Contributions to practical medicine / by James Sawyer.

Contributors
Sawyer, James, Sir, 1844-1920.

Publication/Creation
Birmingham : Cornish, 1886.

Persistent URL
https://wellcomecollection.org/works/seah9ucg

License and attribution

This work has been identified as being free of known restrictions under
copyright law, including all related and neighbouring rights and is being made
available under the Creative Commons, Public Domain Mark.

You can copy, modify, distribute and perform the work, even for commercial
purposes, without asking permission.

Wellcome Collection

183 Euston Road

London NW1 2BE UK

T +44 (0)20 7611 8722

E library@wellcomecollection.org
https://wellcomecollection.org



http://creativecommons.org/publicdomain/mark/1.0/

r

M16530




22101628592

















































s THE CAUSES AND CURE OF INSOMNIA.

processes of respiration and circulation — are
conditions which prevent, shorten, or interrupt
sleep. In such and similar instances the cause of
the sleeplessness is obvious. Such insomnia may
mostly be controlled by one of two therapeutic
methods, or by a combination of them, namely—
either by the exhibition of remedies which directly
promote sleep (hypnotics), or by the adoption of
measures which combat the eause of the insomnia,
by reducing the fever, by removing the pain, by
soothing the cough, or by relieving the cardiac
disturbance. DBut of sleeplessness arising as the
direct effect of these and like conditions it is not
my purpose to speak. I shall endeavour to unravel
the complex causes, and point out the successful
treatment of that kind of insomnia which may be
called, for the sake of simplicity, but scarcely
with striet truth, insomnia per se, or simple inability
to sleep—a kind of wakefulness for which we fail
to find an objective or obvious physical cause, and -
which seems to depend upon an inability on the
part of the brain and nervous system generally to
adapt themselves to the conditions which are
necessary for sleep. We meet with this disorder
more in private than in hospital practice—mostly
in persons who belong to what s called the upper
middle elass, and mostly in individuals of high
mental endowment. The malady is of extreme
importance, and happily, if its causes be rightly






4 THE CAUSES AND CURE OF INSOMNIA.

which prevents the due repose of a sufficient

s A et el s

number of those brain-cells which are concerned
in consclous thought will prevent sleep; relative
cmebml hvpmtmn is a consequence of such
activity, and is also a concurrent, though
subordinate, cause of wakefulness. Hence there
are causes of insomnia which act primarily in
sustaining cerebral activity, and with it, and in
consequence of 1it, relative cerebral hypersmia,
Again, any cause which prevents the brain from
becoming sufficiently relatively anemic for sleep
will produce insomnia. Any agent which sustains
cerebral ]l}’p.l}'}_l'_mﬂl.iﬂ, or any morbid condition
which impairs the contractility of the cerebral
m-té__ﬂgs, may prevent wholly, or in part, the
occurrence of such a degree and extent of
cerebral anemia as 1s required for the production
of sleep. Hence there are causes of insomnia
which aet primarily in exciting and sustaining
relative cerebral hypersemia, and with it, and in
consequence of it, cerebral activity. DBut in such
a complex condition as conscious cerebral activity,
where thought implies inereased blood-flow, and
increased blood-flow implies thought, we cannot
in any given case allow, with striet accuracy,
entire causal precedence to either of the factors
which are essential to the common result. DBut
these considerations are strictly pertinent to a
clear conception of the causes of msommnia. In













o) THE CAUSES AND CURE OF INSOMNIA.

think T have found it. T use the phrase nervous
temperament to idicate a distinet type of ontward
form, of manner, of habits, and of tendencies.
Temperaments present their strongest types most
commonly in men ; comparatively few women ex-
hibit a well-marked temperament. Two or more
of the different kinds of temperament may appear
to be blended ; we have a compound of modified
temperaments. A man of distinetly nervous tem-
perament has a quick manner ; he is nearly always
n a hurry ; he is apt to talk volubly and eat quickly;
if he does not know us well, he fidgets with his
hands orlegs when he is speaking ; he talks abruptly,
earnestly, and fluently, often splitting up his
phrases, or recalling and correcting them, and

“especially modifying qualifying words, such as

adverbs and adjectives, in his anxious desire to
express what he conceives to be the finest shades
of truth. When he becomes a patient he 1s
harassed about some trivial symptom ; he has felt
his heart beating, and he therenpon fancies he has
some deadly cardiac disease; he thinks his memory
is failing, and he forthwith imagines he is going
mad.

A man who has suffered mueh from insomnia
becomes the subject of a well-marked group of
symptoms. Most of them are given by certain
writers amongst the signs of cerebral hypersemia.
It is probable that they mark a particular variety of
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be unaware of it, but those with whom he lives
have noticed that he often asks them to repeat
what they say to him because he could not quite
catch their words. He may complain of seeing

spots Dbefore his eyes—little cobwebby, black

lines, which come and go and float about, or
bright, bluish, phosphorescent-like specks which
seem fixed for a moment, one before each
eye, and which only appear when he first directs
his eyes fowards an object. There are some
abnormal sensations in the skin ; not formieation,
such as 1s apt to arise in organie nervous disease,
but a sharp, transitory, and isolated prickling, as
of the movement of a single pin, which lasts only
for an instant, and affects either the limbs or the
trunk, mostly the former. There may be a peculiar
twitching of muscles. It is not a vibrafory fremor,
like that of progressive muscular atrophy, nor is it
a contraction of a whole muscle, or of a group of
muscles, such as arises in true convulsion. But,
while the patient is sitting still, a considerable
part of a muscle becomes the subject of rapid
clonic movements, and these are wholly
independent of volition. These movements mostly
occur in the lower extremities, but they are rarely
sufficient to move the limbs; they usually affect
the lower part of one vastus internus, and last for
about a minute. The patient can feel the
movements by attending to the affected part, and
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are tobacco, alecohol, tea, and coffee ; the internal,
certain effete products of tissue-metamorphosis
which aceumulate in the bodies of gouty persons,
or of those whose kidneys act deficiently. Many
a man does not and cannot sleep sufficiently
simply because he smokes excessively. Cut off his
““ cavendish 7 or his cigars, and he will sleep well.
Many smokers know that they sleep badly if they
smoke more than their usual quantity of tobacco,
or if they smoke tobacco stronger than that to
which they are accustomed. If a man who
smokes two cigars every evening is induced at
some time to smoke three, or if a smoker of
“bird’s-eye” ventures to replace it by ““ cavendish,”
he may, when he has gone to bed, find he cannot
sleep; and the cause of his sleeplessness 1s the
smoking of more or of stronger tobacco than that
to which he has been accustomed. Men of
distinetly nervous temperament, or men in whose
temperament there is a distinet and considerable
admixture of the nervous element, are often great
smokers. Men who are slow and caleulating are
rarely smokers; men whose activity is of an
objective type are happy in rarvely feeling the
nervous unrest which tobacco calms., Tobacco
smoking stimulates the cerebral cireulation; it
disposes to a succession of pleasing ideas by
inducing an easy flow of mental activity. DBut this
stimulation of the blood-flow in the brain is sure,
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14 THE CAUSES AND CURE OF INSOMNIA.

