Golden rules of pediatrics : aphorisms, observations, and precepts on the
science and art of pediatrics : giving practical rules for diagnosis and
prognosis, the essentials of infant feeding, and the principles of scientific
treatment / by John Zahorsky ; with an introduction by W.E. Saunders.

Contributors

Zahorsky, John, 1871-
Saunders, E. W.
Harvey Cushing/John Hay Whitney Medical Library

Publication/Creation
St. Louis, [Missouri] : C.V. Mosby, 1911.

Persistent URL
https://wellcomecollection.org/works/m9x4qdyp

License and attribution

This material has been provided by This material has been provided by the
Harvey Cushing/John Hay Whitney Medical Library at Yale University,
through the Medical Heritage Library. The original may be consulted at the
Harvey Cushing/John Hay Whitney Medical Library at Yale University. where
the originals may be consulted.

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
London NW1 2BE UK

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



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




YALE
MEDICAL LIBRARY

I
o Y

HISTORICAL
LIBRARY

THE GIFT OF
YALE UNIVERSITY LIBRARY










GOLDEN RULES

OoF

PEDIATRICS






MEDICAL GUIDE AND MONOGRAPH SERIES

GOLDEN RULES

OF

PEDIATRICS

APHORISMS, OBSERVATIONS, AND PRECEPTS ON THE
SCIENCE AND ART OF PEDIATRICS.
GIVING PRACTICAL RULES FOR DIAGNOSIS AND PROG-
NOSIS, THE ESSENTIALS OF INFANT FEEDING, AND
THE PRINCIPLES OF SCIENTIFIC TREATMENT.

BY

JOHN ZAHOBSKY, A. B., M. D.

OLINICAL PROFESSOR OF PEDIATRICS, MEDICAL DEPARTMENT WASHINGTON UNI-
VEREITY., BT. LOUIS; EX-PRESIDENT OF THE EBT. LOUIS PEDIATRIC SQOQIETY |
ATTENDING PHYSICIAN TO THE BETHESDA FOUNDLINGS' HOME AND
THE 8T. LOUIS CHILDREN'S HOSPITAL; MEMEER OF THE AMERI-

CAN MEDICAL ASSOCIATION AND ST. LOUIS ACADEMY OF
SCIENCE; AUTHOR OF ""BABY INCUBATORS,” ETC.

Wit AN IntropUCTION BY E. W. SAUuNDERS, M. D.

EMERITUS PROFESEOR OF DISEASES OF CHILDREN AND CLINICAL MIDWIFERY,
MEDICAL DEFPARTMENT WASHINGTON UNIVEERSITY, 8T. LOUIS, ETC.

ST. LOUIS

C. V. MOSBY COMPANY
1911



CopyrigHT, 1911, BY C. V. Mosey COMPANY

FPress of
C. V. Mosby Company
at. Louis



TO

E. W. SAUNDERS, M. D,

OF 8T. LOUIS,

AB A BINCERE TRIBUTE TO HIS PROFESSIONAL ABILITY
AND CHRISTIAN CHARACTER,

THIS BOOK IS DEDICATED BY HIS GRATEFUL FRIEND,

THE AUTHOR.






PREFACE TO THE SECOND EDITION.

Additional observation and experience has con-
firmed my conviction that short, practical rules are
interesting and wuseful. The favorable reception
accorded the first edition also indicates that medical
maxims are welcome to busy practitioners. Quite a
number of new rules that experience has demon-
strated to be useful have been added to this second
edition under the various headings.

This work should by no means be considered a
text-book for teaching the subject of pediatries. Its
purpose, as indicated in the preface to the first
edition, 1s to furnish the busy practitioner with prac-
tical suggestions in diagnosis and treatment. It 1s
especially in diagnosis that certain concise directions
are helpful; for example, when a child complaing of
pain and tenderness in the right iliac region, it is
well for the physician to bear in mind that an exam-
ination of the right lung is necessary. Working for-
mulas receive the greater consideration when stated
in terse propositions.

I feel, therefore, that this simple book of maxims
will have a place in the general practitioner’s
library.

JOHN ZAHORSKY.
St. Louis, April, 1911.






PREFACE TO THE FIRST EDITION.

Ever since the days of Hippocrates, aphorisms
have been a favorite mode of expressing the essen-
tial truths of a medical science. KEspecially today,
when the modern spirit of investigation has made
the art of pediatrics depend on so many secientific
inquiries, it is necessary, at times, to state essential
practical points in a concise form. In reading an
elaborate text-book there are some propositions
which naturally make a stronger impression on the
mind than others equally important; hence some
kind of guide is mnecessary to pick out the most
valuable conceptions.

In the following pages the aphorisms and pre-
cepts are composed of propositions which, to me,
appear the most valuable; it is entirely a personal
choice. 1 will be pardoned if some precepts
emphasize points which I believe the general pro-
fession has overlooked or wherein it has erred. We
all have ‘‘cypress trees’” which we paint in every
picture.

Here and there, as will be noticed, additional
propositions of less importance have been added in
order to make the subject more complete.

The knowledge herein conveyed is the knowledge
of the profession; for the mode of presenting it I
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am alone responsible. Some favorite ideas are con-
troverted by good authority, but nevertheless a book
of aphorisms, having personal views back of it, 1s
probably more interesting, if not more valuable, than
a compendium of undisputed maxims.

JOHN ZAHORSKY.
St. Louis, August, 1906.
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INTRODUCTION.

Happily it is no longer necessary to prove that
pediatrics is a specialty. The universal consecience
of the medical profession acknowledges it to be true,
and the practical results justify the contention. By
@ priort reasoning this truth could never have been
established, for all other specialties are based upon
limitations of the field of practice by organs or by
diseases, while our field has for its delimitation the
age of the patient. It is hard to compare things
that differ so widely, and, if any stickler for analogy
will find a better generic term than ‘‘specialty’’ to
denote our chosen domain, we will gladly accept it.

But the difficulties of the subject are not confined
to the nomenclature, as the aspiring young pediatrist
soon discovers. First of all, the personality of the
physician must be considered; for a serious defect
there will sadly mar an otherwise hopeful career.
No man devoid of an overmastering love for children
or lacking in patience need attempt to fit himself
for this sphere of usefulness. It should also be borne
in mind that a sincere devotion to the cause of in-
fant humanity precludes the possibility of reaping
the largest monetary rewards of the profession.

In private practice it is simply impossible to
attend more than half the number of young children

13



14 INTRODUCTION.

as of adult patients, because of the time required
for observation, as well as physical examination, and
because of the faet that the attendants must be
heard, however tedious the discourse, as well as be
interrogated and educated at every visit. The en-
vironment, too, must be studied in all cases. In
one case of pernicious vomiting I discovered the
cause in a gas stove kept burning all night in an air-
tight sleeping room.

Sometimes the physician is the sole friend on
earth that the little patient has; and criminal intent
or eriminal neglect, as well as gross 1ignorance, must
be sought out and combated. Too often has it hap-
pened that there has been a gross error in com-
pounding the food mixture prescribed, and it is well
to examine it and to have a rehearsal of its prepa-
ration. The medicine, too, and the mode of its ad-
ministration should be matters of diligent inspection
and 1nquiry.

The educational difficulties of the subject are great
and inherent. It is self-evident that the pediatrist
must be thoroughly acquainted with syphilis and
with all of dermatology incident to childhood, with
the nervous diseases of children, as well as with
the whole domain of general medicine. The knowl-
edge of the chemistry of milk and of all foods suit-
able for children, and the practical adaptation to
dietetics, must be his.

Infant mortality is still, sad to say, the oppro-
brium of modern civilization, and the most surpris-
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ing part of the story is that this mortality is greatest
in the most enlightened centers. Surely nothing but
inhumanity can account for this sad faet.

In the last two decades diphtheria antitoxin and
rational feeding have marked the beginning of a
new epoch, but even these discoveries have not been
utilized to the full extent as yet. We hope for the
time to come when every death by diphtheria shall
be the subject of a coroner’s inquest. The federal
government has done well in controlling the output
of antitoxin, but is remiss in permitting it to be
sold at any stage of deterioration from age. I have
seen some deplorable results from this erying evil.
Until this is remedied the physician will do well to
use the imported serum or only such as is fresh,
and that in overwhelming amount. Every sore
throat demands antitoxin unless on sight it ean be
proven that it is not diphtheritic. The possibility
of a primary diphtheria implanted upon an eczema-
tous surface should not be forgotten. One of the
most puzzling cases that I ever encountered was that
of primary diphtheria of the meatus urinarius, con-
veyed by a tooth-pick used by a surgeon to open
up the passage.

It might be instructive to enumerate the diseases
of children which have been, in my experience, most
often overlooked:

Acute pyelitis—most frequently of all.
Empyema (following pneumonia).
Otitis media.
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Acute poliomyelitis.

Cerebrospinal meningitis.

Rickets.

Barlow’s disease.

Endocarditis.

Various reflex disturbances due to phimosis,
especially painful abdominal neurosis.

Intestinal obstruection.

Pylorie stenosis.

Aphorisms by no means signify final or undis
puted truths, but, when selected by one who has
had a wide experience and is thoroughly acquainted
with the best pediatric literature, they may serve a
useful purpose, especially when interspersed with
practical rules and precepts.

E. W. SAUNDERS.



GOLDEN RULES OF PEDIATRICS

PART 1.
GOLDEN RULES OF DIAGNOSIS.
GENERAL RULES.

Practice the quiet manner and the gentle voice.

Win the confidence of the children; do not frighten
them.

Undressing the child completely is always neces-
sary to make a thorough physical examination, but
it may be unnecessary to make a complete examina-
tion.

Always tell the child the truth; it imparts confi-
dence. Nothing is worse than to state that you will
not hurt the child and then do so.

The order in which you obtain the facts in study-
ing a case is not essential, provided you get all of
them.

It is as necessary to inquire carefully into the
susceptibilities and immunities of the patient as
into the nature of the present illness. Some dis-
eases give an immunity (measles, chickenpox, ete.),
others increase the susceptibility (rheumatism, ton-
sillitis, endocarditis).

The infant is peculiarly susceptible to diseases of

17



18 DIAGNOSIS.

the digestive tract; the child, because it comes in
contact with others, contends mostly with the con-
tagious diseases.

Never fail to observe the expression of the face,
the movements of the limbs, and the rapidity of the
respiration while the attendant is relating the his-
tory of the illness.

Do not forget to inquire carefully into the past
feeding of the infant; it may throw light on the
diagnosis and will aid you in treatment.

Remember that a nutritive disorder and infectious
disease may be coexistent. Separate the symptoms
of one from those of the other.

Diagnosis of disease in the infant is easy, as a
rule, because the diseases are less complex than in
the adult.

PHYSICAL EXAMINATION.

Remember that inspection is the most valuable
of all means employed for physical examination.
Learn to look for abnormalities.

Remember to inspect every part of the body to
which your attention has been called by other
symptoms.

Attention should always be given to the general
nutritive condition of the body. Estimate the size
and weight of the infant as compared with a normal
child of the same age.

Do not forget to notice the color of the skin and
mucous membrane. Icterus and eyanosis should be
revealed at a glance.
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Do not forget to inspect the mucous membrane
of the mouth and the throat in every acute disease.

Always inspect both chest and abdomen for any
deviation from the normal contour. Local bulging
or depression should be investigated.

The pigeon breast is usually caused by rickets;
the funnel chest may be congenital.

Be sure to recognize spinal eurvatures in young
girls. It is often overlooked.

An eruption will not be overlooked if the child is
always undressed at the physical examination.

Marked swellings in the cervical region are usually
due to enlarged lymph nodes, and generally indicate
some infectious process in the nose or throat.

Always notice the shape and contour of the head;
prominences may be due to rickets—rarely to syphi-
lis. A flat oceiput is common in rachitic babies, who
lie on their back continuously.

Do not fail to notice the retraction of the supra-
sternal fossa and lower ribs in dyspnea. It may be
normal in young infants. i

Prominent veins over the anterior surface of the
chest have no significance unless other symptoms are
present. They do not indicate tuberculous bronchial
glands.

The respiratory movements may often be seen to
lag on one side. Notice Litten’s phenomenon in
older children.

Deep breathing is the most characteristic symp-
tom of dilatation of the right ventricle of the heart.
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Always notice the various muscular movements
in estimating the nutrition of the child, as well as
the nervous condition.

Disagreeable procedures should be left last in the
examination; for example, inspection of the throat
or percussion of the chest.

Palpation deserves the next place in physical ex-
ploration. Learn to feel things.

Remember that nutrition is manifested by the size
of the child, the fatty deposits, and muscular devel-
opment. Be sure to palpate the bones for evidence
of rickets.

Beware of inserting your finger in the mouth of
the child for the purpose of palpating any tumor or
swelling, especially in feeling for adenoids, without
some kind of protection against the patient’s biting.

Do not forget to feel the pulse beat in every child;
it makes you acquainted with the wide range in its
variations.

Remember that a fremitus is often found in
bronchitis with moist rales; do not mistake it for
the friction fremitus of pleurisy.

Remember that the abdomen should be carefully
palpated in every acute fever and in every gastro-
enteric disorder. Do not fail to find an overfilled
bladder.

Bear in mind that the edge of the liver can be
felt often in a normal child; with this exception,
nothing should be felt in the normal abdomen. The
muscular resistance should be uniform.
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Always locate the apex of the heart by outlining
the surface topography and not by palpating the
precordium.

No instrument has been devised that is equal to
the unaided ear applied to the chest for hearing
sounds within. The stethoscope is more convenient,
and with it you can reach parts of the body otfher-
wise inaccessible to the ear, as the supraclavicular
space, the neck, and the axilla.

Learn to use the stethoscope, but, better still,
train your unaided ear.

Do not mistake the gurgling sounds of the intes-
tines for bronchial rales.

Remember that normal puerile breathing some-
times resembles bronchial breathing.

It is possible in some children to hear the breath
sounds with the stethoscope over the abdomen; in
peritonitis this phenomenon may be very marked.

Percuss very lightly in infants—one finger as a
pleximeter and one as the percussion hammer.

Do not depend too much on percussion sounds
alone. The subcutaneous deposition of fat causes
marked differences in the chest sounds of different
children.

Be sure to have regard for symmetry and im-
mobility of position in percussing or auscultating
the chest; one arm up and the other down will lead
to error.

The cracked-pot percussion sound has little sig-
nificance in young children unless other signs of a
cavity are unmistakable.
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Remember that a normal spleen is difficult to out-
line in children unless by auscultatory percussion.

Practice percussing the abdomen; much may be
learned in this way.

Make it a practice to measure different parts of
the body; it is useful for record.

LOSS IN WEIGHT.

The best measure of nutrition is the weight of the
child, Insist that the infant under your care be
accurately weighed once a week, or even daily 1n
digestive disorders.

Remember that an infant should double its weight
at birth by the end of the fifth month; it should
treble its weight by the end of the first year. It
should gain at least six ounces every week during
the first half year.

In general, a baby loses in weight in every acute
infectious disease and in every gastroenteriec dis-
order.

Loss in weight in the breast-fed infant often sig-
nifies that the baby is obtaining an insufficient
amount of milk. Weigh the baby before and after
nursing to ascertain the quantity which it receives.

Remember that a loss in weight in breast-fed in-
fants, not due to digestive disturbance, may be
caused by pregnancy of the mother.

Remember that a loss of weight, when no fault
is found in the food or digestion, may indicate the
incubation stage of some infectious disease.



APPETITE. 23

Always ascertain accurately the quantity and
composition of the food which the infant is receiving
before concluding that insufficient gain in weight 1s
due to insufficient food.

Remember that a rapid gain in weight may be
produced by the retention of fluids in the tissues,
as in edema.

A rapid increase in weight sometimes immediately
precedes death.

Diabetes mellitus in children is generally charac-
terized by a rapid loss in weight.

In extreme degrees of emaciation do not diagnos-
ticate marasmus without careful inquiries concern-
ing the chronic infectious diseases, syphilis and
tuberculosis. Small collections of pus in the lungs,
pleural cavity, or even the ear may prevent a maras-
mic body from recovering indefinitely.

The best sign in differentiating marasmus from
tuberculosis is the extreme variability of the rectal
temperature in the latter disease. In the absence
of physical signs the temperature test should be
made. Have the rectal temperature taken every
three hours for several days.

APPETITE.

Nothing is so variable as the appetite in children.

Remember that in all severe diseases—pneumonia,
1leocolitis, typhoid fever, diphtheria, scarlet fever,
etc.—there 1s a period when the infant will take no
food. Be prepared for this.
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Remember that an ill-ventilated, stuffy sleeping
room is a very common cause of anorexia.

Infants often refuse food for one or more days
when abruptly weaned from the breast or bottle.

In neurotic children persistent and even danger-
ous anorexia has been known to occur—anorexia
nervosa.

Adenoids are a common source of anorexia in
children. Examine the nose and throat in all cases
in which a poor appetite is a prominent symptom.

Overeating should suggest an examination of the
kidneys for sugar. The symptom is sometimes
found in intestinal worms.

Excessive thirst needs inquiry into the condition
of the urine—diabetes mellitus or insipidus.

Dirt eating is most commonly due to improper
feeding.

CRYING.

Always exclude hunger and thirst in a baby who
cries 1ncessantly.

Remember that severe colic occurs more often in
breast-fed infants than in those artificially fed.

It is difficult at times to separate the crying of
anger and that of colic; in fact, they are often asso-
ciated.

Discomfort from wet napkins and from being
tired of lying in one position is a common cause of
crying.

Do not mistake colic for intussusception. Always
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palpate the abdomen carefully in every case of
severe crying.

Do not forget an overdistended bladder in all
cases of erying and convulsions. Palpate and per-
cuss the abdomen carefully.

Severe crying, with a little fever and a preceding
coryza, suggests an otitis media. Use your head
mirror and ear speculum.

The crying of pleurisy, peritonitis, and pneu-
monia is usually a suppressed moan.

Do not expect to make a diagnosis of tuberculous
meningitis from the hydrocephalic ery. A similar
ery occurs in bone diseases, some forms of indiges-
tion, and in the meningismus of acute infections.

Notice whether the ery accompanies any special
function or act—such as urination.

Crying severely on handling of the limbs in in-
fancy does not suggest rheumatism, but in all cases
look for seurvy. Inspect the gums, the mucous mem-
brane, and inquire into the history of the feeding.

Do not fail to inspect the penis in little boys who
are crying; phimosis and paraphimosis may be
easily overlooked.

The first symptom of appendicitis in infants 1s
a crying paroxysm, which may be unaccompanied
by fever.

CONVULSIONS.

Do not conclude that the child who has an eclamp-
tie seizure has eaten something unusual or indigest-
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ible. Examine your patient as soon as you have
quieted the convulsions with a little chloroform.

Never fail to take the rectal temperature. In the
majority of cases you will find a very high fever,
though the skin is cold.

Search for the cause of this fever as you would
for any other fever. The convulsion most commonly
occurs at the onset of an acute infectious disease
or at a recurrence of the febrile stage.

In malarial regions malarial infection is a more
common cause of convulsions than eating green
apples; yet an inquiry into the conditions of the
gastroenteric tract should always be made.

An adherent prepuce alone is not a very common
cause of convulsions.

Teething alone is not a very common cause of
convulsions. Look for other causes.

Examine carefully for evidence of rickets in non-
febrile convulsions. There is an irritability of the
nervous system commonly associated with, if not
caused by, rickets called tetany, in which irritable
state convulsions—tonie and clonie, local or general
—are extremely likely to oceur.

Examine carefully for Chvostek’s and Trous-
seau’s signs; their presence indicates tetany.

Laryngospasm is a symptom of tetany and fre-
quently explains the ‘‘internal spasms’’ described
by the mother.

In all cases seek rather the cause of the height-
ened irritability—fever, rickets, nervous diseases,
etc.—than the external irritant.
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Frequently repeated convulsions with fever sug-
gest meningitis in a child who has previously been
healthy.

Repeated convulsions on different days with little
fever suggest rickets.

A tonic contraction of the arm or limb suggests
tetany; look for the signs of rickets and Chvostek’s
sign—that is, supraorbital twitching on tapping the
facial nerve near its external origin.

Repeated nonfebrile convulsions not induced by
the irritability of tetany suggest epilepsy.

Remember that any chronic disease of the brain
may at any time during its course reveal convulsive
selzures.

Do not fail to examine the urine in every obscure
convulsive seizure in children; an acute nephritis
may show itself first in this way.

It is well to bear in mind that convulsions during
the course of pertussis may be induced by the vio-
lence of the conghing paroxysms; it may be cerebral
hemorrhage.

Hyperpyrexia from insolation usually ends in a
convulsive seizure.

Remember there is a form of laryngospasm which
comes on after very severe attacks of anger in
neuropathie children. It is not often serious.

In all convulsions of obscure origin examine the
patient for the following disorders:

Distended bladder.
Foreign body in the ear.
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Phimosis.
Injuries.
Intussusception.
Diabetes mellitus.
Fissure of anus.
Otitis media.
Cryptorehidism.
Burns.

Difficult dentition.

Inquire carefully into the possibility of:

Gastroenteric irritant.
Helminthiasis.
Poisoning.

Lithiasis.

Dysentery.

Hysteria.

Do not forget that endocarditis may result in
cerebral embolism, which may show itself first by
a convulsion.

Search for the cause of a convulsion as for any
acute disease. Always exclude meningitis as soon
as possible in order to reassure the parents. Never
fail to tell the mother that convulsions at the onset
of any acute disease are only exceptionally fatal.

HEAD AND NECK.

Do not mistake a swollen lymph gland for mumps.
The former 1s more circumseribed and movable.

The hematoma of the sternmocleidomastoid is a
hard swelling; a cephalhematoma fluctuates.
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Cyanosis in the premature infant does not indicate
atelectasis; it usually signifies exhaustion of the
breathing apparatus.

Remember that mild forms of hydrocephalus are
caused by rickets and are curable.

A bulging anterior fontanel indicates increased
intracranial pressure. Associated with an acute
fever, it suggests leptomeningitis.

When the stethoscope is placed over the fontanel,
a bruit is often heard. It has no significance.

Do not believe that a bruit at the root of the neck
when the head is extended or turned to one side
indicates an enlarged bronchial gland. It has no
significance.

A retracted head and rigid nucha, while charac-
teristic symptoms of cerebrospinal and tuberculous
meningitis, may occur in many atrophic infants. It
occeurs also in some forms of cerebral diplegia.

Swelling of the thyroid gland is very rare before
puberty, except in acute local infections.

Swelling of the cervical lymph nodes occurs most
commonly after infections of the nose and throat,
but it may be due to facial eczema. Do not rail to
look for caries of the teeth as a cause of enlarged
nodes.

The black eye, ecchymosis around the eye, coming
on without injury, suggests scurvy.

A swelling immediately in front of the ear, not
specially circumseribed and immovable under the
skin, suggests parotifis. Do not make a diagnosis
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of mumps on the oceurrence of a sharp pain in the
throat when an acid is swallowed.

Remember that there are some lymph nodes im-
mediately in front of the ear. These may become
infected, enlarged and swollen, and simulate mumps.

Enlarged glands occurring immediately below the
lobule of the ear suggest that an examination of the
middle ear and the nasopharynx should be made.

Do not mistake an enlarged lobe of the thyroid
gland for an enlarged lymph node. Graves’ disease
may occur in children, and produce very puzzling
nervous symptoms. Remember that the thyroid
moves up and down during the act of deglutition.

Cervical Pott’s disease produces a stiffness of the
neck; do not overlook this serious disease.

Remember that persistent sinuses in the neck are
usually remains of the branchial clefts or tubercu
lous adenitis. Inquire carefully into the history.

SOME DEFORMITIES.

Remember that the square head of rickets does
not indicate any disease of the brain.

Do not forget that habitual lying on one side
causes asymmetry of the skull in infants. Persistent
lying on the back of the head often causes flatness
of the occipital region.

Deformities of the thorax are most commonly
caused by rickets and pulmonary disease. Soft
bones and persistent stenosis of the nostrils are
sufficient to cause flaring of the lower ribs.
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Scoliosis is not always caused by faulty posture.

Remember that bulging in the precordium occurs
in cardiac hypertrophy of young children; it may
also oceur in pericarditis with effusion.

A slight beading of the costochondral junction
may be physiologie.

Remember that a spindle-shaped swelling of the
phalanges, chronic in character, suggests tuberecu-
losis, while luetic osteitis may occur at the terminal
phalanges.

Clubbing of the fingers does not always suggest
tuberculosis. It ocecurs in cardiac deformities,
chronic bronchitis, bronchiectasis, empyema, and
heart diseases.

Remember that an acute painful swelling of the
long bones may occur in scurvy as well as osteo-
myelitis.

Do not mistake the lordosis due to congenital dis-
location of the hips for Pott’s disease.

Bow-legs and knock-knees are most commonly
caused by improper curvature of the tibia.

TEETH AND GUMS.

The eruption of the first lower incisor occurs
usually between the sixth and seventh month; earlier
than this is very common, and has no significance.
If their eruption occurs much later, it suggests rick-
ets most commonly.

Remember that delayed dentition may be induced
by a prolonged illness of any kind during infancy.
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Of course chronic infection as well as myxedema
and idiocy have an effect on the growth of the
teeth.

An easy rule to remember the time of eruption of
the milk teeth is as follows:

Near: G months o 5. e e 6 teeth.
Near 12 montha .......ccoecuvnes 12 teeth.
Near 18 months .......iccvcvncsns 16 teeth.
Near 20 MoOBLRA . ..oinaemss e sns 20 teeth.

Do not regard difficult dentition as a very im-
portant etiologic agent in the diseases of infancy.

Remember, however, that the gums do need lanec-
ing at times. The swollen, edematous, mucous mem-
brane may be very tender and give rise to consid-
erable pain. It is not uncommon for a small exu-
dation cyst to form between the tooth and the
mucous membrane over it, which may even become
infected and form a small abscess.

Remember that the anterior molars and not the
canine teeth cause the most frequent disturbance
in dentition. This is due to the fact that the surface
of the molars is broad and not pointed as that of the
canine tooth.

Do not expect to make an accurate estimate of
the infant’s age from the eruption of the teeth; this
process is too irregular to be an accurate guide.

Do not regard the act of drooling as sufficient
evidence that the child is teething.

Do not forget to inspect the teeth and gums at
every examination when the nutrition is concerned.
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Decayed teeth more often suggest that the diet
of the child has been imperfect during infancy than
that too much sweets have been given.

Sucking of the thumb is a frequent cause of de-
formities in the position of the inecisor teeth and the
Jjaws as well.

Bleeding, spongy gums immediately around
newly-erupted teeth suggest scurvy. The cyanotie,
spongy gums of scurvy do not occur before the
eruption of teeth.

Do not forget that Hutchinson’s teeth, indicating
syphilis, oceur in the permanent and not in the milk
teeth. Notched or peg-shaped deciduous teeth do
not indicate syphilis.

Acute ulceration of the mucous membrane sur-
rounding the tooth and covered by a white exudate
1s usually caused by stomatitis ulecerosa.

THE ENANTHEMATA.

Do not forget to examine the mucous membrane
of the mouth under a strong light, preferably day-
light, whenever any eruptive disease 1s suspected.
An eruption on a mucous membrane is called
““enanthem.’’

As in the case of the skin, an eruption due to
local causes must be carefully separated from a
general infection.

Be sure to look for Koplik’s spots on the mucous
membrane of the cheek, especially near the gums,
in every case of acufe fever with coryza. This sign
18 pathognomonic of measles.
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Remember that a punctiform eruption, searlet in
color, on the mucous membrane of the soft palate
and the posterior part of the hard palate suggests
scarlatina. It may, however, occur with certain non-
specific infections of the fauces.

A diffuse redness of the mucous membrane of the
mouth oceurs in so many diseases that it has no
diagnostic significance.

Remember that thrush at the beginning is com-
posed of small, white, firmly adherent masses on an
inflamed base.

Remember that herpetic stomatitis consists usu-
ally of small circular or elliptiform uleers on various
parts of the mucous membrane.

Do not overlook ulcerative stomatitis—a disease
characterized by superficial erosions of the mucous
membrane, covered by a thin white exudate, oceur-
ring anywhere in the mouth, but most commonly on
the margin of the gums, which cause the gums to
bleed very easily, all giving rise to a very fetid
odor. Febrile movement usually accompanies this
infection in the early stages.

Remember that the enanthem of wvaricella re-
sembles the eruption on the skin, but the vesicles
soon rupture, and therefore the lesions may re-
semble those of an ordinary herpetic eruption.

Remember that the ingestion of a bolus of hot
food may cause a vesicle and subsequent uleer in
the roof of the mouth.

Two symmetrical, oblong erosions in young in-
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fants, situated on the hard palate or gums, are
caused by washing the mouth too vigorously, and
are known as ‘‘Bednar’s aphtha.”’

Noma may occur in the tongue as well as the
cheek.

A swelling under the tongue, cystic in character,
is called ranula; the sublingual fibroma occurs occa-
sionally. Ulceration of the frenum is common in
pertussis.

Do not believe that the fetid breath is always
caused by a disordered stomach; in fact, this is the
exceptional case. Look for some disease of the
mouth, nose, and throat.

THE FAUCES.

Do not forget to examine the throat of the child
in every acute febrile disease.

The best tongue depressor is the handle of a
Spoon.

Simple redness of the throat occurs in a great
variety of infectious and digestive diseases, and has
no diagnostic significance.

Remember that in all acute exudative diseases of
the throat the physician must exclude diphtheria
and scarlet fever—establish their presence or ab-
sence; the causative agent in other throat infec-
tions is immaterial from a practical standpoint.

Always view an exudate on the tonsil with sus-
picion if you are not sure that it is not diphtheria;
see it again every few hours until it is certain that
it is or i1s not diphtheria.
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Remember that a hacteriological examination of
the throat in cases of pseudomembranous angina 18
very useful to prevent mistakes in diagnosis; make
a culture of every case of tonsillitis characterized by
a suspicious exudate.

Do not forget that diphtheria may assume a fol-
licular form, and be very mild; then it is almost
impossible to differentiate it from the nonspecific
tonsillitis.

Do not forget to examine the skin in every case
of pseudomembranous angina, for the throat in scar-
let fever often resembles that of diphtheria.

The lymph nodes at the angle of the jaw may be
enlarged in nondiphtheritic tonsillitis; but their
swelling 18 not so rapid, so large, nor are they as
tender on pressure as in diphtheria.

Remember that the pseudomembrane in non-
diphtheritic angina may be difficult to remove from
the tonsil; on the other hand, a psendomembrane in
diphtheria may often be readily removed.

Do not mistake Vincent’s angina for diphtheria;
the former consists of a superficial uleer covered
by a thin white exudate, and is usually a part of
ulcerative stomatitis.

Remember that syphilitic sore throat may resem-
ble diphtheria; only a culture may decide the dif-
ference.

A white exudate on the uvula may be caused
by diphtheria, thrush, or the fusiform bacillus
(Vincent). In the latter affections other evidences
of the diseases will be found in the mouth.
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Remember that diphtheritic infection of the naso-
pharynx or nose may reveal itself first by multiple
small white spots on the posterior and lateral walls
of the oropharynx.

The infant has trouble in sucking when its nostrils
are stopped up, as well as when a sore mouth or
sore throat exists.

Do not mistake a faucial obstruction from a post-
pharyngeal abscess for a laryngeal stenosis.

The exudate on the throat in scarlet fever very
much resembles that of diphtheria; a bacteriological
examination is necessary to distinguish one from the
other.

VOMITING.

Occasional vomiting in an infant has no diagnostic
significance; severe vomiting beginning suddenly in
an otherwise healthy child suggests acute indiges-
tion or acute gastritis, but it must not be forgotten
that almost any infectious disease may begin with
vomiting; therefore, take the rectal temperature,
and, if high fever is present, study the case from the
standpoint of the fever.

Be sure to palpate the abdomen carefully in all
cases of vomiting, especially when accompanied by
crying or other signs of pain; appendicitis, infussus-
ception, and other intestinal obstructions begin in
this way.

Do not forget that uncontrollable vomiting occur-
ring in an infant soon after birth and persisting for
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days, with no other signs of illness, indicates the
presence of pyloric stenosis.

Severe vomiting, lasting for one or more days, and
recurring at intervals of several weeks without obvi-
ous cause, i8 the prinecipal symptom of cyelic vomit-
ing. Examine the urine for acetone.

Remember that vomiting is sometimes the first
sign of failure of the heart, as in diphtheria, pneu-
monia, or valvular disease.

Do not be confident that you can distinguish
cerebral vomiting from that form due to gastro-
enteric disturbances; the distinguishing characters
are clearly laid down in text-books, but in actual
practice these characters are seldom sufficiently
marked to be of diagnostic value.

Nevertheless, apparently causeless vomiting oc-
curring in a child, with a persistent irregular febrile
movement and attacks of severe headache, suggests
tuberculous meningitis. Especially is this true if
the child has previously been intimately associated
with phthisical persons.

The vomiting of bile has no special clinical sig-
nificance; it may occur in any severe vomiting, what-
ever the cause.

Primary acute tuberculous or pneumococcic peri-
tonitis may be ushered in by severe vomiting parox-
ysms.

Do not forget that repeated vomiting attacks may
be the first symptom of pneumonia; it is a very regu-
lar symptom at the onset of scarlet fever.
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Do not regard every severe case of vomiting as
clear evidence of gastritis; exclude other diseases.

Vomiting of blood in the newly-born is a sign of
hemorrhagic disease; but be sure that the blood does
not come from the nose or throat.

In case of vomiting of the newly-born examine
carefully the mamilla of the mother; sometimes the
baby nurses blood instead of milk and throws it up
afterward.

Vomiting of blood may occur in measles, hemo-
philia, purpura, and cirrhosis of the liver.

Altered blood may be found in the vomitus in
many cases of acute gastritis.

Ulcer of the stomach is rare in children.

THE STOOLS.

The stools of a healthy breast-fed infant are
golden-yellow in color and soft in consistency; those
of the infant artificially-fed are lighter in color and
firmer in consistency.

Minute white particles in the stools of breast-fed
infants have no special diagnostic significance.

Some healthy, thriving infants may have green-
ish-yellow stools at times.

Do not attach too much diagnostic importance to
green stools; occasionally they may occur in a
healthy child without any apparent cause. The
general rule that green stools signify an intestinal
indigestion has a clinical value. Persistent grass-
green stools occur in follicular enteritis.
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The green stool, as a rule, indicates that there is
an increase in the oxidation going on in the in-
testines, usunally from the presence of an oxydase,
which is poured out with the intestinal secretions
under the stimulus of an irritant.

The green stool is produced by the change of
bilirubin to biliverdin.

Remember that green stools may occur even in
a hungry baby.

Do not believe that, because the administration
of calomel, corrosive sublimate, magnesia, or rhu-
barb changes the green stools to the yellow variety,
an ileocolitis is thereby improved; in fact, some of
the severest tenesmus and bloody, mucous stools may
oceur with these yellow stools. It is very question-
able whether by the administration of drugs and
the prevention of the change of bilirubin into bili-
verdin the course of the disease is always favorably
influenced.

In follicular enteritis the stools are usually green
and contain much clear mucus; not mucopus, as in
ulecerative colitis (dysentery).

The light-colored stool, as a rule, indicates that
the bilirubin is changed to the colorless hydro-
bilirubin by reduction. This change is brought
about by bacteria; hence the light-colored stool in-
dicates excessive intestinal putrefaction.

Light-colored stools occur also from obstruection
of the common bile duct. Catarrhal jaundice is very
rare in infants. Congenital atresia of the common
bile duct may oceur and produce milk-white stools.
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Hard, light-colored stools are among the earliest
manifestations of acute indigestion in infants.

The white masses in the stools, commonly called
curds, do not consist of casein, as is commonly sup-
posed; most generally they are composed of fatty
salts (soaps).

True casein coagula occasionally are found in the
shape of hard, round masses, having the shape and
appearance of a bean. These indicate that the milk
has traversed the alimentary canal very rapidly.

Mucus in the stool does not signify that the child
1s suffering from a ‘‘cold.”” The presence of mucus
indicates that some irritant or disease 1s present in
the colon.

Remember that a considerable quantity of mucus
and coagula may be found in any stool after the
administration of a cathartie.

In ileocolitis the stools are frequent, containing
blood and mucopus; otherwise the color may be al-
most normal.

Do not forget that bloody, mucous stools occur in
quite a different affection—namely, intussusception.
The stool in this latter condition may consist en-
tirely of blood; as a rule, in the former disease the
blood 18 much less in quantity. The stools in dysen-
tery are frequent, and always contain some fecal
matter; in intussusception the fecal masses soon
cease. Severe pain may exist at the onset of either
disease. Palpate the abdomen for a sausage-shaped
tumor.
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Do not feel alarmed when a very hard fecal mass
18 stained with a little blood; treat the constipation.
It is a frequent occurrence for hard straining to
injure the mucous membrane.

Recognize the black, tarry stools due to the ad-
ministration of bismuth, and the black stools in
hemorrhagic disease of the newly-born.

DIARRHEA.

Remember that diarrhea in infants may be a symp-
tom of any acute or chronic disease, and therefore
do not conclude from the presence of frequent move-
ments that the whole cause of a severe fever or
other general symptom is caused by a gastroenteric
infection. Examine every patient carefully.

Remember that a persistent diarrhea may be pro-
duced by overfeeding or feeding a food too rich in
sugar or maltose.

