































































































































480 THE MANIFESTATION OF DISEASE BY SYMPTOMS,

In the adult, and in the chronie form , there may be complete ab-
sence of vomiting, though this is certainly exceedingly rave. Teich-
tenstern takes Exceptin:u. to the statement that the seat of obstruction
is indicated by the period at which vomiting is developed.

The ilenm-invagination is most frequently accompanied by early
vomiting, not because of its seat, which is usually but little removed
from the ileo-cmcal valve, but becanse it is commonly obstructive,
The vomiting, both in time of development and in nature, will de-
pend, not upon the seat of the trouble, but upon the presence or
completeness of obstruction, and may be early if the obstruction is
absolute in the sigmoid flexure, and feculent if the bowel is oceluded
in the upper part of the ilenm.,

The pain is usvally sudden, violent, diffuse, or, if localized, usu-
ally placed in the ileo-csecal or umbilical region.  After a few hours
in children, a much longer interval in the adult, the pain ceases,
often as suddenly as it commenced, and there is an interval in which
there is little to suggest that the pathological condition still continues,
This is followed by a return of the pain, the paroxysms becoming
more violent and prolonged, the intervals less marked as the disease
progresses, or in the adult, if it passes into the chronic form, and in-
tervals even of days may elapse between the paroxysms. The pain
is frequently accompanied by tenderness, but this is an exceedingly
variable symptom, and at times pressure seems to relieve the pain,

Blood-stained mucous evacuations are a symptom of intestinal ob-
struction which, in children, is rarely wanting. Of 108 cases of
invagination in the first year of life this symptom was absent in but
four. It occurs within a few hours of the first attack, At the first
the discharge is of blood-stained feces ; later, if obstruction is devel-
oped, of blood and mucus, and is usually exceedingly offensive. In
children diarrheea is common throughout the whole course of the
case. At times, following complete constipation and fecnlent vomit-
ing, there will suddenly appear copious evacuations from the bowel,
mingled with blood, and in which may be found evidences of the
necrosed intussusception. Where this slough is extensive it may
be lodged in a lower portion of the bowel and cause fatal obstrue-
tion.'

In connection with the muco-sanguinolent evacuations the tenes-
mus or straining is a symptom so common that it is of some diag-

! For much information on the subject of intestinal obstruction see the Fiske Fund Prize
Eeaay of the Rhode Island Medical Society for 1590, by Martin and Hare.
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tedious and complicated process, and for the &iscﬂ}*ery nﬂf Charcot-
Leyden crystals and fibrinous coagula the centrifuge is a much
better apparatus. (See chapters on Urine and Blood.) T]u? tubes used
for the precipitation of the sputum are 50 mm. long, with 24 mm,
lumen, and are fitted into the heematocrit frame. ;

A small quantity of sputum is placed in a clean purcEI.aiu. dish
and actively stirred for a few minutes with a glass rod until it be-
comes thin and free from lumps and apparently homogeneous. With-
out any dilution whatever the sputum is drawn into the sputum-
tubes by means of a medicine-dropper connected with a small rubber
tube. The two precipitating tubes, filled with sputum in this way,
are placed in the hematocrit frame and revolved for at least three
minutes, making about fifteen thousand revolutions. The solid por-
tions of the sputum collect in the distal extremity of the tubes. A
small portion of the sediment is placed on a slide and examined
microscopically for elastic fibres, Charcot-Leyden crystals, etc. The
sediment from the second tube can be stained for tuberele bacilli or
other micro-organism as desired.

When the centrifuge is not used and a small particle of sputum
is placed upon a glass slide under a cover-glass and gently pressed
there will be seen, if the sputum be mucus or muco-purnlent, threads
of muens and mucous corpuscles with white blood-corpuseles, which
are particularly numerous if the sputum be purnlent. These latter
are granular, fatty, and sometimes pigmented by soot or other sub-
stances which have been inhaled. Epithelial cells derived from the
respiratory passages are also found in large numbers, often broken
down and fissured, granular, and generally a nucleus can be distin-
guished in their centre, Of far more importance than these, how-
ever, are particles of elastic fibre or elastic threads, which, if present,
show positively that a breaking-down process is going on in the
lung, or more rarvely in the bronchial tubes, These are usnally seen
in the sputum of advanced or rapidly progressing tubereulosis of the
lung and in that of abscess and gangrene of the lung. If there is
doubt as to their presence because they are sparse, we obtain them
by the following process : Boil equal parts of the suspected sputum
and a 10 per cent. solution of caustic potash, and dilute the jelly-
like mass which results with water. After this has stood for twenty-
four hours the elastic fibres may be found in the sediment as swollen

threads, for which, however, small particles of food which may come
from the mouth may be mistaken.
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