may pride himself upon his moderate use of
fermented stimulants, and he may be wholly
ignorant of the cause of the sleeplessness for which
he consults us. We fail to find any sufficient
psychic cause for his insommia; but if we take
away or diminish his wine or his grog, or induce
him to consume it before the evening, we find he
soon begins to sleep well.

The effects of tea and coffee in causing walke-
fulness are well known. Some individuals are
extremely susceptible to the action of these
stimulants.  We sometimes meet with persons,
mostly women, who habitually drink enormous
quantities of strong tea; such people are usmally
troubled with flatulent dyspepsia, and sleep badly,
but they rarely suffer from serious insomnia.

On this occasion I can only mention those
varieties of toxic insomnia which are apt to oceur
in gouty persons, or in those whose Lkidneys are
failing, and which arise from the accumulation in
the blood, in consequence of deficient exeretion, of
the produets of tissune-metamorphosis. Insomnia
of this kind 1s rarely complete. DBut the patient
may complain that he sleeps very badly, that he
wlies awake for some hours and has great difficulfy
m_{mmw' off to sleep, that he 1s easily awakened
and wakes frequently, and that he always dreams
when he sleeps. In such a case we may find a pulse
of high tension; the aortic second sound may be

-







16 THE CAUSES AND CURE OF INSOMNIA.

. In the treatment of insomnia we must often nuse
soporifics.  Of these the chief are chloral, opium,
morphia, the bromides, Indian hemp, al alcohol, and
affusion with cold water®-The successful treat-
ment of a case of sleeplessness follows from the
discovery of its cause. In the severer forms of
psychic insomnia we must often at once secure
sleep by some efficient hypnotic. T prefer opium
or chloral. By the use alone of one of these
drugs we can often quickly cure acute insommia
depending upon some sudden mental shock or
strain. A few nights of sound and sufficient
sleep, artificially induced, will do more than any-
thing else to restore to the brain the power of
sleeping without aid from drugs. In the more
chronic forms of psychic insomnia, where the
sleeplessness or wakefulness nsually depends upon
prolonged worry or overwork, I employ chloral
sparingly. It should only be used as a temporary
remedy, when it 1s necessary that we should at
once secure a fair amount of sleep. The patient
ought never to be allowed to swallow this dan-
gerous but valuable drug whenever he feels dis-
posed, or to apportion its dose for himself; he
ought only to take it upon the special prescription
of his doctor. Another important point must
always be kept in view. It is this: an overworked
man must never be permitted to go on with his
overwork, and habitually secure sleep by chloral
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15 THE CAUSES AND CURE OF INSOMNIA.

and m the slighter cases, bromide of potassium is
by far the best hypnotic. It soothes the irritated
and ritable cerebral cells; it is a direct and ab-
solutely safe brain sedative. It is marvellously
powerful in producing nervous calm ; but it must
be given in full doses, thirty to sixty grains at
bedtime. It is well to conjoin with it some drug
which will favour the contraction of the weakened
cerebral vessels. For this purpose we may give
tineture of ergot or tincture of digitalis, one or
both. “ITn many cases of chronic wakefulness,
arising from mental strain, the patient is dis-
tinetly ansemie. Unless the anemia be remedied,

iy Ml st

the insomnia cannot be cured. The patient’s pale

face and soft, small pulse declare the condition of
his blood. Such a person mostly feels drowsy when
he i1s up, and wakeful when he lies down. Of
course he needs iron. We may give him a grain
or two of reduced iron, sprinkled on a small piece
of bread, or a wineglassful of Orezza water, after
each meal. His diet must be liberal, containing
plenty of fish, meat, and eggs. For such a
patient aleohol is often the best hypnotic. To
many people a * nighteap " of toddy is a super-
fluous, perhaps hurtful, luxury. DBut if gives,
perhaps better than anything else, rest and sleep
to the exsangnine and worried brain. We must

never be blind to the responsibility we incur when

'| we preseribe aleohol, neither need we exaggerate
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employment in chopping wood ; if they have not
trees to fell, they can at least copy Archbishop
Whately, and give their minds a refreshing
objective bent and their muscles healthy work by
cutting up firewood. People who find it difficult
to get off to sleep have been advised to count
monotonously one, two, three, up to a thousand
or more, until they fall asleep; to wateh in
imagination each sheep of a large flock squeezing
through a narrow opening; to picture some
familiar landscape and keep the mind fixed upon
it; to repeat the letters of the alphabet, &e.
These are expedients for changing the current of
cerebration. For a night or two one or the other
may succeed, but they cannot be relied upon.
These practices often even keep up waketulness ;
when the mind attends to them too closely, they
sustain the subjectivity which keeps the brain
from resting. Often the surest way of keeping
awake 1s to try hard to go to sleep. We do most
things best when we forget ourselves: going to
sleep is no exception to the rule. Sleep may
often be induced by the temporary application of
cold to the head or to the general surface of the
body. A person who has been lying awake will
often fall asleep at once after getting out of bed
and sousing his head, neck, and hands in cold
water, or after following Charles Dickens’ plan of
standing at his bed side until he fecls chilly,


