In all diarrheas it is necessary to determine
whether the infection is limited to the contents of
the bowel only (gastroenterie infection), or whether
the infection has involved the intestinal lining
(ileocolitis). A good purgative and starvation
causes 1mmediate improvement in the former condi-
tion, while in the latter no such prompt improvement
ensues. The former disease yields rapidly; the latter
almost always is protracted.

Diarrhea with no general symptoms (fever, pros-
tration) and little or no alteration in appearance of
the stools is found in many breast-fed infants, es-
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pecially during the first week after birth. The
stools may be very yellow and acid in reaction, and
so irritating that the buttocks become reddened
or even blistered. '

Diarrhea is almost a constant symptom in all
acute and chronic indigestions of infants; especially
18 1t severe 1n cholera infantum, with 1ts character-
istic rice-water discharges.

Remember that diarrhea in the typhoid fever of
children indicates that too much or unsuitable food
has been given.

Frequent watery passages are symptomatic of
many severe forms of infectious diseases. In measles
diarrhea is a common symptom.

Tenesmus is a characteristic symptom of dysen-
tery; it also occurs in intussusception. Sometimes
infants strain very much from a catarrhal proctitis
from constipation or injury due to the careless use
of enemata. A colitis with tenesmus may occur
also in the newly-born breast-fed infant.

Always examine the rectum when the infant has
tenesmus and passes blood; it may be caused by a
rectal polypus or hemorrhoid.

Do not worry over a prolapse of the bowel which
may occur from any irritation of the rectum. In
the vast majority of cases it gets well.

Do not hesitate to explore the rectum by digital
examination in suspected hemorrhoids, polypi, in-
tussusception, appendicitis, or intestinal obstrue-
tion.



44 DIAGNOSIS.

DISTENDED ABDOMEN.

Do not forget that gaseous distention of the abdo-
men is a serious complication of diseases of pleura
and lungs; this is usunally the result of overfeeding.

Habitual distention in a moderate degree is com-
mon in all nutritive disorders, such as marasmus,
rickets, and intestinal indigestion.

Acute abdominal distention from acute indiges-
tion may at times be very serious and be caused
entirely by an indiscretion in diet.

In persistent enlargement of the abdomen with
physical signs of gaseous distention, uninfluenced
by careful dieting and intestinal irrigation, the
diagnosis of idiopathie dilatation of the colon must
be considered.

Remember that it is generally dilatation of the
intestines and not of the stomach which causes epi-
gastric bulging.

A distended abdomen, tender to pressure, occurs
in all forms of peritonitis.

Tympanites in typhoid fever is less frequent in
children than in the adult.

Do not overlook a distended bladder as a cause
of abdominal distention.

Do not mistake an enlargement from ascites for
tympanites. The former condition shows dullness
on percussion at the sides, and a tympanitic note
in the middle line when the child is recumbent.
Ascites oceurs most commonly in tuberculous peri-
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tonitis; 1t may be a symptom of any tumor of the
abdominal cavity. It is part of the syndrome of
cirrhosis of the liver. In general anasarca from
ecardiac or renal disease this condition may be
marked.

Do not mistake an enlarged spleen in spleno-
megaly, leukemia, malaria, or splenic anemia for
an abdominal sarcoma. Remember that an en-
larged spleen in malaria and typhoid, when present,
is a valuable corroborative sign, but its absence
does not exclude these diseases.

Great enlargement of the abdomen may be caused
by sarcoma of the kindey, hypernephroma, or tuber-
culosis of the mesenteric lymphatic nodes.

ABDOMINAL PAIN.

An acute paroxysmal abdominal pain is common
in infancy from flatulent colic. It occurs especially
in breast-fed infants and may be apparently very
severe. Prostration, however, rarely follows the
attack.

Do not mistake signs of abdominal pain for some
abdominal disease when the trouble i1s in the chest.
Rigidity of the abdominal muscles and tenderness
in the right or left iliac region may be caused by
pleuropneumonia.

Do not forget that children with sore throat or
even inflammation of the middle ear may complain
of pain in the stomach.

Severe abdominal pain, nonfebrile, not associated
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with symptoms of indigestion, suggests intussuscep-
tion. If fever is present, look for appendicitis; the
abdominal muscles are rigid, especially on the right
side.

In ileocolitis severe pain may precede the intes-
tinal evacuations; the pain is relieved after the
passage.

Do not exclude the presence of appendicitis be-
cause the pain is referred to the umbilical region.
Palpate carefully; find the point of greatest tender-
ness. ‘

Flatulent colic, characterized by a paroxysmal
pain, is common in older children as well as in in-
fants.

Pain from worms 1s not so frequent as is com-
monly supposed. Do not mistake a mucomembran-
ous enteritis for worms.

Occasionally, referred abdominal pains may be
found in balanitis with adherent foreskin.

The most common abdominal pain is caused by
acute gastric or intestinal indigestion, but do not
make this diagnosis unless the presence of more
serious affections has been excluded.

Remember that Henoch’s purpura is a puzzling
source of abdominal paroxysmal pains.

Abdominal pain may be the earliest symptom of
Pott’s disease; examine the spine in all recurrent
abdominal pains.

Pain from gallstones or renal calculi rarely
occurs 1n children,
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ABDOMINAL SWELLING.

Remember that abdominal tumors may be sud-
denly produced and nonfebrile, as intussusception;
febrile, as in appendiecitis.

Abscesses in childhood may be subphrenic, ap-
pendiceal or prevertebral. Psoas abscess is most
commonly caused by caries of the lumbar vertebrz.

Sarcoma of the kidney occurs mostly in young
children; it may easily be mistaken for hydroneph-
rosis, a fluctuating tumor.

Multiple tumors, varying in size from a hazelnut
to an egg, are usunally tuberculous mesenteric lymph
nodes.

Do not mistake an overfilled bladder for an ab-
dominal tumor.

An enlarged liver may occur in any intoxication
or infection; it is often marked in malaria.

The amyloid liver following chronic suppuration,
tuberculosis, and syphilis is very slow-growing,
often very large, and not, as a rule, accompanied
by ascites. Abscess of the liver, besides enlarge-
ment and tenderness, shows some febrile movement.

Remember that it may be exceedingly difficult to
differentiate a subphrenic abscess from abscess of
the liver.

Perinephritic abscess is often overlooked; palpate
the kidneys in obscure fevers.

Cirrhosis of the liver is rare in children, but even
aleoholic ecirrhosis may occur. The interstitial
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hepatitis or gummatous enlargement due to syphilis
should not be forgotten.

Do not forget that enlargement of the kidneys
may occur in malaria and sometimes in other in-
fections which may simulate beginning sarcoma.

The liver and spleen are enlarged in splenomegaly,
splenic anemia, and leukemia.

Do not forget that, while the spleen may be en-
larged in the acute infections, it 1s not usually
readily palpable except in malaria and typhoid.

In Banti’s diseagse the spleen may become very
large, and, as the cause is unknown, i1t is called
primary splenomegaly to differentiate it from the
secondary splenomegaly, which is the result of an
acute or chronic infectious disease.

Remember that a movable kidney may occur in
children.

Rarer swellings to bear in mind are the tumor of
an hypertrophied pylorus and cysts of the ovaries.

Hydatid cysts of the liver may produce a very
large fluctuating tumor; do not mistake this con-
dition for hydronephrosis. Palpate carefully the
site and origin of these swellings.

Have clearly in mind the swellings in the ab-
dominal wall—umbilical hernia, inguinal hernia, un-
descended testicle, abscess of the abdominal wall.

THE NOSE AND NASOPHARYNX.

Nasal obstruction is most commonly caused by

acute rhinitis. Remember that it may also be caused
by acute adenoiditis.
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Chronic nasal obstruction, which on ocular ex-
amination of the meatus is not produced by swell-
ing of the turbinated bodies, may be safely referred
to adenoid vegetations. Palpate the nasopharyn-
geal space.

Do not forget that a unilateral hemorrhagic dis-
charge signifies either a foreign body in the nose or
nasal diphtheria. Examine the meatus carefully
with nasal speculum and head mirror.

Persistent repeated hemorrhage with obstruction
of the nasal passages should suggest the possibility
of diphtheria.

Do not forget that nasal diphtheria most often as-
sumes a slow chronie course quite different from the
diphtheria of the fauces. Look for a gray pseudo-
membrane on the nasal mucous membrane.

A persistent purulent discharge from the nose
may occur in fibrinous rhinitis or syphilis.

Remember that in the so-called serofulous children
a fibrinous rhinitis due to the streptococecus may
persist for many weeks. Inflammation of the lach-
rymal duet and conjunctiva may complicate the dis-

© edse.

Always recall that a persistent rhinitis with
snuffles, usnally characterized by a bloody discharge,
1s almost diagnostic of hereditary syphilis in the
newly-born infant.

Remember that a coryza may be the only local
symptom of a severe influenzal attack. Coryza is
common at the onset of pertussis.
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Polypi occasionally occur in children; examine
the nasal foss® in obstruction of the nose.

In the young infant a discharge from the nose may
be a symptom of congenital syphilis, but do not mis-
take an obstruction due to adenoids for syphilitic
snuffles.

THE LARYNX,

Recognize that hoarse, brassy, or barking parox-
ysmal cough which is diagnostic of laryngeal in-
flammation or irritation.

The laryngeal cough following a slight, simple
angina or rhinitis is not serious. Sudden attacks
of difficult breathing with laryngeal cough is char-
acteristic of spasmodic croup.

Be sure to recognize the laryngeal stridor, a pe-
culiar hoarse tone, which indicates a stenosis of the
larynx. It occurs also in the paroxysms of spas-
modic croup, but not heard in the interval. The
symptom is marked in edema of the larynx, but is
most common in childhood in membranous laryn-
gitis.

It is a safe rule to diagnosticate a persistent ste-
nosis of the larynx, accompanied by the laryngeal
stridor and retraction of the suprasternal fossa and
the costoabdominal junetion, coming on acutely, as
diphtheritie laryngitis, and instituting treatment ae-
cordingly. It should be remembered, however, that
a certain number of psendomembranous inflamma-
tions of the larynx are due to other micro-organisms.
Always examine the throat for diphtheritic patches.
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Remember that laryngospasm coming on in re-
peated attacks, with no symptom of ‘‘cold in the
head,’’ is most commonly symptomatic of tetany.

It is well to remember that a severe laryngeal
stenosis, often requiring intubation, sometimes fol-
lows measles.

Do not mistake a stenosis of the nasal meatus
for a laryngeal stenosis. In young infants an oc-
clusion of the nose may cause alarming symptoms
of dyspnea.

Do not mistake the dyspnea of bronchitis, bron-
chopneumonia, or asthma for laryngeal stenosis;
there is no laryngeal stridor in these cases.

A post-pharyngeal abscess may cause respiratory
difficulty and simulate croup.

Multiple papillomata of the larynx is a rare con-
dition, which may cause intractable stenosis of the
larynx.

Enormously enlarged tonsils sometimes project
over the opening of the larynx so as to cause respi-
ratory difficulty. A retropharyngeal or peritonsillar
abscess may act in the same way.

A laryngeal stridor may occur in varicella from
the presence of an eruptive lesion in the larynx.

Do not forget that foreign bodies are sometimes
a cause of laryngeal stenosis.

Paralysis of the vocal cords gives a laryngeal
stridor; injuries to the larynx may cause stenosis
from cicatricial or granulation tissue.

Syphilis of the larynx may simulate diphtheritic
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laryngitis. Look for other signs of the former
disease.

The terrible laryngeal stenosis following edema of
the glottis in children predisposed to angioneurotic
edema should be recalled in obseure and often fatal
apnea.

A congenital stridor may be caused by an en-
larged thymus, deformity of the larynx, or most
commonly by a disturbance in the co-ordination of
the laryngeal muscles.

Aphonia is produced by any inflammation of the
larynx, syphilis, edema, tumors. Remember that
severe hoarseness may occur from dryness of the
vocal cords in cholera infantum and ileocolitis.

Laryngospasm is a characteristic symptom dur-
ing the coughing attacks of pertussis; it may be so
severe as to cause fatal apnea or convulsions.

Laryngeal symptoms may be a part of the syn-
drome of urticaria or serum disease.

Aphonia is generally much more marked in diph-
theritic stenosis of the larynx than in severe ca-
tarrhal laryngitis.

ANOMALIES OF BREATHING—COUGH.

Do not forget that in young infants with soft
bones the chondro-abdominal margin may be re-
tracted normally during respiration. Severe grades
indicate dyspnea.

Dyspnea in general indicates some obstruction to
the entrance of air into the respiratory passages.
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Its severest forms are observed in laryngeal stenosis
and asthma. In pleurisy with effusion the breath-
ing may be unilateral. In pneumonia, broncho-
pneumonia and bronchiolitis dyspnea i1s often a
noticeable symptom.

Remember that rapid respiration does not neces-
sarily indicate disease of the lungs. It is found in
inflammations of the abdominal organs, and also
in cases of cardiac weakness in any infectious dis-
ease.

Remember that bronchial asthma is usually an
expiratory dyspnea; in stenosis of the larynx the
dyspnea 1s inspiratory. In young infants occluded
nares cause an expiratory dyspnea.

Irregular respiration is common in all the severe
infectious diseases. A typical Cheyne-Stokes respi-
ration is not pathognomonic of tuberculous menin-
gitis; it may occur in the hydrocephaloid of gastro-
enteric diseases; it is common in leptomeningitis;
it may even occur in the meningismus of an acute
infectious disease. Irregular respiration in very
yvoung infants may be normal; in premature infants
it often indicates respiratory exhaustion.

Remember that the pulse-respiration ratio is four
to one in children of all ages and at all tempera-
tures, except in infants with any amount of fever
and in children from two to nine years of age with
hyperpyrexia, in whom the rate becomes three to
one, or five to one. (Solis-Cohen.)

If this ratio is disturbéd very much, look for
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causes which interfere with respiration—that is,
lung, heart, and abdominal disease.

Deep breathing associated with acute swelling of
the liver arises during the course of many acute
diseases; it is a grave symptom, and indicates dilata-
tion of the right ventricle. This syndrome may
oceur in cardiac disease, croup, gastritis, pneumonia,
and cyelic vomiting.

Remember that the sour breath in children,
while indicating an acetonemia, may occur In any
acute indigestion or infectious disease, and does not
signify diabetes mellitus.

Be careful to recognize the difference in certain
varieties of coughs; the laryngeal cough is hoarse
and barking, the tracheal or bronchial cough has
a loud, ringing, clear tone. The former occurs in
the disease of the larynx, the latter in the tracheo-
bronchial affections.

A cough is very common in typhoid fever; it
1s a constant symptom of measles and influenza. A
cough should also be recognized as almost a constant
symptom of ileocolitis,

Be sure to think of pertussis in every sharp
paroxysmal cough lasting more than five days with-
out showing improvement from treatment. The
cough of pertussis is characterized by a rapid sue-
cession of explosive coughs, followed by a laryngeal
stridor on inspiration. The ‘“whoop’ may, how-
ever, be absent.

Remember that during epidemies of influenza
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cases of severe spasmodic coughing may ocecur
which resemble pertussis, and are therefore called
pertussoid. In the bronchitis of rachitie children
laryngospasm may accompany the attacks of cough-
ing which may resemble somewhat the whoop of
pertussis.

A persistent nasal cough may be the result of
adenoids or pharyngitis granulosa.

A persistent cough, with no physical signs and
no evidence of bronchial tuberculosis, may mean
bronchiectasis.

Enlarged bronchial glands may cause a persistent
spasmodic cough. Percuss carefully over the manu-
brium and between the shoulder blades for dullness.
A rhonchus 1s often heard all over the chest. The
Rontgen ray may have to be used to clear up the
diagnosis.

Young children never expectorate, but swallow
the sputum. It is necessary at times to examine
the sputum. To obtain this, after an interval has
elapsed from the last coughing attack, the tongue
should be depressed and the larynx tickled with
some cotton or gauze on an applicator, and as the
coughing expels some sputum it should be caught
on the cotfon.

THE LUNGS.

Become expert in the physical examination of the
chest in infants and children by constant practice.
The changes elicited in this way have a most im-
portant clinical significance.
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Examine the chest in every case of acute fever,
especially if the fever has existed for more than
three days.

Do not forget to examine the chest by physical
exploration every day in every continued fever of
whatever source.

Croupous pneumonia is not uncommon, even in
infancy. Its most common signs are bronchial
breathing and bronchophony. Dullness on percus-
sion is always to be sought.

Do not mistake dullness on the right side due to
the liver for an area of consolidation. In abdominal
distention the liver may be pushed almost up to the
axillary space.

It is well to remember that a tympanitic note may
be elicited over a beginning consolidation. Listen
for the crepitant rale in such cases.

Pneumonic consolidation of a part of a lobe in
children may sometimes cause very little general
disturbance. Again, coughing may be almost en-
tirely absent in children who have well-marked
physical signs of pneumonia.

Do not hesitate to make a diagnosis of pneumonia
in the absence of physical signs when the tempera-
ture remains high for several days, a suppressed
cough is present, and respiration is rather rapid,
provided you have excluded other causes of the
fever.

Remember that the pneumococcus is the most com-
mon cause of primary bronchopneumonia as well as
croupous pneumonia.,
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Physical signs of diseased bronchial tubes, with
severe persistent general symptoms, indicate some
involvement of the lobules, though physical signs
of pneumonia may be absent. A leucocytosis cor-
roborates the diagnosis.

Do not overlook a serous or purulent effusion into
the pleural cavity. As a rule, suppurative pleuritis
commences with the picture of pneumonia, but there
is unusually severe pain in the side. The diagnosis
should be made by the attending physician early.
Percuss and auscultate the chest daily. Notice the
increase in dullness and the gradually disappearing
breath sounds.

Remember that the presence of bronchial breath-
ing over a lung does not exclude an empyema; yet
when there is a large collection of pus the respira-
tory murmur is absent. Do not depend on a change
of note on changing the position of the child. The
use of the aspirating needle is the only sure means
of differentiating a purulent from a serous effusion.

It should be remembered, however, that the acute
symptoms in the case of a serous effusion are not
protracted, and that absorption usually commences
within ten days. In the case of a purulent effusion,
absorption, as evinced by the diminution of the flat
sound on percussion, 1s not appreciable; hence, when
an effusion has existed for ten days or more, it is
almost sure to be purulent.

A fibrinous pleurisy may give the physical signs
of flmid in the pleural cavity, but in a few days the
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extreme dullness becomes more normal—there is
evidence of absorption.

Do not mistake an empyema for typhoid fever,
or malaria, or even tuberculosis. On the other hand,
a diffuse tubercular infiltration of the lung may give
the physical signs of a pleural effusion. Do not
mistake a subphrenic abscess for an empyema. The
differentiation is sometimes extremely difficult. An
abscess of the liver may simulate an empyema.
Careful aspiration should reveal whether the pus is
in the pleural cavity or not. An interlobular ab-
scess, when extremely small, is very hard to diag-
nose; repeated punctures with the aspirating needle
may be necessary.

It is a singular fact that tuberculous consolida-
tions often remain stationary, or even improve in
children. A dull apex or base of the lung, with
the history of tuberculous infection, is by no means
serious during childhood.

Listen to the breathing of normal children repeat-
edly; become familiar with the various differences
in puerile breathing; do not mistake it for bronechial
breathing.

Occasionally, a bronchial breathing may have an
amphoric quality. Cracked-pot sounds may be
heard over normal chests; hence the diagnosis of
vomica in children is always uncertain.

Sputum examination must always be utilized to
make a diagnosis of pulmonary tuberculosis, yet in
tuberculosis of the bronchial glands no bacilli may
be found in the bronchial seeretions.
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The diagnosis of enlarged or tuberculous bronchial
glands 1s extremely unsatisfactory; when very large,
they may give dullness on percussion over the manu-
brium or in the interscapular space.

Do not forget that even apical pneumonia may
give abdominal symptoms.

The Pirquet test for tuberculosis is very valu-
able in infants and children for excluding the
presence of that disease.

Chronic interstitial pneumonia is often mistaken
for phthisis or empyema.

Most puzzling are symptoms caused by pulmo-
nary abscess; if the pus collection is small, it can
not be discovered on physical examination.

Miliary tuberculosis of the lung gives no physical
signs; tuberculous foei must be pretty large before
they can be recognized.

As post-mortem examinations show, only the
large pulmonic inflammations and infiltrations are
appreciated on physical examination.

Do not mistake an enlarged heart or pericardial
effusion for pulmonary infiltration; the former dis-
eases give dullness on percussion in the left sub-
scapular region.

THE HEART AND CIRCULATION.

The rapidity of the pulse has little significance
in infancy. A pulse rate of two hundred or more,
when protracted, signifies failing of the force of the
heart; but in all cases it is the quality of the pulse
which should be estimated.
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A soft, easily compressible pulse, with some beats
almost imperceptible, in any septic disease is omi-
nous. Irregularity of the rhythm is less serious than
irregularity in the fullness of the pulse.

Persistent cold extremities often indicate failure
of the cardiac force. Cold extremities may, how-
ever, be the inaugurating symptom of a rise in tem-
perature; cold hands are common in the newly-born
and premature infants when they are kept in a
cool room.

Listen to the first sound of the heart when in
doubt as to the force of the heart. An accentuated
second sound is common in healthy children.

Remember that the apex is outside of the mnipple
line in infants.

Do not forget that it is the wall of the right
ventricle which produces the visible impulse on the
chest. It i1s common for tfwo or more intercostal
spaces to show a pulsation. The position of the
apex must be determined by percussion.

Become familiar with auscultatory percussion; by
this means the surface topography of the heart,
gpleen, and liver may be easily outlined.

Mapping out the size of the heart is serviceable,
not only to estimate the amount of hypertrophy in
valvular disease, but also to estimate cardiac em-
barrassment in dilatation.

The size of the heart may be well outlined in
children by the friction method. Place the chest
piece of the stethoscope over the heart, and with
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the rubber end of a lead pencil rub the chest wall
approaching the stethoscope; as soon as the border
of the heart is reached an intensification of the
friction sound of the rubber will be heard.

Do not mistake a pericardial friction rub for an
endocardial murmur. The former is usually double
and sounds very close to the ear.

Remember that functional murmurs are by no
means rare in children; but do not pronounce any
murmur functional until the examination has been
repeated several times.

Some children develop murmurs after strenuous
exercise, some after every acute fever, others have
congenital murmurs—all of which may have no
prognostic significance; but always view murmurs
with suspicion until by the subsequent course of the
trouble their functional nature is established.

Remember that many murmurs, undoubtedly due
to endocarditis, may gradually disappear with no
evidence of cardiac disease. Others, which at the
beginning may seem of little importance, become
the symptoms of severe eardiac embarrassment.

Do not forget that a severe valvular lesion may
exist without any definite murmur.

Remember that the presystolic murmur is a rough,
harsh rumble, while the systolic murmur is soft and
blowing.

A presystolic murmur may be heard, the same as
a systolic murmur, at the side or even in the back.

In mitral regurgitation it is the right ventricle
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which shows a greater relative hypertrophy; in
mitral stenosis the left auricle is sometimes so much
enlarged as to cause an appreciable inerease in the
width of the base of the heart.

Dullness on percussion in Traube’s semilunar
space indicates fluid in the left pleural cavity.

Do not overlook an effusion into the pericardium.
The muffled heart sounds and an increase in rela-
tive dullness should recall this disease.

Do not fail to recognize the symptoms of hemor-
rhagie infarction from embolism in cardiac disease.

Do not diagnose heart disease without taking into
consideration all the vascular phenomena and the
history of the illness.

It is a clinical fact that the peripheral circulation
becomes very much impaired in many infectious
diseases long before the heart shows any signs of
weakness on auscultation.

Bradycardia occurs in children as a result of some
forms of intestinal intoxication. The pulse may reg-
1ster only fifty to the minute and this condition may
continue for several weeks. It is generally not se-
rious.

Remember that bradycardia after diphtheria is
very dangerous. Bradycardia very commonly oec-
curs after measles, and may be extreme. It is not
uncommon 1n the functional neuroses, such as
chorea.

Tachycardia is symptomatic of all high fevers;
occurring independently of fever, it should suggest
(Graves’ disease.
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Remember that the physical sign of dilatation and
hypertrophy of the heart are the same; but there
18 a marked difference in the strength of the heart
and the volume of the pulse.

Remember that most septic diseases show a poly-
morphonuclear leucocytosis, except malaria, typhoid,
measles, smallpox, vaccinia, and the serum disease.
A relative increase occurs in ileocolitis and other
severe infections of the gastroenterie tract. In
leukemia there is a tremendous inerease usually.

A lymphocytosis is characteristic of whooping-
cough, although it also occurs in some forms of
tuberculosis. A relative increase of the lymphocytes
1s normal 1n infanecy.

All chronic diseases result in more or less dimi-
nution of the red corpuscles and the hemoglobin. It
1s often extreme in infantile scurvy. After repeated
hemorrhages (as in some forms of ulcerative colitis)
the anemia may be marked. It is greater in syphilis
than in tuberculosis. Watch for the hookworm dis-
ease. Do not make a diagnosis of pernicious anemia
until you have excluded uncinariasis. Simple anemia
due to bad surroundings may be very severe. In
premature infants the hemoglobin is usually very
low for many months, or even years. In splenic
anemia and leukemia the grade may be severe. In
chlorosis there is not much diminution of the red
corpuscles, but marked reduction in the hemoglobin.

Always examine the stools for ova of intestinal
parasites in all cases in which the blood shows a
marked increase of the eosinophilous cells.
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The presence of many eosinophiles in the blood
and symptoms caused by bronchial irritation is pre-
sumptive evidence of asthma.

Remember that a relative polymorphonuclear
leucocytosis occurs in enteritis; this sign may be
utilized to distinguish an intestinal infection from
a simple indigestion.

Blood examination should not be neglected in any
fever or cachexia.

Malaria produces such irregular manifestations
in infants that the clinical diagnosis must be based
principally upon finding the plasmodia in the blood.

Do not exclude typhoid fever because the leuco-
cytes number more than twelve thousand.

The presence of numerous pigment granules in
the leucocytes is strong evidence of malarial in-
fection; but do not make the diagnosis on this evi-
dence alone.

It is well to remember that miliary tuberculosis
and tuberculous meningitis may produce a moder-
ate leucocytosis.

THE URINE.

Do not forget to inquire carefully as to the quan-
tity of urine passed in every acute disease. If the
child 1s in distress, examine for retention of the
urine,

A lessened secretion of urine occurs in all febrile
diseases. Complete anuria for many hours ocecurs
in diseases associated with vomiting or diarrhea. It
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may be a very prominent symptom in pyloric ste-
nosis, and the first sign that the food is passing the
pylorus is an increase in the quantity of the urine.

Anuria is also a symptom of cardiac weakness,
but after an acute disease, especially scarlet fever
and diphtheria, it should suggest parenchymatous
nephritis.

An increase in the flow of the urine is very com-
mon in children. Often it suggests a neurosis, and
stands etiologically connected with enuresis; here
it 1s the result of polydipsia.

In diabetes insipidus and mellitus an increase in
the flow of the urine is a characteristic symptom.

Polyuria is a prominent symptom of certain dis-
eases of the nervous system, as encephalitis and
tumor. Of course, it often occurs at the onset of
sudden cool weather, after resorption of exudates,
and after certain foods or drinks.

Do not believe that every albuminuria indicates
the existence of a nephritis. The albumin may come
from the kidney and signify a renal irritation only.

Renal irritation is common during the course of
many severe infectious diseases. Its diagnosis from
nephritis is not always easy. The greater number
of casts in the latter condition has some value, but
the most reliable signs are disturbances of renal
funection, as anuria, polyuria, edema, breathlessness,
restlessness, and circulatory disturbance.

In any given fever the diagnosis of which is not
clear, the urine should be examined, especially in
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girls; a cystitis or pyeloeystitis gives rise to fever
and albuminuria. The urine is cloudy, and on
microscopic examination pus cells and epithelial
cells are found.

The diagnosis of chronic interstitial nephritis is
attended with great difficulty. In the absence of
hypertrophy of the heart and a hard, wiry pulse,
this diagnosis is practically impossible in children.

Hyaline casts are found in every case of renal irri-
tation, and have little clinical bearing. Do not ex-
pect to diagnosticate an amyloid kidney by the pres-
ence of waxy casts. They may not be present, and,
even if some are found, it may not be an amyloid
kidney.

Remember that the specific gravity of the urine
in infancy is very low normally, and, if greatly
diluted artificial foods are given, it may approach
that of water; hence the specific gravity of the urine
of infancy has no eclinical value.

Do not mistake a pyelitis for a nephritis. In the
latter disease the albumin is large in percentage,
numerous red and white corpuseles may be present,
and casts are abundant; in the former disease the
albumin is small in amount, casts are very scanty,
and pus cells are abundant.

An acute hematuria coming on after an acute
angina or otitis should suggest influenzal hemor-
rhagic nephritis,

Periodical hematuria should suggest tumor of the
kidney.
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Hematuria is often a symptom of hemophiha,
purpura hemorrhagica, and pernicious anemia;
rarely it is observed during severe septic diseases.

Do not mistake the brick dust sediment of con-
centrated urine in infancy for blood.

Hematuria may be the only marked symptom of
seurvy. Examine the gums and inquire into the his-
tory of feeding in every case of hematuria of in-
fancy.

Malarial hematuria is rare in children.

Do not mistake a precocious menstruation for
hematuria. Mothers are often very anxious concern-
ing dark concentrated febrile urine, and suggest that
the baby passes blood.

Difficult urination in young infants is most com-
monly caused by concentrated urine and lithiasis.
It should be remembered that a diverticulum or
atresia of the urethra causes severe dysuria. Phi-
mosis and paraphimosis occur in older children. A
very peculiar form of dysuria is often symptomatie
of proctitis and chroniec colitis.

It is difficult to account for severe dysuria in some
neurotic children. Just before urinating they have
an attack of frenzy; this may or may not be ac-
companied by priapism.

Do not forget that thread worms in the rectum
may give symptoms of dysuria.

Do not forget that enuresis is most commonly
produced by an insufficient cerebral control of the
urinary apparatus. The best treatment for this
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condition is not drugs, but proper training. It is
impossible, when no anatomical defect can be made
out, to determine if a hyperexecitability of the mucous
membrane, a weak sphincter, or neuropathic condi-
tion is the cause of the ‘‘bed wetting.”’

ERUPTIONS.

Always distinguish between febrile and afebrile
eruptions. The former belong to the category of
exanthemata, the latter to the skin diseases proper.
A distinetion should also be made between the acute
and chronic eruptions.

If the child has had fever immediately before or
during the efflorescence, inquire as to the history
of the fever. A more or less febrile disturbance
lasting two to five days occurs in smallpox, measles,
and rotheln. In the first disease the fever abruptly
drops with the appearance of the eruption. In
rotheln also the fever is usually less on the appear-
ance of the macular rash.

If the eruption consists of hard, shot-like papules,
occurring especially on the forehead and wrists,
and preceded by high fever, vomiting, with head-
ache and backache, a tentative diagnosis of smallpox
must be made.

Do not forget that rotheln begins with fever, and
a glandular enlargement before the appearance of
the eruption. It is well to bear in mind that the
color of the eruption in rubella, or German measles,
1s not so dusky as measles; hence, when the
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erythematous patches are confluent, it may very
much resemble scarlet fever.

The differentiation is made by the fact that in
rotheln the typical macular or maculopapular erup-
tion may be discovered somewhere on the body by
the shorter prodromal stage and the slight eca-
tarrhal involvement of the upper air passages.

Always look for Koplik’s spots on the mucous
membrane of the mouth; a diagnosis of measles may
be made two or three days before the efflorescence.

Remember that there are quite a variety of erup-
tions following the indigestion of food, the admin-
istration of drugs, and even mild anginas, which
more or less resemble the rashes of measles, rubella,
or scarlet fever, but which lack the contagious ele-
ment.

Sometimes the diagnosis of searlatina from der-
matitis offers great difficulties; usually the absence
of sore throat is sufficient to exclude scarlet fever.
The strawberry tongue, when marked, is diagnostic
of scarlet fever, but even in serum diseases the
tongue may have an appearance somewhat like that
of scarlet fever.,

In cases of doubt it is safer to isolate the patient
than run the risk of allowing scarlet fever to spread.

Sometimes chickenpox resembles smallpox. The
eruption may appear on the palms of the hands and
soles of the feet, or even on the conjunctive. It may
present distinctly umbilicated lesions. The diagnos-
tic points are that lesions are superficial and vary
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in size from minute papules to large vesicles; the
lesions present are in all stages of evolution; there
is no history of a marked prodromal fever, and the
eruption had appeared in distinet crops; finally the
fever rose with each appearance of the successive
CTOPS.

Lamellar desquamation may occur after typhoid
as well as searlet fever; hence do not conclude that
the child, if desquamating, has had scarlet fever
without inquiry into the character of the preceding
illness.

The serum disease is a fruitful source of puzzling
eruptions.

An acute fever with erythematous patches whiech,
with faded areas in the center, spread along the
margin, producing a variety of circular, elliptical,
or serpentine lesions, is characteristic of erythema
multiform.

Consider erysipelas as a local spreading derma-
titis, with swollen skin and general symptoms of
fever and prostration.

Remember that there are two or three varieties
of infectious eruptions (fourth and fifth disease),
hard to recognize outside of an epidemie, which
more or less resemble rubella.

Febrile disturbance sometimes accompanies urti-
caria.

The so-called papular urticaria occurs in children
during the summer, and is characterized by the suc-
cessive eruption of papules, which itch intensely.
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Do not mistake scabies for urticaria or eczema.
The distinctive feature of scabies is its contagious-
ness. In any papular or pustular eruption, charac-
terized by itching, think of scabies. Look for the
disease in other members of the family.

The eczema of children is characterized by its
persistent, yet changing, inflammatory character.
There may or may not be weeping. It most com-
monly occurs on the face and wrists. Itching is
almost a constant symptom.

Remember that a diffuse redness of the skin occurs
in many fevers; it is not punectiform, as in scarlet
fever.

Erythema neonatorum is due to the irritation
from soaps, water, and clothing. The simple red-
ness of the newly-born is physiologic.

Erythemata are common in children, and it is not
possible to find the causative agent in all cases.

Remember that the annular and sinuous forms of
eruptions associated with fever and prostration be-
long to erythema multiform.

It is well to bear in mind that any kind of eruption
appearing suddenly and disappearing suddenly in
a short time probably belongs to urticaria, the most
typical lesion of which is the wheal.

It is well to remember that papular urticaria
(lichen urticatus, strophulus infantum) has probably
a similar origin as urticaria. Wheals, papules, and
vesicles often coexist. This disease may be mis-

taken for scabies, but the lesions are fugacious and
disseminated.
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Remember that herpes of the lip or face oceurs
in malaria, but is often found in pneumonia and
pneumococcus infections of the throat; in fact, it
may oceur in any acute infectious disease.

Do not forget that a papular and vesicular erup-
tion may occur in septic infections of children after
injuries or septic diseases.

Impetigo contagiosa occurs as a bulla or bleb at
first; these burst and a yellowish crust forms. The
serum which exudes, rubbed into the skin elsewhere,
causes similar lesions. Eethyma is probably only a
persistent impetigo on the legs.

Be quick to recognize ringworm of the scalp be-
fore other children are affected.

Remember that purpura is most commonly limited
to the lower half of the body, and consists of red
or reddish-brown spots, which do not disappear on
pressure; that i1s, hemorrhages have oceurred in the
skin.

Pityriasis rosea, characterized by salmon-colored,
scaly, dry disks or rings, inclosing a fawn-colored
area, 1s a mild affection that may be easily mistaken
for syphilis. It disappears spontaneously in a few
weeks.

In all cases of pains in the joints look for an
eruption on the skin—purpura rheumatica, urticaria,
erythema multiform.

Remember that red or brownish-red spots the size
of a split pea or larger, occurring on the face, fore-
head, chin, soles of the feet, or palms of the hands,
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showing a tendency to desquamate or erust forma-
tion, suggest congenital syphilis.

Papular, excoriated, and macerated eruptions
often oceur around the mouth or anus.

The snuffles are dry at first, but gradually a dirty,
purulent or bloody secretion is discharged from the
nostrils. It is the most constant symptom of con-
genital syphilis, but must not be mistaken for con-
genital adenoids or the acecumulation of filth in the
nose. Syphilitic coryza must always be sought as
a corroborative symptom of eruptions.

Syphilitic pemphigus appears during the first few
days of life; the lesions have bloody or cloudy con-
tents, and not clear and glistening as in impetigo
bullosa.

Do not forget that on the lower extremities, and
buttocks especially, skin eruptions may occur which
resemble the lesions of psoriasis, and which are due
to congenital syphilis.

Rhagades at the angle of the nose, corners of the
mouth, around the anus, or between the toes are
valuable diagnostic signs of syphilis.

A diffuse infiltration of the skin (Hochsinger)
occasionally oceurs, and is characterized by a thick-
ened, reddened integument, with fissures in various
parts of the body.

Remember that after the fifth year syphilis tarda
may appear, and is characterized by periostitis and
gummata.

Do not mistake the following conditions for syph-
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ilis: impetigo bullosa (pemphigus), simple coryza,
the physiologic erythema and desquamation oc-
curring in some infants a few days or weeks old,
lesions on the buttocks from irritating fecal dis-
charges, and the peculiar shining skin of the feet in
Harasimus.