20 PHTHISICAL LARYNGITIS.

of the mouth ; but it never goes beyond these
limits ; it 18 always local ; in its localisation is its
phthisical significance. When the signs of an®mia
are general, this local bloodlessness loses its phthi-
sical import; but when we find vocal feebleness
and laryngeal anwmia in a person who is not
an@mic, in the ordinary sense of that term, we
must search for other evidences of phthisis, and
closely watch and strive to improve the nutrition
of the larynx. As the local disease progresses,
the laryngeal mucous membrane becomes hyper-
emic ; the cords lose the clear, white lustre of
health. For a time it may be very difficult or quite
impossible to distingnish the case from one of
simple chronic laryngitis. But sooner or later the
characteristic tumefaction of laryngeal phthisis
appears, and there remains no further room for
doubting the serious nature of the local malady.
The swelling 1s usually most marked in the ary-
epiglottic folds. In extreme cases these folds are
often expanded nto two large, tense, brawny-look-
ing, pear-shaped tumours, with their larger ends
meeting together in the middle line behind, while
their smaller extremities are directed upwards and
outwards towards the epiglottis. The epiglottis
is similarly changed ; it loses its leaf-like form,
its edees become thick and rounded, and the
whole organ presents the appearance of an irregu-
larly globular tumour. Sometimes the epiglottis
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first the vocal impairment may be slight ; the voice
appears weak and tends to become whispering.
Failure of the voice in reading aloud may first be
noticed ; those who sing find it difficult or impos-
sible to produce their higher notes. When con-
gestion appears, the voice becomes husky, harsh,
and hoarse. When there is much submucous
tumefaction, the movements of the cords, and
especially their approximation, are mechaniecally
interfered with, and the voice is consequently
still further impaired ; when the tumefaction is
considerable, and when it passes into widespread
ulceration, all truly laryngeal voice is usually
lost.

There is, as a rule, no embarrassment of respi-
ration at first. DBut when the second stage of the
malady is decidedly established, the passage of air
through the narrowed glottis becomes more and
more difficult ; there is often loud stridor, which
i some cases 1s subject to alarming paroxysmal
exacerbations, and in a few instances the laryngeal
dyspnea is so great that tracheotomy may be
necessary to avert impending suffocation.

In most cases of laryngeal phthisis deglutition
18 at some time interfered with ; in many instances
dysphagia beccmes the most prominent and most
dangerous of all symptoms. In many cases of
laryngeal phthisis the symptoms of organie stricture
of the wsophagus may be closely simulated. There
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laryngeal phthisis as a local disease, any more than
I look upon cancer as a local disease ; it is a local
expression of a general constitutional condition,
albeit often determined by local causes. To this
pathological doctrine I can add, from a fanly
extensive experience, that I have never seen a
well-marked case of laryngeal phthisis which was
not complicated by distinet physical evidences of
chroni¢ consumption of the lungs. It is my
present purpose only to direct attention to the
special local treatment with which more general
measures may be supplemented in the management
of a case of phthisical laryngitis.  Counter-
irritation, in various forms and of various intensity;
the application of remedies to the diseased parts by
means of a laryngeal brush ; inhalations, whether
atomised, steam, or fuming ; insuftlations; and the
local administration of medicines in the form of
lozenge, are therapeutic methods which may be
used in turn or in several combinations, to suit
different practical indications. Counter-irritation
over the front of the neck 1s likely to be of service
at any time; it is especially useful when the
larynx is congested or painful. We may use
iodine or croton liniments, antimonial ointment,
or mustard poultices or leaves. If the colour of
iodine be objectionable, a useful liniment may be
made by adding to a strong alcoholic solution of
iodine enough liquor potasse to discharge its
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Whether we use paints, sprays, powders, or
lozenges, there comes a time in the progress
of laryngeal phthisis when coughing is not only
an urgent symptom to be treated, but also a
condition to be arrested as destructive in its
local tendencies, and as the prelude of vomiting,
which may become so frequent as to break down
rapidly the patient’s remaining strength. Any
measure or remedy, pharmacopaial or domestie,
which can keep down coughing affords much
relief and often substantial benefit in laryngeal
consumption. Prompted by the feeling of local
irritation, patients are prone to make energetie
efforts at clearing the throat. Such efforts ought
to be avoided as much as possible. It 1s astonish-
ing how much the act of coughing can be
brought under the control of the will by an
intelligent and resolute person. We ought to
impress upon our patients the importance of
restraining and refraining from coughing so far
as they are able to do so. While hawking and
coughing may give a brief rehief by removing
accumulating secretions, such actions tend to
perpetuate and inerease laryngeal inflammatory
changes. Here, as everywhere, rest is a prime
factor in the control of inflammation. We ought
to rest the larynx as much as possible. In the
management of laryngeal phthisis keep steadily in
view the fact that the malady is a c¢hronic local and











































D50 CONSTIPATION AND INTESTINAL OBSTRUCTION.

shall be acute, or at least sub-acute, in their
urgency and duration; and that they shall be
assoclated with complete temporary absence of
alvine dejections, or at least with very obvious
msufficiency of such evacuations both in quantity
and frequency. DBut we shall fall into error some-
times 1f we expect considerable fmcal retention
always to be marked in this way. Of exceptional
forms of extreme fmecal retention, I have met
with two distinet varieties. In both the process
of acenmulation has been slow: but mm one the
araver signs of intestinal obstruetion have at last
become urgently and rapidly developed, as 1t were,
as a climax ; while in the other and rarer form of
slowly developed fecal retention the condition has
been chronie throughout, and the disorder has
not perhaps been recognised until after a belly
only distended by a dilated colon filled with feces
has been regarded as the seat of a huge tumonur,
the nature of which has been variously interpreted.
I have known the extremest fiecal retention, filling
the belly, encroaching on the thorax, and dis-
placing the liver, lungs, and heart, presenting
itself as a chronie condition lasting for many years.
Let me quote very briefly an extreme and very
instructive instance of this kind from my note-
book. In the year 1871, a medical friend sent a
case to me at the Queen’s Hospital, as one of
obscure abdominal tumour, which had long
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the hand could be readily passed between the
tumour and the pelvis. The tumour was uni-
formly dull on percussion; palpation gave the
impression of a doughy consistence, and firm and
sustained pressure with the fip of a finger upon
the mass produced a depression which lasted for
some minutes after the finger was withdrawn.
The heart was displaced upwards considerably ;
its apex was found to strike the chest-wall at a
point one inch and a half above, and one inch to
the mner side of the left nipple. The eirecum-
ference of the abdomen at the umbilicus was
thirty-one inches. 'The rectum was found to be
largely distended, and filled with hardened fieces.
The patient was ordered a pill, consisting of a
orain and a half of Soeotrine aloes, half a grain of
extract of hyoseyamus, and a third of a grain of
extract of nux vomiea, to be taken with a drachm
of sulphate of magnesia in one ounce of infusion
of roses, thrice daily. An enema of cold water
and table salt was given night and morning.
Before the administration of the first enema, I
freely broke up the contents of the rectum with
my forefinger and the handle of a large table-
spoon, and I removed a very large quantity of
hardened feces, together with three plum-stones.
On the following day, two chamber-pots were
literally filled to the brim with pultaceous fmces,
and the abdomen was found markedly diminished
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pressure with the fingers, over the tumour, pro-
duced a depression in its mass which lasted for
some minutes after pressure was withdrawn. This
very exceptional physical sign is almost absolutely
diagnostic of considerable fmeal aceumulation.
The successful progress of the case illustrates,
also, the value of using together a variety of
therapeutic measures. In the treatment of freecal
retention, the best results are only obtainable by
the adoption of a well-considered combination of
remedial resources. I did not rely on only one
method of emptying the distended intestine. 1
broke up and dug out all the excrement I could
reach through the anus; and I kept up the con-
current and continued use of aloetic purgatives,
enemata, and faradisation.

I am afraid our profession does not adequately
appreciate the immense advantages to be derived
in the treatment of many of the severer forms of
constipation and intestinal obstruction by the
efficient use of the enema. In France, I under-
stand, the enema is the routine domestic aperient.
We do these things better in England. The custom
of relieving slight constipation by an immediate
resort to an enema has never become popular on
this side of the Channel, and it is well it is so.
My experience has led me to discountenance
decidedly the systematic use of rectal injections in
the ordinary domestic treatment of the shghter
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the simple coprostasis of advanced life. Within the
limits of this paper I cannot particularise all the
practical details of apparatus, of quantity, quality,
and frequency of intestinal injection, and the
various manipulative niceties of administration,
concerned in the question of the therapeutic use
of aperient enemata. But I would take this oppor-
tunity of affirming that in all severe cases of con-
stipation, and in all cases of intestinal obstruction,
in which we nse enemata, we can only administer
our injections efficiently by means of the long tube
of O’'Beirne. Let me recommend O'Beirne’s
classical treatise on defwecation to those who are
unacqnainted with it.* Than from a study of its
pages I do not think I have ever reaped more
practical profit from any of my medical reading.
The gist of O'Beirne’s book is the recommendation
of the long enema tube, which for fifty years has
been known by his name. Never entrust the use
of O’Beirne’s tube to a nurse. The efficient passage
of the instrument into and through the sigmoid
flexure of the colon is a delicate and difficult opera-
tion, which the medical attendant onght always
himself to perform for his patient, Much unneces-
sary detail has been taught about the composition
of enemata. When we use an enema for the pur-
pose of clearing the bowel of fweces and flatus the

* New views on the process of Defmeation, &e. DBy James
O'Beirne, M.D., Dublin. 1833,
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our conclusions on this question, they ean only be
accepted as provisional.  From time to time its
1ssues must be examined anew, so that they may
be brought to the level of our latest curative
advances. It is especially necessary that we should
often recur to this important question now, when
we are witnessing such rapid advances in the safety,
precision, and scope of abdominal surgery. In
these advances, as fresh and signal trinmphs for
our art, I humbly elaim to share a common pride
with my surgical brethren. I take this opportunity
of offering my sincerest congratulations to this
Branch upon the great advances which have been
established i peritoneal surgery in our times, for
with those advances the names of some of our
members are honourably and indissolubly
connected,

I shall not pause to enumerate the long list of
lesions which may determine the e¢linieal urgencies
of intestinal impermeability, and which, by causing
that most grave condition, may demand from us
relief if life is to be preserved. As intestinal
compressions, constrictions, degenerations, dis-
placements, distortions, impactions, obturations,
and stenoses, these manifold pathological conditions
have been fully described. If, with practical
purpose, we translate the anatomical causes of
intestinal ocelusion in their clinical manifestations
and history, we shall find that they fall into three
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the larger intestine.* These various conditions
teem with practical interest, both in the niceties
of their differential diagnosis, and in the details
of their varying therapeutic requirements. Into
these points I cannot now enter, but I would
state generally that by a consideration of the age
of the patient, of the history of his illness, of his
special symptoms and physical signs, and of the
results of our treatment, checked by a recol-
lection of the pathological possibilities of intes-
tinal occlusion and some accurate knowledge of
their relative frequencies, we can usually make a
practically correct diagnosis, both of the par-
ticular portion of the intestine which 1s affected
and of the pathological nature of its lesion. I
cannot, however, leave this part of my subject
without reference to certain well-ascertained sta-
tistics and approximate generalisations which are
of great practical importance, and which have
often stood me in good stead at the bedside in
the diagnosis of the kind and place of an intes-
tinal ocelusion. Firstly, it is generally true that
sudden and very marked obstructions, such as
strangulations, torsions, intussusceptions, and

pluggings, affect the smaller intestine, while

* This classification is a modification and amplification of one
to be found in Dr. Leichtenstern’s valuable essay on * Constrictions,
Occlusions, and Displacements of the Intestines,” contained in Dr.
Von Ziemssen's Cyclopedia of the Practice of Medicine. See English
translation, Vol, VIL., page 487, et seq.
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From these figures we may gather the im-
portant practical generalisation that at least four-
fifths of the strictures of the larger intestine are
situated to the left of the middle line of the body.
Again, excluding the grosser forms of hernia, of all
the different forms of obstruction of the bowel,
itussnseeption is the one which is “ most com-
monly attended with the presence of manifest
tumour;""" and further, excluding cancerous disease
of the larger intestine, the discharge of blood per
anwn 1s characteristic of intussusception, and 1s
generally present from the onset of the affection.
Again, we have Mr. Jonathan Hutchinson’s valu-
able generalisations, from which I select the
following as being the most reliable, and therefore
the most important. * When a child becomes
suddenly the subject of symptoms of bowel ob-
struetion, it 1s probably either imtussusception or
peritonitis. When an elderly person is the
patient, the diagnosis will generally rest between
impaction of intestinal contents and malignant
disease. In middle age, the causes of obstruction
may be various, but intussusception and malig-
nant disease are now very unusual. If repeated
attacks of dangerous obstruction have oceurred,
with long intervals of perfect health, it may be
suspected that the patient 1s the subject of a
chronie diverticulum, or has bands of adhesion,