The general nutrition is always disturbed in
hereditary syphilis.

Remember that the occurrence of secondary lesions
due to hereditary syphilis after six months is ex-

tremely rare.
PARALYSIS.

Remember that an infant should hold its head up
at three to four months; some infants are able to
support their head pretty well a few weeks after
birth. When an infant can not hold its head up
at six months, and there is no history of a nutritive
disorder, examine carefully for cerebral palsy.

An infant should be able to sit up unsupported
at six or seven months. If it can not do so at eight
months, and there is no history of malnutrition, ex-
amine carefully for cerebral palsy.

An infant should be able to stand with slight sup-
port at nine or ten months. Sometimes rickets or
a previous history of malnutrition very much delays
this funetion, but in any case always examine for
cerebral or spinal palsy. It is surprising how many
infants will have a cerebral palsy unrecognized until
the second year.

Remember that a cerebral diplegia may coexist
with a nutritive disorder, and hence the diagnosis
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1s often uncertain. Rickets and tetany, with cerebral
diplegia or congenital myotonia, may be found at
the same time. It is often difficult to decide where
the nutritive part of the disturbance in the loco-
motory apparatus ends and the organic disease
begins.

Rarely a diagnosis of cerebral palsy will be
erroneous; the symptoms disappear on improving
the nutritive condition. A premature infant may
show rigidity of certain muscles and exaggerated
reflexes which may entirely disappear later.

When the nutritive condition is good and the in-
fant shows a weakness of muscles, with persistent or
recurrent attacks of rigidity and exaggerated reflex,
cerebral palsy may be safely diagnosticated.

Remember that a peripheral neuritis very much
simulates an acute poliomyelitis. The former gets
well, the latter never completely.

Do not mistake pseudoparalysis for true paralysis.
The former signifies a fixation of the muscles because
their contraction or movement causes pain,

Remember that the most common causes of
pseudoparalysis are syphilitic osteochondritis or
epiphysitis and scorbutic epiphysitis and arthritis.
Examine for other evidences of syphilis or scurvy.

Do not forget that acute rickets may bring on
symptoms of pseudoparalysis.

If a child suddenly fails to use a limb, be sure
to exclude fracture or dislocation. In febrile chil-
dren examine for arthritis, osteomyelitis, or rheu-
matism.
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In infants a general weakness of the muscles oc-
curs in many severe infectious diseases. A rare dis-
ease is the congenital myatonia (Oppenheim), in
which a weakness of the muscles of the extremities,
loose joints, and lessened irritability of the nerves
have been found.

An extreme form of asthenia occurs in amaurotic
family idiocy.

It is necessary to differentiate carefully the spastie
from the flaceid paralysis of the extremities. The
former usually indicates a cerebral, the latter a
spinal, origin of the disease. In the former class
there is an increase of the deep and superficial re-
flexes, in the latter these are lessened; the reaction
of degeneration occurs in the latter variety.

The flaccid paralysis occurs in acute poliomyel-
itis, myelitis cervicalis, myelitis transversus, and
Landry’s paralysis.

Do not forget that peripheral neuritis is often
mistaken for poliomyelitis. The former disease oc-
curs after acute infectious diseases or intoxications,
is bilateral, and involves all extremities more or less.
Marked disturbance of the sensory mnerves is also
a prominent symptom.

A similar disease is post-diphtheritic paralysis,
though atrophy of the muscles is usually much less.

Remember that atrophy of the muscles ocecurs
after all the spinal and peripheral paralyses. It is
much less marked in the spastie varieties.

Do not forget, however, that the spasticity in
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cerebral palsy may be very slight or observed only
at times when the child is excited.

On the other hand, there are several forms of
spastic paralyses which are due to spinal lesions,
as the spastic spinal paralysis, Little’s disease, ete.

Remember that it is not always necessary to
locate the lesions in an exaect anatomiecal spot in the
brain or cord, since this does not assist us in treat-
ment.

A cerebral spastic paralysis may occur in any
disease of the brain that is severe enough to cause
a destruction of the gray or white matter in the
motor areas, as hydrocephalus, abscess, tumor, in-
juries, embolism, ete. The most common cause is
a diffuse cerebrospinal sclerosis of an unknown
origin and occurring at birth or within the first few
yvears of life.

It may occur after cerebral hemorrhage or any
acute inflammation of the meninges and cortex.

Paralyses are to be carefully distinguished from
the myopathic forms of atrophy. In these diseases
there is a slowly progressive weakness of the mus-
cles, usually symmetrical. The excitability of the
muscles is diminished, and great wasting of their
substance ensues. The diseases occur in older
children. Several types have been discovered. The
pseudohypertrophic form is the best known. In
this disease the weakness begins in the lower ex-
tremities, and the child first becomes very tired in
walking. The gait becomes uncertain. He has great
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difficulty in getting up from the recumbent posture,
and assumes an erect position with great effort.
The atrophy may spread to the buttocks, shoulder,
and arm. The size of the muscles, especially those
of the calf, may be enlarged apparently. Contrac-
tions are very apt fo follow.

It is well to remember that atrophy of the muscles
may also follow spinal diseases—so-called neuro-
spinal forms of progressive muscular atrophy.
Several types have been deseribed.

It is well to remember that paralysis of the palate
occurs often after diphtheria, with the consequence
that the food is rejected through the nose after swal-
lowing. The voice also has a peculiar nasal twang.
The palate does not rise on speaking. When the
post-nasal space is filled with adenoids, the palate
moves with difficulty. Similarly, any severe in-
flammation, as a post-pharyngeal abscess, interferes
with the movements of the soft palate.

In facial paralysis investigate carefully the con-
dition of the middle ear. Caries of the petrous por-
tion of the temporal bone may induce a neuritis.

Remember that the reaction of degeneration oc-
curs in severe cases of multiple neuritis as well as
in spinal paralysis. An increased irritability to the
galvanic and faradic current occurs in tetany, and
to a less extent in chorea minor.

Do not be too sure that the patellar reflex is
increased in a given case; healthy children often
show very strong tendon reflexes normally. The
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patellar reflex is increased in all cerebral palsies and
acute meningitis. It is diminished in the spinal
paralyses, in all wasting diseases, and in many severe
infectious diseases—diphtheria, pneumonia. The
cremaster reflex has not won any great place for
reliability. The Babinski reflex may oceur normally
in infants, and after three years it may be a cor-
roborative sign of spastic spinal paralysis.

Do not mistake the muscular weakness preceding
chorea for paralysis, an error that is often made.

In all cases of paraplegia, especially if the dis-
ease has a gradual onset, do not fail to examine the
spinal column for evidence of Pott’s disease. This
variety of paralysis is usually of the spastic type.
The sphincters are involved early.

Remember that facial palsy may be caused by the
blade of the forceps. It almost always gets well.

Erb’s paralysis, a palsy of the muscles of the arm
and shoulder, 1s the most frequent type of obstetrical
paralysis, and is caused by injury to the fifth, sixth,
and seventh cervical nerves.

It is well to bear in mind that paralysis in children
is one of the most common causes of deformities.

Do not mistake the atrophy from spinal paralysis
for the atrophy following tuberculous disease of a
joint.

Remember that the glutei and hamstrings are not
often affected in infantile spinal paralysis; the
sphincters always escape.

The obstetrical paralyses are caused by injury to
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the cervical plexus at birth, and may or may not be
permanent.

Do not be vexed if you do not recognize a polio-
myelitis in the acute febrile stage, for not many
physicians can do it. This disease should be con-
sidered, however, in an acute fever of obscure origin,
accompanied by pains and hyperesthesia in the
lower limbs.

Remember that contractures oceur in tetany,
cerebral and spinal palsies. Rigid musecles, yielding
like a bar of lead, are often diagnostic of cerebral
diplegia or paraplegia.

Remember that Kernig’s sign is an extremely
valuable sign in the acute fever of a previously
healthy child, and suggests meningitis. It may oe-
cur in tuberculous meningitis; rarely it is found in
meningismus. It is normal in young infants.

The Babinski reflex has no significance in infaney.
In children its presence indicates a lesion of the
pyramidal tract.

Brudzinski’s neck sign is more valuable than Ker-
nig’s sign to establish the presence of meningeal
inflammation. Forcible flexion of the retracted head
induces a flexion of the thighs and legs.

TREMOR—CHOREIFORM MOVEMENTS.

Tremor occurs in infants exhausted from a severe
nutritional disorder, and is common in all the cere-
bral and some spinal diseases.

Fibrillary contractions are a marked symptom of
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paramyoclonus multiplex, but it may be found in
any chronie cerebral disease. Sometimes it is ob-
served in acute leptomeningitis. In the spinal form
of progressive muscular atrophy it may also occa-
sionally be present. Twitching of the muscles may
be normal, or at least occur in apparently healthy
children. '

The most common cause of choreiform move-
ments is chorea minor. These are commonly de-
secribed as irregular, jerking movements; never
rhythmical and entirely involuntary. As a rule, the
spasmodic movements begin in the facial muscles
and gradually spread to other portions of the body.

Do not mistake chorea minor for irregular move-
ments which oceur in some forms of cerebral disease.
Examine for other symptoms.

Do not mistake the tremor of Graves’ disease for
chorea.

Remember that Huntington’s chorea is chronie
and incurable, and is differentiated from chorea
minor prinecipally by the fact that it is hereditary,
and as a rule occurs in adult life. It should very
rarely cause any anxiety as to the diagnosis of
choreiform movements in children.

The different forms of ataxia should not be mis-
taken for chorea. Inmability to properly control
movements occurs in many different cerebral dis-
eases, and has little diagnostic significance when
taken alone. In F'riedreich’s ataxia it is a promi-
nent symptom. It occurs also in tabes infantum and
multiple neuritis.
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The athetosis which is a symptom of certain forms
of Little’s disease may have a certain resemblance
to chorea, but the spasticity of the muscles in the
former disease is a safe differential sign.

Electric chorea is characterized by very rapid
movements, rhythmie in character and probably
allied to habit spasms.

Nystagmus, while a symptom of disseminated sele-
rosis, occurs in young infants from nutritive dis-
orders. Often this symptom is well marked in
leucoma from previous keratitis.

Head nodding and nystagmus oceur during the
winter months, and constitutes a funetional neurosis
caused by living in darkness too much.

Hysterical paralysis and spasm may simulate
spastic paralysis.

An interesting condition may occasionally be
noticed in infants—namely, a hypertonicity of the
muscles. It is physiologic in many voung infants.
Extreme degrees occur in nutritive disturbances and
marasmus. High grades of myotonia may oceur in
young infants without definite assignable cause.

On the other hand, a diminished tonicity of the
muscles in infants occurs in many nutritive diseases,
and is a valuable sign of imperfect nutrition.

Do not mistake tetanus for the congenital myo-
tonia. In the former disease trismus, dysphagia,

rigidity of the whole body, and convulsions are easily
recognized.



PAIN—HEADACHE—MENTAL DEFICIENCY. 83

An increased muscular tone occurs in the acute
and chronic cerebral inflammations and degenera-
tions. In meningismus also this symptom is to be
expected.

In myotonia congenita an increased muscular
irritability causes a stiffness of the muscles on exer-
tion after a rest.

In myatonia congenita (Oppenheim) the musecles
are lax and there is a diminished muscular tonicity
and irritability.

It should be remembered that, while laryngospasm
oceurs most commonly in all acute inflammations of
the larynx, it may occur in some cerebral diseases.

Do not regard night terrors with alarm, but in
all eases give the child a careful examination. Look
for gastroenteric irritation, mucous disease, consti-
pation, helminthiasis, and adenoids.

It is well to bear in mind those forms of coma
which are not the lethal symptoms of the severe
infectious diseases. KExecluding stupor from drugs
or poisons, coma oceurs in uremia, diabetes mellitus,
cerebral embolism, thrombosis, or hemorrhage.

Syncope is not a common symptom in childhood,
except during the course of the acute infectious dis-
eases. In anemia and cardiac diseases a tendency
to fainting may be present.

PAIN—HEADACHE—MENTAL DEFICIENCY.

General hyperesthesia occurs in cerebral inflam-
mations and lesions of the spinal cord. This symp-
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tom is characteristic of polyneuritis. In acute artic-
ular rheumatism and rickets, local pains may be mis-
taken for a general hyperesthesia. Care must also
be taken to exclude infantile scurvy.

Remember that scarlet fever and septicemia may
produce a general hyperesthesia. The muscular
pains in serum disease may be very severe.

Do not forget to inquire carefully into the history
of the family and companions of a patient who
suffers from repeated attacks of headache. It 1s
often the first symptom of a tuberculous meningitis.

All acute and chroniec cerebral diseases may be
accompanied by a severe headache. Acute intes-
tinal intoxication is often a cause, but this disap-
pears on the administration of a purgative. Chil-
dren often complain of headache from hunger.
Migraine occurs in children, and shounld be sus-
pected if the headache arises periodically and is
characterized by vomiting.

Neuralgia is not common in children, but head-
ache from nasal, eye, or ear disease is frequent.
Examine the post-nasal space for adenoids.

Malaria is not an infrequent cause of recurrent
headache.

Do not forget eye-strain in the headaches of
school children.

In diagnosing mental deficiency in children, com-
pare the child’s speech, acts, and appearance with
an average child of the same age.

A backward child is one that has the normal
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traits of a younger child; mental deficiency is char-
acterized by traits not found in any child at any
age.

Most cases of mental deficiency have physical
stigmata; that is, the body and mind develop co-
incidentally—if one shows defects, the other will
also be defective.

It i1s by no means certain that it is necessary to
classify all mental deficiencies as far as treatment
1s concerned. The cretin, however, should be recog-
nized, as this form is often amenable to therapeutic
effort. Notice the parchment-like complexion, the
dry hair, the long head, dull expression, small stat-
ure, and short extremities.

A diagnosis of cretinism should be made early
in order to institute proper treatment.

Irritability of temper may be caused by any irri-
tative lesion of the body. Sometimes it can be ac-
counted for only by bad training. The spoiled child
can make the life of the attendants miserable.

Be sure to test the hearing carefully whenever
the child does not talk; often mutism depends on
deafness. A child that does not speak words by
the time it is two years of age must be examined as
to 1ts mental condition.

Do not entertain the common erroneous idea that
tongue-tie has something to do with lack of speech.

Inability to speak is generally part of the syn-
drome of cerebral palsy.
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CHANGES ABOUT THE EYES.

Do not mistake congenital strabismus during an
acute fever as a symptom pointing to meningitis.
Inquire as to the onset of the symptom whenever
observed.

Be sure to differentiate between paralytic squint
and strabismus proper. In the latter disorder the
squint i1s perceptible in all movements of the eye,
and is always the same degree; in the paralytic form
increased movements of the eyes increase the di-
vergence of the axes.

A disturbance in the concomitant movements of
the eyes 1s a most valuable sign in the various
forms of meningitis and cerebral abscess. But it
is common after a convulsion, and is frequently
noticed during the sleep of infants who show no
abnormal symptoms.

Remember that the newly-born infant for a period
of several weeks has difficulty in focusing both eyes
on an object, and irregularity of movement may be
noticeable. Sometimes this is so marked as to be
mistaken for strabismus.

Inquire carefully as to the previous symptoms in
any acute attack of paralytic squint. Diphtheria is
the most common cause.

Changes in the pupils of the eye are often of
marked diagnostic value. Osecillating pupils, vary-
ing 1n size, occur in tuberculous meningitis. In
acute leptomeningitis a changing pupil is often
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noticed. On moving any limb, dilatation of the
pupil may occur in meningitis. Irregularity of the
pupils is often found in all cerebral diseases. Pupils
that do not react to light are common in the terminal
stages of any infectious disease.

In purulent conjunctivitis be sure to consider
gonorrheal and diphtheritic infection.

Ecchymosis of the eyelids is one of the symptoms
of infantile scurvy. A hemorrhage may occur in
Tenon’s capsule and produce a prominence of the
eyeball.

CHANGES ABOUT THE EAR.

In all cases of obscure fever in children do not
fail to examine the ear.

Test the child’s hearing in all conditions that sug-
gest a backward mental development.

Remember that the auricle may become enor-
mously swollen from urticaria, serum disease, or ery-
sipelas. Insect bites often cause swelling of the
external ear.

Examine the ear in all cases of erying and ob-
scure restlessness in infants; acute otitis media often
causes severe symptoms, which may be mistaken for
meningitis or sinus thrombosis.

A furuncle in the auditory meatus may simulate
a mastoiditis.

Do not fail to examine the ear for a foreign body
in children who persistently complain of earache or
headache.
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Sudden deafness may occur after mumps and
cerebrospinal fever.

Do not mistake an increased secretion of cerumen
for pus; often the increased secretion means that
there is some trouble in the Eustachian tube or
middle ear.

In all cases of recurrent earache or deafness ex-
amine for adenoids in the nasopharyngeal space.

Enlarged lymphatic nodes situated immediately
below the ear call for an examination of the meatus
and middle ear.

Intertrigo in the sulcus back of the auricle is a
common affection in poorly nourished infants.

Masstoiditis may occur in infants, but is not usu-
ally serious, since the mastoid cells are not de-
veloped, and the pus collecting in the single antrum
can escape through the thin wall under the perios-
teum externally. Mastoid involvement usually ap-
pears as a post-auricular abscess in infants.

Remember that acute otitis media is a common
complication of influenza, diphtheria, measles,
pneumonia, scarlet fever, typhoid fever, pertussis,
and syphilis. In ileocolitis and marasmus the dis-
ease 1s often not recognized.

CLINICAL SYNDROMES.

Fever,

(Elevation of temperature; rapid pulse; pulse-
respiration ratio, 4 to 1; hot, dry skin; coated
tongue; diminished flow of urine; thirst; lassitude;
pain in the limbs; loss of appetite.)
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In general, fever should be considered the syn-
drome of the infectious disease. Ascertain the site
of the infection and determine its character.

Always establish the presence or absence of fever
in any acute or chronic illness.

Always take the temperature in the rectum of in-
fants. The axilla and groin are very unreliable.

Do not forget to disinfect your thermometer after
using ift.

Fever indicates the presence of an infectious dis-
ease. As a corollary it may be added that an acute
fever indicates an acute infectious disease. Thermie
fever and fever accompanying injuries to the brain
are excepted.

Almost all the acute infectious diseases In in-
fancy are accompanied by fever in some part of their
natural course. It is the duty of the physician to
locate this infectious process and determine its
character.

Do not diagnosticate a given fever as caused by
teething. Search for the infection. Fever from
teething alone is a great rarity; do not be deceived.

(A) Acure Fever Wit No OrHErR PROMINENT
SYMPTOMS.

Inflammation of the throat is the most common
cause of this syndrome; but, before examining the
throat, palpate the post-cervical nodes and the
nodes at the angle of the jaw; observe the respira-
tion; judge whether the child appears in pain spon-
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taneously or on movement. Then examine the
throat.

Examine the throat in every case of an acute fever.
Never forget this golden rule.

If sore throat is present, you establish another
syndrome—{fever and sore throat (B).

If no sore throat is found, it i1s necessary to make
a complete physical examination. Undress the child.

Examine the skin for an eruption.

Make a careful physical examination of the chest.

Inspect the abdomen and palpate each organ. If
nothing is discovered, examine the mouth.

Notice the presence of ulcers on the gums and
tongue. Note the presence of gingivitis, and swollen
gums from eruption of teeth.

Notice every enanthem on the mucous membrane.
Nothing is found.

Inquire carefully into the history of feeding. Has
something unusual been given? Is the season pro-
pitious for gastroenteric infection? Vomiting is
often a part of any febrile syndrome. Nothing is
discovered. Obtain some of the urine. Test for albu-
min; if cloudy, ascertain if due to pus. Still no
evidence of disease.

Consider the blood infections. Has the child been
exposed to malarial infection? Examine the blood.

Inquire into the health of other members of the
family, or playmates. Have any of them had an
infectious disease recently?

If all this investigation leads to no definite re-
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sults, there is nothing to do but give a mild laxa-
tive and fever mixture, and wait. At the next visit
the same complete examination must again be made.
If still nothing is discovered, the expectant treat-
ment must be continued. If the temperature dis-
appears, 1t may never be determined what was the
matter. This should be very rare when the proper
care has been taken to examine the child.

If the fever persists, it is customary in all malarial
countries to give a few doses of quinin as a diag-
nostiec procedure.

If the fever is markedly influenced by this drug,
the assumption that the fever was malaria may be
correct. A fypical remittent or intermittent char-
acter of the fever which promptly yields to quinin
1s very strong evidence as to the malarial nature
of the disease.

If the fever persists in spite of quinin, a daily
search for abscess must be made. A pyelitis should
be recognized early from the pus in the urine. Much
more obscure may be a perinephritic inflammation,
which can be detected only on palpation, as a pain-
ful swelling around the kidney. Examine the blood
for a leucoeytosis.

A gradually rising temperature, with no marked
increase in the leucocytes after a few days, suggests
an inquiry into the possibility of typhoid fever. No
positive diagnosis of this can be made in less than
a week. The pulse is comparatively slow, tongue
furred in the center, and reddened edges; look for
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rose-spots. One spot is often diagnostic. Have the
blood examined for the Widal reaction.

If the Widal test is persistently absent, no rose-
spots appear, and a leucocytosis becomes more
marked, a diagnosis of eryptogenic septicemia is
permissible.

Remember that any part of the body may be the
nidus for pathogenic germs. Find the seat of their
growth and determine their kind.

Do not believe that two-thirds of the fevers in
children are caused by malaria, even in malarial
regions. Search for other causes.

Do not make a diagnosis of malaria without find-
ing the plasmodia in the blood, unless you have
positively excluded ecystitis, pyelitis, endocarditis,
and tuberculosis.

Do not conclude that because the administration
of quinin had an ameliorating result in fever that
the disease is malaria. Quinin acts favorably in
cystitis, influenza, and other infectious diseases.

Remember that malaria in infants, while often
assuming the quotidian type, has periods of remis-
sion; but this is not sufficiently distinet to separate
it from septic fevers and endocarditis.

In an acute fever of only a few hours’ duration,
when no local infection can be found, no positive
diagnosis can be made. Teach the laity that time
1s often necessary to make a diagnosis. Do not
make scientific guesses on probabilities. It is safe,
however, to treat a patient on probabilities. Thus,

d
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in summer, in the absence of other causes, it is safe
to assume an intestinal infection; give a dose of
castor oil, and restrict the food for a few hours.
In malarial districts it is safe to give a dose of
quinin.

Remember that the newly-born infant kept in a
very warm room may develop a very high rectal
temperature from an inadequate supply of food or
water—inanition fever, thermic fever.

Hyperpyrexia is found most commonly in malaria
and influenza. It may occur in any infectious dis-
ease. As a terminal symptom, it occurs in menin-
gitis and tetanus.

The chill signifies the onset of an acute fever.
In infants it is characterized by cold, cyanotic ex-
tremities. A convulsion may take the place of a
chill.

Remember that blood examinations are always
helpful in the diagnosis of obscure fevers.

It is well to remember that a severe irregular
fever may occur with enlargement of the lymphatie
nodes of the neck—glandular fever.

Many obscure fevers are caused by pleuritis or
a pericarditis. Kxamine the chest in all eases of
acute fevers, even if no symptoms direct the at-
tention to the chest.

Do not forget that leukemia, pernicious anemia,
or pseudoleukemia may be accompanied by febrile
movement.

It is well to bear in mind that purpura hemor-
rhagica may be a febrile disease.
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Do not overlook an infection of the bone—osteo-
myelitis—as a source of fever.

In summer the gastroenteric tract 1s the most
common site of infection; in winter the respiratory
tube. In summer the food contains the most bac-
teria; in winter the dwelling in closed rooms in-
creases the probability of conveying pathogenic
bacteria from one person to the other.

(B) FEVER AND SORE THROAT.

The tonsils and pillars of the fauces are very much
congested, and the posterior part of the soft palate
has a reddened border running upward from the
pillars of the fauces. This is usually associated with
some coryza. Diagnosis—influenza.

A pneumococcus infection induces a similar ap-
pearance.

The tonsils are congested, swollen, and irregular
spots of white exudate appear on the surface—fol-
licular tonsillitis.

One or both tonsils and the palate are covered by
a dirty-gray exudate, forming a solid plaque. The
glands at the angle of the jaw are enlarged—
diphtheria.

Kxamine for the Klebs-Loffler bacillus.

Do not mistake a tonsillitis in which the follicular
exudate is composed of numerous spots closely
packed together for the solid pseudomembrane of
diphtheria.

Disseminated white spots may appear on both ton-
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sils, but one patch of exudate may appear large and
not be readily removable. If, after a few hours, this
pateh increases in size, and the nodes at the angle of
the jaw are swollen, it is safe to regard the disease
as diphtheria. It may be a staphylococeic infeetion.
Only a culture can differentiate some of these cases.

A superficial ulcer usually associated with other
ulcers of the mouth may be Vincent’s angina; on
microscopical examination the fusiform bacillus and
a spirillum are discovered in the exudate.

A scarlet inflammation of the throat with or with-
out a pseudomembrane should always recall the
possibility of scarlet fever. Examine the roof of the
mouth for the scarlet punctiform eruption; inspect
the body for rash.

A simple angina with or without a coryza precedes
the eruption of German measles (rotheln). Numer-
ous post-cervical nodes will be found enlarged, and
an enanthem may be noticeable on the palate. The
angina of measles is sometimes noticeable.

It is well to be reminded that a simple angina
often accompanies the onset of typhoid fever. The
disease has been mistaken for influenza.

Very puzzling are those forms of angina associated
with a well-marked gastric state. It is difficult to
determine if the tonsillar swelling is primary or
secondary.

Do not mistake the sore throat of scarlet fever for
diphtheria. Always look for an eruption on the skin
in every case of sore throat.
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It should be remembered that urticaria may attack
the mucous membrane, and that a reddened, swollen
throat may be found in this disease.

Small ulcerations occur on the tonsil, more com-
monly in the structure surrounding it, and in vari-
cella or herpes.

Swollen, congested tonsils and edema of the sur-
rounding structures and the tonsil, with or without
the pillars of fauces, projecting toward the median
line more on one side than the other, and great
pain on deglutition, indicate peritonsillar abscess.

In a given case of acute fever inquire carefully as
to the acute diseases of other children with whom
the patient has been associated; it is often possible
to get a hint of the possible infection in this way.
Thus, if one member of the family is or has been suf-
fering from angina, coryza, or bronchitis, it is most
likely that our patient has received the same infec-
tion.

A recurrent fever coming on two or three times a
year and lasting a few days is most likely to be ton-
sillitis. Remember, however, that tuberculous pa-
tients have obscure attacks of fever at intervals; so
also in chronic endocarditis recurrent fevers are
common,

Do not overlook an acute adenoiditis as a cause
of an acute fever. There is a stuffiness of the nose
without swelling of the turbinated bodies.

Examine the ear in doubtful fevers. An acute in-
fection of the middle ear has been the source of
many acute fevers.
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An acute fever continuing two to four days pre-
cedes roseola infantilis. The diagnosis can not be
made before the appearance of the eruption.

(C) FeveR WirH CATARRHAL SYMPTOMS OF THE
UprPER AIR PASSAGES.

(Nasal discharge; sneezing; reddened conjunctiva;
lachrymation; dry, brassy cough; irregular fever.)

Influenza during the winter months begins with
fever and catarrhal symptoms. The latter may not
be very noticeable. Examine the throat for the
typical horseshoe-shaped inflammation of the pillars
of the fauces and palate.

Always look for Koplik’s spots in this syndrome.
They can be seen only in daylight. Look for very
minute white scales on a reddened buccal mucous
membrane, especially near the gums.

Do not forget that typhoid fever may begin with
symptoms not unlike those of influenza.,

Remember that pertussis often begins with acute
catarrhal symptoms of the upper air passages, but
the cough soon becomes very intense. The fever is
not high, but there are rare exceptions.

Acute ‘‘colds,’’ probably pneumocoecus and strep-
tococcus infections, begin in this way. In in-
fants, and sometimes in children, fever is a very
prominent symptom.

German measles may begin with marked catarrhal
symptoms. Koplik’s spots are absent. A diagnosis
can be only suspected until the rash appears, unless
there has been a clear history of exposure.
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In every case of fever with coryza look for the
presence of a pseudomembrane in the nasal meatus.
A bloody discharge often indicates diphtheria. A
purulent discharge occurs in the rhinitis character-
istic of serofulous children, and may assume a septie
form.

Do not forget that an acute fever may be caused
by acute adenoiditis following follicular tonsillitis,
but it may oceur primarily. A stuffiness of the nose
and a discharge on the posterior pharyngeal wall
may be observed. In all obscure fevers of childhood
this site of infection should be borne in mind.

Never forget that an acute otitis media causes a
severe fever in infants, often in children, and often
follows adenoiditis.

The fever during the prodromal stage of measles
1s Irregular and may be very high; it can easily be
mistaken for pneumonia.

(D) FEVER WiTH LARYNGEAL SYMPTOMS.

(Moderate fever; hoarseness; harsh, barking
cough; laryngeal stridor; attacks of croup; persist-
ent laryngeal stenosis.)

Examine the fauces. A pseudomembrane sus-
piciously like a diphtheritic infection at once sug-
gests laryngeal diphtheria. Ixamine the nose also;
true ecroup sometimes follows a nasal diphtheria.

In the absence of any faucial pseudomembrane,
and no history of preceding coryza, if the laryngeal
stenosis becomes gradually aggravated, it is safer to
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assume the presence of a diphtheritic infection and
rot wait for the results of a bacteriological examina-
tiom.

Acute laryngitis may be secondary to any infec-
tious disease of the nose or throat. Acute catarrhal
laryngitis, with paroxysms of spasmodic stenosis,
occurs as symptoms of influenza or common ‘‘ecolds.”’
It may depend on measles.

A differential sign of some value to differentiate a
severe catarrhal from a pseudomembranous laryn-
gitis is the complete aphonia in the latter affection.

(E) Fever WiTtH PuLMONARY SyMPTOMS.

(Rapid respiration; pulse-respiration ratio, 3 to 1;
painful, suppressed cough or a ringing free cough;
pain in the chest; expectoration.)

The diagnosis of chest disease is made by careful
physical examination. Sometimes two or three days
may elapse before the local changes are sufficiently
developed to be made out by physical exploration.
Occasionally there may be a constant absence of the
physical signs, and yet from the course of the fever
and the attending symptoms no doubt of a pulmon-
ary disease can be entertained. As is well shown at
autopsy, many pneumonias of a small area are over-
_looked on physical examination.

Look for simple bronchitis, bronchiolitis, broncho-
pneumonia, secondary septic pneumonia, acute pul-
menary tuberculosis.

The last-named disease can not, of course, be diag-
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nosticated during an acute fever of a few hours’ or
days’ duration.

Remember that, while the expiratory moan or
grunt is heard in pulmonary inflammations, it may
oceur in abdominal diseases, or even in some gen-
eral infection.

(F) FEvEr AND DIARrHEA. (See DIARRHEA,
page 42.)
(G) Fever AND CARDIAC SYMPTOMS.

(Moderate, irregular fever; precordial distress;
rapid pulse; endocardial or pericardial murmur.)

There can be no doubt that many cases of recur-
rent fever are due to endocarditis without the mani-
festation of any cardiac symptoms.

In pericarditis the frietion rub is characteristie.
An effusion into the pericardial sac is shown by the
increased breadth of the cardiac dullness and the
feeble heart sounds.

Do not mistake hydropericardium for cardiaec dila-
tation. The latter shows a feeble pulse and mark-
edly accentuated second sound.

It is difficult, at times, in cases of acute fever
which reveal the presence of a soft systolic murmur
over the heart to exclude an acute endocarditis.

Remember that an acute endocarditis may show no
cardiac symptoms for many days.

(H) Fever anp Perrtonism. (See page 110.)

(I) FEvEr axp CEREBRAL SymproMms. (See CERE-
BRAL IRRITATION, page 121.)
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(J) FEVER AND JOINT SWELLINGS.

The most characteristic disease of this syndrome
is rheumatism. Several joints are usually involved
successively.

The inflammation of the joint is fugacious; endo-
carditis is common.

Acute septic arthritis or acute osteomyelitis should
not be mistaken for rheumatism; only one joint is
involved, the pain is severe, and the inflammation
persists. Gonorrheal arthritis may occur in children.

Do not overlook an abscess which may occur near
a joint and simulate a joint disease. Scurvy is rarely
accompanied by fever.

(K) Fever axp Dysuria. (See page 67.)

Examine for cystitis and pyelitis.

(L) FEVER AnD ENvLARGED CERVICAL NODES.

This is very common in all acute infections of the
mouth, nose, and throat. Examine these regions
carefully. Multiple enlargement of the lymph nodes
suggests some skin eruption, as German measles. A
chain of glands along the sternocleidomastoid is
found in glandular fever.

Do not mistake an abscess for a simple adenitis.

A smooth swelling in front of the ear is found in
mumps. It may occur also under the inferior maxil-
lary bone. In the latter place especially it is some-
times difficult to determine whether a lymph node
or the submaxillary gland is involved.
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(M) Fever axp AN ErupTION.

For practical purposes it is well to bear in mind
a few general types of eruptions. The first of these
1s the simple erythematous eruption—that is, there
is a diffuse redness of the skin. With fever it
occurs in erysipelas, in which disease the skin is
swollen and shiny, and may be mistaken for urti-
carial patches; in German measles areas of the skin
may resemble erysipelas.

The second type is that called roseola. It ocecurs
especially 1n typhoid fever and some intoxiecations,
and also in roseola infantilis.

The third type is the morbilliform, and is found
especlally in measles and rotheln, but may oceur in
some forms of urticaria and also in megaloerythema.

The fourth type is the scarlatinal form, and occurs
in scarlet fever, Duke’s disease, and some scarlatini-
form eruptions in toxie and infectious diseases.

The next type is the annular, and is typical in ery-
thema multiform.

The last type to be mentioned is characterized by
wheals and papules, and is typical in urticaria, serum
disease, strophulus, ete. (See Eruptions, page 68.)

Chronic Fever.

(Moderate, irregular elevation of temperature;
furred tongue; feeling of weakness; pallor; emacia-
tion; loss of appetite; restlessness.)

Always examine carefully for tuberculosis in every
chronic fever. Tuberculous meningitis begins with
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an irregular fever. Look for pulmonary phthisis,
glandular tuberculosis, osseous tuberculosis, tuber-
culous peritonitis, and general tuberculosis. The
family history and previous history often give valu-
able hints.

Malaria is a common cause of the chronic fever.
Examine also for chronic abscess, empyema, and
middle ear disease. Do not forget to examine the
urine for pyelitis. Irregular fever often occurs in
the ehronie blood diseases and Hodgkin’s disease.

An irregular chronic fever is a striking symptom
1n most cases of mucous colitis in infants and young
children.

Do not overlook an empyema or pulmonary ab-
scess.

Suppurative arthritis of infants produces a
chronic fever. The local pain and tenderness may
be overlooked when it occurs in the hip joint.

Status Gastricus.

(Thirst; nausea; vomiting; pallor of the lips;
headache; pain in stomach; coated tongue.)

The gastric syndrome may be found at the onset
of any acute infectious disease. It occurs commonly
in acute indigestion, gastritis, and gastroenteritis.
In obstruction of the bowels it is a prominent symp-
tom. Appendicitis begins with gastric symptoms
as a rule. Peritonitis, from whatever cause, shows
gastric symptoms marked.

Do not mistake the vomiting associated with cere-
bral disease for the status gastricus.
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Recurrent vomiting in children is a peculiar neuro-
sis and is accompanied by acetonuria—eyclic vomit-
ing.

Gastroduodenitis, with catarrhal jaundice, has its
onset in a persistent status gastricus.

The Typhoid State.

(Moderate febrile movement; relatively slow
pulse; somnolence; low, muttering delirium; intel-
leet clouded; food usually refused; restlessness; in-
somnia; coated tongue with reddened edges; swollen
spleen.)

The typhoid state occurs less often in the typhoid
fever of children than in adults. A similar syn-
drome may be found in pneumonia, sepsis, scarlet
fever, miliary tuberculosis, malaria, peritonitis, and
ulcerative endocarditis.

Remember that the acute membranous ileocolitis
of young infants is very likely to be mistaken for
typhoid fever as well as meningitis.

Acute intestinal intoxication may show a similar
group of symptoms.

Extreme inanition sometimes gives these symp-
toms, except that the temperature is subnormal.

Infantile Atrophy.

(Extreme emaciation; senile face; dusky, wrinkled
skin; reddened palms and soles; prominent abdomen;
restlessness; constipation or diarrhea; subnormal
temperature.)
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Always exclude tuberculosis and syphilis. Study
the previous history as to feeding—starvation, or
feeding on some indigestible food or foods contain-
ing little nutritive elements. Chronic vomiting from
pyloric stenosis or gastric catarrh, chronic enteroco-
litis, dysentery, or repeated attacks of indigestion
cause extreme emaciation.

Marasmus in infants usually arises from repeated
attacks of indigestion in artificially-fed infants.

Extreme atrophy is not uncommon after cerebro-
spinal meningitis.

Gastroenteric Infection—Diarrhea.

(Fever; vomiting; diarrhea; prostration; sunken
fontanelle; sunken eyes; pain in the abdomen.)

It is always well to determine whether the stomach
or the intestines is the principal part implicated. In
the former case vomiting and prostration are the
prominent symptoms. When the lower part of the
alimentary canal is diseased, vomiting is not a prom-
inent symptom.