* Dr. Bristowe. Op. cit., page 100.
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neighbourhood of the navel. Sometimes the pains
are excruciatingly violent, or they are persistent,
or they spread over the whole of the belly, or they
are of a *“bearing-down” character, and are
attended by painful but fruitless efforts at stool.
Acting on the familiar hypothesis that something
has ‘¢ disagreed” and requires clearing off, the
patient usunally forthwith takes a domestie purge.
The pains continue and grow more frequent and
severe, and the bowels remain unrelieved. At
this stage vomiting generally appears, and a
doctor is summoned. The gravity of the patient’s
condition is usually recognised, and pains are
quelled and peritonitis staved off by opium, while
efforts are made to open the bowels by enemata ;
sometimes, unhappily, the pathological possibilities
are not adequately appreciated, and the stronger
cathartics are injudiciously administered. Save
for the passage of a little delusive flatus, or of the
contents of the bowel below the difficulty, the
belly remains ominously closed. Vomiting
continues, and, in a variable time, the vomited
matter becomes frecal in appearance and odour,
while at first it consisted only of ordinary stomach-
contents, or of a bilious watery fluid. The case grows
more desperate ; marked collapse soon declares
the patient’s inereasing danger. The extremities
chill, the respirations become shallow and frequent,
and the voice fails and thickens, while the pulse 1s
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free, an invagination can become disengaged,
compression cease, twisting or dislocation of
the intestine with angular bend can straighten
itself, a lodged gall or intestinal stone or foreign
body may be dislodged and evacuated, and severe
frecal obturation may be overcome.” But we must
never forget, I would strongly insist, that the
relative proportion of cases of spontaneous recovery
from acute intestinal ocelusion is very small indeed
—so0 small as to support only a very uncertain hope
of life in any particular case. I fear such a hope
18 often a harmful one, for T am afraid that its
sympathetic exaggeration has sometimes inspired
a disastrous inactivity, which has frittered away in
fruitless endeavours and vain expectations the
hour for a fair cast for life by surgical interference.

For want of time, I am compelled to pass over
many important points in the treatmentof intestinal
occlusions, such as, for example, how far purgatives
are to be given, if at all, the use of opium, of ice,
of the best methods of feeding, of copious enemata,
given while the patient is inverted or other-,
wise, of abdominal kneadings and manipu-
lations, of warm baths, of rectal insufflation of
air, of intestinal puncture with an aspirat-
ing canula. We do well to combine these
measures variously, according to the speecial
indications of each particular case, for clinieal

* Leichtenstern. Op. cit., page 508,
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performance of laparotomy the following con-
siderations may be urged, with various degrees
of cogency, namely :—There are some cases of
acute internal strangulation which cannot be
relieved by laparotomy; consent is not usually
given to the operation until the patient is so
far in extremis that recovery is impossible; the
imtestine may be found so brittle that it i1s im-
possible to avoid fwecal extravasation into the
peritoneal cavity; the surgeon may not find any
obstruction to relieve; the diagnosis may be
mcorrect ; there is always a chance of spontaneous
recovery ; the operation in itself adds very seriously
to the risk of death ; the results of laparotomy are
not such as to justify the performance of the
operation. But, to these considerations it may be
answered, the cases of acute intestinal strangulation
which cannot be relieved by laparotomy, such as
very complicated and extensive volvulus, are so
rare, as to be practically unworthy of consideration
in determining our action in any particular case;
again, that laparotomy has hitherto been performed
only when the patient has been in a hopeless
condition is not an argument against the perform-
ance of the operation, but only a reason why the
procedure should be adopted earlier; and again,
the difficulty of diagnosis in cases of acute intes-
tinal closure 1s daily diminishing, and is already
sufficiently certain for all practical purposes, and
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occlusion if left to itself; while the strongest
point against the operation is to be found in the
records of its results. No very large statistics of
the results of laparotomy have been ecollected;
and those which have been published probably
show a better resnlt than the truth, because of the
unfortunate tendency amongst us to think our
unsuceessful cases unworthy of publication. I
find, however, that Leichtenstern has collected
seventy-nine cases, giving fifty-five deaths, or a
mortality of seventy per cent. So far as cases
within my own knowledge have enabled me to
judge, T have been inclined to conclude that it is
usual, in laparotomy, for a surgeon to find
““ something,” and to relieve it, and that it has
nevertheless been very usual for the patient to
die shortly afterwards.

I have good authority for stating that laparo-
ileotomy is an operation * far less dangerous than
laparotomy, and more easy of execution.”* Upon
this point, which I regard of great practical 1m-
portance, I hope 1 may be so fortunate as to elieit
the opinion of my surgical brethren. 1 have a
strong impression, based on some experience of
the results of abdominal sections performed in
cases of acute intestinal closure, that 1t 1s usunally
safest for the patient for the surgeon to follow the
great example of Nelaton, and not to attempt a

x Luitl:h!;uuaturu. Op. eit., page GG,
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opportunity for reliet by such remedies as opium,
enemata, time, and belladonna; but I should by
no means wait until the patient was in eaxtremis
before I urged surgical interference. 1If I obtained
the patient’s consent to such interference, I
should hope my surgical colleague would perform
laparotomy and relieve the ocelusion, but only if
its seat were so near at hand and its nature so
clear that the operation could be thoroughly
accomplished without much search amongst
intestinal coils; but I should hope that he would
rather perform laparo-ileotomy than subject the
patient to the direct and collateral risks of a
prolonged effort at disentangling lis abdominal
viseeri.