Sometimes it is difficult to separate an acute bac-
terial intoxication from a severe intestinal indiges-
tion from overfeeding.

The presence of clear mucus, or mucopus, or pure
blood in the stools indicates that the lower part is
diseased.

The next point to determine is whether the con-
tents of the bowel or the bowel wall itself is diseased.
This is often diffieult. No doubt an infection of the
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contents of the intestine usually precedes an infec-
tion of the mucous membrane; hence at the onset it
may be impossible to decide whether it will be
merely a simple infection or ileocolitis..

The infection of the contents of the bowel usually
recovers after a brisk purgative, while inflammation
of the intestine proper is protracted. Mucopus and
blood in the stool is a safe indication of ileocolitis.

Clinically we distinguish a gastritis, simple
diarrhea, inflammatory (fermental) diarrhea, and
dysentery. But a follicular enteritis can be sus-
pected by the persistent character of the disease
and the presence of mucous and green stools, and
membranous diarrhea by the presence of small pieces
of membrane in the mucopus.

Diarrhea may occur in any infectious disease.

It should be remembered that a relative polymor-
phonuclear leucocytosis occurs in ileocolitis and the
severe intestinal infections.

The newly-born infant often has a persistent
diarrhea from nursing too much human milk, but
does not have fever.

A high fever usually follows the algid state of
cholera infantum, probably from the excessive loss

of fluids.
Severe Anemia.

(Pallor of the skin and mucous membrane; tend-
ency to hemorrhage from the mucous membrane;
emaciation not usually marked; vomiting often pres-
ent; insomnia; often slight rise in temperature; blood
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on puncture looks very pale as compared with nor-
mal blood; edema often present.)

An examination of the blood must be made.
Chlorosis occurs usually in young girls. Pernicious
anemia may occur in young children; examine the
stools for the ova of the hookworm (uncinariasis).
In leukemia the pallor is very marked. Repeated
hemorrhages cause a severe grade of anemia in
children. Do not forget infantile scurvy. Anemia
—infantile pseudoleukemia—is characterized by
great pallor of the skin.

Edema.

(Swelling of the extremities and scrotum, which
pits on pressure; puffiness of the eyelids; swelling of
the face and hands; shortness of breath; weakness;
dyspnea and orthopnea; ascites often present.)

Edema occurs frequently in infants after pro-
longed digestive disturbance, especially when salted
meat broths and cereal decoctions have been given
for a protracted period.

It may occur in premature infants from feeding
diluted foods.

Examine the urine in all cases of edema. Paren-
chymatous nephritis is a dangerous disease. Ex-
amine the heart in all cases; valvular lesions and
failing cardiac compensation may be the cause.

Edema also occurs in all severe blood diseases,
pernicious anemia, and leukemia.

Moderate edema of the extremities often accom-



108 DIAGNOSIS.

panies ileocolitis and other acute infectious diseases.
Urticaria and the exudative erythemata will some-
times show marked edema as a part of the disease.

Localized edema occurs as the result of obstrue-
tion to the circulation—as edema of the face, due to
sinus thrombosis or edema of the lower extremities
from abdominal tumor; a peculiar disease is angio-
neurotic edema, a nervous disorder.

Do not mistake a general puffiness of the skin in
serum disease for edema.

Remember that the first symptom of nephritis
after scarlet fever may be a general edema; examine
the urine.

Remember that an excess of salt in the food favors
edema; do not give salt in nephritis.

Ascites.

(Enlargement of the abdomen; dullness on per-
cussing the dependent part of the abdomen; dullness
changes on changing the position; fluetuation; navel
depression obliterated; shining and tense skin; en-
larged veins over the abdomen; liver pushed up-
ward.)

It is sometimes difficult to differentiate a transuda-
tion from portal obstruction and an exudation from
peritoneal inflammation. Note carefully the attend-
ing symptoms.

Do not fail to examine the heart in ascites; it may
be a symptom of cardiac dilatation resulting from a
valvular lesion.
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Remember that cirrhosis of the liver is a common
cause of ascites in the adult, and may occur in
children.

Any solid tumor in the abdominal cavity may be
the cause of ascites. Palpate carefully for a solid
mass.

Do not mistake a distended bladder for ascites.

Remember that ascites is also part of the anasarca
which follows parenchymatous nephritis.

Ascites is common in extensive tuberculous hyper-
plasia of the mesenteric lymph nodes.

Bear in mind the fact that, while tuberculous
peritonitis causes ascites, rarely a chronic serous
nontuberculous inflammation of the peritoneum may
cause the same syndrome.

In all acute inflammations of the peritoneum a
certain amount of fluid is poured into the cavity, but
it 1s usually in insufficient quantity to be recognized
clinically.

Chronic Constipation,

(Feces, usually hard in artificially-fed, but soft in
breast-fed infants; passages less often than once a
day; streaks of blood and mucus on scybalous
masses; great straining at stool; restlessness; cry-
ing.)

It is common for breast-fed infants to be con-
stipated, especially when diarrhea has been present
during the first few weeks of life.

Constipation is often a prominent symptom of
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rickets, a disease in which the abdominal muscles
give the intestines insufficient support.

Remember to examine the abdomen in cases of
protracted constipation; dilatation of the colon may
exist.

Do not forget mucomembranous colitis in children
when trying to account for protracted constipation.

Do not fail to inquire as to the guantity of milk
taken by the baby; hunger and constipation go to-
gether.

Finally, it should be remembered that constipa-
tion is often a symptom of brain disease. In healthy
children it may be caused by a disinclination to
yield to the desire to defecate.

Peritoneal Irritation.

(Fever; abdominal pain; anxious face; abdomen
tender to touch or pressure; abdominal musecles
rigid; tympanites; vomiting.)

Always palpate carefully the right inguinal region
in every form of perifoneal irritation; appendicitis
1s the most common form.

Do not forget to examine the chest repeatedly in
all peritoneal irritations; a pneumonia or pleurisy
1s a frequent cause of a rigid abdomen.

Remember that primary peritonitis may be caused
by a pneumococcus, influenzal, or streptococecus in-
fection.

During the course of typhoid fever slight rigidity
of the abdominal muscles is not infrequent. Sharp
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localized tenderness, severe pain, and symptoms of
collapse should suggest perforation.

It is well to bear in mind that in young infants
whose nutritive condition is bad, septic peritonitis,
primary or secondary, may be easily overlooked.
(Gfangrene of the appendix may take place with little
abdominal change. Great rigidity of the abdomen
may be absent. Many cases of unsuspected perfo-
rative peritonitis have been found post-mortem.

In many forms of toxic or rheumatic myalgias the
abdominal muscles may be tender and rigidly con-
tracted.

Do not mistake the acute abdominal disturbance
in gastroenteric disease for peritonitis.

Acute Pneumonic Consolidation.

(In all suspected lung diseases the child’s chest
should be naked. Inspect carefully the contour of
the chest and the movements of the two sides during
respiration. Palpate the two sides; notice the resist-
ance to pressure in the intercostal spaces; appreciate
any difference in vocal fremitus as the child speaks
or cries. Auscultate carefully with the unaided ear
or with the stethoscope. Finally percuss very
lightly. Strong percussion is fallacious.)

In pneumonic consolidation the affected side is ob-
served to lag in the respiratory movements; vocal
fremitus 1s increased. Auscultation reveals bron-
chial breathing over the affected area, and also the
crepitant rale along the edges of the consolidation.
Bronchophony is a very valuable sign.
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Percussion reveals dullness; sometimes a tym-
panitic note. Consolidation on the left side is apt
to show the stomach tympany on strong percussion.

Do not mistake the normal bronchial breathing,
which occurs posteriorly on the upper part of the
chest near the spinal column, for a pneumonic infil-
tration.

Be sure that you are not dealing with a pleural
effusion. Bronchial breathing is common, but the
dullness is very marked; in fact, there is a flat sound
on percussion. Bronchophony may also occur in
pleural effusion. In children, when a pneumonia is
complicated with a moderate amount of pleural
effusion, it is sometimes difficult to recognize the
latter.

Pneumonic consolidation occurs in croupous pneu-
monia, catarrhal pneumonia, hypostatic pneumonia,
acute tuberculous pneumonia, secondary pneumonia
~ of the infectious diseases, pulmonary abscess, and
infarction of the lungs. The differential diagnosis
depends on the accompanying general symptoms and
the variation in the physical signs.

In chronic febrile conditions with pneumonic con-
solidation examine the sputum for the tuberecle baecil-
lus. The Von Pirquet tuberculin test is a valuable
diagnostic sign in children.

Abscess of the lung is always surrounded by a
pneumonic consolidation. Percussion shows flatness
immediately over the purulent collection.

The consolidation in bronchopneumonia may be so



CHRONIC INDIGESTION IN OLDER CHILDREN. 113

shight that its detection is impossible on physical
examination.

Chronic Indigestion in Older Children.

(Anorexia; vomiting at times; coated tongue; in-
testinal pains; diarrhea or constipation; mucus in
the stools; flatulence; bad breath; lassitude; head-
ache; muddy complexion; irregular fever.)

Always examine the stools carefully in all chronie
indigestion; the persistent or periodic presence of
large quantities of mucus indicates the presence of
mucomembranous enteritis.

Remember that in any severe anemia digestive dis-
turbances are very common.

Do not fail to search for evidence of latent tuber-
culosis in all chronie indigestions of children; inquire
into the possibility of tuberculous infection.

Remember that some writers have described a
special indigestion in serofulous children.

Do not fail to examine the child for dilatation of
the stomach in chronic digestive disorders.

A not infrequent cause of chronic indigestion is a
previous enterocolitis; the convalescence 1s very pro-
tracted in some of these cases.

The syndrome of chronic indigestion oceurs in
chronie intussusception.

Do not fail to examine the stools for worms or the
ova of worms in all children presenting these symp-
toms.
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The Adenoid Face.

(Open mouth; base of the nose broad; listless,
stupid appearance; stunted growth; snores in sleep.)

Examine for adenoids by palpating post-nasal
space. HKxamine the nasal meatus for tumor, hyper-
trophied turbinated bodies, or polypi. The pharyn-
geal tonsils may be so large as to impinge on the
palate and obstruet nasal breathing.

The Hatchet Face.

(Cheeks flattened; long, pointed nose; sunken
eyes; deep furrows in the face; extreme emaciation.)

This face is especially characteristic in marasmus;
also observed in starvation, as in esophageal strie-
ture; it may be observed after chronic meningitis or
cerebral abscess.

The Cretin Face.

(Apathy; face plump; skin thick and dry; muddy
complexion; eyelids pseudoedematous; wrinkles on
forehead; nose prominent and bridge depressed;
lips large; mouth open; prognathism.)

Do not mistake cretinism for rickets. Growth is
much more stunted in the former disease.

Mongolism is frequently mistaken for cretinism.
The slanting eyes, the soft skin, and the small nose
are characteristics of the former disease, quite dif-
ferent from the latter.

Achondroplagia has a certain resemblance to ere-
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tinism, but the shortened legs and normal intelli-
gence in achondroplasia should be sufficient to call
attention to the disease.

Intestinal Obstructien.

(Severe paroxysmal abdominal pain; obstinate
constipation; absence of flatus; violent, uncontrol-
lable vomiting; vomiting of bile, blood, and fecal
matter; tympanites; visible peristaltic waves; facial
signs of distress and anxiety.)

Do not mistake the severe colic of breast-fed in-
fants or the severe pains in ileocolitis for intestinal
obstruetion.

Remember that in the newly-born congenital de-
fects in the alimentary canal may cause this symp-
tom-complex.

It is well to bear in mind that peritonitis from any
cause (appendicitis, abscess, pneumococcus infec-
tion) may simulate the piecture of intestinal obstruc-
tion. The presence of high fever, however, is a
differential sign.

In infants evidence of intestinal obstruction must
invariably direct attention to the possibility of intus-
susception. The passage of pure blood is a strong,
corroborative sign.

Other causes of intestinal obstruction in children
are foreign bodies and worms.

Do not forget to examine carefully for a strangu-
lated hernia at all points in the abdominal wall where
hernia might occur.
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Obstruction by wvalvular or peritoneal bands is
comparatively rare.

Vomiting in eyclic vomiting may be so severe as
to simulate intestinal obstruction. In acute toxic
gastritis the question of intestinal obstruction may
have to be considered.

Remember that in severe duodenitis or jejunitis
the vomitus may have the character of intestinal con-
tents.

Scrofula.

(Protracted conjunectivitis and keratitis; blepha-
ritis; chroniec eczema; chronic coryza; uleers of the
nostrils; otitis media; enlarged lymph nodes.)

Remember that most American authorities deny
the existence of any condition outside of tubercu-
losis which should be termed scrofula; yet a certain
number of high-authorities persist in using this term,
and 1t may be found convenient to use it in the case
of children who show a remarkably poor resistance
to some mild infections or whose healing power of
cutaneous lesions is very poor.

Tuberculous lesions should be termed tuberculosis,
and not scrofula. Do not hide the former infection
under the name of scrofula.

The pathological condition in most cases is an in-
fection by the pyogenie cocel of the skin and mucous
membrane, but which refuses to heal rapidly as in a
healthy child.
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Tuberculosis.

The extreme necessity of diagnosticating tubemul
losis early prompts the interpolation of a few hints
on the methods of inquiry to determine the presence
of this disease.

Ascertain a possible hereditary predisposition.
Inquire if any ancestors or their families have died
of tuberculosis.

It is of greater importance to discover the oppor-
tunities of infection. Has the child been associated
with a tuberculous individual in the family, relatives
who often visit, other visitors, playmates, servants,
etec.? Sometimes this point is exceedingly difficult to
determine. Ask if any one has a chronic cough who
18 assoclated with the patient. Has any relative
gone to Colorado or the southwest for bad health,
and has this person been in contact with your pa-
tient? The act of kissing is most likely to convey
the disease.

Inquire carefully as to the previous history of
pneumonia, measles, and whooping-cough, during
which illnesses, if the child has been previously in-
feeted, there is a great likelihood of the tuberculous
process becoming active.

Remember that tuberculous patients show great
liability to temperature variations. Inquire if the
child gets very high fevers on slight or no apparent
cause.

A tuberculous patient often shows recurrent at-
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tacks of bronchitis and bronchopneumonia. Often
digestive disorders for a prolonged period precede
the more active symptoms of tuberculosis.

Emaciation without apparent cause is another
corroborative symptom.

Have the temperature taken ecarefully several
times a day for a prolonged period.

Examine carefully for pulmonary, glandular,
osseous, and peritoneal tuberculosis.

A cough that persists in spite of treatment does
not mean tuberculosis unless other signs are found.

Examine the sputum for the tubercle bacillus re-
peatedly.

The Von Pirquet tuberculin test is very simple
and harmless, and has a great value in establishing
the presence of tuberculosis in the body. One or
more minute scarifications are made in the arm and
a small drop of tuberculin placed upon them. In
twenty-four to forty-eight hours in infected children
an inflammatory area appears around the abraded
spots.

Remember that a diagnosis of tuberculosis will
often be made and the clinical symptoms disappear
again.

Do not forget to consider bronchiectasis and inter-
stitial pneumonia before pronouncing the pulmonary
lesion tuberculous.

Tuberculous meningitis is usually the striking syn-
drome of a more or less generalized tuberculosis,
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Impending Heart Failure.

(Repeated vomiting; precordial or abdominal
pain; extreme prostration; dyspnea; anuria; albu-
minuria; pulse small and rapid, or soft and slow, or
galop rhythm; first sound of heart very indistinet or
absent, second sound accentuated; epigastric pulsa-
tion; cardiae dullness increased in breadth; cold ex-
tremities; pale, dusky countenance; edema of the
lungs; swelling of the liver.)

Do not mistake the symptoms of collapse after
typhoid perforation, cholera infantum, or severe
hemorrhage for cardiac failure.

Examine carefully for a pleuritic effusion in symp-
toms of cardiac weakness preceded by symptoms
referable to the lungs.

Remember that this syndrome is one of the sequels
of diphtheria. It may come on several weeks after
the throat is entirely healed.

A rapid swelling of the liver often indicates dila-
tation of the right side of the heart. It may oceur in
acute gastroenteric disease, cyclic vomiting, or pneu-
monia.

This syndrome forms the terminal symptoms of
many acute and chronic infectious diseases; always
watch the heart.

In very severe forms of pertussis the heart may
give way to the uncontrollable coughing; watch the
heart in whooping-cough.

In cholera the irregular movements may be so con-
tinuous and violent as to lead to cardiac dilatation.
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This syndrome forms the dangerous symptoms of
chronic valvular disease with noncompensation, and
often can be relieved.

In laryngeal stenosis the laborious efforts at res-
piration ultimately lead to general exhaustion and
cardiac dilatation.

Do not mistake syncope during the course of an
acute disease for the terminal exhaustion.

It is sometimes impossible to determine whether
an acute dilatation of the heart 18 due to a myoecar-
ditis from some toxemia or muscular exhaustion
from overwork.

Nervousg State.

(Lassitude; irritability of disposition; impatience;
tremor; musecular twitching; headache; insomnia;
often bad dreams.)

Examine carefully the digestive apparatus;
chronic dyspepsia is a common cause of the nervous
state. Overeating may bring on the trouble.

It is common in all forms of anemia and mild in-
fectious diseases. It occurs in Graves’ disease;
many local diseases give these nervous symptoms.

Remember that mucomembranous colitis is one of
the most easily overlooked, but nevertheless not in-
frequent, causes of great nervousness.

In the persistent nervous state orthostatic albu-
minuria should be suspected.

Examine the heart in all cases. Endocarditis or
pericarditis may be the cause of the trouble.
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Anemia is often associated with this condition.
Disturbances of nutrition must always be sought.

Acute cystitis is a common cause of the nervous
state in girls.

In all nervous children a careful investigation for
worms should be instituted. Give a purgative and
let the mother search for worms. KExamine the stool
with the microscope for ova.

Small irritative lesions produce the nervous state.
Thus, teething is a common cause in infants; inter-
trigo, sore mouth, enlarged cervical glands, fissure
of the anus, furuncle, patch of eczema, infection
with scabies, urticaria, impetigo, ete.

Where nothing can be found to account for the
nervous state, it must be referred to a neuropathic
disposition or lithemia.

It should not be forgotten that overexertion in
mental activity often produces the nervous state, es-
pecially in girls. The combination of hard study,
school anemia, and little outdoor exercise are a com-
mon source of nervousness.

Cerebral Irritation.

(Irritability; peevishness; vomiting; headache;
convulsions; photophobia and contraction of the
pupils; irregularity of the pulse and respiration; in-
crease in muscular tonicity; muscular twitchings;
stupor.)

This syndrome is very characteristic of all inflam-
mations of the cerebral cortex and membranes; often
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it is impossible to separate symptoms of pressure
from those of irritation.

These symptoms are also present in brain tumor
and cerebral abscess, and are to be separated from
the acute and chronic inflammations by the history
and focal symptoms.

During any acute disease (pneumonia, scarlet
fever, septicemia, influenza, ileoecolitis, cholera in-
fantum) symptoms of cerebral irritation may appear.
These are now usually grouped under the term
““meningismus.’”’” The symptoms are irregular and
fugacious, and the syndrome, as a rule, is incomplete.
Two forms of meningismus occur: the first has a
convulsive type, and is really the picture of febrile
eclampsia; the second type is the somnolent form, in
which stupor, increased tonicity of the musecles, slug-
gish pupils, vomiting, and a slow, irregular pulse
are prominent symptoms. Lumbar puncture is very
useful to differentiate meningismus from true infeec-
tions of the cortex. In the former the cerebrospinal
fluid will be clear and contain few cellular elements;
in the latter cloudiness of the fluid is characteristie.
When no lumbar puncture is made, it will often be
necessary to wait one or two days, when the rapid
improvement places the disease among the fune-
tional disorders. In fatal cases, only a post-mortem
can reveal absolutely the exact condition present.
Many surprises are in store for a physician who ex-
amines cases of ‘‘meningismus’’ post-mortem.

Acute intestinal intoxication in infants may begin
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by showing marked cerebral symptoms. If convul-
sions occur at the same time, the diagnosis may be
difficult to make. Practically, we must give the pa-
tient the benefit of the doubt and try to eliminate the
alimentary intoxication.

Another important cause of cerebral irritation is
uremia; therefore do not forget to examine the urine
in any case of an acute or chronic disease which
shows cerebral symptoms.

Remember that severe cerebral symptoms may oc-
cur in cyelic vomiting. A diagnosis of tuberculous
meningitis has been made in this disease.

The tuberculous infection of the meninges can be
separated from other infections only by the history
of illness. The cerebral symptoms in any infection
(tubercle bacillus, meningococcus, pneumococcus,
staphylocoecus) are very much the same and vary in
different cases from the same affection.

Cerebral hemorrhage is separated from infections
by its sudden onset and absence of febrile symptoms.
Do not mistake a cerebral hemorrhage in the newly-
born for tetanus.

It is sometimes difficult in the newly-born to dif-
ferentiate the stupor due to sepsis from the comatose
state of cerebral hemorrhage.

Do not exclude acute poliomyelitis merely on the
ground that cerebral symptoms are present.

Acute poliencephalitis resembles acute meningitis
at the onset, but the widespread paralysis of the for-
mer disease is characteristic,



PART I,

GOLDEN RULES OF PROGNOSIS.
GENERAL CONSIDERATION.

It is often forgotten that the art of prognosis con-
sists not merely in foretelling the final outcome of
the disease, but also in estimating its subsequent
course and duration. The wisdom of relating to
parents the forthcoming sequence of symptoms and
the probable length of the illness, especially when
the outlook is favorable, needs no affirmative argu-
ments.

In stating the prognostic inferences, due weight
must be given to the intelligence of the parents—
even to the most ignorant. When in the presence
of a disease which is likely to be protracted, em-
barrassment may be avoided by stating at the first
visit that little or no improvement in the child’s
condition may be expected for several days.

That physician who holds the confidence of his
patients by giving an accurate prognosis is more
likely to succeed than one who makes great pre-
tenses of his healing qualifications.

To foretell the course of any disease, a most ac-
curate familiarity with its history under different
conditions 1s absolutely necessary.
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Diseases that Usually End in Recovery.

Remember that some diseases almost invariably
end 1n recovery under any simple treatment, and the
course of the disease is usually only a few days.
Examples:

Follicular tonsillitis.
Acute adenoiditis.
Catarrhal laryngitis.
Simple purpura.,
Spasmodic torticollis.
Rotheln.

Measles.

Parotitis.

Acute coryza.

Acute bronchitis.
Simple adenitis.
Catarrhal otitis.
Chicken-pox.
Infectious erythema.
Cystitis.

Diseases that Leave Serious Consequences.

Some diseases are rarely dangerous to life, but
are prone to leave serious consequences:

Rheumatism.

Acute poliomyelitis.
Suppurative otitis.
Endocarditis.
Pertussis.
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Diseases that Run an Indefinite Course.

Many diseases run an indefinite course without
any great danger to life:
Constipation.
Diabetes insipidus.
Spinal paralysis.
Myotonia.
Enuresis.
Cerebral Palsy.
Epilepsy.
Arthritis deformans.

Diseases that Are Not Especially Dangerous.

Many diseases are not especially dangerous to life,
but run an indefinite course unless properly treated:
Thrush.
Vincent’s angina.
Adenoid vegetations.
Chlorosis.
Chronic adenitis.
Tetany.
Ulcerative stomatitis.
Intestinal worms.
Asthma.
Suppurative adenitis.

Diseases that May be Fatal to Infants.

Some diseases do not have any grave tendencies
in healthy children, but may terminate fatally in
infants:
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Acute gastritis.

Influenza.

Measles.

Acute intestinal indigestion.
Pertussis.

Stomatitis.

Diseases that Predispose to Complications.

Many diseases are rarely serious alone, but form
remarkable predispositions for complications which
may endanger life or extend the illness indefinitely:

Measles.
Pertussis.
Influenza.
Scarlet fever.
Rheumatism.
Chorea.

Diseases that May Assume Malignant Forms.

A few diseases, usually amenable to treatment,
may exceptionally assume a malignant form for
which all therapeutic effort is futile:

Diphtheria.
Typhoid fever.
Rheumatism.
Small-pox.
Scarlet fever.
Malaria.
Pneunmonia.
Pertussis.
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Diseases that Present Uncertainty in Prognosis.

Uncertainty in prognosis characterizes many dis-
eases, but this may be changed materially by insti-
tuting proper treatment early:

Intussuseception.

FEmpyema.

Scarlet fever.

Grastroenteric infection (in infants).
Appendicitis.
Diphtheria.
Acute nephritis.
Pneumonia.

Diseases that Yield to Careful Nursing.

Some diseases yield to careful nursing and thera-
peutic measures extending over a long period of
time, but the prognosis must be determined in each
individual case:

Typhoid fever.
Septicemia.
Remittent fever.
Grastroenteritis.
Bronchopneumonia.
Ileocolitis.
Erysipelas.
Tuberculosis.
Marasmus.

A few diseases, not especially affected by treat-
ment, improve as the child grows older:
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Lymphatism.
Orthostatic albuminuria.
Cyeclic vomiting.
Enuresis.

Diseases that Are Usually Fatal.

Some diseases are almost invariably fatal:
Pernicious anemia.
Hodgkin’s disease.
Tuberculous meningitis.
Amaurotic family idiocy.
Diabetes mellitus.
Hydrophobia.

Leukemia.
Leptomeningitis.
Miliary tuberculosis.
Cerebral abscess.
Tetanus.

Septic peritonitis.

Diseases that May be Improved by Treatment.

A few diseases may be improved by treatment, yet
rarely or never disappear entirely, and the duration
of life depends on the surrounding conditions:

Congenital cardiac disease.
Chronie nephritis.

Chronic interstitial pneumonia.
Dilatation of the colon.
Hemophilia.

Chronie valvular disease.
Bronchiectasis.
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Hepatic cirrhosis.
Hydrocephalus.
Pulmonary tuberculosis.

Diseases that May Recur.

Some diseases have a marked tendency to recur at
irregular intervals:
Rheumatism.
Endocarditis.
Cyeclic vomiting.
Asthma.
Tonsillitis.
Malaria.
Migraine.

Diseases that Have Recurrence of Short Paroxysms.

The recurrence of short paroxysms is character-
istic of some diseases, which otherwise would have
no great danger:

Migraine.
Cyclic vomiting.
Epilepsy.
Asthma.

Diseases that Are Promptly Cured.

A few diseases are promptly cured if the proper
food or medication is administered:
Malaria.
Scurvy.
Uncinariasis.
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Scabies.
Rheumatism.
Syphilis.
Helminthiasis.

SOME IMPORTANT RULES.

In making a prognosis in any disease, do not fail
to consider the nutritive history. A child who has
passed through a prolonged period of nutritive dis-
turbance has less resistance than another child who
has had no severe digestive disorder.

Remember that, everything being equal, the in-
fant who has been nourished on human milk has a
tremendous advantage over the one who has been
fed on artificial food. The former 1s much more
likely to recover from any acute infectious disease.

Never give an unqualified hopeful prognosis in
any infectious disease when the baby has been fed
on condensed milk exclusively for many months.

Do not make any prognostic assertions if you have
not made a complete diagnosis; in fact, errors in
prognosis are often due to carelessness in diagnosis.

Do not declare that a certain disease will neces-
sarily be fatal when the diagnosis 1s not clear or
certain, Sarcomata have proven to be abscesses; a
leptomeningitis may be a meningismus; a tubercu-
lous meningitis has proved to be an attack of eyelie
vomiting.

It is a good rule to give a hopeful prognosis when-
ever possible.
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A physician should never make deductions from
his fears, but use only the present facts from which
to draw coneclusions.

It is not a good plan to speak of possible conse-
quences; notice only actual facts or probable infer-
ences.

While it is simple to give a correct prognosis in
those diseases which invariably end in recovery and
those which are almost always fatal, there are many
diseases which remain somewhat uncertain through-
out their course, and a definite prognosis can not be
given.

By ascertaining the history of previous illness in
the child, often an estimate of his resisting power
can be made. If the patient has shown marked
immunity or suseeptibility, it is likely that the same
quality will be shown again.

Remember that the newly-born is very susceptible
to influenza and bronchitis in a severe form.

The newly-born does not resist infections well; its
mucous membranes are easily penetrated by bacteria.

A gastroenteric disturbance in a breast-fed child
is rarely fatal; in an artificially-fed baby the disease
1s always serious.

A gastroenteric infection in a child rarely results
badly; in the infant it always means a grave disease.

In general, in all acute infections of the respira-
tory tube or the alimentary canal the prognosis 1s
unfavorable in proportion to the extent of local in-
volvement. Thus, in pneumonia, when only one lobe
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of the lung is implicated, or in colitis, when only the
lower part of the colon is inflamed, the prognosis is
very good.

Children stand pneumonia very well; infants very
poorly.

The uncertainty of many diseases lies in the fact
that it is impossible to foretell accurately how much
a disease may spread from its origin. This is true
in the catarrhal inflammations of the respiratory and
alimentary tracts and erysipelas on the gkin.

Remember that the prognosis in intussusception
is absolutely bad unless the invagination can be re-
duced. The same rule applies to strangulated hernia.

Ileocolitis has a very high mortality in artificially-
fed infants under one year of age. If the infant has
been kept in an asylum, or in ecrowded tenement dis-
tricts, and if the previous history of feeding shows
grave errors, it is well to warn the parents that the
disease is likely to result fatally. The pseudomem-
branous form is always serious even in breast-fed
infants.

Do not forget to warn parents that the disease will
be protracted if the clinical symptoms indicate ex-
tensive uleceration of the intestine.

Errors in prognosis are often made by mistaking
a subacute follicular enteritis for simple indigestion.

Remember that the presence of thrush adds to the
gravity of any form of enteritis.

Infants previously fed on condensed milk show a
less resistance to gastroenteric infection. than those
fed on fresh cow’s milk.
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The prognosis in chronic follicular colitis depends
on the skill of the physician in treatment.

Appendicitis is always a grave disease; 85 percent
recover under medical treatment, but statisties give
little aid in making a prognostic inference in a given
case. In children even, operation on every case, as
soon as the diagnosis has been made, does not alter
the death rate very much.

General peritonitis is fatal in more than half of
the cases.

Gonorrheal peritonitis usually ends in recovery;
the pneumococcus infection is very uncertain;
tuberculous peritonitis sometimes disappears.

Rickets is never a fatal disease uncomplicated;
many infants with seurvy die, but practieally all re-
cover as soon as the proper treatment is instituted.

The prognosis in marasmus depends mostly on the
financial condition of the parents; the same may be
sald of a case of premature infant at seven months’
gestation.

Remember that premature and some newly-born
infants show a great feebleness of the respiratory
funetion; in any toxic or nutritive disease, eyanosis
from failure to bréathe is likely to appear.

It should be remembered, however, that the action
of the heart in all severe diseases is the best index
of failing vitality.

Do not be alarmed by a fleeting hyperpyrexia; a
temperature of 106° for more than twenty-four hours
1s a bad sign.
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The prognosis in primary pneumococeic or in-
fluenzal pneumonia is much more favorable than
in the bronchopneumonia secondary to measles or
whooping-cough.

The death rate of croupous pneumonia in children
18 less than 10 percent; in young infants it is nearer
29 percent.

If pneumonia appears as a complication of maras-
mus, ileocolitis, diphtheria, syphilis, or septicemia,
it usually ends in the death of the patient.

Empyema in young infants is usually fatal; in
older children prompt surgical intervention saves
more than half of the patients with this disease.

The lowest mortality of empyema is shown in the
pneumococeus infections.

The course and termination of chronic valvular
disease is very uncertain; repeated attacks of endo-
carditis ultimately cause death in nearly all in-
stances.

One attack of rheumatic fever which leaves a
valve only slightly deformed may not be serious,
since the defect may be entirely compensated; there
is no way, however, of foretelling whether other
attacks of endocarditis will appear later in life.

The insidious forms of endocarditis following re-
current attacks of subacute rheumatism are the most
grave of all.

Mitral stenosis is incurable, and always ends
fatally sooner or later unless the narrowed orifice
1s not contracted more than moderate hypertrophy
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of the auricular walls can overcome. Most cases
grow progressively worse.

Do not judge the gravity of a given case by the
loudness of the murmur; take into consideration all
the attending symptoms and signs.

Remember that pericardial adhesions, complicat-
ing chronic valvular disease, add to the seriousness
of the situation.

Remember that the extent of dilatation 1s no re-
liable sign of heart disease after diphtheria. Attacks
of syncope, pallor, and vomiting are signs of grave
omen,.

The cardiac disturbances following influenza do
not often end fatally in children.

Do not promise an immediate cure in enuresis;
many cases are amenable to time and training only.

Irritation of the kidneys during the course of an
acute infectious disease has little or no prognostic
importance.

Acute parenchymatous nephritis in young infants
1s fatal in most cases; children recover in a large per-
centage of cases.

Perinephritis is not often a fatal disease.

All organic diseases of the brain and cord are seri-
ous, either to life or funetion.

Progmnosis in any form of tuberculosis is one of the
great uncertainties of practical medicine.

The disseminated miliary tuberculosis practically
always ends in death.

Tuberculous areas in the lungs may remain sta-
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tionary or improve; then, again, a rapid declining
course may supervene on any acute infectious dis-
ease.

Tuberculosis of the mesenteric nodes and intes-
tines sometimes ends in recovery. Tuberculous peri-
tonitis, except in the ulcerative form, has a much
better prognosis.

Congenital syphilis usually ends in recovery under
active treatment and good mother’s milk; the dis-
ease has a high mortality when artificial food must
be given.

The death rate from typhoid fever is much less in
children than in adults.

Remember to tell parents that the given case of
diphtheria will be well in four days if you have in-
jected a good dose of antitoxin on the first day.

The mortality increases in direct proportion to the
number of days that diphtheria has existed without
treatment.

Do not fail to warn parents as to the possible oc-
currence of post-diphtheritic paralysis in all cases.

The extent of the local process in the nose and
throat has some value in estimating the chances of
recovery.

Remember that whooping-cough during or follow-
ing an exanthem is a grave disease.

The mortality of pertussis is low after five years
~and high during infancy. The previous nutritive
condition has a marked influence on the death rate.
Diarrhea adds to the gravity of the disease.
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Vomiting after a paroxysm of coughing has no
prognostic significance, unless it is so aggravated as
to interfere seriously with nutrition.

Asphyxia has been known to follow a paroxysm;
fatal convulsions oceur in infants.

Remember that the death rate of all children’s
diseases is lower in private practice than in the
hospitals.

Malignant scarlet fever may destroy life in a few
days; most commonly, some complication increases
the danger of a lethal termination after a week or
ten days. A violent onset does not necessarily sig-
nify a malignant form.

Convulgions at the onset of the disease may occur
from hyperpyrexia, and are not nearly so ominous
as convulsions after the disease has existed for a
week or more.

An extensive pseudomembrane or great swelling
of the cervical lymph nodes indicates that the dis-
ease is severe.

The death rate of scarlet fever in private practice
is low, except in rare epidemics; but do not promise
freedom from certain after effects, as otitis media or
chronic nephritis.

While death from measles in private practice in
children over five years of age is rare, in young 1n-
fants the disease is frequently fatal, and pneumonia
is the most common fatal complication.

Remember that a rapid inerease in weight in an
infant who has been ill for some time often portends
death.
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In gastroenteric diseases, when the subcutaneous
tissue loses its elasticity and the skin feels doughy,
a fatal outcome may be expected.

Failure of the peripheral circulation is one of the
early symptoms of approaching death in most infec-
tious diseases.

Do not forget that repeated attacks of anxious
cries may be an agonal manifestation.

Stertorous breathing occurs in the coma of the in-
fectious diseases as well as in those due to cerebral
pressure or uremia.

Persistent restlessness and insomnia often pre-
cede death.

Restlessness and comparatively clear intellect pre-
cede death in many diseases:

Appendicitis.
Intussusception.

Chronic valvular disease.
Peritonitis.
Bronchopneumonia.
Myocarditis.

A sign of impending death is often observed in
sternomastoid breathing; that is, the accessory mus-
cles of respiration draw up the chest wall in inspi-
ration.



PART IIIL

GOLDEN RULES OF HYGIENE AND INFANT
FEEDING..

GENERAL RULES.

Remember that the skin and mucous membrane
of the newly-born infant are very susceptible to in-
fections and irritants. Avoid dirt and antiseptiecs.
Asepsis is the guiding principle.

The cord dressed aseptically and dried should be
let alone. Do not apply vaselin or other ointments
which are liable to infect.

Do not wash and rub the skin of the newly-born
too much. Overzealous care often causes a derma-
titis, and washing the baby’s mouth too vigorously
1s a frequent cause of stomatitis, uleeration, and
Bednar’s aphtha. Direct the nurse to look when
she washes the baby’s mouth. Particles of milk
should be removed with sterile water, and that is all.

Do not operate on the newly-born infant. Hemor-
rhages are exceedingly liable to occur, and they
do not stand the loss of blood.

Circumcision is best performed after three weeks.
Do not perform this operation if jaundice is present.

The nurses infect the baby’s eyes by washing them
carelessly; the hands of the nurses who dress the
mother should not touch the baby until they are
disinfected.

140
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The bath which is to be given daily in infancy
should not be discontinued when the infant is two
years old. Teach the habit of daily bathing.

Be careful that bathing does not convey an infec-
tion from one part of the skin to another. Pustules
and vesicles are autoinoculable. The contents of a
bulla of impetigo, when rubbed all over the skin, ecan
produce a universal dermatitis exfoliativa.

Keep visitors away from the newly-born, espe-
cially in winter. Each succeeding visitor increases
the liability of carrying to the baby some infectious
disease.

The infant’s clothing should be soft, loose, warm,
and as simple as possible. Wool is preferable, but
heavy cotton is almost as warm. Do not keep the
baby too warm in the summer.

There is no scientific evidence that a woolen band
to cover the abdomen is necessary during the sum-
mer. Keep the baby comfortable.

Discourage the practice of keeping the baby quiet
by means of a pacifier.

The cradle does no harm, but it is not stylish now,
and its use is really unnecessary.

Keep flies and insects away from the infant.

Keep the baby out of doors as much as possible.

Remember that young infants thrive better when
some one takes an interest in them. The rules of the
Foundling Asylum should not be made the basis of
practice in the home.

The infant must be encouraged to exercise daily.
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Lack of exercise is a predisposing cause of malnutri-
tion and rickets.

Decayed fruits and vegetables are to be strictly
prohibited in the children’s diet. Raw sausages
often harbor deadly poisons. Cheese is a doubtful
diet for a child. Tyrotoxicon oceurs in cheese.

Never give ice cream to a child unless the purity of
the eream of which it is made 1s assured. The cream,
which usually forms the prineipal constituent of 1ice
cream, contains millions of bacteria to the cubic
centimeter,

Remember that a healthy child does not have the
sense of fatigue very strong. They often play too
hard and long without knowing it. A tired feeling
needs investigation.

On the other hand, many children in the city do
not get sufficient exercise. The girl who sits and
reads all the time gets tired on the least exertion,
and headache arises from a little work.

A physician should visit the newly-born infant
often; the baby may not need him, but the mother
needs almost daily instruection for a few weeks.

Do not allow the baby to be rocked in the mother’s
arms; 1f rocking is necessary, get a cradle.

Do not allow the sucking of a pacifier or the
thumb. Itis a bad habit, and often causes deformity
of the teeth or jaws.

A little playing with the baby stimulates its in-
terest in life; but it must not be done just before bed-
time. Avold undue excitement.
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Do not let the baby play with old, dirty toys. For
young infants rubber, bone, wooden, and metal toys
are best. These can be sterilized or cleansed occa-
sionally. Cloth and paper toys should be burned
after use.

Strengthen the child’s musecles by exercise. Games
with other children are best. The child who 1s com-
pelled to play alone does not usually exercise enough.

Do not be afraid of bow legs in healthy infants
from attempts at standing a few moments when sup-
ported under the arms. This exercise strengthens
the muscles of the leg and straightens the limbs.

Cleansing of the mouth is more essential in chil-
dren than in young infants; uncleanliness of the
mouth is responsible for decayed teeth more than
anything else.

Urge the mother to give more attention to the
cleanliness of the surroundings, and she will have
less trouble to keep the children clean.

Make persistent efforts to have children taught to
eat properly. They must learn to like the food
which we know is proper for them.

Accustom children to sleep with windows open.
Fresh air prevents the tired feeling in the morning
and stimulates the morning appetite.

All children should have plenty of open-air space
for play and exercise. Children living in the
crowded quarters of the city should go to the park
nearly every day, winter and summer. The child
who does not spend part of his youth in the country



144 HYGIENE AND INFANT FEEDING.

or at the seashore, in the woods and open fields, is
not likely to have a robust constitution to bear the
burdens of later life.

Too much stress can never be laid on regular
periods of rest and activity. To the healthy, growing
child companions are a necessity. It is the duty of
the parents to provide the proper kind.

THE NURSING MOTHER.

The best galactagogues are good food and vigor-
ous nursing by the infant. Medicinal galactagogues
have only an evanescent action.

Be certain that the infant thoroughly empties the
breast at each nursing. Stagnation of the milk leads
to agalactia.

Do not permit the nursing mother to give the baby
one or two bottles daily, unless absolutely necessary.
This is often the first step in causing a diminished
flow of milk.

It is well to make the interval of feeding three
hours as soon as possible, so that the mother may
have sufficient time for recreation.

It is error to assume that vegetable acids, as vine-
gar or some fruits, make the mother’s milk too acid.

There is no proof that any food which is good for
the nutrition of the mother harms the baby. The
withdrawal of meat when the mother’s milk is too
strong in proteins rarely accomplishes its purpose
alone.

Let the mother eat what she likes and that to
which she is accustomed.
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Taste 1s most essential to good nutrition, and taste
varies in different persons. Let the mother eat what
she wants.

It is, therefore, a mistake to diet the nursing
mother, except in rare instances. A bland, insipid
diet is not provocative of a good flow of milk. It is
the easiest way to diminish the flow of milk.

There is no proof that spices are harmful to a nurs-
ing mother.

Give plenty of water, but do not make them nerv-
ous by giving too much coffee or even tea.

Alcoholics are not necessary to a nursing mother,
though sometimes they increase the appetite.

Do not give antipyrin, camphor, or belladonna t0>
a nursing mother, unless it is desired to diminish the
secretion of milk.

Do not give strong purgatives; regulate the bowels
with vegetables, fruits, and butter.

Do not harden the nipples of the mother with alco-
hol or antiseptics. The nipples should not be hard,
but soft and pliable. The hardened nipples develop
fissures easily.

Diluted glycerin or wool fat are best to keep the
nipples soft.

When the nipples are cracked and sore, the gly-
cerite of tannin diluted is efficacious. Also use nip-
ple shields, but keep them sterile.

Do not wash the nipples too much. Dry them after
nursing. Dry mother’s milk forms as good an oint-
ment as lanolin or vaselin. Washing the nipples once
or twice a day is usually sufficient.
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The use of an antiseptic solution on nipples is
almost always useless and often harmful, for the
weaker ones kill no germs and the strong ones in-
jure the epithelium.

The acute infectious diseases, unless severe and
prostrating, are no contraindications to nursing on
the part of the mother, provided care is taken not to
infect the infant.

THE WET-NURSE.

Do not judge the quantity of milk by the size of
the breast. A good breast is soft and flabby when
empty; large, rounded, and exuberant when full.

Be sure to exclude syphilis and tuberculosis in the
wet-nurse. Any acute infectious disease, such as
sore throat, influenza, stomatitis, bronchitis, are suf-
ficient indications for rejecting a wet-nurse until she
recovers.

Menstruation often diminishes the flow of milk;
occasionally it alters its character. It should be no
contraindication for nursing the baby.

The best method of learning whether the infant is
getting enough milk 1s to weigh the baby before and
after nursing.

When the nurse’s milk 1s failing, do not discon-
tinue nursing and substitute a bottle. Continue
nursing at the regular intervals, but give one or two
ounces of artificial food after nursing the mother.

Do not continue nursing too long. Remember that
the percentage of solid constituents of human milk
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grows less after the sixth month of lactation. Some
additional feeding after the ninth month is advisable.
Nursing too long continued predisposes to anemia
and retards growth.

Having engaged a wet-nurse for a feeble infant, it
18 best to have her continue to nurse her own baby
until the foster baby is strong enough to empty the
breasts completely.

Remember that in the change of food and sur-
roundings from an humble to a luxurious home, wet-
nurses frequently lose their milk, or the character
of the secretion is greatly altered.

The wet-nurse should exercise daily; it is well that
she should do some housework daily if she is accus-
tomed to do this kind of work.

It is best to have her diet similar to that to which
she 18 acecustomed; it should be plentiful, however.

A wet-nurse must never be employed for a syph-
ilitic baby; but the mother of the infant can safely
supply its food.

Severe colic is often produced in marantic babies
by human milk, but this is no reason why it should
not be given. The dyspeptie symptoms will gradu-
ally disappear.

ARTIFICIAL FEEDING.

The golden rules of artificial feeding are absolute
cleanliness in the handling of the milk and regular-
ity of feeding.

Do not overfeed the infant.
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Do not dilute the milk too much. Remember that
an infant four months old often thrives on pure
cow’s milk.

The best substitute for mother’s milk is fresh,
clean cow’s milk. Do not be deceived by the litera-
ture of patent food manufacturers.

/ Raw milk is preferable to pasteurized or sterilized
\milk if the milk is clean and fresh.

The death rate of infants fed on condensed milk
is 15 percent higher than that of those fed on fresh
milk; therefore do not recommend this food, except
for temporary use, when fresh cow’s milk is obtain-
able.

s Condensed milk agrees with young infants very
~ well if it is not made too strong and they are not
overfed.

Remember that a ecan of condensed milk may be
infected when it is opened. Do not use a can longer
than two days in summer, even when kept on ice.

Remember that violent and even fatal gastro-
enteritis may be produced by condensed milk that
has fermented almost unappreciably. The baby fed
on condensed milk does not resist the infectious dis-
eases as one fed on fresh cow’s milk.

Condensed milk may often he given with benefit
to infants suffering from chronic nutritive disturb-
ances, but its use should be only temporary.

The most common form of indigestion from con-
densed milk is characterized by green liquid stools,
and should be treated by giving a milk mixture
which does not contain much sugar.
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It is not sufficient to give directions for the dilu-
tion of ecow’s milk and the quantity to be fed. Aec-
curate directions for the procuring of clean cow’s
milk should always be given to the mother.

Remember to emphasize the dangers of small par-
ticles of barnyard filth in the milk.

Remember to teach the doctrine of cleanliness to
the person who milks the cow for the milk of the
baby. Milk from a herd is more uniform in composi-
tion and less liable to contain infections; but clean
fresh milk from a cow is preferable to old dirty milk
from a herd.

Remember to instruct the mother in the steriliza-
tion of the bottles and nipples. It is better to have
enough bottles for the day all sterilized and filled
with milk properly diluted in the morning. Keep
them on ice.

Remember that the simple dilution of cow’s milk
(three parts of water and one part of milk), with the
addition of 5 percent of sugar, makes a better food
than condensed milk. The French and German au-
thorities even today use simple dilutions of milk.
A common rule is as follows: for a baby during the
first month, three parts of water, one part of milk;
infant two to three months old, equal parts of water
and milk; infant three to six months old, three parts
milk to one of water; older infants are fed on pure
cow’s milk; sugar (4 or 5 percent) should be added
to diluted milk.

When the mothers lack the intelligence to carry
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out more complicated instructions for the prepara-
tion of milk, it is wise to adhere to these simple
formulee.

Physicians should, however, take pride in feeding
babies by the American method—that is, adjust the
percentage ingredients to the needs of the infant.

Top milk is the best for home modification. The
milk and eream modifications are less satisfactory.

Remember that it is the cream that gives us the
most trouble and is most liable to carry pathogenic
organisms. Unless the eream is centrifugal cream
and prepared under aseptic rules, do not use it. Use
top milk only.

Beware of gravity cream. Bacteria develop mostly
on the surface of the milk. Milk that has stood
twelve hours in order to allow the eream to rise is
unsafe. Better use top milk which has stood only
three or four hours.

Do not forget that infected milk, rather than a
piece of candy or a few mouthfuls of boiled peas, is
the cause of summer complaint.

Only four formul® are necessary in the vast ma-
Jority of eases for the use of top milk.

To prepare ‘‘top milk,”’ write out the following
formula for the mother: ‘‘Leta quart of clean fresh
milk stand in a cool place for three hours, then
ladle off the upper half, including all the cream.
Use only this top milk.”” You can direct her to use
a siphon.

Remember that in the vast majority of infants
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about four dilutions of top milk 1s all that is re-

quired.
These are as follows:

gy el vl S e e 1 part.
N s S R R R R 3 parts.
T e 1 part.
T e e R e et O 2 parts.
e Mopimmillce: . 0l s e 2 pANESS
1 ) e e e 2 parts.
O et T S o e s 3 parts.
T et e e S e R A 2 parts.

To all of these formule 5 to 10 percent of lime
water should be added, or, rather, should form a
part of the diluent. Then sugar (4 to 5 percent)
should be added to all these milk dilutions.

Milk sugar is generally preferable for the young
infant; after five or six months cane sugar usually
gives equally satisfactory results.

Remember that most infants are not disturbed by
shght variations in the composition of milk.

The top milk made by taking off the upper half
contains about 7 percent of fat, and this top milk is
perfectly satisfactory in nearly all cases. More
rarely it is best to take off the upper third of the
milk, which gives a milk containing about 10 percent
fat. It may be diluted the same way as the 7-percent
top milk; a dilution of one to five may be necessary
1n young infants.

The composition of the ordinary dilution of top
milk (7 percent fat) is as follows:
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1. 1 part top milk, 3 parts diluent, with 5 percent

sugar.
1 it R T Lt b, AR ) 1.7 percent.
e 7ey T e e o 0.9 percent.
o I R e R A e 6.0 percent.

2. 1 part top milk, 2 parts diluent, with 5 percent
sugar.

U s A e S e 2.3 percent.
\ Eraberda i S A L 1.2 percent
o B e R i 6.5 percent.

3. 2 parts top milk, 2 parts diluent, with 4.5 per-
cent sugar.

L2 e o MG AC e L L B e 3.5 percent
Eporeldal . .ocn s e i i s LB peTeEDT.
] e e M e e 6.7 percent.

4. 3 parts top milk, 2 parts diluent, with 4 percent
sugar.

gl s e s o 4.0 percent.
Erotelds .. s cneoi ot 2.2 percent.
BUpaT O e e 6.7 percent.

Remember that the diluent of top milk is usually
water with a little lime water; but barley water, rice
water, roasted flour water, roasted barley water, dex-
trinized barley water, oatmeal water, arrow-root
water, or whey, may be used in place of the water
as a diluent.

It is a golden rule, it should be remembered, to
give as high a percentage of protein as is possible.
Do not keep the baby on a milk mixture which con-
tains a very low percentage of protein for too long
a time. Remember that infants who can digest pure
undiluted cow’s milk really grow most rapidly.
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The nutritive ratio (the energy supplied by the
protein divided by the energy supplied by the fat
and carbohydrates—that is, protein divided by car-
bohydrates plus 2% times the fat) in human milk 1s
about 1 to 10; it should be 1 to 8 or more in arti-
ficially-fed infants.

There are many babies who get along nicely on
pure undiluted cow’s milk, who develop diarrhea on
diluted milk mixtures.

Do not forget that pure noninfected casein is not
usually irritating to the mucous membrane of the
intestines; on the contrary, casein favors constipa-
tion.

It is now believed that the fat of cow’s milk causes
the most digestive difficulties and not casein, yet
the infant should learn to assimilate 3 or 4 percent of
fat.

A good food is top milk (10 percent) and dilute
this with whey (1 to 6 or 8). Remember that, since
whey contains 4% percent of sugar, less sugar
should be added; 2 percent of sugar is usually added
to whey mixtures.

Remember that the use of cereal decoctions as a
diluent for milk is often advantageous. The decoc-
tion made from roasted flour is very palatable and
easily digested. It will be found more serviceable
than other cereal decoctions. Dextrinizing by heat
is preferable to the use of ferments, since the former
product is more palatable and less liable to spoil.

Remember that albumen water (white of an egg

# & & & &8
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to 12 ounces of water) is very serviceable in vomit-
ing; occasionally egg albumen causes severe toxic
symptoms.

Peptonized milk in any form should be used for a
short time only. The baby must be taught as soon
as possible to digest its own food. Prolonged use of
peptonized milk favors faulty digestion and rickets.

Remember that the ‘‘materna graduate’’ method
may be recommended to mothers who can not fol-
low the rules of a written formula. (Personally, I
have found written rules and plain milk or top milk
entirely satisfactory and easily carried out.)

Remember that elementary principles of arith-
metic are more serviceable and less laborious than
some formule that some one has devised for the pur-
pose of modifying milk according to the percentage
method.

Physicians who have not the time nor inclination
to calculate special formul® can use the Deming per-
centage milk modifier with satisfaction.

If you are not familiar with these primary arith-
metical principles, a formula (like Baner’s) will not
help you. Any one who understands how to cal-
culate interest at 5 percent knows sufficient to caleu-
late the proportions required to make a 2-percent
mixture.

If you are not familiar with the steps to calculate
required amounts to mix any desired percentage to
any necessary quantity, a few hours’ practice will
make you adept in this work. Sit down with paper
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and pencil and work it out. Use only elementary
arithmetical rules.

When feeding a baby, know the composition of the
food 1t 1s taking today; it will assist in prescribing
the food tomorrow.

A good rule to remember the approximate amount
at each feeding is as follows:

2N A I e e A e e e S e 1 ounce.
BIETOTTIR s e s R 0 ouneces.
Nemantlis R e e 12 ounces.

That 18, during the first six months the infant has
his food increased by one ounce a month; during the
second half of the first year he should get an in-
crease of one-half ounce each month.

The rule as to the number of feedings may also be
made very simple:

RIEEt eRIE. o s raa e e e s 10 feedings.
Geraorthatr st e S st e 7 feedings.
I nentilis]) . e b e e 5 feedings.

Keep in mind the number of feedings the infant
should receive and divide the day in intervals of
feedings accordingly.

Remember that an infant during the first two or
three months takes one-fifth of its own weight of
mother’s milk daily. The proportionate quantity
gradually diminishes until at the end of the first
year it takes only one-seventh or one-eighth of its
own weight daily. As the calories in an ounce of
mother’s milk are much more than in diluted cow’s
milk, it is obvious that in diluting milk too much the
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infant must take as high as one-third of its own
weight daily. It is common to see a baby weighing
eight pounds taking as high as thirty ounces of
diluted condensed milk.

Do not forget skimmed milk in many cases of in-
digestion characterized by vomiting and small curds
of fatty acids and the salts of fatty acids in the
stools.

The fermented milks are sometimes very service-
able. Buttermilk, raw or pasteurized, will often be
digested and absorbed when other milk mixtures
fail. It can be diluted the same as fresh milk.

Remember that koumiss and kephyr have saved
lives. The carbon dioxid which these fermented
milks contain quiets an irritable stomach and pro-
motes absorption.

It is wise to be familiar with at least three forms
of condensed milk—condensed milk which is pre-
served by the addition of cane sugar, that form
which has little or no sugar added, and finally the
product which contains considerable eream.

Remember that the malted milks especially pre-
dispose to scurvy in infants. These foods are in-
dicated in some forms of gastric indigestion and
also in certain cases of proteid putrefaction in the
intestinal canal, when the stools are very foul in odor
and the general symptoms are slight; the excess of
maltose in the food usually induces an acidity of the
intestinal contents and thereby inhibits putrefaec-
tion.
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Malted milk is frequently serviceable in the con-
stipation of infants. Maltose is somewhat laxative.

The use of the proprietary foods as adjuvants to
cow’s milk is not irrational when it is remembered
that most of them are composed of dextrinized flours,
to which some sugar may have been added.

Do not forget that, whatever canned, powdered,
condensed, or other stale food is used, the infant
must not be fed on this too long without adding
some fresh food in the form of milk, meat juice, or
fruit juice. If milk does not agree or is contra-
indicated, and some food is given as soon as possible,
add a little fresh milk to this food; gradually in-
crease the amount of fresh milk and diminish the
food. Whether using condensed milk, or any other
food, it is not as necessary to add cream as to add
a little fresh milk. When an infant is fed on con-
densed milk, after one or two months add a little
fresh clean milk; gradually increase the fresh milk
(use top milk) and get the baby on a rational milk
mixture.

It is a good rule to adhere to some modifiecation of
cow’s milk, even if the infant does not gain in weight
at once, unless the milk causes toxic symptoms.
There are some infants who can never digest cow’s
milk; gruels, whey, meat juice, broths, and eggs must
then be given.

MIXED FEEDING OF INFANTS.

This subject should be remembered under two
heads: artificial feeding as an adjuvant to maternal
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nursing, and human milk as an adjuvant to artificial
foods.

The indications for the use of artificial food as an
auxiliary to human milk are several:

The mother’s milk is often deficient in quantity.
Three-fourths of the mothers, at least among the
wealthier classes, do not have sufficient milk for their
offspring. The gradual increase which should take
place as the period of lactation advances, fails, and
after a few weeks the mother can not satisfy the
infant. The bottle must be given in addition—at
first possibly once daily immediately after a nursing,
then two or three times daily. But whatever food
1s used to supply the deficiency, the mother should
continue to nurse the baby regularly, otherwise the
milk secretion steadily diminishes.

Sometimes the milk diminishes in solid constitu-
ents. When an infant at five to eight months be-
comes anemiec, does not gain in weight, and shows
signs of rickets, the milk should be examined. If
greatly deficient in proteids and fat, additional feed-
ing must be used. Good results may be obtained by
giving some cow’s milk daily.

Again, it is common for the mother’s milk to be
too rich in solid constituents, so that colic on the
part of the infant results. Excessive proteids is the
most common cause of colic in breast-fed infants.
Why this is so is not clear. In many such condi-
tions the administration of some dextrinized cereal
decoction, condensed milk, or some patent food, be-
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fore nursing has a happy effect. The artificial food
dilutes the breast milk and the carbohydrates in-
hibit the decomposition of proteids.

Sometimes human milk causes diarrhea in the in-
fant. It is well known that colostrum has a laxative
effect. Oececasionally diarrhea supervenes soon after
birth and persists for a long time. In many cases,
no doubt, some gastroenteric infection has taken
place, but in others the milk has decided laxative
properties. In this condition, again, an addition of
some other food ameliorates the symptoms.

Constipation in the breast-fed infant is exceed-
ingly common, and can often be relieved by giving
some rich milk or malted milk as an adjuvant.

Remember that in severe cases of marasmus, when
the child is about to die of starvation, some mother’s
milk should be obtained; even a few ounces given
daily often changes entirely the serious nature of
the illness. A friend or neighbor may milk a few
ounces of breast-milk into a glass, which milk is
then given to the sick baby and often succeeds in
saving a life.

Do not forget that in a few serious nutritive dis-
eases some human milk must be obtained. Surely
there 1s some one who will furnish it.

Other uses for a little mother’s milk will be found
in that period following ileocolitis when digestion 1s
very feeble, in tetany with dangerous laryngospasm,
and in severe cases of scurvy.
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OTHER RULES FOR FEEDING INFANTS.

In adapting a food to the needs of an infant, be
sure to make a diagnosis of the condition of the lat-
ter; separate carefully simple indigestion from the
inflammatory diarrheas. Many cases of follicular
enteritis are mistaken for simple indigestion. A sim-
ple indigestion will improve in a few days; it may
take many months to cure a follicular enteritis.

A slight excess of casein in the food is not harm-
ful; in faet, it serves as a constant stimulus for a
greater supply of the digestive juices. You can not
train the infant to digest more without giving more
to digest.

It can not be too frequently repeated that success
in infant feeding depends primarily on obtaining a
fresh, clean milk. Bacteria and bacterial products
are not good foods for infants.

The healthiest and strongest children are usually
those who begin rather early on a generous diet.
When the child is one year old, additional foods
should be added to the list. The cereals are first to
be considered. Wheat, oats, rice, and barley form
the substances of good, growing foods. Bread should
be given as soon as it can be digested. Beginning
with bread erumbs and broths, and toasted bread
and milk, the child should be taught to eat bread
and butter, bread and jJelly, ete. Egg is superior
as a tissue food for the growing child.

Do not forget that the child must have plenty of
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carbohydrates and fat; often too mueh proteids are
given.

The starches in potatoes are valuable foods. Give
baked potatoes early—as soon as the child ean
digest them—from the twelfth to the fourteenth
month.

There is no scientific reason for believing that the
fat of pork in small quantities is any more harmful
than butter; consequently, a little ‘‘shortening’’ in
biscuits should not serve as a reason for rejecting
stale biseunits for children after the eighteenth
month. \

Remember that certain vegetables and fruits
should be given children after the first year. In
this class may be placed oranges, baked or seraped
apples, and peach juice. Spinach, cauliflower, and
asparagus are wholesome. There is no good reason
to exclude lettuce; if it is not digested, it does no
harm. A certain amount of indigestible cellulose
prevents constipation and is usually harmless. Cellu-
lose, when in large quantities, may be irritating, but
not in the small amount contained in potatoes or let-
tuce.

In giving any new article of food to an infant, care
should be taken to give it in minimal quantities. A
gradual adaptation of the digestive organs to the
new food should be allowed.

Foods should be made palatable, even to children.

Fried, crisp bacon is a good source of fat, and may
be tried where butter is not digested. '
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FEEDING THE SICK.

The first rule in the therapeutics of infancy is to
determine the exact nutritive condition of the pa-
tient and correct any fault in the alimentation. Thus,
the presence of any nervous disease—whether con-
vulsive, hypertonic, or paralytic—demands that the
nutrition receive careful attention. Again, in any
acute infectious disease the discovery of faulty nu-
tritive conditions necessitates a cautious change in
the diet.

Do not be misled by the oft-repeated statement
that the infant’s diet can not be changed in any
acute disease. While it 1s true that a radical change
may be disastrous, a slight change in the way of im-
provement ean do no harm and may do much good.
If a baby has heen fed on condensed milk for a pro-
longed period, the addition of a little fresh milk to
each feeding will overcome the deficiency of the for-
mer food.

A few principles concerning the relative value of
different foods should be remembered, and these
rules should be constantly utilized at the bedside.
The theory that almost all acute and chronic infec-
tious diseases are cured by certain physiologie proe-
esses, which are classified under the general name
of immunity and have been found to be a cellular
activity in producing antibodies, suggests the basie
truth that all organs must be properly developed
and properly fed if they are expected to do their
maximal work.



FEEDING THE SICK. 163

If through faulty feeding certain cells of the body
have been imperfectly developed, and the fluids of
the body do not contain the proper elements to sup-
ply their funetional needs, an imperfect activity is
to be expected when they are called upon to perform
extra work.

Hence 1t should be remembered, first, that human
milk has greater immunity-giving properties than
any other food. These attributes should be used
therapeutically. If in any given case the disease is
serious and the nutritive history bad, get a little
human milk and administer it with the artificial
food. A few ounces of mother’s milk given daily
may be more important than drugs.

The food next to be considered in immunity-giving
qualities is fresh, clean, uninfected cow’s milk, un-
changed by pasteurization or peptonization. Even
a teaspoonful of fresh cow’s milk given several
times a day may be more important than the ad-
ministration of drugs.

Always remember that the digestive processes in
the severe diseases are at a low working order; hence
do not overfeed.

Excessive carbohydrates and fats may lead to
acute abdominal distention; do not overfeed.

Do not depend on the immunity-giving quality of
the commercial peptones and albuminoses; their
qualities in this direction are feeble. A small amount
of the yolk of egg given daily is probably superior
to leeithin and nueleoalbumins.
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Remember that condensed milk, malted milk, and
the desiccated foods of various kinds have all shown
a deficiency in the immunity-giving properties among
other defects, and that when a child has been fed on
foods lacking the full nutritive qualities it should
be given a small amount of human milk or fresh
cow’s milk during the course of any disease.

In all babies showing any nutritive disturbance,
change the faulty food. This can best be done by the
addition of small quantities of fresh cow’s milk, or
whey, gradually added to the food which the child
1s taking.

Remember in any disease of childhood, in which
errors in diet are discovered and a tendency to
anemia 1s noticeable, to give some fresh fruit juice;
a tendency to scurvy weakens the resistance of the
child.

Pasteurization and sterilization denaturalize milk
and take from it the immunity-producing qualities.

While good nutrition favors a healthy resistance
to disease, 1t must not be forgotten that foreible
feeding during severe infectious diseases not only
does not accomplish what we desire, since the powers
of assimilation are defective, but also may lead to
gastroenteric disturbance, a very undesirable com-
plication of any infectious disease.

It is a good plan, whenever possible, to cater to
the appetite of the little patient. We should not
always measure the food by its theoretical digesti-

bility, but rather by the pleasure that eating it gives
to the child.
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Unless specially indicated, as in some cases of
vomiting, it is not a good rule to give the child food
too often. Five or six times a day is sufficient.

As a rule, fats, except in moderate amounts, are
contraindicated in febrile and wasting diseases, since
they are liable to produce enterogenic and inter-
mediary acidosis.

Protein and carbohydrates, the latter, except in
the case of very young infants, in the form of both
starch and sugar, are the prinecipal food elements
which need attention in the sick. Casein is the
most valuable, but can not always be given. Its
place must be taken by the egg albumen and meat
juice in many cases.

Wheat flour and cane sugar can not be improved
upon for furnishing the basis of the carbohydrates.
Young infants should receive milk sugar and a mini-
mum quantity of starch.

(See Gastroenteric Diseases, page 182.)



PART EY.
GOLDEN RULES OF TREATMENT.
GENERAL THERAPEUTICS.

Do not give a purgative in every acute infectious
disease as the initial treatment. Ascertain first if
it 1s indicated.

There is no therapeutic agent which is perfectly
harmless in all cases. All healing efforts require the
most careful cireumspection.

Drugs have only a secondary place in the thera-
peutics of children, but when they are clearly indi-
cated they should be preseribed.

Light and fresh air are probably the most power-
ful therapeutic agents we have. Do not think that
a little cool breeze playing over a patient with fever
1s harmful.

Do not be so afraid of taking ‘‘cold.”” Stuffy
rooms and too much clothing predispose to ‘‘colds.”’

Remember that most diseases of childhood are
favorably influenced by the use of hydrotherapy.
The pediatrist must thoroughly grasp the technie of
the many ways of using water externally and inter-
nally.

The scientific use of water is the most essential
part of general therapy in infancy.

Teach the baby good habits from the beginning.
Do not be afraid of a little irmness in your orders.

166
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Study the wvarious forms of physical therapy
as applied to children. Most cases of general de-
bility and anemia can be very much improved by
graduated exercises and gymnastic movements.

A change of climate or a change of residence 1s
one of the most powerful roborants that is known.
A trip into the country or to the seashore—or, in the
case of those who live in the country, a change of
air, even a short distance—often makes a tremendous
difference in nutrition.

Avoid all unnecessary medication in infants and
children; study the effect of physical therapy.

The best antipyretic is the cold pack or cold bath;
coal tar antipyretics are very useful, but they should
not be continued for too long a time.

The wet pack, hot or cold, is the most readily used;
but the full bath can be even more advantageously
employed.

There are some children, it should be remembered,
who do not react to cold water very well, whose cir-
culation in the skin is very poor in every fever, and
who have very high temperatures on slight causes; in
those antipyresis is often fraught with difficulty.
Warm baths are sometimes successful.

It is a mistake to give an antipyretic regularly
every three hours; give one good dose when the
fever is very high, not more than twice a day. It
will do most good in this way. Do not continue coal-
tar antipyretics for more than two days in any pro-
longed fever.
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Remember that coal-tar antipyretics not only de-
press the heart, but their continual administration
in some way interferes with those processes which
overcome infection.

Children must receive an antipyretic in larger
doses relatively than the adult in order to produce
the same antipyretic effect.

Do not insist on antipyretic measures in every
fever; a moderate fever seems to be part of the body’s
means of ridding itself of an infection. If the child
seems fairly comfortable with a temperature of
103°, let 1t alone.

Remember that tea and coffee are the best stimu-
lants for infants and children; a weak infusion of
the former can be given to young infants and may
form the vehicle for the administration of foods.

Do not forget camphor when trying to find a good
stimulant. It can be given in an oily emulsion, and
1s very serviceable in the respiratory and alimentary
infections.

Never give an opiate to a newly-born infant. It
may cause fatal eyanosis.

Do not hesitate to give opium (paregorie, codein)
to infants after a few weeks old if they really need
it. Opium is a valuable remedy, even in children,
but must not be abused.

Never prescribe opium to be given every two or
three hours; it 1s safer to give one or two doses, and
then discontinue its administration until these doses
are entirely excreted.
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Remember that chloral hydrate still remains the
most effective hypnotic for infants, and, as far as
these drugs have been studied, the safest.

Alcohol is a safe and effective hypnotic in many of
the infectious diseases.

Belladonna is well tolerated by infants and chil-
dren, but it is too poisonous a drug to be used in
the infectious diseases as an antispasmodie, except
possibly to relieve the severe paroxysms of coughing
in pertussis.

Do not forget the mustard bath in bronchopneu-
monia and in many forms of failure of the circula-
tion. It 18 a most powerful means of increasing the
blood in the skin and diminishing its volume in the
internal organs.

Remember the dermic method of administering
drugs in infants. Guaiacol is more effective on the
skin than when given internally. Applied pure to
the skin (1 to 4 drops), it 1s a good antipyretic;
diluted with lard or wool fat, it forms an effective
external application in chest diseases; it can be used
also in this form over local inflammations, such as
boils and enlarged glands. Other drugs which can
be used externally with good success are the essen-
tial o1ls, mesotan, ete.

It is useless to apply quinin externally, for it is
not absorbed; even by the rectum its absorption is
very imperfect. Give it hypodermatically if it must
be given and if the stomach will not tolerate its pres-
ence.
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Quinin is useful in many infectious diseases be-
sides malaria, but it readily induces vomiting in in-
fants.

Remember that the subcutaneous injection of
physiological salt solution is very useful in hemor-
rhage and cholera infantum; but a rectal administra-
tion of a salt solution is often serviceable in diseases
where the quantity of blood is lessened. An in-
creased blood pressure may be obtained by its use.
The subcutaneous injection of salt solution is a good
remedy in some very severe emergencies, but harm
may be done by using too much. It hasbeen recently
recommended also for supplying the needed sodium
chlorid in pneumonia.

Remember that giving highly salted broths and
cereal decoctions favors the appearance of anasarca
in infants suffering from malnutrition. Salt is not
an entirely harmless chemiecal.

Massage is especially useful in constipation; this
method may be used to increase the peripheral circu-
lation and the flow of lymph in diseases of nutrition.

Remember that the excitable nervous system of
infants often needs calmatives. Asafetida and the
bromids can be safely used.

Strong intestinal antiseptics do little good and
may do much harm. KEven calomel is an intestinal
irritant.

It is good practice to spoil the sick child.

Psychical therapeutics should not be forgotten
when treating children. To keep that state of mind
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which is the least worried and the most hopeful is
good pediatries.

THE NEWLY-BORN.

Be sure to let a caput succedaneum and cephal-
hematoma alone. No applications are needed.

Icterus needs no treatment, and nothing can be
done for the cyanosis depending on cardiac de-
formity.

Do not forget that food and water are indicated
if the temperature of the newly-born rises.

Do not forget that an operation may relieve the
baby of cerebral hemorrhage and prevent subsequent
incurable paralysis.

Remember to do no harm in ophthalmia; use ice-
cold compresses; keep the eyes clean, and use a non-
irritating solution of argyrol (5 percent) twice a
day.

The sepsis of the newly-born can-best be treated
by careful feeding and good nursing.

If hemorrhages occur, give calcium lactate inter-
nally; its administration should not be continued
over thirty-six hours. Adrenalin hypodermatically
1s sometimes effective.

The subcutaneous injection of fresh human serum,
taken from a healthy person, is the best treatment
for the hemorrhagic disease of the newly-born.

Do not purge the newly-born infant without sub-
stantial reasons.

Medicines are almost never used in the diseases
of the newly-born, except mild stimulants.
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Beware of the contagiousness of pemphigus bullz.
Do not let the serum escape on the sound skin. Dis-
infect each pustule after it is open with a 70-percent
solution of alecohol.

Do not rub or squeeze the breasts in mastitis of
the newly-born. Let them alone or use some cooling
lotions. Camphor diminishes the activity of the
glands.

Do not wean the infant from the breast on account
of colic; improve the nutrition of the mother. Babies
usually thrive in spite of colie.

In the acute intestinal indigestion of young breast-
fed infants, with irritating stools, magnesia can
often be given with great benefit.

Remember that overfeeding is the most common
cause of the diarrhea in the newly-born.

DISEASES OF THE MOUTH.

Do not forget that potassium chlorate internally
and locally is a specific for ulecerative stomatitis and
Vincent’s angina.

The glyceritum boroglycerid is more effective in
thrush than a watery solution of boric acid.

Instruct the mother not to rub the mucous mem-
brane in applying antiseptics to the mouth. The
cotton soaked in antiseptic solution should be laid
on the affected part and held there for a few
moments.

The geographical tongue needs no treatment; it
usually disappears spontaneously in later life.
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Remember that the gum over a tooth which is
struggling to appear in the mouth occasionally needs
lancing. A deep cut in the mucous membrane favors
a local infeection; hence do not lance the gum too
early.

Discourage the common practice of rubbing the
mucous membrane of the gum with a thimble; the
bruised tissue becomes the nidus for infection.

Simple ulcers of the mouth readily heal after cau-
terization with a strong solution of silver nitrate.

Methylene blue applied locally in cases of noma
has been found curative. A 5-percent solution should
be used.

Do not fail to cleanse the mouth two or three times
a day in all septic diseases of children.

Remember that a long frenum of the tongue does
not prevent the infant from nursing, or later in life
from talking; it is well, however, to ecut the tongue-
tie before the lower incisors appear, as their pres-
ence makes the operation more difficult.

It is well to warn mothers that ulcers at the roof
of the mouth are often caused by giving the food too
hot.

Do not fail to have the teeth of children kept in
good repair; bad nutritive conditions may depend on
bad teeth.

Perleche needs cauterization, followed by the ap-
plication of a protecting ointment.

Herpes of the lips is sometimes relieved by the use
of an antiseptic solution.
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THE NECK AND SCALP.