But, as I have already said, our decisions on
these topics can only be provisional, as, indeed,
all our therapeutic decisions must be, if we be
worthy the name of scientific practitioners.  The
scientific spirit accepts no result as final, but,
with stern impartiality, presses steadily onwards
to fuller truth, by ever assimilating the fruits of
an ever widening knowledge. In such a spirit,
if we are faithful to it, we shall still expeet and
still secure further vantage in our conflict with
disease, and in this spirit owr practice shall ever
promise progress, and our art attempt and
accomplish achievement.
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clear and approximately constant, with the com-
monest of the organic defects of the cardiac
orifices and valves, and with the commonest conse-
quences and complications of embarrassed cardiac
action. Rightly interpreted, it is a sign which
traverses the whole domain of practice, for it
conveys reliable indications in the three chief
divisions of our relations with a patient, imasmuch
as 1t 1s significant alike in diagnosis, in prognosis,
and in therapeusis. Skoda, with his usual ten-
dency to over-refinement—that frequent fault of
physicians—did not grasp the simplicity and
singleness of the significance of accentuation
of the pulmonary second sound. He observed the
physical fact, but he went too far, and in one line
in a wrong direction, in his speculation upon its
import. He was wrong in his teaching, for
example, as Dr. Walshe has pointed out,” that the
presence of reinforcement of the second sound in
the pulmonary artery will distinguish a systolic
murmur at the left apex, caused by mitral regur-
gitation, from a murmur of like time and site,
caused by friction of the blood against roughnesses
on the inner surface of the ventricle. The essence
of the matter 1s this : Accentuation of the cardiac
second sound, as heard over the origin of the
pulmonary artery, is an unfailing indication of

* Diseases of the Heart and Great Vessels. DBy W. H. Walshe,
M.D., &e. Fourth edition, 1873, p. 93.
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raises the blood-tension in the pulmonary artery
mtensifies the pulmonary second sound. What,
then, is the clinical import of the variety of abmor-
mal loudness of the second sonnd of the heart, to
which I am directing your attention ? Answering
the question broadly, I say it is beyond dispute
that an increased intensity of the pulmonary
second sound is due to an increase in the blood-
tension in the pulmonary artery, and that this
heightened tension 1s due to some obstruction in
the pulmonary or lesser circulation. The sign is
clinically associated with organic and permanent
lesions of the mitral valves and of the mitral
orifice. Either insufficiency of the mitral valves, or
narrowing of the mitral orifice, adds a distinet and
new physical obstacle to the flow of blood through
the lesser cirenlation. In so far as such an
obstacle elicits increased foree in the contraction
of the right ventriele, by so much does it raise
blood tension in the pulmonary artery, and con-
sequently accentuate the pulmonary second sound.
Jut, while this statement is strictly true as a
generalisation, you must remember certain qualify-
ing cireumstances which may hold good in par-
ticular instances. Advanced mitral regurgitation,
or advanced mitral stenosis, or both, may be
present, and the pulmonary second sound may not
be accentuated, but may even be less loud and
clear than in health. This may arise from one of
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second sound is likely to be relatively weakened
by reason of the reduced systemie tension which
mitral defects entail. As Dr. Walshe points out,
there is a “ pseundo-aceentuation of the pulmonary
second sound, from real weakening of the aortic
second sound, through the lessened current and
diminished ealibre of that vessel, that follows on
long-continued mitral regurgitation.” You must
not fall into the error of mistaking a pulmonary
second sound of normal loudness for an accentu-
ated sound, because 1t co-exists with a feeble
aortic sound. On this point, which undoubtedly
is sometimes a difficult one in practice, yon must
look to an extended experience of cardiac auseul-
tation to aid you. The recognition of variations
in the tone and loudness of the heart’s sounds 1s
a refinement of stethoscopy, which only long
practice can develop. It is only when, by patient
clinical work, you have acquired in your minds a
sure standard of the characters of cardiac sounds
that yon can readily deteet deviations from their
normal intensity.

So far as I have been able to judge from my
own observations at the bedside, the presence or
the absence of accentunation of the pulmonary
second sound, or the presence of a high or of a
low degree of such accentuation, 1s valueless as a
differential sign in itself in the diagnosis of mitral

* Op. cit., page 100,
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pulmonary artery. Stating the case broadly, it may
be said mitral valvalar defects are generally the
practically immediate and permanent results of
acute endocarditis. Onece established, the affec-
tion of the valves or orifice becomes a permanent
defeet, which never grows less, but which rather
tends, by the organisation and contraction of
imflammatory exudations, and by other well-known
consecutive changes, to become more and more
pronounced as time goes on. From the date of
the endocarditis which first damaged the heart,
there occurs a variable period of practically good
health, or of quasi-health, but slightly impaired
by certain of the less pressing signs of cardiac
embarrassment. This period may vary in length
from a few weeks or months to a few or many
vears, being determined by a variety of variounsly
combined circumstances, such as the extent of
original mitral damage and the degree of subse-
quent compensation, and the age, mode of life,
social position, and habits of the patient. Dut,
whether this period be short or long, there surely
comes, sooner or later, an ultimate or penultimate
stage, marked by failure of compensation and by
dropsical complications, leading on to death.
Accepting this brief outline as a rapid sketch
of the usnal progress of mitral affections, let us
answer this question :—What is the nusunal state of
the pulmonary second sound in the progress of
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circulation through the lungs, which usually
comes as a bronchial catarrh, which would be
trivial under some other circumstances, and
the next, the ultimate or penultimate, stage of
mitral troubles is ushered in. Compensation fails,
and with it falls, pari passu, the accentuation of
the pulmonary arterial sound. With failing com-
pensation, viscera and surface become engorged
with blood, anasarca gradually develops, and
dropsical exudations begin to gather in the serous
cavities.

This is the stage at which you often sce
patients admitted to my wards. With rest, good
and carefully adjusted evacuants, and, above all,
with digitalis, our great heart-restorer, many
improve, lose the later complications of their
mitral disease, revert to the second stage of quasi-
health which 1 have been describing, and return
to their occupations. As they improve, as rest,
suitable food, evacuants, and digitalis, do good,
you may notice the pulmonary second sound,
which had waned before, wax strong again, surely
marking the recovery of compensation in the
propulsive power of the right ventricle, which is
the essential factor in the patient’s relief. Here
observation of the pulmonary second sound is of
inestimable service. With a rising sound, our
treatment is doing good, and our patient 1s making
progress towards recovery.
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passed up and down a little ; it slips a little under
your fingers.””