No treatment is required for hematoma of the
sternocleidomastoid in the newly-born; let it alone.

Do not believe that every chronically enlarged
gland is tuberculous. In many children a gland in-
fected by a pyogenic coccus requires many weeks to
heal.

Hot fomentations are most effective in spasmodic
torticollis.

Do not apply irritating ointments to seborrhea of
the scalp in young infants; a mild antiseptic wash is
preterable.

Do not operate too soon in cervical abscesses un-
less septic symptoms are very severe. Allow the
abscess to be walled off thoroughly before making
the skin incision.

Tuberculous adenitis may recover under hygienic
and medicinal treatment. Small doses of tuberculin
may be tried.

Angina Ludovici should be treated by early in-
cision. Combat the septic symptoms by stimulants
and hydrotherapy.

THE THROAT.

Gargles and local applications to the throat do
little good, and may do much harm in the faucial
inflammations of young children. The practitioner
can usually get along without them.

Do not be worried if you do not succeed in pune-
turing a peritonsillar abscess at the first trial. Most
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physicians must try repeatedly, and then most of
these abscesses break without surgical aid.

Do not wait too long in the adenoids of children
before advising operation.

Learn to operate for adenoid vegetations; its tech-
nic is simple and the operation is usually followed
by brilliant results.

Remember that patients with hypertrophied lym-
phatiec structure stand general anesthesia poorly.
Let the general anesthesia be short. Learn to oper-
ate quickly, but thoroughly.

Nitrous oxid gas is probably the best anesthetic
for the operation of adenoids. KEther is the next to
be selected.

Remember that you increase the dangers of the
operation by using a general anesthetic. Young and
robust children can be held in an erect position by
the father, and the operation can be quickly done
without an anesthetic.

Remember that fatal hemorrhage has occurred as
a result of excision of adenoids or tonsils.

Always be prepared to cope with hemorrhage.

Remember that acute follicular tonsillitis is a self-
limited disease, which gets well under any kind of
treatment.

Hypertrophy of the tonsils is only satisfactorily
treated by cutting them out. Local applications are
rarely successful in reducing their size.

The syrup of ferrous iodid has a big reputation as
a healing remedy in the hyperplasia of lymphoid
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structures; but do not expect too much from its ad-
ministration.

Remember that Vincent’s angina is best treated
with potassium chlorate, while diphtheria needs anti-
toxin.

Post-pharyngeal abscess occurs most frequently
in infants, and needs surgical intervention.

Herpetic stomatopharyngitis is a self-limited dis-
ease. Sodium salicylate given internally hastens the
recovery.

Remember that pilocarpin given internally is a
very useful remedy in all exudative inflammations of
the throat.

Painting the throat with a solution of argyrol or
protargol is useful in the septic anginas of children.

Nine out of ten foreign bodies swallowed by chil-
dren pass through the alimentary canal without
causing any disturbance; objects small enough to go
through the esophagus are not likely to cause intes-
tinal obstruction.

Rarely an elongated uvula needs amputation.

Paralysis of the palate following diphtheria needs
no special medication.

THE RESPIRATORY ORGANS.

Most diseases of the respiratory organs are due
to infections.

Remember that all ‘‘colds’’ are contagious, and
that children more often catch a ‘‘cold’’ from others
who have the disease than from exposure.
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Keep the newly-born baby away from other people
having bad ‘‘colds.”” What is only a tracheitis in
the older child may become a suffocative bronehi-
olitis in the newly-born.

Ordinary ‘‘colds’’ are caught just the same as
measles. To avoid ‘‘colds,’”” keep the child warm,
keep it outdoors, and keep it away from people who
have ‘“colds.”” Birthday parties are disseminators
of bad ‘“‘colds’’ as well as whooping-cough and
measles.

It is a curious fact that the contagiousness of
‘“‘colds’’ so readily obvious on the most superficial
observation has not been recognized until very re-
cently; at least very little reference is found to this
fact. Hxcepting a slight irritation of the mucous
membrane which the inhalation of cold air produces,
or the chilliness and heaviness following an expos-
ure, the effects of cold are very uncertain, except that
it lowers the resistance of the child. Coryza, laryn-
gitig, catarrhal eroup, bronchitis, bronchopneumonia,
and even croupous pneumonia are almost always
caused by an infection contracted from some one else
who has a similar disease.

Do not make cold the prineipal etiological factor
in the diseases of children. Search for other causes.

Regard all acute inflammatory diseases of the res-
piratory tract as contagious. Spasmodic asthma is
the only exception.

The resistance of a child to ‘‘colds’’ may be en-
hanced by good clothing, good nutrition, and out-
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door life. Phosphorus compounds seem to assist in
producing a greater immunity; codliver oil is help-
ful at times.

It is still unproven that the cold bath given in the
morning causes a lessened susceptibility to ‘‘colds.’’
This measure may be tried in suitable cases. It does
not compare in value with several hours outdoors
every day, rain or shine.

Colds run a definite course, just as other infectious
diseases, and it is doubtful that ordinary therapeutic
means succeed 1n aborting them in children.

Do not be worried because your case of simple
bronchitis has become a bronchopneumonia in spite
of active treatment. This experience happens to the
best pediatrists.

These diseases usually recover promptly when the
bronchial secretions are well established. The mu-
cus and leucocytes remove the pathogenic germs.

It is still not proven that ammonium chlorid in-
creases the transudation of leucocytes; hence its ex-
pectorant effect is doubtful.

Remember that quinin should not be given when
the infection involves the post-nasal space. It seems
to predispose to infection of the Eustachian tube and
subsequently of the middle ear.

It is worth while to remind you that quinin is still
the best internal remedy in bronchitis, laryngitis,
pharyngitis, coryza, and even bronchopneumonia at
the beginning of the disease. If a few doses do not
bring marked improvement, discontinue the drug
and treat symptomatically.
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Another remedy of distinct value in all infections
of the respiratory tube is guaiacol carbonate or creo-
sote.

Remember that camphor has a stimulant effect on
the mucous membrane and is a good stimulant to
the heart.

When in doubt in some acute respiratory disease,
give camphor; 1 to 3 drops of spirits of eamphor in
milk 1s an easy way to give it.

Veratrum viride given for a short time is of dis-
tinet value in all acute inflammations of the respira-
tory passages from the larynx to the pleura. Do not
be afraid of it; as Dr. Saunders states, it 1s life
saving.

Do not give too many drugs; give nauseating ex-
pectorants only when absolutely necessary. Do not
be afraid of opium if the child really needs it. The
treatment in almost all cases of respiratory diseases
18 symptomatie.

Do not worry about the temperature in pneumonia
unless it is persistently over 104°. Cold baths are
rarely beneficial; packs may occasionally be used.
Warm—or, better, hot—baths help the peripheral
circulation just as much.

Never give an ice bath in pneumonia. Do not
worry the patient with too much bathing.

Do not use a heavy poultice on the chest of the in-
fant. A soothing emollient may be helpful at times.
Guaiacol diluted with lard makes an excellent exter-
nal application.
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The first rule in the treatment of pneumonia is to
give the patient fresh, pure, and cool air.

There is still great difference of opinion whether
guaiacol, quinin, or camphor is most useful in pneu-
monia.

Let the patient rest and sleep. Keep out the
visitors. Give the patient water.

Remember to supervise the feeding in pneumonia
very carefully. Too little food gives insufficient
strength to resist the disease; it leads to exhaustion
and collapse. Too much food induces vomiting and
tympanites—very ugly complications in the pneu-
monia of children. Watch the food supply; bad milk
must not be tolerated.

Constantly watch for the occurrence of pleurisy,
with serous or purulent effusion, in all severe dis-
eases of the lung.

Never give a bad prognosis in the pneumonia of
children, unless all lobes of the lung are implicated,
or unless the nutritive history has been very bad and
septic symptoms very severe.

Children apparently dying have gotten well. The
last physician who attends gets the credit. The
erisis is very uncertain, yet it may come at any time;
watch for it; keep the patient alive until it comes.

The best stimulants in pneumonia are digitalis and
camphor. Do not give strychnin. Caffein is very
useful at times. Alcohol is still given in the severe
septic cases.

A croup kettle is a valuable therapeutic agent in
a sick room, but it is not essential.
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Remember that spasmodic eroup is most com-
monly due to an infection of the larynx. It gets well
spontaneously; meanwhile relieve symptoms and
prevent the nervous spasms of the laryngeal muscles.
Antipyrin and veratrum viride are most valuable
for this purpose. Inhalations are useful.

Do not forget that the iodids have a great repu-
tation in croup or laryngeal stenosis—nondiph-
theritie.

Remember that there is no specific for influenza;
that our treatment is purely symptomatic. Do no
harm.

A tuberculous consolidation may exist for many
years in children without causing any severe symp-
toms. Treat tuberculosis in children by careful at-
tention to diet, and keep the patient out of doors
practically day and night. Isolate him from those
suffering from diseases of the air passages.

Secondary respiratory infections in the tuberecu-
lous child often assume very severe manifestations.
One of the most important tasks is to avoid these
secondary infections (grippal, pnenmococeal).

Salicylic acid is very useful in acute, serous, or
fibrinous pleurisy.

A serous pleural effusion is usually promptly ab-
sorbed and rarely needs aspiration. A purulent ef-
fusion needs prompt surgical interference; do not
walt too long with the operation.

It is very questionable whether oxygen inhala-
tions have ever changed the prognosis in any case of
pneumonia, but they do no harm.
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Inhalations are ofttimes very useful in bronchitis,
pertussis, and bronchiectasis, but do not expect
more than to relieve the symptoms.

Do not be afraid of small doses of opium in chil-
dren. For that irritative cough of bronchitis in
nervous children some mild opium preparation is
often very necessary.

Remember that an ice bag in the early stage or
hot-water bag later very much diminishes the pain
in pleurisy; do not use blisters.

GASTROENTERIC DISEASES.

Gastroenteric diseases in infants are best avoided
by cleanliness and freshness of the milk, and by not
feeding too much.

Remember that the treatment of these diseases
consists chiefly in the adjustment of the diet. Who
does this well, probably does all that is necessary in
most cases.

In all acute indigestions starvation for a few hours
or one day, and the subsequent administration of a
minimal quantity of food, is the best treatment.

Never continue the same quantity of food if the
stools become frequent and loose. Stop the food or
diminish the quantity according to the urgency of
the symptoms.

The first thing to do when dyspeptic symptoms
arise is to diminish the quantity of milk.

Lessening the percentage of fat in the food is the
most effective means of removing the dyspeptic

symptoms.
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Clinical experience has taught that fat is the most
common cause of indigestion. Its percentage should
be reduced when curds appear in the stool.

Do not forget that an excess of sugar may produce
diarrhea. Maltose especially has a tendency to pro-
duce liguid irritating stools.

Carbohydrates in the form of starch or dextrin
have as a rule a constipating effect, because they in-
hibit the digestion of fat; the fat becomes converted
into soaps, which produce a hard and dry stool.

The dyspepsia which is accompanied by hard,
dry stools should be treated by reducing the fat and
inereasing the sugar in the food.

Citrate of soda, one grain to each ounce of whole
milk used, may be added to the milk with benefit in
many cases of indigestion.

Many infants who do not thrive are benefited by
the addition of dextrinized gruels to the milk.

Never fail to discontinue all milk diet in acute
gastritis and all forms of gastroenteric infection.
The milk can not be digested and acts as a culture
medium for toxicogenic bacteria.

On the other hand, do not starve the infant too
long in ileocolitis; milk in small quantities can be
added to the cereal decoctions in increasing amounts
as 1t is tolerated. The disease is protracted, and
some food is necessary.

Barley water or rice water are the favorite foods
to be given when the milk is discontinued. Toast
water, roasted flour water, arrow-root water, and
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many others are equally serviceable. Suit the taste
of the infant. A weak infusion of tea is becoming
popular.

As a rule, sugar should be added to these cereal
decoctions; in severe intoxications, however, sugar
should not be used for one or two days.

In a very irritable stomach, albumen water or
toast water are well borne.

Severe vomiting should be treated by resting the
stomach. This is better than medicines.

Minute doses of phenol or chloroform well diluted
have a soothing effect. Use milk of magnesia as an
antacid.

Do not expect to cure a diarrhea with drugs and
continue to overfeed the baby.

Remember many forms of diarrhea are kept up
indefinitely by animal broths and cereal decoctions,
which rapidly improve when pure skim-milk 1s given.

Never fail to cleanse the stomach and bowels as
soon as possible after gastroenteric infection. Wash-
ing out the rectum and stomach is not always prae-
ticable; consequently reliance must be placed in a
brisk purgative—calomel, castor oil, or magnesia.

Remember that all severe infections of the alimen-
tary canal require time and patience to cure.

Acute food intoxication is best treated by starva-
tion. Do not give sugar in this condition.

Never be in a hurry to cure ileocolitis. Be cau-
tious; sustain life by a little food and not much medi-
cine.
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Do not forget weak tea as a diluting fluid for
sugar, condensed milk, or skim milk in gastroenterie
diseases. It is stimulating and soothing.

Hot, weak tea may stay on the stomach when
everything else fails.

Remember that the carbonated waters—soda
water, Apollinaris—are soothing to an inflamed
stomach. Often they are retained when other things
are rejected.

Remember that aromatic syrup of rhubarb is about
all the medicine that is needed in simple diarrhea.
Bismuth is often useful, but it does not cure an ileo-
colitis.

Do not give opium in any case of gastroenteric
infection if septic symptoms are present. It is indi-
cated, however, in the severe pains of dysentery.

When all septic symptoms have subsided, and the
child 1s having many loose, watery stools from an
irritated bowel, opium can be given.

Do not forget to check the tremendous transuda-
tion of serum in cholera infantum by giving a hypo-
dermatic injection of morphin and atropin. Then
give water by the stomach and rectum. Give no food
for twenty-four hours—only water.

Remember that astringents are rarely necessary
in simple diarrhea if the child is not overfed.

Do not forget that we are still looking for a specific
antidysenteric serum.

It is probably useless to add antiseptics to the
water used for intestinal irrigation. Use the physio-
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i
logical salt solution or a decoction of starch or flax

seed. In ileocolitis, enteroclysis renders good
service.

In febrile enterocolitis, cool (70° F.) applications
of water to the abdomen will be found useful.

Remember that enterocolitis is caused by an infec-
tion, and it is the immunity-producing power of the
body which cures the disease; this takes time. Do
all you can to keep the patient alive, and do no harm.

It is heat that predisposes to summer complaint;
therefore keep the baby cool.

Broths should always be mixed with rice or barley
water.

It has never been demonstrated that so-called in-
testinal antiseptics are really beneficial, except in
rare cases. Any antiseptic which really kills or in-
hibits the growth of germs is irritating to the mu-
cous membrane. The most effective germicides are
the natural secretions of the alimentary organs.

Remember that, while a hundred antiseptics have
been prepared for disinfection of the alimentary
canal, not a single one receives the unqualified in-
dorsement of two or more pediatrists.

It is worse than useless to attempt to kill intestinal
bacteria with antiseptics and at the same time feed
them with milk.

The golden rule in all gastroenteric infections is:
cleanse the alimentary canal and do not feed the
child for a day. Use hydrotherapy for fever, opium
for pain, chloral for insomnia, and stimulants for
prostration.
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Remember that cereals are the most reliable foods
for infants who are sick with inflammatory diarrhea.

Some authorities recommend condensed milk to
be added to the cereal decoctions in protracted cases.

Some infants remain sensitive to the harmful ef-
fects of cow’s milk for many weeks after an attack
of gastroenteric intoxication. Cow’s milk should be
added to the alimentation with great caution.

A few doses of bismuth subnitrate are indicated
in the milder forms of diarrhea.

In all chronic digestive disorders the first indica-
tion is to cleanse the alimentary canal and give some
harmless food for a day or two to starve out some of
the bacteria.

Then commence the feeding by some rational food
in minimal quantities. For a short period give the
infant only sufficient food upon which it can exist.
Watch the stools and the appetite; as soon as the
baby seems hungry and the appearance of the pas-
sages suggest that what food is given is absorbed,
then the food can be increased.

In the majority of cases fresh milk in minimal
quantifies given to a marasmic baby will most likely
succeed. Mixing it with some cereal decoction 1s
often useful; occasionally it will have to be pepton-
1zed.

It should not be forgotten that most cases of
chronic indigestion in infants depend on some infec-
tion, or at least upon the injury to the digestive
organs from the infectious process. Often it requires
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considerable time for the reparation of these injuries,
and during this time the growth of the infant may
be at a standstill or the loss in weight may continue.

Do no harm by overfeeding or giving drugs; keep
the babies under good-hygienic surroundings, and
most of them afflicted with chronic gastroenterie dis-
eases will get well.

Be sure to give foods that are not coagulated by
rennet in.the pyloric stenosis of infants. A small
coagulum may choke up the narrowed opening. Give
whey, completely peptonized milk, or Eskay’s food
(without milk).

Keep the baby alive in pylorie stenosis, and keep
feeding the baby. The tightened sphincter will
slowly atrophy and the gastric wall will become
hypertrophied. A normal adjustment will come
sooner or later. Use rectal feeding and careful gas-
tric feeding. Lavage is very beneficial.

Separate carefully the gastroduodenitis, charac-
terized by vomiting and followed by catarrhal jaun-
dice, from ordinary infections from milk. This prob-
ably has a different cause and requires little treat-
ment; give rest to the stomach and duodenum.

Remember that a little human milk given in the
bottle will save many young babies from acute inani-
tion after some acute gastroenterie disorder.

Human milk may do harm in the acute stage of
gastroenteric intoxication.

Do not give calomel and magnesium salts in catar-
rhal jaundice. These drugs irritate the inflamed
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duodenal mucous membrane and do not shorten the
inflammatory stage.

Be sure to recognize an intussusception promptly.
Use a small dose of opium and belladonna. Give no
food and wait a few hours only. If symptoms are
severe, do not wait, but get ready for operation. Do
not use rectal injections until you are ready to oper-
ate. Many small intussusceptions reduce themselves
by rest, belladonna and opium, and absence of food.

Appendicitis is treated by absolute rest, cold to the
right iliac region, small doses of opium, and absolute
abstention of food until the severe symptoms sub-
side. Cases with very violent onset should be oper-
ated upon at once. No case lasting more than twenty-
four hours is made much safer by operation. If an
abscess develops, a careful opening and drainage is
perfectly safe. Indiseriminate operations in every
case of appendicitis of children can end only in
bringing operative measures into disrepute.

RICKETS AND SCURVY.

Remember that it took time for the manifestation
of rickets to develop, and it will take time to produce
a cure.

Phosphorus is a very poisonous substance; prob-
ably just as much good can be done in rickets by
administering the phosphates or glycerophosphates.

A change of diet is always necessary in rickets.
The observation that pure milk, unchanged by steril-
ization, given undiluted or simply diluted with a
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cereal decoction, most rapidly cures rickets should
be utilized in practice.

The theory that something i1s wrong with phos-
phorus metabolism in rickets suggests that phos-
phorized foods should be given in larger quantities
to stimulate the absorption of this element; hence
casein should be given in large percentage.

It is good practice to add the yolk of egg to the
milk to enrich the alimentation with phosphorus;
an increase in the fat is always useful.

Remember that sunshine and fresh air are as
potent adjuvants to the therapy of rickets as to the
administration of iron in anemia.

Exercise is an important factor in the prevention
and cure of rickets.

It should be recalled that scurvy is produced by
sterilized milk and patent foods. Stop these foods
in the treatment of scurvy; give fresh cow’s milk or
whey.

The fruit juices, especially orange, are specifics in
scurvy. No medicines are necessary. Give orange
juice by the mouth, or, if vomited, give it by the
rectum.

It is a mistake to regard meat juice antiscorbutic;
infants have developed Barlow’s disease while tak-
ing meat juice.

Digestive disorders coincident with scurvy should
recelve careful attention. It is sometimes very dif-
ficult to change the diet in these cases without in-
creasing the dyspeptic symptoms.
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HEART AND CIRCULATION.

Remember that we have no means to restore the
shape of a shriveled valve of the heart.

In any attack of endocarditis the question is al-
ways how much will the valves be involved, and,
even after the inflammation has subsided, there 1is
the uncertainty of the valve gradually becoming
distorted by scar tissue. Neither of these questions
can be answered.

The best means we have of strengthening the heart
1s by rest in bed and attending carefully to the nu-
trition of the child. Digitalis should not be given
continuously for many weeks. When symptoms of
cardiac weakness appear—such as rapid, sighing
regpiration, weakness of the pulse, edema, and a
dusky skin—digitalis in full doses is indicated. The
drug should be discontinued when these symptoms
disappear; the bitter tonics, caffein, or camphor may
be employed.

Remember that exercise should commence very
gradually, and should be graded according to the
condition of the patient. Gradually increased exer-
cise will strengthen the heart.

Do not permit a patient with a valvular lesion to
play ball and other active games with other boys or
girls. The patient must be taught to live within the
capacity of his heart.

In the acute stage of noncompensation rest must
be secured preferably by an opiate; there is no good
reason for withdrawing meat from the diet in endo-
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carditis. Protein food is necessary for the heart to
grow strong.

In the very acute stage, with stormy symptoms,
alcohol in some form, ammonia in some form, and
the compound spirits of ether must be used to im-
prove the circulation. Then shift to digitalis.

It should be remembered that quinin is a very good
remedy in endocardial inflammations and has a
quieting effect on the heart. Potassium or sodium
iodid is useful in the chronic inflammation of the
endocardium.

Do not forget to stop all agents which affect the
circulation when the heart is in full compensation.
Do not allow aleohol, coffee, or tea; these beverages
disturb the heart unnecessarily.

Remember that strychnin is to be used only in
emergencies to increase the irritability of the nerves.

In the acute fevers, if the circulation becomes
feeble, the peripheral blood supply small, the extrem-
ities cold, and the first sound of the heart weak,
stimulants are necessary. The action of stimulants
1s very much improved in these cases by hydro-
therapy.

The cause of death in many forms of septiec dis-
eases 1s a failure of the vasomotor apparatus. Caf-
fein and camphor are the best stimulants in these
cases.

Remember to utilize posture in varying the blood
pressure. The recumbent posture increases the blood
pressure and should be used in syncope. But do not
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place a child with failing cardiae force in the re-
cumbent posture; the inerease in the blood pressure
may be fatal.

In all forms of cardiac weakness place the patient
1n the sitting or semi-recumbent posture; the blood
pressure is less and the weight of the abdominal
organs is away from the diaphragm.

It is necessary to look after the digestion and nu-
trition in all cases of cardiac disease.

Remember that the heart may be strengthened by
passive motion and baths.

Watch the peripheral circulation in the septic dis-
eases.

Septic endocarditis requires rest and the general
treatment of septicemia. Do not stimulate the heart
in inflammatory disease of the endocardium unless
absolutely necessary.

The endocarditis of chorea should be considered a
septic infection and treated accordingly. Anti-
streptococeic serum is often helpful in septic endo-
carditis.

Meddlesome treatment in chroniec valvular disease
can not be too strongly condemned. Use dietetic and
hygienic measures.

Nothing equals morphin to quiet a weakened heart
laboring under excitement.

Myocarditis demands a prolonged rest in bed.
The diet must be regulated to insure faultless diges-
tion and assimilation.
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THE BLOOD.

It is a singular fact that milk, both human and
cow’s, has an insufficient supply of iron; therefore
infants kept too long exclusively on milk tend to
become anemic.

It is a fact worth knowing that vegetables contain
much iron. Vegetable juices and vegetable soups
are, therefore, indicated in the anemias of children.

Do not forget that the administration of iron 1s
almost useless unless the adjuvants, fresh air and
sunshine, can also be employed. An anemic child
is best treated by a change of air and diet. The ad-
ministration of iron is secondary.

It is a mistake to suppose that inorganic iron prep-
arations are not absorbed in children. The chlorid
or citrate of iron and tartrate of iron and potassium
can not be excelled. The carbonate 1s just as useful,
vet In many cases an organic preparation of iron
is preferable on account of taste or tolerance.

For certain patients the hematinic action of ar-
senic should be remembered; children stand this
drug very well, and it has a very favorable influence.

Only temporary benefit can be given patients suf-
fering from pernicious anemia. The so-called splenie
anemia usually improves.

Do not forget that chlorosis, aside from the admin-
istration of iron, is best treated by a change of food
and occupation. Look after the nutrition first.

Iron citrate may be given hypodermatically with
great benefit in severe cases of anemia.
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There is no certain treatment of leukemia or Hodg-
kin’s disease.

Remember that the salts of potassium are indi-
cated in some severe forms of spanemia.

Splenic anemia may be easily mistaken for perni-
cious anemia. (ive a mixed diet of semi-solid food
and iron citrate hypodermatically.

THE GENITOURINARY ORGANS.

Do not be alarmed if the newly-born infant does
not pass urine for twenty-four to thirty-six hours.
Give more water; a 3-percent solution of milk sugar
18 diuretic, and after a few ounces are given the
bladder will become filled.

Do not give a diuretic whenever the urine dimin-
ishes in quantity after vomiting or a sudden with-
drawal or refusal of fluids (as in sore mouth). The
indiscriminate administration of spirits of nitrous
ether sometimes upsets the stomach, and can do no
good when there is no excess of water in the blood.

Suppression of urine from acute nephritis requires
active treatment. Hot baths or hot packs are the
first measures in order. The hot pack is to be given
once or twice a day for one-half hour, and the patient
then placed in a warm bed. Let the patient perspire
for one hour. Promote perspiration by means of hot
drinks, hot lemonade, hot chamomile tea, and sugar
of milk solution.

The heart should be stimulated by digitalis, which
shculd be combined with diuretics. Pilocarpin may
be used advantageously in certain cases.
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Remember that acute parenchymatous nephritis
and hemorrhagic nephritis tend to heal sponta-
neously; meanwhile we must make up for deficient
action of the kidneys by stimulating diuresis, dia-
phoresis, and giving a good purgative once a day.

Do not give a sodium salt as a purgative. This is
often absorbed and must be excreted by the kidneys;
especially is sodium chlorid harmful. Magnesium
salts are best to be used as purgatives, or give jalap
and rhubarb. Do not give calomel; some of it will
be absorbed and irritate the inflamed kidneys.

Remember that a minimum protein diet should be
given patients suffering from acute nephritis. Ex-
clude all meats and eggs; sometimes even the casein
must be removed from the milk, and whey given. In
all such diseases as diphtheria and scarlet fever,
which are prone to affect the kidneys, protein food
should be kept at a minimum; also do not give salt
In excess,

In the hemorrhagic nephritis following influenza
it should be remembered that the blood in the urine
will cease spontaneously in a few days. It is ques-
tionable whether gallic acid has any effect. Turpen-
tine may irritate the inflamed kidney. TUnless the
loss of blood is very large, medication to stop the
bleeding is unnecessary. Sodium benzoate is diuretie
and antiseptic, and may be given in influenzal or
other septic nephritis.

In the light forms of nephritis a special diet (re-
duce proteins to the minimum and do not permit the
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foods containing oxalic acid, as rhubarb, straw-
berries), rest, and keeping the bowels open is about
all that is needful.

The chronic diffuse nephritis may be dangerous,
but its treatment 1s the same as just outlined for a
mild nephritis. Chronic interstitial nephritis is rare
1n children.

Do not be afraid if the baby passes a few drops of
a reddish fluid immediately after birth; it is the
brick-red dust of urie acid and has no special sig-
nificance. Give some milk-sugar water.

A very long foreskin should be eut off; the shorter
varieties stretched and retracted. From a scientific
standpoint circumecision is not indicated in every
boy.

Remember that a mild catarrhal vaginitis is very
common in girls suffering from nutritive disorders.
Specific gonorrheal vulvovaginitis should be treated
with injections of a 5-percent solution of argyrol and
cleanliness. Always warn the family as to the con-
tagiousness of the discharge.

Pyelitis and cystitis often yield very quickly to the
internal administration of hexamethylenamine.

Salol is sometimes effective in urinary infections.

Do not give hexamethylenamine in full doses con-
tinuously for more than twenty-four hours, as it may
produce irritation of the urinary tract.

Alkalies and water are indicated to cleanse the
urinary tract.

Prevention of post-scarlatinal nephritis is best ac-
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complished by the pilocarpin treatment and a milk
diet.

Remember that most of the inflammations of the
kidneys get well in childhood.

It is rarely necessary to wash out the bladder in
the cystitis of infants or children. An alkaline
diuretic several times a day or hexamethylenamine
will assist in the eure.

The hydrocele in infants usually gets well with or
without treatment, and is most commonly caused by
too tight diaper.

Remember that most cases of enuresis recover
gradually without any treatment. The most obsti-
nate cases are those in neurotic children, showing at
the same time a tendency to diabetes insipidus.

Do not forget that psychic treatment is most essen-
tial in the treatment of ‘‘bed-wetting.”” Teach the
child to control its bladder. Punishments, excep-
tionally, have the desired effect; shaming the child
1s usually better; giving rewards is probably most
serviceable. Mental stimulation by a change of
rooms, residence, or surroundings is often efficacious.

otimulation of the inhibitory centers by douching
the spine at bedtime often cures. A shock of some
kind will sometimes stop the symptoms.

Medication is proverbially uncertain in enuresis.
A good dose of belladonna occasionally may stop the
habit. Giving diuretics during the day, with a
diminution of fluids in the evening, may stop the
renal secretion at night.
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After all, the treatment of enuresis, as all psychic
diseases, is usually very uncertain as to the remedial
measures necessary.

THE NERVOUS SYSTEM.

Do not forget that eclamptic seizures are not usu-
ally serious unless caused by some grave cerebral
disease. Chloroform is the best means of quieting
a convulsive seizure; search for the cause. Give a
good antipyretic if the temperature is very high;
control hyperpyrexia.

Epilepsy in children will improve under the most
singular treatment. Bromids diminish the attacks
for a time; so does attention to the diet, a change of
climate, stretching the foreskin, massage of the cer-
vical muscles, and many other means. But epilepsy
1s usually incurable. Tell parents not to spend a
fortune on quacks.

Remember that tetany should be combated by
fresh milk, fruit and vegetable juices, and some
bread. The phosphates or hypophosphites are very
helpful.

Be sure to change the diet of infants suffering from
bad nutrition and eonvulsive seizures. Rickets is a
common source of convulsions. Treat the rickets,
and the spasms will disappear. Laryngospasm needs
a dose of chloral occasionally to control the severe
paroxysms.

Remember that the diseases of nutrition require
time for cure. It may take three months to get rid
of the irritable nervous system.
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Habit spasms should be treated by careful exer-
cises and training; chorea needs rest and arsenie.

Remember that there are severe forms of chorea
which are caused by a blood infection and which
may be ameliorated by an injection of anfistrep-
tococeic serum.

Do not forget that the cerebral palsies 1mprove
very slightly under any kind of treatment. The
spinal paralysis becomes much better in time, al-
though some muscles may he permanently impaired.

It is a sad fact that so many diseases of the nerv-
ous system are not amenable to treatment. Under
this class the following may be placed: hydro-
cephalus, myotonia congenita, idiocy, imbeecility,
progressive muscular atrophy, pseudohypertrophic
paralysis, and amaurotic family idiocy.

The spasticity of the muscles and the resulting de-
formities, and cerebral palsy, may be very much
ameliorated by strong passive motion given several
times a week.

Make every effort to prevent permanent contraec-
tures in the cerebral and spinal palsies.

Always consult an orthopedic surgeon when the
deformities of cerebral or spinal palsies are notice-
able.

Remember that, while the administration of thy-
roid extract very much improves the physical condi-
tion of eretinism, the mental state is not often made
normal,

We have no means of aborting or controlling
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meningeal infections. Give hypnoties for convul-
sions and excitement; chloral by the rectum will be
found serviceable. Relieve pain by anodynes. Con-
trol the fever with antipyretics. The ice cap is not
indicated in tuberculous meningitis unless severe
headache is present.

In all flaccid paralyses it should be remembered
that strychnin and faradism may bring about im-
provement, but do not expect a regeneration of
spinal centers by this means. Massage is very
useful.

Remember to treat all abscesses of the brain by
surgical means.

In all irritative diseases of the nervous system
general rest 1s essential.

Headaches should be cured by attention to possi-
ble causes. The curative treatment of migraine
proper is very uncertain. Do not get the child accus-
tomed to the coal-tar anodynes; chronic methemo-
globinemia may follow their persistent use.

The general treatment for all chroniec diseases of
the nervous system is training. Whenever a certain
function seems permanently disturbed, an effort
should be made to have this corrected by instituting
a proper regimen. This applies to backward chil-
dren, stammering, bad habits, hysteria, ete.

Remember that the evil influence of example is
the most difficult problem of psychotherapy. The
mother who is always complaining will very likely
have a daughter who has obseure pains. The irri-
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table temper of parents will be sure to bring about
explosions of anger in children.

Treat the children by treating the parents. It is
often necessary to speak kindly, but seriously, with
the father and mother who do not control them-
selves, but expect their children to control their own
impulses.

Remember that various psychoses of hyperesthesia
and irritability are often induced by permitting the
child to dwell upon it. Parents should teach their
children that some pain must be endured in this
world, and most abnormal feelings should be for-
gotten. Teach the child to be indifferent to minor
ills; a healthy mind is useful to a healthy body.

Do not permit an hysterical mother to rave over
a minor illness of the child; it makes a wrong 1m-
pression.

There is some truth in the contention that many
diseases of the nervous system in children are best
treated through the minds of the parents.

The nervous baby needs gentle discipline; proper
training will often accomplish wonders.

SPECIFIC INFECTIOUS DISEASES.
Typhoid Fever.

Remember that it is the duty of the physician in
every instance of typhoid to find the source of the
typhoid bacillus. It is often inexcusable that one
case of typhoid fever follows another in the cities
and especially in rural communities. Inquire into
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possible contaminations of the water, milk, and food
supply.

Remember that flies carry the disease readily.
Keep flies away from the sick-bed. It is eriminal to
pour the dejecta from a typhoid fever patient into
the ordinary privy vault, whence the flies can carry
the germs back to the food. Be sure to have the stools
and urine from typhoid fever patients thoroughly
disinfected before throwing them away.

Remember that the typhoid bacillus is readily
transferred by the hands of the attendants.

The persons waiting on the patient should disin-
fect their hands thoroughly after handling the pa-
tient; 70-percent aleohol is a good disinfectant.

Remember that there is no drug which can kill
the typhoid bacillus in the mucous membrane of the
intestines or the blood. Intestinal antiseptics may,
however, inhibit their growth in the intestinal con-
tents.

Do not try to abort typhoid fever in children by
strong antiseptics; more harm than good is likely to
result.

Remember that baths properly given lower the
mortality of the disease; but do not torture the pa-
tient with them.

Be careful not to upset the patient’s stomach by
too active medication; in most cases no drugs are
needed.

Watch the milk which you give the patient; do not
add a milk infection to the patient’s disease.
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Do not overfeed the little patient. A diarrhea is
best controlled by diminishing the food supply.
Many a patient has been killed by overfeeding when
the food was not digested or absorbed.

When severe diarrhea and tympanites arise, the
food must be diminished and often the milk stopped
altogether; feed the patient on well-boiled cereal de-
coctions and broths for a few days.

Remember that constipation is the rule in typhoid
fever; when diarrhea supervenes, either the disease
is one of unusual severity or the diet is improper.

Stimulants are only rarely needed in the typhoid
fever of children; hypnotie action is best obtained
by hydrotherapy. Aleohol is a good hypnotie.
Chloral and opium may have to be used.

Malaria.

The treatment of the various types of malaria is
simply the administration of the cinchona alkaloids.
A quinin salt is to be preferred; yet the treatment
offers certain difficulties because young children and
infants do not take the drug well. Almost invari-
ably vomiting will arise before the patient can be
cinchonized.

Remember that it is insufficient to make the quinin
salt tasteless by suspending it in various sweet ve-
hicles. It is the irritating effect of the quinin on the
mucous membrane of the stomach that causes the
trouble, and this irritating effect is in direct pro-
portion to the solubility of the quinin salt. The
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bisulphate is more irritating than the sulphate.
Often the aromatic syrups cause nausea; then the
bitter solution in acidulated water may be retained.

The drug may be given in cream or in a mucilag-
inous fluid, but in either case it may eause vomiting.

Do not be delnded that malaria can be cured by
rubbing quinin upon the skin. The dermic method
of administration is worthless, as quinin is not ab-
sorbed from the skin. Rectal administration is also
untrustworthy, since it irritates the rectum and is
insufficiently absorbed.

The most reliable method is to give it hypoder-
matically. By this means failure to cure malaria is
VEry rare.

Remember that aseptic abscesses are very common
after the hypodermic injection of quinin. A few
rules must be observed. Perfect asepsis must be
secured and the solution must be boiled before in-
jecting. The solution should not be too concentrated.
The hydrobromid or hydrochlorid salts of quinin
are to be preferred.

Remember that hydrochlorid of quinin is made
much more soluble by the additional use of urea,
antipyrin, and some other drugs. The so-called
Laveran’s solution (quinin hydrochlorid 3 parts,
antipyrin 2 parts, water 6 parts) will be found most
serviceable. When diluted at least four times, ab-
scesses are very rare from its use.

Be careful not to inject these quinin solutions be-
tween the layers of the skin; necrosis i1s likely to



206 TREATMENT.

follow. Necrosis of the skin is extremely likely to
oceur when the peripheral circulation is very poor.