The largest statistics econcerning movable and
floating kidneys with which T am acquainted are
to be found in the well-known treatise of
Sir William Roberts on Renal Diseases. From
these figures, from six cases of floating kidney
which I published in the first volume of the
Birmingham  Medical Review, from several cases
which I have met with since in my practice, and
from other instances which I have found recorded,
it appears that preternatural renal mobility may be
either unilateral or bilateral, that it 1s more
frequently unilateral than bilateral, that the right
kidney has been affected about four times as often
as the left, that floating kidney is much more
common in women than in men, and that, amongst
women, by far the larger number of the subjects
of floating kidney have been women who have
borne children.

When we palpate the abdomen of a person
presenting a floating kidney, the patient lying in
a recumbent position, with the abdominal walls
relaxed, we can feel a swelling which is rounded,
smooth, of the size and shape of a kidney, and
which we can move in various directions, the

* Clinical lectures on the ** Diagnosis of Ixtra-pelvic Tomours of
the Abdomen.” By Sir William Jenner, Bart., M.D., &e., British
Medical Journal, January, 1869.
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and the right kidney, which lay midway between
the umbilicus and the anterior superior spine of
the ilium, was completely riddled by abscesses.
The ureter was dilated and thickened. The
bladder, except near the opening of the right
ureter, was healthy.”

The production of a floating condition of the
kidney is an effect which is the result, doubtless,
of the concurrence of several causes. Oppolzer
thought that the affection is usually congenital,
and this view seems to have been suggested by
the lengthened condition of the renal vessels
which has been usually found in these cases after
death; this opinion, as far as my own reading
extends, does not appear to have heen fully shared
by other writers on the subject. If the abnormality
were congenital, it would be difficult to account for
the disproportionate frequency of its occurrence in
females. Cruveilhier thinks the practice of tight-
lacing mainly contributes to the production of
this affection.

In the paper by Sir William Roberts which I
have before alluded to, child-bearing and tight-
lacing are given as the most probable predisposing
causes of the affection. ¢ Becquet has proposed
a somewhat novel theory for the production of
movable kidneys in women. In the cases encoun-
tered by him, there was a striking coincidence of
time between the displacement of the kidney and
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be concerned as a cause, I am unable to say. The
powerful and prolonged contractions of the dia-
phragm which are incidental to such a condition
would, doubtless, favour displacement of the
kidney. I think, however, the ecircumstances
which determine a liability to this affection arise
rather as a result of the sudden removal of the
pressure which the distended uterns exercises on
the kidneys, in common with other organs within
the abdomen. 'The tendency to falling forwards
of the viscera, as a result of the impaired support
afforded to them by the abdominal walls, in a
woman who has borne children, appears likely to
contribute to the production of floating kidney.
Feeble women with lax and atonie tissues are
probably more subject to this abnormality than
those who are more robust.

The cause of the disproportionate frequency of
a floating condition of the right kidney, as com-
pared with the left, is to be found, doubtless, in
the difference between the anatomical relations of
the organs on the two sides of the body. Cruveil-
hier, as quoted by Dr. Roberts, remarks:— If
the left kidney is not so frequently displaced as
the right, that is owing to the fact that the left
hypochondrium, occupied by the spleen and the
great end of the stomach, bears the pressure of
the stays with much more impunity than the right.”
We must remember, also, that the kidneys are
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which they refer to the tumour, and which may be
increased by standing for some time, or by
exercise, or which may never be felt except under
such ecircumstances. Sometimes movements of
the displaced organ are perceived by the patient,
and then they may give rise to delusions, which
we find great difticulty in dispelling. In one of
the cases I have given, the patient persisted, in
spite of all we could say to the contrary, in
believing the movements to be those of a child.
Dr. Roberts alludes to a similar case. In uncom-
plicated cases the secretion of urine is always
healthy, neither is there any interference with
micturition. The irritating condition of the urine
was quite a sufficient cause for the frequent desire to
empty the bladder, noticed in Dr. Hickinbotham’s
case.

The dragging and uneasy sensations may
generally be relieved. Sometimes they are com-
pletely removed by wearing a tolerably tight,
elastic, abdominal bandage. Angemia, or dyspepsia,
or disorders of the uterus, must not be overlooked,
and suitable means must be adopted for their
removal. Treatment of a tonic nature may be
pursued with great advantage. When the
abdominal walls are weak and relaxed, shower
baths, rest, and chalybeates are indicated. All
constriction of the lower part of the thorax, by
stays or waistbands, or the like, must be avoided.
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the practical responsibilities of his position, and
he 1s in risk of abandonment ¢ to the alternative
of two great evils—a feeble and servile routine,
on one hand, or a wild and lawless empiricism on
the other.” In these diffieulties hard work, a clear
head, and a good conscience may still save him ;
but he may be tempted to a treacherous refuge by
the easy charms and attractive nostrums of pro-
prietary pharmaecy, or seduced by one or other of
those notorious therapeutic generalisations which
can still captivate the ignorant, though they be
tottering to their fall between the erutches of
knavery and credulity.

It would be easy to gather from the history of
our art abundant instances of how much an
accurate knowledge of remedies has been obscured
and retarded by superstition and by eredulity, by
scepticism and by caprice, by fashions in diseases
and by fashions in remedies, and by false doctrines
founded upon false theories of morbid processes
or upon false theories of the properties of
medicines.  In our times, with a sober, yet hope-
ful, temper in our judgments upon remedies, we
may expect to escape many of the errors of the
past and to help forward a sounder therapeutic
progress. We must seriously and patiently
examine again our old remedies, and search for
new ones, by the best resources of modern
scientific precision; and we must set ourselves
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particulars to generals, eredulity is our bane, and
scepticism our duty. And in medical science we
must bring our conclusions face to face with par-
ticular and living cases of disease, and see if they
be true then. While elinical medicine, to be
progressive, must ever revise and recast its prac-
tice by the truths of medical science, the genera-
lisations of medical science must find in the
particular readings of c¢linical medicine the troest
tests of their validity. If our science sometimes
restrains us when our art is going astray, it is our
art only which has often shown us when our
sclence was falling into error. In medicine, as in
morals, practice is the test of principle.