Remember that Laveran’s solution is also very
useful in the hyperpyrexia of septic fevers. The
antipyrin brings down the temperature for a short
time.

Do not forget that, while the alkaloids, quinin and
cinchonidin, are more liable to be retained in the
stomach, their absorption is less certain than that
of the salts. The tannate of quinin is also very un-
certain in regard to absorption. ‘

It is better to cinchonize the child once a day than
to give quinin at regular intervals during the twenty-
four hours.

It is well to know that the mineral acids well
diluted are good adjuvants of quinin.

Do not forget that acute infectious diseases often
predispose to the development of a latent malarial
infection.

The chemical derivatives of quinin (euquinin,
aristochin, saloquinin) can be used in place of the
cinchona alkaloid.

Occasionally the tincture of cinchona seems to act
better than the alkaloid, quinin.

Reliable succedanea of quinin are not known.
Methylene blue has been used with some success;
the picrate of ammonium deserves further trial;
coal-tar antfipyretics seem occasionally to have a
synergistic action.
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Cerebrospinal Fever.

Remember that the nose and throat of a patient
with cerebrospinal meningitis may contain the
meningococeus. The nose and throat of attendants
who apparently suffer only from simple angina may
contain the meningococcus. Watch the nose and
throat. Have ventilation perfect.

Do not forget that the death rate of cerebrospinal
fever is very high; yet many cases recover. Do not
give a hopeless prognosis.

Utilize all those agents by which the resistance of
the body may be increased. Probably the iodids are
still the most useful remedies. Hot baths and cold
to the head are useful. Do not hesitate to relieve
pain with narcotics.

Lumbar puncture is a good diagnostic procedure,
but it accomplishes little from a therapeutic stand-
point. The symptoms of pressure may be relieved
by lumbar puncture.

Flexner’s antimeningococcic serum should be used
promptly in all cases. It should be given subdurally
by spinal puncture.

It is possible in certain cases to obtain an advan-
tage by injecting into the blood some drug which
exerts a stimulating effect on phagocytosis. Some
silver salt or colloidal silver may accomplish this
desired effect.

Do not forget that pilocarpin stimulates leucoey-
tosis, and may be found valuable in cerebrospinal
fever.,
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Do not fail to use anodynes freely; the coal-tar
antipyretics are indicated.

Above all, institute a rigid prophylaxis; visit the
patient with epidemic cerebrospinal meningitis last;
disinfect the hands thoroughly. It is well to change
your clothing after each wvisit and thoroughly dis-
infect it. The children of the same family must not
be permitted to attend school or any social gather-
ings. The adults who come in contact with the sick
should not visit others.

Diphtheria.

Remember that a good antitoxin is specific for
diphtheria. Refuse to use any other therapeutic
means to the neglect of antitoxin.

Do not forget that when a child with diphtheria
1s injected with the antidiphtheritic serum on the
first day of the disease, the mortality is almost noth-
ing. Hvery additional day increases the danger.

The internal administration of pilocarpin is a good
adjuvant to the antitoxin treatment. The salivation
prevents the absorption of toxin to some extent.

Do not make applications of antisepties to the
throat before you are sure of the diagnosis; the par-
tial disintegration of the pseudomembrane may ob-
seure the diagnosis.

In cases of doubt, especially when diphtheria is
endemic, give a dose of antitoxin. The antidiph-
theritic serum is sometimes useful in other infections.
There is a staphylococcus infection and pneumo-
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coccus 1nfection which resemble diphtheria; often
only a culture can decide the difference.

It is a good rule to give antitoxin amounting to
1,000 units for each day that the disease has existed.
Thus a ehild on the fourth day of the disease should
receive at least 4,000 units of antitoxin.

In the chronic nasal diphtheria this rule does not
hold. Antitoxin amounting to 3,000 and 4,000 units
18 usually sufficient.

Remember that in primary or secondary laryn-
geal diphtheria a large dose of antitoxin given at
once is best, since the more antitoxin there is in
the circulation the more prompt will the curative
action appear.

It is much better in all cases of diphtheria to give
one large dose at once and not repeated doses every
few hours; the large dose secures quicker action.
In diphtheria which has already existed for many
days, and 1n which the nose and throat involvement
18 extensive, repeated doses must be given.

Do not forget that diphtheria antitoxin never
causes heart paralysis. It should be remembered,
however, that if the serum is given late, the serum
disease appears about the same time as the cardiac
paralysis. The latter trouble may be made more
dangerous.

The best prophylactic for cardiac and other forms
of paralysis is the early injection of antitoxin in full
doses and the administration of pilocarpin.

In laryngeal stenosis do not wait too long before
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intubating the larynx or performing tracheotomy.
Do not let the child become exhausted.

Watch for hemorrhage when the membrane be-
comes loosened in nasal diphtheria. Fatal hemor-
rhage has occurred many times after diphtheria of
the nose. A weak solution of iron subsulphate should
always be on hand. A firm tamponade may be
necessary to control the hemorrhage. Adrenalin is
useless.

Do not allow the child to get up too soon after an
attack of diphtheria. Rest in bed for at least two
weeks after convalescence is necessary. The deaths
from cardiac paralysis are always to be feared.
Paralyses of the palate or ocular muscles are not
serious, almost always recover, and are uninfluenced
by medieation.

Remember that the semirecumbent posture is pref-
erable in threatened heart failure. The recumbent
posture increases the general blood pressure. Quiet
the nerves with morphin, and give camphor and
caffein for the heart. Strychnin is very serviceable,
but it often increases the nervous irritability.

Do not allow a child convalescent from diphtheria
to mingle with other children for at least four weeks
after the attack. The Klebs-Loffler bacillus remains
in the throat sometimes for a month or more.

Always immunize other children of the family
with 500 units of anfitoxin if they have not been
isolated when the disease first appeared. Do not
permit the disease to spread.
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It is well to know that small doses of serum sensi-
tize the child to subsequent doses given later than
two weeks. It is well, therefore, to avoid immuniza-
tion when the exposure is uncertain and the child
can be watched.

Do not be afraid to give antitoxin when indicated,
even when the child has received an injection many
weeks previously. To a sensitized child the second
injection may produce early and severe manifesta-
tions of serum disease, but no fatality has as yet
occurred.

Always watch for nephritis after an attack of
diphtheria. Extreme restlessness on the part of the
child after the disease is improving demands an ex-
amination of the urine.

Always warn patients that the serum disease
(urticaria, joint pains) may appear any time within
three weeks after the injection of the serum.

Do not torture the child with local applications;
do not injure the faucial mucous membrane with
strong antiseptics. In many children it 1s best to
get along without any local applications. It is well,
however, to make an attempt to remove the pseudo-
membrane as soon as possible after the septic symp-
toms are controlled by the antitoxin.

Feed the child carefully, but do not induce indiges-
tion by overfeeding.

Use prophylaxis; watch the throats of the adults
in the family.

The modern practitioner of medicine must be ready
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to do intubating or tracheotomy in severe laryngeal
stenosis.

Intubation is to be preferred in the majority of
cases. Tracheotomy is indicated in moribund cases;
vou must be ready to do tracheotomy in all cases.

Intubation is indicated in laryngeal stenosis fol-
lowing diphtheritic laryngitis, membranous non-
diphtheritic laryngitis, the croup following measles,
syphilitic stenosis, stenosis following injuries, or
disease of the larynx. It can be used also in papil-
loma. Its use is necessary in certain forms of laryn-
gospasm, but it may be impossible to introduce the
tube; there tracheotomy will be necessary.

Remember that intubation will not relieve the pa-
tient if the stenosis is below the larynx, as in bron-
chial diphtheria, or if foreign body is in the bron-
chus. Intubation is useless in edema of the larynx.

In intubating remember to keep the instrument
exactly in the median line, to raise the handle as the
tip of the tube reaches the opening of the larynx, and
again to depress the handle slightly as it enters the
larynx.

It is safer to leave the cord attached to the tube;
the end should be fastened over the cheek with ad-
hesive plaster. If the patient cuts the string with
his teeth, no harm is done.

Do not fail to fasten the patient’s hands securely,
or he will pull out the tube with his hands by pulling
on the cord.

Remember that it is necessary to wateh an intu-
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bated child day and night. The tube may be closed
with loosened membrane, or it may be expelled by
coughing; in either case the patient’s life may be in
danger.

It is necessary to leave the tube in place from two
to four days in laryngeal diphtheria before it is
extracted; reintubation may be necessary.

Remember that intubation is a life-saving opera-
tion in pertussis when convulsions ensue from the
violent coughing attacks or when laryngospasm is
so severe as to threaten life by asphyxia.

Whenever the tube is expelled by coughing there
1s usually a relief for a short period; do not be de-
ceived by this fleeting relief. Watch the child until
it 1s certain that the pseudomembrane has been ex-
pelled.

Remember that the intubated child must be fed
with its head lower than its body, so that the milk
will not run into the larynx. If the patient will not
swallow, rectal injections of water can be given. In
prolonged intubation it may be necessary to feed
with the stomach tube.

Tuberculosis.

The first golden rule to remember is that the gen-
eral treatment of tuberculosis is the same, wher-
ever the place of infection; tuberculosis of the bone
should be treated in the same way as pulmonary
phthisis. The same rule holds true in tuberculosis
of the lymph nodes, the peritoneum, the kidney, or
even the brain.
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It is a great mistake to treat hip joint disease by
rest and immobilization of the joints without advis-
ing the employment of those means which increase
the resisting power of the body. A sea voyage is as
curative for white swelling of the knee as for a tuber-
culous apex of the lungs.

Do not forget that, with rare exceptions, tubercu-
losis—wherever it occurs, lungs or peritoneum—is
more apt to heal, or at least come to a standstill, in
children than in the adult.

It is, therefore, a golden rule to heal tuberculosis
completely in childhood, since it is in this period of
life that the infection most frequently occurs. Heal
the tuberculosis in its early stages.

Good hygienic treatment will heal a tuberculous
peritonitis just as promptly as bone tuberculosis.
Surgical means should be- resorted to only when
hygienic means are impossible or ineffectual. The
same rule is applicable to glandular tuberculosis.

The treatment of tuberculosis is comprised in those
measures which increase the nutrition—rest, sun-
shine, fresh air, and good food, adapted to the needs
of the patient.

It is an error to stuff the patient with oils and fats
indiscriminately. Cater to the appetite of the patient
as far as possible. Give only that which can be
digested thoroughly. A mixture of protein, fats,
and carbohydrates is best. Remember that fruits
and vegetables increase the absorption of proteids.
Butter is probably as good as codliver oil in most
cases.
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Rest in tuberculosis means physical rest and men-
tal rest. The tuberculous patient should not work,
should not attend school, and should not take part
in athletic exercises which demand the utmost exer-
tion. Rides and walking for a short distance are
beneficial. Fatigue must be avoided.

A change of climate often has the most marked
effect on nutrition. A trip from the center of the con-
tinent to the seashore, or to the mountains, imparts
a feeling of well-being, and increases the appetite and
the absorption of food.

Fresh air, day and night, is essential.

It should be remembered that consumptive pa-
tients are extremely susceptible to other infections—
e. g., influenza and pneumococeus infections. There-
fore the patient should avoid the erowds. Isolation
with one or two agreeable companions in a country
place is ideal. He should not attend places where
crowds gather; the oftener his association with peo-
ple the greater becomes his liability to secondary
infections.

Diarrhea in tuberculosis is best treated by a modi-
fication of the diet and not by the administration of
opium. Remember that it is not so much the kind
of diet that is indicated as a good quantity of pro-
tein and fats which the patient can assimilate and
digest.

The necessity for surgical treatment in abdominal
tuberculosis is very much exaggerated. Rest and
food will often do just as much as opening the ab-
domen.
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There is little that can be done in acute miliary
tuberculosis or tuberculous meningitis.

Remember that tuberculosis is disseminated not
so much by the dust which contains a few tubercle
bacilli as by actual contact with a tuberculous pa-
tient. The fact that a grandfather, whom the patient
never saw, died of tuberculosis has no significance;
but the association of a child with a consumptive
playmate or a phthisical servant is of the utmost
importance.

In the vast majority of cases of tuberculosis in
children it is not necessary to seek for a tuberculous
cow or a consumptive ancestry. Seek for the person
who has transferred the tubercle bacillus again and
again by kissing the child or coughing near him.
Consumption is not so easily acquired; it takes re-
peated infections for the germs to get a hold on the
system.

The prophylaxis of tuberculosis, then, is isolation
of the children. Tuberculosis will never be con-
trolled as long as children live and sleep with tuber-
culous parents or relatives; as long as a tuberculous
sickly uncle or aunt is placed in charge of the little
ones, we can not hope to keep the disease from our
little folks. It is mot an uncommon event in our
apartment houses, where a child across the hall is
consumptive, and the healthy child plays daily with
the former, that the latter acquires Pott’s disease.
The prophylaxis of tuberculosis is isolation. It is
criminal to allow a young child to live with a con-
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sumptive individual. Its resistance may be strong,
but, as it acquires measles, whooping-cough, influ-
enza, enterocolitis, ete., the time is sure to come when
the tubercle bacilli will suceceed in nesting themselves
somewhere in the body, to break out in full force
sometime later when the matural resistance is les-
sened by overwork or other depressing causes.

Glandular tuberculosis does not need immediate
surgical intervention; strict dietetic and hygienic
measures, with local applications, should be given an
extended trial. Remember that tuberculous menin-
gitis often follows operations on tuberculous joints
or lymph nodes.

Tuberculosis of the bones needs immobilization—
that is, functional rest; but general therapeutic meas-
ures, dietetic and hygienie, should not be neglected.

Do not neglect medication entirely in the treat-
ment of tuberculosis; much good can be done by
giving the proper drug at the proper time.

Pertussis.

Always isolate a patient who has a spasmodiec
cough, gradually becoming aggravated in spite of
cough medicines. Keep pertussis patients away
from babies. The death rate is high among infants,

Remember that the open air is the best treatment
for pertussis. Keep the patient out of doors even if
the air is cool. In winter clothe the child well and
keep him outside a good part of the day. The inhala-
tion of cool air soothes the mucous membrane.
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Do not forget that the patient suffering from
whooping-cough is very susceptible to secondary in-
fections. A combination of a pneumococecus infection
and pertussis 18 very serious.

It is essential, therefore, that the patient should
always breathe fresh, clean air. A daily excursion
into the woods or park is beneficial. Keep him away
from others, whether they have had whooping-cough
or not.

Quinin often has an inhibitory effect on pertussis
as well as on other infectious diseases. Antipyrin,
belladonna, and sodium bromid are the best anti-
spasmodics.

At night keep the patient well covered, and let him
sleep near an open window. Cool air is the best
respiratory sedative.,

Inhalations are sometimes useful. Emollient ap-
plications to the chest sometimes diminish the num-
ber of paroxysms. A bandage around the chest and
abdomen support the muscles.

Do not be deceived by the favorable action of this
or that remedy in a few cases. Whooping-cough
varies so much in severity that it is exceedingly dif-
ficult to estimate the merits of any therapeutic agent.
Hundreds of remedies have been recommended ; most
of them are useless.

A young infant suffering from pertussis must be
watched day and night; it may have a fatal
laryngospasm from a severe coughing paroxysm. If
1t stops breathing and becomes cyanotic, the finger
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must be thrust into the mouth and the throat cleared
of mucus; then turn the infant upside down, so that
the mucus will flow out of the larynx; use artificial
respiration to restore the breathing.

Convulsions from severe laryngospasms are dan-
gerous; intubation may be necessary in some severe
forms.

Look after the diet very carefully; the child needs
strength. If it has been badly fed, correct the diet.

Do not give nauseating expectorants in whooping-
cough. Such drugs can do only harm.

The bronchopneumonia following pertussis is al-
ways protracted, and the patient needs good food
and nursing especially.

Remember that the disease is cured by the patient
by those physiologic processes that bring about 1m-
munity; do not expect to abort the disease by local
or general antisepsis.

Mumps.

Remember that drugs are not indicated in mumps.
An antipyretic may be given for high fever.

In young men mumps is sometimes complicated by
orchitis. As a rule, this complication is not serious.
Anodynes and local cooling agents may be advan-
tageously used.

Do not forget that sudden deafness may occur
after mumps.

Isolation for two or three weeks is necessary to
prevent the spread of the disease.
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The troublesome constipation should be met by
the administration of laxatives; do not give too
strong purgatives.

The external application of camphor liniment and
cotton dressing is often soothing. Belladonna lini-
ment can be used if the swelling 1s very severe.

Keep the patient in bed, prescribe a light diet, and
keep excitement away.

Troublesome vomiting sometimes occurs, and
should be treated by starvation and small doses of
some gastric sedative.

Septicemia.

It should be remembered that, while general septi-
cemia may be a part of the infectious process in all
severe infectious diseases, the disease may occur
independently of any recognized form.

The fundamental law is to maintain the strength
by a careful adjustment of the diet; keep the nutri-
tion at the highest point possible.

The next rule is absolute rest; even hydrotherapy
should not be made burdensome. =

It is becoming recognized that certain metals
(colloidal silver, silver salts) may at times be effec-
tive in treatment. Bactericidal sera sometimes work
wonders.

Ordinarily, we must depend on salicylic acid, or
1ts compounds, and quinin and iron to combat the
disease. It is questionable whether these drugs are
advantageous in all cases.
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In streptococcus infections an antistreptococeic
serum sometimes acts very favorably, but do not give
this serum unless the bacteriologic cause is known.

Do not hesitate to give an occasional dose of an
antipyretic, but do not give these drugs at regular
short intervals.

Use stimulants freely if necessary, but do not over-
stimulate; remember that strychnin often increases
the restlessness.

The use of alcohol in sepsis is still sometimes
used; a good dose as a hypnotic is advantageous.

The diarrhea is best controlled by feeding a
smaller quantity; milk must sometimes be omitted.

Tetanus is best prevented by giving a dose of anti-
tetanic serum. Occasionally this serum cures.

Children who have been injured by fireworks
should invariably receive a dose of the serum hypo-
dermatically.

Rheumatism and Endocarditis.

Rheumatism is serious in childhood on account of
the great liability of cardiac involvement; other-
wise it is a mild disease and readily yields to saliey-
lates.

Remember that the endocarditis does not yield to
salicylates so readily. The iodids in addition are
useful. Rest in bed must always be enforced.

Always watch a child who has recently passed
through an attack of rheumatism. Recurrent endo-
carditis makes the prognosis exceedingly un-
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favorable. Fight reecurrent attacks of endocarditis.
Change of climate is often helpful; living in the open
alr or in a tent during the summer may prevent
these attacks. Give the iodids and iron. Improve
the nutrition and insist on protracted periods of rest.
Do not let the child go to school.

Unfortunately we know of no absolute preventive
of rheumatism; cold evidently is only a predisposing
cause,

Codliver oil is one of the most effective remedies
for the malnutrition and anemia following endocar-
ditis.

Syphilis.

Prevent hereditary syphilis by giving the mother
antisyphilitic tfreatment during pregnancy in all in-
stances in which the history reveals recent syphilis
in the father or mother.

Insist that the mother nurse the syphilitic baby;
for on artificial feeding most syphilitic babies die
of an intercurrent affection, if not of the original in-
fection. The mother’s milk overcomes some of the
susceptibilities of the infant.

Mercury with chalk or calomel are the best inter-
nal remedies, but it 1s advantageous to add a little
Dover’s powder to the drug, as infants are very sus-
ceptible to gastroenteric irritation from the mercury.
The dermie application of mercurial ointment is also
very effective. Lesions that do not heal promptly
can be favorably influenced by potassium iodid given
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as an adjuvant to mercury. The sublimate baths
are too uncertain. Keep up the child’s nutrition.

It is well to treat snuffles with a very weak solu-
tion of corrosive sublimate or some ointment con-
taining calomel.

Do not allow the syphilitic baby to nurse any one
but 1ts mother; she is immune and the wet-nurse is
not.

Always warn the attendants and parents about
kissing the syphilitic c¢hild who has lesions on the
face, lips, or mouth.

Always insist that the baby remain under obser-
vation and treatment for at least one year.

Syphilis tarda should receive the iodids in addi-
tion to mercury.

THE EXANTHEMATA.

Remember that all children should have measles,
rotheln, and chicken-pox; no child should have
scarlet fever or small-pox. Prevent all the former
diseases during infancy. It is better that they be-
come 1mmune to these diseases during childhood
than be infected when they are adults. But fight
scarlet fever and small-pox with all the means science
gives. Prevent them at all hazards.

It is useless to isolate the other children when an
eruption of measles appears; the patient during the
prodromal stage has already infected the others.
Measles is the most contagious of all exanthemata.
Separate the baby from the patient who has measles.
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While the breast-fed infant is usually immune, this
1s not invariable.

Do not forget to look for Koplik’s spots in all
children who have fever and coryza; it will prevent
much embarrassment and give an opportunity for
effective isolation when necessary.

The bronchial and pulmonary complications in
measles are usunally caused by secondary infections,
by the pneumococecus, ete.; therefore under no eir-
cumstance permit any child who has a bad cold or a
cough not due to measles to play with children dur-
ing or immediately following an attack of measles.

For the same reason the air breathed by the pa-
tient must be absolutely pure; the fear of draughts
in measles is a common source of pneumonia. Foul,
stagnant air must not be tolerated.

Hospital treatment for the exanthemata is less
successful, since the commingling of several cases
of the same disease increases the danger of secondary
infections.

Never permit a child having bronchopneumonia
following measles to remain with others having un-
complicated cases of the latter disease. The addi-
tional infection may be carried to all the children.
Severe epidemies of pneumonia occur in institutions
where many children occupy one room; similarly the
severest cases of measles occur in families where
several children sleep in the same bed.

Remember that the treatment of measles is pure
air, rest in bed, and cold drinks. Mild sudorifics are
very helpful.
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Never give strong purgatives in measles. The
stomach and intestines are also implicated in the
disease process, and purgatives are harmful irri-
tants.

Do not keep the rooms in which patients are kept
too dark. The conjunctivitis following measles is
not aggravated by a moderate diffuse light.

Do not give nauseating expectorants for the cough
of measles. The stomach will be sure to rebel. Equal
parts of the syrups of tar and wild cherry, with a
little paregoric, is all that is necessary.

Remember that as long as the cough continues
there is a sore place somewhere in the respiratory
tubes which may become infected. Keep the patient
away from crowds at least ten days after the fever
ceases.

Do not give drugs for chicken-pox; the course of
the disease can not be influenced; possibly one or
two doses of an antipyretic when the fever is very
high is permissible.

Remember that the contagious prineciple resides in
the scabs of the lesions. Until all the primary crusts
have fallen off, the child can give the disease to
others.

Scarlet fever should be regarded as a preventable
disease; prompt isolation almost always stops the
spread of the infection.

Remember that the mild forms of scarlet fever are
often not recognized, and form the sources of con-
tagions to others. All scarlatinal rashes and sore
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throats should be considered scarlatina unless very
strong evidence to the contrary exists.

Always examine very carefully the nose and throat
of a convalescent patient for ulecerations, erosions,
or inflammatory spots before permitting his mingling
with other children; a small lesion in the nose may
be the source of contagion even after desquamation
is complete. The nose and throat of a scarlet fever
patient must be perfectly healthy before the case
should be dismissed.

Never grow too confident in the therapeutic means,
and never grow careless in watching the course of
the disease, for the disease varies more than any
other infectious disease in its severity or malignancy.
Bretonneau years ago pronounced scarlet fever the
mildest of all the exanthemata, because during an
extensive practice of twenty years he did not lose a
single case. Yet subsequently he learned that the
disease may be as malignant as the plague.

Always examine the throats of the adults who have
been associated with a scarlet fever patient; many
of them have a scarlatinal angina which may be the
source of contagion to others.

The administration of pilocarpin in the treatment
of scarlet fever is attended by excellent results. The
throat is kept moist, the skin active, and the fever
1s somewhat controlled. Hydrotherapy must not be
neglected. Chloral is the best remedy for the active
delirium which occurs in some cases. Milk should

be the principal diet. Antistreptococeic serum is
sometimes useful.
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Do not give broths and meat in scarlet fever; they
throw additional work on the kidneys; neither must
salt be given for the same reason.

The best preventive of post-scarlatinal nephritis
1s pilocarpin and baths. Cool baths should be given
during the height of the fever; but use warm baths
1f marked albuminuria appears.

Remember that a milk and cereal diet has a pre-
ventive influence in acute nephritis.

The best preventive for suppurative otitis media
is piloecarpin. Do not worry the child by too much
nose and throat applications. Forcibly washing the
nose and throat often initiates an inflammation of
the Eustachian tube, which subsequently involves the
middle ear. A 5-percent solution of argyrol may be
used in the nose. )

Never despair of a patient with scarlet fever. The
most severe septic cases get well. Therapeusis is
most helpless in the rapid fulminant cases.

Rubella needs little treatment outside of rest in
bed; an antipyretic must sometimes be given.

Children sometimes give a history of two attacks
of measles; most commonly, however, one attack of
these was German measles.

Remember that it is possible to have two or more
attacks of any of the exanthemata; but the occur-
rence of a second attack should not be received
except on convincing evidence.

Remind the parents to have their c¢hild vaceinated
in infancy, and again when it enters school. Thor-
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ough vaccination is the only effective prophylactic
for small-pox.

Do not regard the failure ‘“to take’’ as evidence
of immunity to small-pox; there are hundreds of
such persons who have rested on a false security to
their own regret. Vaccinate repeatedly at different
times until the vacecine pustule is produced.

Do not fail to warn the mother that the secretion
from the vaccine pustule is contagious; the arm
should be protected; otherwise other persons may be
inoculated in undesirable parts of the body, as the
lip or the cheek.

Use the most careful asepsis in vaccinating a child.
Disinfect the arm with 70-percent alcohol before in-
oculating the virus.

The*ordinary shield put on with adhesive plaster
does more harm than good. Use sterilized gauze
for dressing the vaccinated lesion or the vaccine
pustule.

No treatment is necessary for megaloerythema.
Keep the patient in bed for a few days.

Infantile roseola needs no special treatment; as a
rule, the diagnosis is not made until the rash ap-
pears, when the fever rapidly abates.

SEVERE INFECTIOUS FEVERS.

It can not be too often repeated that the course
of the vast majority of the acute infectious diseases
in children is toward spontaneous cure. Those proe-
esses which bring about an eradication of the infec-
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tion can frequently be assisted or stimulated not only
by hygienie surroundings, hydrotherapy, and phys-
1cal therapy, but also by well-directed medication.
Do not be a therapeutic nihilist.

When, however, the disease has lasted for several
days, and it is seen that the body will have a very
serious struggle to overcome the infection; when the
seat of the inflammatory process has spread until it
occupies a large area; when, in addition to the loecal
infection, a septicemia is complicating the course of
the illness, then it is usually best to discontinue
medication directed toward the eradication of the
infection, and direct all our efforts to sustain the
life and strength of the child’s body.

The diseases in which this general rule applies
are the severer forms of acute infections diseases—
namely, pneumonia, secarlatina, ileocolitis, eerebro-
spinal fever, typhoid fever, pyelitis, variola, acute
tuberculosis, peritonitis, septicemia, and endocar-
ditis. Rarer forms are chorea, varicella, pertussis,
parotitis, rheumatism, gonorrheal arthritis, ete. Ex-
ceptions are malaria, syphilis, and diphtheria, in
which specific means against the infection must be
continually administered in some way.

Remember that the general means employed to
sustain life and strengthen the vital functions neces-
sitate a most careful examination and constant su-
pervision of all dynamie, metabolic, and excretory
functions. All functions unnecessary to the life
process should be kept in abeyance; all functions
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necessary to life should be watched, and stimulated
if they grow weaker.

Hence it should be remembered that absolute rest
of locomotion, sight, hearing, and cerebration is
necessary. This does not mean splints, whispers,
and dark rooms, but passive motion, frequent change
of position, light rooms, and little talking. If ex-
cludes loud noises, too much company, unusual faces
or scenes. Fresh, cool air is essential.

Do not forget that hydrotherapy properly em-
ployed has soothing and stimulating effects unob-
tainable often in any other way. The technic must
often be varied and adapted to the indications and
contraindications which each patient presents.
Sometimes the cold bath or cold pack, at other times
effusions or sprays, and in still other instances warm
or even very warm applications and baths, should be
employed.

Do not forget the ice bag and cold effusions to the
head in patients whose cerebral functions seem very
much affected by the high temperature. Do not,
however, overdo 1it; the cerebral cortex can be kept
too cold, which irritates it and induces muscular
rigidity and irritability of the nerves.

The food merits a primary consideration. It is a
mistake to feed our little patients, struggling with a
serious infectious disease, on broths and egg albumen
only. The preparations of albumoses on the market
are not good foods for fevers. Milk is to be given
when possible, but it often gives rise to severe indi-
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gestion and tympanites, so that other foods must be
used.

Do not forget to inquire into the purity of the milk
to be given your patient. Infected milk is one of the
most common causes of dyspepsia and tympanites
in the severe infectious diseases.

Remember that the most necessary food constitu-
ents in the feeding of fevers are the carbohydrates.
Fever patients need little protein. Give sugar and
dextrinized starch in a variety of forms; occasionally
fat in small quantities increases very much the ca-
loric content. Do not be afraid of sugar; it is badly
needed.

Watch the quantity of fluid which the patient is
taking. Water is absolutely necessary for all physi-
ological processes. An infant should get at least
one-sixth of its weight in fluids daily; if the stomach
does not stand it, give water by the rectum.

Do not forget to stimulate the patient if some of
the dynamic functions are weak. Not only the heart,
but digestion, metabolism, and all activity, needs
stimulation if the proper activity is not present. Do
not forget tea and coffee, or caffein; as general stimu-
lants they have a very decided value in all infectious
fevers. Tea can be given to the youngest infant.
Coffee will sometimes produce sleep in that it re-
lieves the sense of weakness. Alcohol still holds its
place as a good general stimulant and hypnotie. It
should not be given in too large doses.

Remember camphor as a general and cardiac stim-
ulant. The effect is often very gratifying.
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Remember that strychnin usually increases the
nervous excitability already increased by the bac-
terial toxin. This drug should be reserved for those
cases of depression in which the general nervous irri-
tability is at a low ebb.

Digitalis acts more slowly; it is a good heart stim-
ulant, but it often disappoints us in the severe infec-
tious fevers. It is well, however, to give some '
digitalis or strophanthus when the blood pressure
18 very low.

Watch the amount of sleep. At least eight hours
of sleep should be procured. Aleohol is a good hyp-
notic. Sleep may be induced by hydrotherapeutics.
Occasionally we must resort to opium; do not be
afraid to give it. The pure hypnoties, chloral hy-
drate, trional, and veronal, act well in infants and
children.

Do not forget to use the physiological salt solution
occasionally if the arteries seem empty. Give it by
the rectum or hypodermatically.

When the peripheral circulation is very poor,
mustard baths or friction with hot sponges should
be remembered.

Do everything needful for the child within ten or
fifteen minutes; do not prolong your attentions; do
not worry the child constantly. Do what is necessary,
and then let the child alone for at least two hours.

Remember that there is no stage of any acute in-
fectious disease so severe but that the child may

overcome 1t. Never give up hope until the child is
dead.
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Gentle massage with some bland ointment often
has a very quieting effect, and should be remembered
when hydrotherapy is contraindicated.

Watch the secretion of the kidneys; promote their
activity if their function is impaired; but do not give
medicinal diuretics as long as the internal adminis-
tration of water acts sufficiently diuretie.

The peripheral circulation fails first before death;
it is necessary to stimulate the vasomotor system by
bathing and passive motion. Cold air passing over
the body increases blood pressure. Caffein and cam-
phor do most good in keeping the blood pressure
normal.

SKIN DISEASES.

The erythema of the newly-born should be treated
by soothing lotions. Olive oil and limewater, equal
parts, make a good application.

Remember that there are some skin diseases in
children which need active treatment; others should
be allowed to run their course without interference.

Most skin eruptions in children are harmless and
disappear without treatment.

There are no specifics for various skin diseases. In
malarial dermatosis give quinin; in rheumatic forms,
salicylates will be useful. The internal administra-
tion of arsenic for skin diseases has been generally
discontinued.

Equal parts of olive oil and limewater will be
found a very serviceable application in all irrita-
tive lesions, such as dermatitis of the buttocks from
irritating stools, intertrigo, sunburn, miliaria, ete.
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Remember that the facial eczema of infants often
appears when there is no error in diet, and that,
whatever digestive disturbance may cause eczema,
we are at present unable to tell just what kind of
disorder favors it.

Do not be deluded with the conception that eczema
1s promptly curable by some specially adapted exter-
nal application. The symptoms of eczema may be re-
lieved, but as a rule the disease is protracted and
disappears spontaneously after a few months; hence
do not reach the conclusion that the last application
applied has a marked curative potency.

Foods deficient in salts are said to act favorably
in cases of eczema.

Regulate the diet in eczema; insist on a rational
diet. Do not use stale foods; get fresh milk.

Remember that the ointment of zine oxid has as
yvet not been surpassed as a local therapeutic agent.

Do not fail to tell the mother that a certain time is
necessary to cure eczema. Insist on this time; it 1s
the greatest aid.

Remember that any effective germicide is curative
in impetigo, but do not irritate the skin too much by
too strong applications.

It is worth remembering that the cause of an urti-
caria has been ingested several days before. Beef
Juice and rare meats often cause urticaria. The
treatment is symptomatiec.

As the toxin causing erythema multiform is un-
known, no specific treatment can be instituted.



SKIN DISEASES. 235

The same rule holds in purpura; give the child
tonies.

Remember that the pus of furuncles rubbed into
the skin causes other furuncles; allowing a boil to
rupture spontaneously permits this autoinoculation.

The classical treatment of scabies by sulphur oint-
ment has not been superseded.

Remember that ringworm of the scalp is an ob-
stinate affection; it requires time and patience; the
hair should be cut short; epilation of the invaded
area is usually necessary. A strong parasiticide
should be applied; it must be thoroughly rubbed in.
The disease is very contagious; examine the scalp of
other children in the family; isolate the patient.

Psoriasis should not always be considered incur-
able. Much can be done.

Remember that alopecia areata practically always
gets well. Use some strong antiseptic.

In the treatment of ringworm the parasiticide
should be in strong solution; nothing need be said
as to the drug to be chosen.

Do not regard acne as curable by time only; proper
dietetic directions and the application of a parasiti-
cide often cures, and more often mitigates.

Remember that strophulus (urticaria papulosa)
1s common in young children; good results follow
internal administration of calecium sulphid.

Furunculosis can frequently be avoided by the in-
ternal administration of dilute sulphuric acid.

Do not hesitate to use a good staphylococcic bac-
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terin in persistent cases of furuneculosis; a very few
injections may lead to a rapid cure.

There is no doubt that caleium sulphid given in-
ternally may assist in overcoming the diseases in
many cases.

THERAPEUTIC ADDENDA.

Adrenalin given internally has cured a case of
hemorrhagic disease of the nmewly-born; remember
that gelatin given internally has hemostatic prop-
erties.

Diabetes insipidus can often be ameliorated by
drink restriction; drugs have only a temporary
action.

Scrofula, being a condition in which the systemie
resistance is lessened, should be treated by hygienic
and nutritive measures.

Graves’ disease should be treated by antithyroidin
(thyroidectin), a remedy which promises to relieve
the symptoms promptly in most cases.

Thymus extract has not fulfilled any theoretical
expectations in therapeuties.

Acid autointoxication is common in infancy and
childhood; it is best combated by giving large doses
of sodium bicarbonate.

No specific for glandular fever has yet been found;
the clinician will find here a disease which has a
varying clinical period, but is usually protracted.

Do not fail to have in mind a thorough dietary and
hygienic regimen for inereasing the nutrition of the
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child; it will be found very useful in practice in a
variety of conditions.

Remember that we have no weapons to combat
rheumatoid arthritis, except dietetic directions. Do
not discontinue the use of meat and eggs.

There is a school of pediatrists who treat tetany
by withdrawing the milk; usually more permanent
results will be obtained by giving fresh unheated
milk.

In laryngospasm from tetany the dangerous symp-
toms may be promptly relieved by withdrawing the
milk from the diet for a short time.

Remember that an oil rub is very soothing to the
nervous system in eclamptic conditions. The warm
bath is generally used; when hyperpyrexia exists,
the cold bath should be given.

In the hydrocephalus due to malnutrition and
rachitis the tincture of digitalis and fluid extract of
ergot are often curative.

Do not forget the butter treatment of chronic con-
stipation. Give a teaspoonful of melted butter three
times a day. Olive oil enemata given daily have a
soothing effect on the rectum and often cure consti-
pation in the infant.

A good oil rub of the whole integument should
not be despised. It promotes the circulation in the
skin and quiets the nervous excitability. Many
mothers have cured what appeared incurable diseases
with goose grease or codliver oil.

Dalol given internally may cure a persistent uri-
nary infection.
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Remember that a 2-percent solution of common
salt makes a good anthelmintic to be injected into
the rectum for oxyuris. Do not allow the salt solu-
tion to be absorbed. Common salt in large doses is
POiSONous.

Remember that intermittent hydronephrosis tends
to disappear as the infant grows older; persistent
hydronephrosis must be treated by incision and
drainage.

It is well to examine the eyes and nose in the head-
aches of children. Nervous headaches (outside of
migraine) are rare in children. Neuralgia 1s un-
common.

Do not give a general anesthetic to a feeble infant
who is artificially fed, as this is sufficient to induce
a protracted, even fatal, indigestion and malnutri-
tion.