We shall brighten our faith in the possibilities
of therapeutic progress when we recall the marvel-
lous practical advances which the healing arts have
achieved within the last five-and-twenty or thirty
years. 1 cannot now attempt to cite these
advances in detail, but I believe a eritical examin-
ation of them would show that our power to cure
and to alleviate disease has made more substantial
progress within the time I have named than it has
cgained within any similar period in the history
of medicine, Our remedies have grown in sim-
plicity and in range, in number and in precision.
We have developed the uses of some good old
drugs, and we have learned the uses of some good
new ones. | am sure many instances of such






110 THERAPEUTIC PROGRESS.

Let us remember the immensity of our prospect.
The potentiality of our art is only bounded by the
physiological possibilities of human life. Our art
aims at the prevention and the cure of all disease,
Towards this consummation, so devoutly to be
wished, it is sure to grow. The lines of its
development are plain, and we know them well.
Only by slow experience, and only by the labours
of many hands, can our progress be maintained.
Little by little shall our knowledge surely grow,
but only by the experience of reliable observa-
tions, infinitely multiplied and laboriously com-
pared. And from another aspect, and from one more
immediately practical, we recognize the vastness
of the scope of therapeutics. I need not remind
my hearers that the art of therapeutics is not
merely the administration of drugs. It is much
more than this; 1t inclndes every ageney and
circumstance which can favourably influence
disease. It includes dietetics—what a patient
ought to eat, what he ought to drink, and when
and how; it ineludes balneology—an ancient
therapeutic system which has a greater future ; it
includes climatology ; it includes the physical
resources of mechanics—a mine of boundless
wealth, which in means for the evacuation of
morbid collections, and for securing rest, immo-
bility, and support, has achieved such brilliant
results ; it includes electrieity, and other forms of
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our remedial arts, and while specialism within
certain limits is wisely accepted by our profession
as a sound rule of conduet, I think we shall admit
that there is an undue specialism against which
we must guard, because 1f 18 a dangerous obstruc-
tion to real therapeutic progress.

But our therapeutic progress cannot rest upon
clinical experience alone. IPhysiological research
into the precise details of the powers of remedies,
and such research directed towards the perfection
and discovery of remedies, has already yielded
good fruit in practice, and is full of promise. The
two broadest and directest lines of therapeutic
progress lie in these two fields of work, in clinieal
experience and in physiological research. Each
supports the other, and neither can stand alone.
While clinical experience suggests specific wants,
which physiological research may endeavour to
supply, physiological research supplies new agents
which clinical experience may test in practice.
Clinical experience reveals the therapeutic effects
of medicines ; physiological research discovers
only their physiological actions. The therapeutic
effect of a medicine 1s its remedial efficacy in
disease. The physiological action of a medicine
has no necessary connection with 1ts therapeutic
powers ; it is an effect it produces upon a living
and healthy body. We shall fall into error if we
assume that there is always a necessary connection
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between the physiological actions of a medicine
and 1its therapeutic effects. There are some
agents which have marked physiological actions,
and yet are poor in therapeutic powers; and
there are some remedies which have aceepted
therapeutic efficacies which exhibit scanty physio-
logical manifestations. If we examine the matter
closely we shall find that in many instances the
therapeutic effects of a remedy and its physio-
logical actions are, so to speak, two distinet, but
not separate, sides of its character. DBut, however
these things may be, we cannot doubt that the
more we learn about the physiological powers of
remedies the more likely we are to understand,
the more likely we are intelligently to direct, their
therapeutic employment in our practice. So, if
we would make progress in our powers to cure
disease and to relieve physical suffering, we must
heartily help and patiently watch the physiological
mvestigation of the actions of old and new
remedies, and of old and new agents which
may possibly become remedies. Our experience
tells us that we shall often find that an
agent which has particular and well marked
physiological powers has also the capacity of a
remedy with distinet therapeutic actions. In this
way physiological research suggests for us and for
our patients new remedies, or new applications of
old ones, and hands them on to clinical experience
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for test and for proof. Physiological research
yields us a perennial spring of therapeutic pro-
gress—a spring in which our art may perpetually
renew its vigour. Here is an abundant source
from which we may draw an exacter knowledge.
Here shall the art of medicine become less
empiric. Here shall our science become more
practical and our practice more scientific.

There is another condition of our work in the
treatment of disease about which there has been
much misconception, but about which we can
scarcely miss agreement if we weigh the case
cavefully. Tt is this: Whether we like it or not,
we must yet be mainly empiries in our practice.
We must not be above being empirics. I do not
mean empiries in any bad sense of the word. I
do not even mean that there is any real opposition
between true empiricism and scientific practice.
The great bulk of our therapeutic knowledge is as
yet empirical, and as empiries, though as rational
and scientific ones, we must administer it. By
this empiricism I mean, and mean only, a know-
ledge which is founded upon experience. 1 mean
a knowledge which grows from and with experi-
ence, and which in this sense is empirie, however
scientifically 1t be applied. In much of our thera-
peutic work it is experience which prompts our
action, while experience alone can test our results.
Much of what we do we cannot explain, in the
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the known we all can work, and none shall miss
his prize. The discovery of the unknown bears
fruit late, seldom, never, and splendidly; the per-
tection of the known bears fruit at once, always,
continuously, and in bushels. Many good reme-
dies are not fairly tried. A remedy has not failed
when it has only been employed improperly. Let
us study again, and more closely, and by modern
seientific methods, many a good old drug, such as
arsenic and antimony, mercury and hemlock,
sulphur and turpentine. Let us watch, too, the
marvellous developments of modern chemistry in
their bearings npon our medicines. With a wide
eye let us watch the sciences which are ancillary
to ours, that we may translate their advances and
resources into practical therapeutic ufilities. Let
us be reading, and reading old books, as well as
doing other work. If we turn to the therapeutic
literature of the past we shall find not only that
the fittest remedies have not always survived, but
that some of our most striking modern curative
trinmphs have been gained by old remedies which
had long been forgotten, as, for instance, in the
treatment of pyrexia by the affusion of cold water
—a revival and not a survival—a revival of the
therapeuties of Currie, of Liverpool, at the begin-
ning of this century, and of others before him.
Venesection is worthy at least of partial revival,
and is sure to come into vogue again. We might



















