Remember never to permit an anesthetic to be
given to a child suffering with bronchitis, unless life
is in danger. The depression produced by the anes-
thesia and the shock of the operation permits the
bronechial infection to spread to the lungs.

Magsage and passive motion are very useful in
many forms of paralysis.

Give fruit juice for the pain in the limbs of rachitic
infants; scurvy may show itself first by tenderness
of a joint.

Remember that human milk is usually unsuitable
for infants suffering with pyloric stenosis. Give
some artificial food which forms no coagula in the
stomach and use gastric lavage.



PART V.
FORMULARY.

GENERAL OBSERVATION.

It is an old custom to annex a formulary to works
on pediatries. Its utility is unquestioned, but that
definite preseriptions may also do harm can not be
doubted. Again, the tendency at present is to pre-
seribe only one drug, which, of course, simplifies
pharmaey and teaches more to the physician, but
which does not always eure so promptly or at least
not so pleasantly; nevertheless, the old custom
should not be entirely discarded.

The following prescriptions may help in difficult
places, and either contain new drugs or combinations
not so well known. All prescriptions, unless other-
wise stated, have the doses arranged for an infant
two years of age.

Antemetics.

R RNEROLIE e e L m ss { .03)
Magma magnesi® ................ Xas [ R
Spiritus chloroformi ............. m xx { 1.2
Aque menthe piperite ........... %58 (15, 3
T DT b g e e R q. 8. ad ¥ ij (60. )

Misece.
Sig.: Teaspoonful every two hours.

For the vomiting of acute gastric indigestion,

acute gastritis, ete.
239
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B oNAlidall it s s s m x {287
Olel amygdale expressi............ 3] [ 4 )
Pulveris BOACIE ...c.:.ewsessan e gr. XXX G
SYEUpLL coiins e nee s S e % as (15. )
AR AIMEL oo s e s b q.s.ad §ij (60. )

Misce.

Sig.: Teaspoonful every two hours.

For the vomiting of gastritis, gastroenteritis,
cyelic vomiting, tuberculous meningitis, pertussis.
B Amesthemin: & vy o s e i gr. iij (e
SROCHATY BECEIR (0. isiipiinsioimimsnamm ias gr. xv [ [l

Misce et divide in pulveres No. XV.
Sig.: 1 every two hours.

For obstinate vomiting.

Anodynes.

B AnBIpFTIng g i iniienasion gr.xxx Il 2. )
Pmetur® VeTabrl .. ..ocimvsassnnes m xvj (X 0)
Syrupi aurantii cortieis........... 3ij (60. )

Misce.

Sig.: Teaspoonful every three hours.

B ABDITIN o i e gr.xxiv . 15
Tincture opii camphorate ........ 3 iiss (10. )
Mucilaginis acacie .............. 5] (30. )
L e e e N e q.s.ad ¥ ij (60. )

Misce.
Sig.: Teaspoonful every three hours.

For earache, pains of osteomyelitis, meningitis, ete.

Antipyretics.
B Quinine hydrochloridi ...... A gr.xxx (2. )
Antipyrini ..... L e T S ! gr. XX ( 1.2 )
L e e 3] (4 )

Misce.
Sig.: 5 drops diluted, to be used hypodermatically.

This is Laveran’s solution, very valuable in ma-
laria and all septic fevers.
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B Naefiphenebidind i i gr.xxiv ( 1.5 )
Ammonii salieylatis .............. gr.xxiv [ 1.5 )
ByTapEeltanY C L e e 51j (60. )

Misce,

Sig.: Teaspoonful every three hours for fever.

Useful in all mild fevers, mumps, varicella, influ-
enza, bronchitis, angina, ete.

154 NS b el e Sl e SR L e e gE. e (20
Mucilaginis acaciz .............. 51ij (60. )
Misce.

Sig.: Teaspoonful every three hours.

Useful in tonsillitis, rheumatism, and septic fevers.

B Piloearpini hydrochloridi ......... £r. 88 { .03)
=adil DenzoatI® .. voiiicaesessiniie 3] td )
Agqu=z menthz piperite ........... 3] (30. )
LA 5 e e B AR e 31 (30. )

Misece.

Sig.: Teaspoonful every three hours.

Use in all throat infections, tonsillitis, scarlatina,
and diphtheria.

Antiseptics.

B Glyceriti boroglyceridi ........... 3 iij (90. )
Sig.: Apply to white patches in the mouth.

Most effective for thrush.

B Potassii chlorati .......cciv0a0msa pr.xlv (03 )
ST T T e e O A T AL e e e ziv (120.
Misce.

Sig.: Mouth wash.

Very effective in ulcerative stomatitis, Vincent’s
angina, and tonsillitis.
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B Liquoris antiseptici, U. 8. P......%iss ( 45. ')
B b | e e E X33 [f R
T S i e i S e q.s.ad 3 iv (120,

Misce.

Sig.: Mouth wash.

Very useful in all catarrhal inflammations of the
mucous membrane of the mouth.

1570 B T B e i e s S i e gT. EXV i ey
AU S it s s e e s ER] {(30. )
Misce.

Sig.: Use a few drops once or twice daily.
This is a valuable formula for various infections
of the eye, nose, and vagina.

Antispasmodics.

B, Chloralis hydrafis-......ccoceeenae gr.xxiv ( 1.5 )
Bodil bromidi, et o i aisie s e gr.xxx. (2. )
Fluidextraeti lupuli ............. m xv R B )
B P e o T q. s. ad 3 ij (60. )

Misce.
Sig.: Teaspoonful every four hours.
For laryngospasm of tetany, restlessness in acute
fevers, convulsions, ete.

R Elixiris valerian ammoniaeci,

Aquss: foeniewld. . .o oiinaganan aa 3 j (30. )
Misce.,
Sig.: 10 drops every two hours.

For nervousness of colicky or teething children.

B ANTAPREIDT S e e gT. XXX 20 )
Atropini sulphatia ............... gr.3o ( .001)
Bodii bromial ... c:ocs s asarens b groxly. ({35 =)
Syrupi pruni virginiane ......... 5] (30. )
MR foc oo s i el q.s.ad 3 ij (60. )

Misce.

Sig.: Teaspoonful every three hours.

For whooping-cough.
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Astringents.

Bemnlphnmm oty - o s s a gr. XV 51 )
Bismuthi subnitratis ............ 33 (-4 )
Syrupi rhei aromatici ........,.. %8s (18, )
Muecilaginis acaciee ............... 3i (30. )
AQUs ATEBL ..o oivene o osie 90 A5 0] (60. )

Misce.
Sig.: Teaspoonful every three hours.

For gastroenteric infection and ileocolitis.

s Mammipenl ™ ool s R X
Bismuthi suhmtratls o i e ARl (

Misce et divide in pulveres No. ‘w

Sig.: 1 every three hours.

For ileocolitis and follicular enteritis. Tannopine
or tannalbin can be used for tannigen.

Cardiac Sedatives.

B Tineturse veratri ................ m xv L)
Acetphenetidini ............. ... gr. Xv N )
Elixiria aromatiel ............... % 88 (16. )
LG e S R q.s.ad 3 ij (60. )

Misce.

Sig.: Teaspoonful every three hours.

For the excitement of fevers.

R Guaiacolis carbonatis ............ gr.xxiv ( 1.5 )
Aaneturse Feratrl <o oo m xv (e [k
Mucilaginis acacie,

Byrapl tolubani .- ..o.oooo aa 3 j (=05 )

Misce.

Sig.: Teaspoonful every two hours.

For pneumonia (early stage). This presecription is
useful also in the febrile stage of bronchitis and

pleurisy.
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Cardiac Stimulants.

I Caffeina citrate ............:... er. ij [ 14)
Tineture strophanthi ........... mx b 6
Spiritus camphoree .............. M XXX { 2 3
Pulyeris: Beae®  vi::ssiesasinnans £T, XX ( 1.2)
Olei amygdale expressi .......... 3 iss Bl e
ST 1) B e e S s i % ss {15 )
igue: amisl- o e n sl e q. 8. ad 3 ij (60. )

Misce.

Sig.: Teaspoonful every three hours.
(Gfood heart stimulant in all protracted fevers and

exhausting diseases, as pneumonia, ileocolitis, septi-
cemia, ete.

B Spiritus camphore .............. 3 ij { 8. )
Tineturs digitalis .......c.cowem. 3ij (R )
Tincturz strophanthi ............ 3j (4. )

Misce.

Sig.: 10 drops in water every four hours.
For cardiac dilatation from valvular disease. For
a child of 5 years this dose should be doubled.

Carminatives.

B  Tincture asafetide .............. 3] { 4. )
Lactis magnesie ................ 3ss (2 )
Agueesdoanienli: - s e 5ss GRS
Aque chloroformi ............... 31ij O T
TR O R q. s. ad 5 ij (GO. )

Misce.

Sig.: One-half teaspoonful every two hours.

For colie.

R Bismuthi subearbonatis .......... gr. xlv { & ]
Tincture opii camphors .......... 3] ( 4. )
Misture crete ............ q.s.ad ¥ ij (60. )

Misce.
Sig.: Teaspoonful every three hours.

For colicky pains and acid stools.
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B  Hlhixiris anisi (N. F.) .. cooiivnn.. £ (30. )
Sig.: 10 drops in a teaspoonful of water.

For colie.

R Rodit S hramidil v v st o gr.xxiv ( 1.5 )
Tincture opii camphorate ........ Mixxee 20 )
L L i e 33 (30. )
N ST T e P q.s.ad 3 ij (60. )

Misce.

Sig.: One-half teaspoonful every two hours.
For colic in a young baby.

Diaphoretics.

B Pilocarpine hydrochloridi ........ gr. 34 ( .05)
ST S s e s e e e 5ij (60. )

Misce.

Sig.: Teaspoonful every three hours.

For a child of 4 years. Useful in acute fevers and
various forms of nephritis.

R Acetphenetidini ...... S Lo XY { 1:2°)
T T e e 3j [ 4, )
Syrupi aurantii ................. 5ij (60. )

Misce.

Sig.: Teaspoonful every three hours.
In all mild fevers.

Diuretics.

B Theobromata salicylatis ......... gr. xv 1
Baecharl Tactis o .:coevnmisens s gr.xxx (2. )

Misce et divide in pulveres No. XV.

Sig.: 1 every four hours.

¥ Potasaii citratis ....... .. ciiaiian gr. Xxx (B )
Fluidextracti tritiei ............. m lxx G
Aque ganltheriz ................ 51ij (60. )
Misce.

Sig.: Teaspoonful every three hours.
Useful in febricula and in functional anuria or
dysuria.
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Expectorants.

B Guaiacolis carbonatis ............ gr. XV
Syrupi pruni virginianz ......... 33
Mucilaginis acaci®e ............-. 5i

Misce,

Sig.: Teaspoonful every two hours.

Useful in acute bronchitis.

B APy rind s et s el e gr. Xv
Ammonii ehloridi ................ gr. Xv
Syrapi tolutamil - tebe s, s 5ij

Misce.

Sig.: Teaspoonful every two hours.

Useful in febrile bronchitis.

B Potassia iodidi ET. XV)
BYTUD HBISI i bt i i 3 iss
Potassii bromidi ....... et g e gr. XXX
Syrupi picis liguidse ............. ]
Aque anisi q.». ad 3 ij

Misce.

Sig.: Teaspoonful every two hours.

Useful 1in acute laryngitis or bronehitis.

Galactagogues.
B Pilocarpine hydrochloridi

ocarpine hydrochloridi ........ gr. j
BHpITIIOE ANTAL . i e e g 3 iss
BYTUDPL RCACIE: i < oiiaainia s ke i ua 3ij

Misce.
Sig.: Teaspoonful three times a day.

To nursing woman.

B Elixir glycerophosphate of lime
and soda.

Sig.: Tablespoonful three times a day.

(L

(30.
(30.

T et

e
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Hypnotics.

B (Chloralis' hydratis ...............ge.=xx ( 2. )
Bodil’ bromidi ... oeneeeneness gr.xxx ([ 2. )
Elixiris valerian® ammoniate ....3iss (B )
ST ot o e L AR q. =. ad ¥ij (60. )

Misce.

Sig.: Teaspoonful to produce sleep.

Or:

B eronal =t e gr. Xv R
Vo b T R gr. Xxx (o

Misce et divide in pulveres No. XV.

Sig.: 1 powder to produce sleep.

Inhalations.
B Liquoris cresolis composite .......53] (30. )

Sig.: Teaspoonful in a pint of water isto be boiled and
the vapor inhaled.

Useful in bronechitis and pertussis.

L3 By T R S N N L 3j ( 4. )
opiritus camphora .............. 31j {8 '}
A F ) LT P Ly S 3vj fide)
Misce.

Sig.: To be added to boiling water and the vapor inhaled.

| S B oy o i e N e e P 388 (ni. )
Spiritus camphore .............. 33 ( 4. )
Tincturs benzoini ... ......c..-e. L] (30.
Misce.

Sig.: To be added to boiling water and the vapor inhaled.
Useful in acute laryngitis, croup, ete.

Purgatives.

K Phenolphthalein ................. gr. vij (s
Bacchari lactis .. ... . 0o iunnn. gT. XXX (2 )

Misce et divide in pulveres No. XV.

Sig.: 1 at bedtime.

A mild laxative, useful in simple constipation.
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B Magma magnesiz,

Syrupi rhei aromatiei ........ aajj (30. )
Misce.
Sig.: Teaspoonful every hour until bowels move.

Useful in all acute gastroenteric infections.

Sialagogue.

B Pilocarpine hydrochloridi ........ gr. 88 { .03)
R o e e VGt ol %ij (60. )

Misce.

Sig.: Teaspoonful every three hours.

This dose can be increased if salivation is not pro-
duced. Very effective in all throat infections.

Tonics.

B Syrupi caleis lactophosphatis,

Extracti malti ................ aa % ij (60. )

Misce.

Big.: Teaspoonful three times a day.

Or:

B Syrupi phosphatis composite ...... Eiv (120. )

Sig.: Teaspoonful three times a day.

Very useful in rickets. -

B Potassii et ferri tartratis ......... gr. Xvj il )
Blyeerinids & i s s e 3 iss A PR
AU RMIBE hie e s 3ij (60. )

Misce.

Sig.: Teaspoonful three times a day.

For anemia.

B Acidi phosphoriei diluti .......... m 1l i
Fluidextracti condurango ........ ml { 3. %)
Blixiris aromatiel .........:ce..s- 3 ij (60. )

Misce.

Sig.: Teaspoonful three times a day.

Useful after indigestion.
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B Acidi sulphuriei diluti ........... m xxx (i
Fluidextracti hydrastis .......... T XXX [
Bxtractil RRItE oo v e s 51ij (60. )

Misce.

Sig.: Teaspoonful every four hours.
For chronic bronechitis, enteritis, ete.

Other Prescriptions.

B Hexamethylenamini ............. gr.xxiv ( 1.5 )
Atropini sulphatis ........ e gr. 16, { .003)
Aque ganltheria ................. 3ij (60. )

Misce.

Sig.: Teaspoonful two times a day.
For enuresis for a child of 4 years.

1 G i e e B i SR e gr. L
BYENPE ROECII . - v oh s i s e o 3ij (60. )
Misce.

Sig.: Teaspoonful every three hours.

For rheumatism and chorea.

Suppositoria.

B Suppositoria glycerini ........... No. x
Sig.: Insert 1 into the rectum when anevacuation is wanted.

This is to be used only when the rectum refuses
to respond to less irritating stimuli.
B Suppositoria olei theobromatis.
Sig.: Use 1 ounce daily.
This usually promotes an evacuation after some
time. It can be inserted into the rectum at bedtime.

15 e i L D e P gr. Xv [
Extracti hydrastis ............... gr. iij {2
Acidi fammiel .......ciciiaviana. gr. v { 3}
Olei theobromatis ............-.- 3 iij (12. )

Misce et fiant suppositoria No. XV,
For irritable rectum, as in colitis, proctitis, or pro-
lapse of the rectum.
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External Applications.

B Menthiolin ea ot st gr. j ( .06)
Caraphore. - et Lol T e BT. j ( .06)
Thymolhie iodidi - tan e binies gr. j ( .06)
Petrolati liquidi ..... R li g Sl R % ij (60, )

Misce.
Sig.: Place a drop in each nostril several times a day.

Valuable in acute coryza.

B Thymeoligdodidi ... .....:o o000 3ss 20 )
Pobralaty s s s sarn it L (30.

Misce.
Useful ointment in superficial erosions, ulcers,
1mpetigo, chicken-pox, ete.

B Gualacolis ..... e s m xxx 22 )
AQIPIA TBNE o mii s s R (30. )
Misce.

Sig.: Apply externally.

Very useful application externally in chest dis-
eases.,

A Few Well- Known Valuable Prescriptions.

B  Hydrargyri chloridi mitis gr. ij { -15)
Sodii bicarbonatis ................ Br. XV | I

Misce et divide in pulveres No. XV.

Sig.: 1 every two hours until 6 are taken.

Valuable in all fermentative conditions of the
alimentary canal.

B Hydrargyri chloridi mitis gr. j ( .06)
Pulveris aromatiel................ gr. ij ( -15)
Pulveris ipecacuanh® et opii...... gr. iss £ 8
Bismuthi subnitratis ........ e T f A )

Misce et divide in pulveres No. XV.
Sig.: 1 every two hours.

No more valuable prescription has been devised
for gastroenterie infection.
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B Bismuthi subcarbonatis ........... gr.lxxv (5. )
Syrupi rhei aromatici,
Misture eretee ................ aaj¥j (30. )
Misce.

Sig.: Teaspoonful every three hours.
Useful in diarrhea.

B Phenylis salicylatis .............. gr. XV 1 1SR
I by e SN R A e 3] f4. )
P erisiaeacie. . o i s e s pPrixxxy (2. )
Syrupi rhei aromatiei ............ ES (30. )
PN - (i e R e q.s. ad 3 ij (60. )

Misce.

Sig.: Teaspoonful every three hours.

Indicated in putrefactive diarrhea.

B Magneaiicoxidi .o e e gr. x1 A B
Tincture asafetide .............. 3 ij ok ]
24 (b T ) | L R RS gtt. xl { 1.2 )
SR o sl m s e A A i e o 3 i) (60. )

Misce.

Sig.: Dose, 10 to 20 drops.

This is the famous Dewees carminative. Very
valuable in severe intestinal colic. By leaving out
the opium it is usually just as serviceable and safer
in the family.

B Bismuthi subnitratia.............. 3 sas G20
Bevii oxadabian o ol sean s v g1, vii i 5 )
Sodii biearbonatis.................088 )

Misce et divide in charte No. XV.
Sig.: 1 every three hours.

Useful in vomiting from acute gastric indigestion.

B Eromaform . s T XY [ T
Olei amygdala expressi ........... 3] (L)
FPulveris acacis®. i .o...ovsmaiivms. o gr.xxx ( 2. )
AGUBIANIET |l q.s. ad 3 ij (60. )

Misce.

Sig.: Teaspoonful every four hours.

For whooping-cough.
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B Vini ipecacuanhe ................ m xxx
Spiritus etheris nitrosi ........... 3]
Liquoris ammonii acetatis ........ 3 iss
Aqua chloroformi ...... e % 68
Qe ANIRE v e q.s.ad ¥ ij

Misce.

Sig.: Teaspoonful every three hours.

For acute bronchitis.

B Ammonii chloridi ................ gr.xv
Potassii dodidd ...-.ciicin i, gr. vii]
Misture glyeyrrhize composite ....Jij

Misce.

Sig.: Teaspoonful every three hours.
For bronchitis.

B SRIBONEN .ol i sieiss s e heians f e gr. iij
Hydrargyri chloridi mitis ......... gr. vj
Sodii bicarbonatis ............... gr. xij

Misce et divide in charte No. VI.
Sig.: give 1 at night to a child of 5 years.

For the round or pin worms.

B Hydrargyri chloridi corrosivi....... gT. 1o
Potassil 1odidi ........ TR AR gr. XV
Tineturz opii camphore .......... m xv
SFHPL-| e 5is 10 A OR e s e e e o 3 ss
B q.s.ad ¥ ij

Misce.

Sig.: Teaspoonful three times a day.
Or:

B Hydrargyri cum creta ............ gr. iij
Pulveris ipecacuanhz et opii.......gr. iss

Misce et divide in charte No. XV.

Sig.: 1 three times a day.

For congenital syphilis in an infant.

., g ——
e

(=T
[
e S

(1 )
( 2)
(60. )

= o

e T
e
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F:. Potassii ehlorati ................. gT. XXX
Tincturs myrrhe. ........000i00.. M xxx
LG S S SN e S 5iv

Misce.
Mouth wash for ulcerative stomatitis.

B Bodii selieylatis ................: gr. XXX
Sodiyibengeatinl ..o oL e Br. Xxx
T T R 5ij

Misce.

Sig.: Teaspoonful every three hours.

For tonsillitis.

B Oleoresine asipidii ............... 3]
Sig.: 10 drops in milk every hour, three doses.

In tapeworm for a child of 5 years.

B Atropini sulphatis ........ T gr. 14,
e e F e e S e 5ij
Misce.

Sig.: Teaspoonful two times a day.

For enuresis in a child of 4 years.

B Liquoris potassii arsenitis......... 5j
Sig.: 3 drops in water three times a day.

For chorea in a child of 8 years.

B Liquoris arsenii et hydrargyri iodidi % j
Sig.: 1 drop in water three times a day.

o= o)
2
(120. )
{8 )
( 2. )
(60. )
( 4. )
( .003)
(il
(30. )
(30. )

For diabetes mellitus in a child of 7 years.

B keidismalicrlict L. oo e e e ne gr. x1
Tincture lavendule composite ....3 ]
eI S e e 3 iij
e e e L A e i q.-s.ad ¥ ij

Misce.

(3. )
(L)
(12. )
(60. )

Sig.: Teaspoonful in water every three hours for a child

of 4 years.

Reliable for rheumatism.
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B Aeidi gallien -.. e pr. ij ( .14)
Acidi sulphurici diluti ........... m xxx 2. )
AR et i s e q. s. ad ¥ ij (60. )

Misce.

Sig.: Teaspoonful in water every four hours.

For hemorrhagic nephritis, hematuria, ete.

B Potasail eitratis ........ccvvvnuee Br. XXX 2]
Spiritus @theris nitrosi ........... 3] { 4. )
Vv e e £ij (60. )

Misce.

Sig.: Teaspoonful every three hours.

Useful diuretic in mild fevers.

B Liquoris ferri subsulphatis ........ mzEx (2
A e S i Eo 5iv (120. )

Misce.

Sig.: Use with atomizer.

For nasal hemorrhage.

B Potassii bromidi ................. 3 ij B
Infusi adonidis vermalis .......... L] ( 30.
AU oo i e s e i e Xiv (120. )

Misce.

Sig.: Teaspoonful three times a day.

For epilepsy in a child of 6 years.

By Aeidi salieygliol <o tsan e gr. vij [ )
Pulveriai oyl . . o acsiaas s sin 31ij O T
Pulveria zinei oxidi............... 31ij JE
Batralati-ae ke e e T o s s % as {15. )

Misce.

Sig.: Apply locally.

Paste for eczema of face and hands.
R Aque hamamelidis ............... 5vi (180. )

Sig.. Apply externally.

Useful in contusions, abrasions, and congestions
of the skin or mucous membrane.



DIAGNOSTIC INDEX,

A

Abdomen, distended, 44
caused by hypernephroma, 45
caused by sarcoma of kidney,
45
caused by tuberculosis of
lymphatiec nodes, 45
distended bladder is cause of,
44
palpation of, 20
percussion of, 22
Abdominal disease, differentiate
abdominal pain from, 45
disturbance, differentiate, from
peritonitis, 111
pain, 45
as symptom' of Pott’s dis-
ease, 46
caused by flatulent colie, 45
caused by gallstones, 46
differentiate, from abdominal
disease, 45
Henoch’s purpura in, 46
in balanitis, 46
in sore throat, 45
suggests intussusception, 46
swelling, 47
symptom in apical pneumonia,

wall, swelling in, 48
tumor, 47
Abscess, 47
differentiate, from adenitis, 101
differentiate, from joint disease,
101
differentiate sarcoma from, 131
differentiate subphrenie, from ab-
seess of liver, 47
differentiate subphrenie,
empyema, 58
in fever, 91
of liver, 47
differentiate subphrenic ab-
scess from, 47
of lung, 112

from

(See page 275 for Therapeutic Index.)

Abscess—cont’d
perinephritie, 47
peritonsillar, 96
post-pharyngeal, 51
pulmonary, 59
Achondroplasia, differentiate,
from eretinism, 114
Acidosis, 165
Acute eystitia, 121
endocarditis, 100

eruption, differentiate, from
chronie, 68
fever, 89

nephritis, 27
poliomyelitis, 75
Adenitis, differentiate abscess
from, 101
Adenoid face, 114
Adenoiditis, 48
in fever, 96, 98
Adenoids, 20, 84
cough in, 55
in earache, 88
Adherent prepuce, 26
Afebrile eruption, differentiate
febrile from, 68
Age, estimate of, from eruption of
teeth, 32
Albuminuria, 65
orthostatie, 120
Ampyloid liver, 47
Anemia, 106, 121
examination of blood i1n, 107
of urine in, 107
hoolkworm disease in, 63, 107
in fever, 93
uneinariasis in, 107
Anger in neuropathie children, 27
Angina, differentiate, from influ-
enza, 95
differentiate Vincent’s,
diphtheria, 36
examination of skin in pseudo-
membranous, 36
in rotheln, 95
in typhoid fever, 95

from

255
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Angina—cont'd
psendomembrane in
theritie, 36
Vinecent's, 95
Anomalies of breathing, 52
Anorexia, 24
nervosa, 24
Anterior fontanel, bulging, 29
Anuria, G5
Apex, dull, of lung, 58
of heart, 21, 60
Aphonia, 52
Aphtha, Bednar’s, 35
Apieal pneumonia, abdominal
symptom in, 59
Apnea, 52
Appendieitis, £5
gastric symptoms in, 103
peritoneal irritation in, 110
symptoms of, 46
Appendix, gangrene of, 111
Appetite, 23
Arm, tonie contraction of, 27
Arthritis, differentiate, from rheu-
matism, 101
gonorrheal, 101
suppurative, fever in, 103
Ascites, 108
cirrhosis of liver in, 109
differentiate distended bladder
from, 109
differentiate distention by, from
tympanites, 44
examination of heart in, 108
Aspirating needle, 57
Asthenia, 76
Asthma, bronchial, 53
eosinophiles in, 64
Asymmetry of skull, 30
Ataxia, differentiate, from chorea,

nondiph-

S1
Friedreich’s, 81
Athetosis, differentiate, from
chorea, 82
Atrophy, differentiate paralysis

from, 77
in cerebrospinal meningitis, 105
infantile, 104
of museles, 76, 78
Auricle, intertrigo back of, 88
Auscultatory percussion, 60
Axilla, temperature in, 89

DIAGNOSTIC

INDEX.

B

Babinski reflex, 79, 80

Baeillus, Klehs-Lofiler, 94

Bacteriologic examination of
throat, 306

Balanitis, abdominal pain in, 46

Banti’s disease, spleen in, 48

Base, dull, of lung, 58

Beading of costochondral junction,
31

Bednar’s aphtha, 35

Bile, vomiting of, 38

Black eye, 29

stools, 42
Bladder, differentiate distended,
froin ascites, 109
differentiate overfilled, from
tumor, 47

distended, as cause of distended
abdomen, 44
overdistended, 25
Bleeding gums, 33
Blood, differentiate brick dust sed-
iment from, 67
examination of, in anemia, 107
in cachexia, 64
in fever, 64, 90, 93
plasmodia in the, in malaria, 64
vomiting of, 39
as symptom of hemorrhagic
disease, 39
Body, measuring parts of, 22
Bones, swelling of, 31
Bowel, prolapse of, 43
Bow-legs, 31
Bradycardia, 62
Brain disease, constipation in, 110
Breast, pigeon, 19
Breath, fetid, 35
sour, 54
Breathing, anomalies of, 52
bronchial, 57, 112
differentiate, 58
normal puerile, 21
deep, 19, 54
Brick dust sediment, differentiate,
firom blood, 67
Bronchial asthma, 53
breathing, 57, 112
cough, 54
glands, enlarged, 59
tuberculons, 59
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Bronechial—cont'd

rales, 21

tubes, diseased, 57
Bronchiectasis, cough in, 55
Bronchophony, 111, 112
Brudzinski’s neck sign, 80
Bruit at root of neck, 29

in fontanel, 29
Bulging anterior fontanel, 29

in precordium, 31

C
Cachexia, examination of blood in,
64
Capsule, Tenon’s, 87
Cardiac dilatation, differentiate

hydropericardium from, 100
symptoms in fever, 100
Casein coagula in stools, 41
Casts, hyaline, 66
Catarrh, differentiate, from laryn-
ritis, 99
in fever, 97
in German measles, 97
in pertussis, 97
Causeless vomiting, apparently, 38
Cause of diarrhea, 42
of murmur, 61
of pseudoparalysis, 75
Cavity, effusion inte pleural, 57
Cerebral diplegia, 74
embolism, 28
hemorrhage, 27, 77, 123
differentiate, from tetanus,123
irritation, 121

palsy, T4
spastic paralysis, 77
vomiting, differentiate, from

gastroenteric vomiting, 38
Cerebrospinal meningitis, atrophy
in, 105
sclerosis, diffuse, 77
(lervical lymph nodes, swelling of,
29
nodes, enlarged in fever, 101
Pott’s disease, 30
region, swelling in, 19
Changes about ear, 87
about eyes, 86
in pupile of eyes, 86
Cheek, Koplik’s spots on mucous
membrane of, 33
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Chest disease, 99
examination of, 55
percussion of, 20
prominent veins over, 19
Cheyne-Stokes respiration, 53
Chickenpox, differentiate, from
smallpox, 69
Children, anger in neuropathic, 27
eczema of, T1
Chill in fever, 93
Chorea, differentiate ataxia from,
81
differentiate athetosis from, 82
differentiate, from paralysis, 79
differentiate Graves’ disease
from, 81
electrie, 82
minor, 81
differentiate, from choreiform
movements, 81
differentiate, from irregular
movements, 51
differentiate Huntington's cho-
rea from, 81
Choreiform movements, 80
differentiate chorea minor from,
81
Chondro-abdominal margin, 52
Chronie constipation, 109
disease, hemoglobin in, 63
red corpuscles in, 63
eruption, differentiate
from, G8
fever, 102
indigestion, 113
examination of stools in, 113
nasal obstruction, 49
Chvostek’s sign, 26, 27
Cireulation, heart and, 59
Cirrhosis of liver, 47
of liver in ascites, 109
Clinical syndromes, 88
Clubbing -of fingers, 31
Cold extremities, 60
Colds, 97
Colic, 24
abdominal pain caused by flatu-
lent, 45
differentiate, from intestinal ob-
struetion, 115
flatulent, 46

acute
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Color of mueous membrane, 18
of skin, 18
Coma, 83
Comatose state, differentiate stupor
from, 123
Compressible pulse, 60
Congenital myatonia, Oppenheim’s,
76, 83
myotonia, 75
differentiate tetanus from, B2
stridor, 52
syphilis, 73
Conjunctivitis, purulent, 87
Consolidation, differentiate dull-
ness of liver from pneu-
monia, 56
pneumonie, 56, 111
tubereulous, 58
tympanitic note in pneumonic,
56
Constipation, chronie, 109
in brain disease, 110
in rickets, 109
Contour of head, 19
Contraction, fibrillary, 80
tonie, of arm, 27
of limb, 27
Contractures, 80
Convulsions, 25
in fever, 93
of obscure origin, 27
repeated, 27
nonfebrile, 27
Cords, paralysis of voeal, 51
Corpuscles, red, in chronic disease,
63
Coryza as symptom of pertussis, 49
in fever, 98
Costochondral junetion, beading of,
31
Cough, 52
as symptom, 54
bronechial, 54
differentiate, 54
in adenoids, 55
in bronehiectasis, 55
in ileocolitis, 54
in influenza, 54
in measles, 54
in pharyngitis granulosa, 55
in typhoid fever. 54

DIAGNOSTIC INDEX.

Cough—cont’d
laryngeal, 50, 54
nasal, 55
Cracked-pot sound, 21, 58
Cremaster reflex, 79
Cretin face, 114
Cretinism, 85
differentiate achondroplasia from,
114
differentiate, from ricketa, 114
differentiate mongolism from,
114
Croupous pneumonia, 56
Cry, hydrocephalie, 25
Crying, 24
of peritonitis, 25
of pleurisy, 25
of pneumonia, 25
severe, with fever, 25
Culture in tonsillitis, 36
Curvature, spinal, 19
Cyanosis in premature infant, 29
Cyelie vomiting, differentiate, from
intestinal obstruction, 118
differentiate tuberculous menin-
gitis from, 131
Cyst, hydatid, of liver, 48
of ovary, 48
Cystitis, acute, 121

D

Deafness, mutism in, 85
sudden, 88
Decayed teeth, 33
Deerease of urine, 64
Deep breathing, 19, 54
Deficiency, mental, 83
Deformities of thorax, 30
some, 30
Degeneration, reaction of, 78
Delayed dentition, 31
Dentition, delayed, 31
difficult, 32
teeth causing disturbance in, 32
Dermatitis, differentiate searlatina
from, 69
Desquamation, lamellar, after sear-
let fever, 70
after typhoid, 70
Diabetes insipidus, 65
mellitus, 23, 65
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Diagnosis, 17, 18
general rules of, 17
of heart disease, 62
of pneumonia, 56
of tuberculosis, 117
Diarrhea, 42, 105
as symptom in measles, 43
of indigestion, 43
cause of, 42
examination in, 42
in typhoid fever, 43

Differentiate abdominal disturb-

ance from peritonitis, 111
abdominal pain from abdominal
disease, 45
abscess from adenitis, 101
from joint disease, 101
achondroplasia from cretinism,
114
acute from chronie eruption, G8
angina from influenza, 95
arthritis from rheumatism, 101
ataxia from chorea, 81
athetosis from chorea, 82
breathing, 58
brick dust sediment from blood,
67
catarrh from laryngitis, 99
cerebral hemorrhage from tet-
anus, 123
vomiting from gastroenterie
vomiting, 38
cerumen from pus, 88
chickenpox from smallpox, 69
chorea from paralysis, 79
minor from choreiform move-
ments, 81
minor from irregular move-
ments, 81
colie from intestinal obstruction,
115
congenital strabismus from men-
ingitis, 86
cough, 54
cretinism from rickets, 114
eyclic vomiting from intestinal
obstruetion, 116
distended bladder from  ascites,
109
distention by ascites from tym-
panites, 44

Differentiate—cont’d

dullness of liver from pneumonic
consolidation, 56
dyspnea from laryngeal stenosis,

empyema from typhoid fever, 58
enlarged heart from pulmonary
infiltration, 59
spleen from sarcoma, 45
faucial obstruction from laryn-
geal stenosis, 37
febrile from afebrile eruption,
68
follicular enteritis from indiges-
tion, 133
furuncle from mastoiditis, 87
Grave's disease from chorea, 81
Huntington’s chorea from chorea
minor, 81
hydropericardium from cardiac
dilatation, 100
hysterieal paralysis from spastie
paralysis, 82
interstitial pneumonia from em-
Pyema, 59
from phthisis, 59
leptomeningitis from meningis-
mus, 131
mongolism from eretinism, 114
mucomembranous enteritis from
worms, 46
osteomyelitis from rheumatism,
101
overfilled bladder from tumor,
47
pains from hyperesthesia, 84
paralysis from atrophy, 77
paralytic squint from strabis-
mus, 86
perieardial frietion rub from en-
docardial murmur, 61
effusion from pulmonary in-
filtration, 59
peripheral neuritis from poli-
omyelitis, T6
peritonitis from intestinal ob-
struetion, 115
poliencephalitis from meningitis,
123
precocious menstruation from
hematuria, 67
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Differentiate—cont’d
pseudoparalysis from true par-
alysis, 75 _
puffiness of skin in serum disease

from edema, 108
yelitis from nephritis, 66
rotheln from scarlet fever, 69
sarcoma from abscess, 131
secabies from urticaria, T1
scarlatina from dermatitis, 69
sore throat from diphtheria, 95
spastic from flaceid paralysis, 76
stenosis of nasal meatus from
laryngeal stenosis, 51
stupor from comatose state, 123
subphrenic abscess from abscess
of liver, 47
from empyema, 58
symptom of heart dilatation, 120
of heart failure, 119
syncope from terminal exhaus-

tion, 120

syphilis from impetigo bullosa,
T4

tetanus from congenital myo-
tonia, 82

tonsillitis from diphtheria, 94

tuberculous meningitis from cy-
clic vomiting, 131

various atrophies, 79

Vincent’s angina from diph-
theria, 36

vomiting in status gastricus, 103

Difficult dentition, 32

urination, 67

Difficulty in nursing, 37

in sucking, 37

Diffuse cerebrospinal sclerosis, 77

Dilatation, differentiate hydroperi-
cardium from cardiae, 100

of heart, 63

Diphtheria, 94

as cause of paralytic squint, 86

differentiate sore throat from,
95

differentiate tonsillitis from, 94

differentiate Vincent’s angina
from, 36

nasal, 49

of follicular form, 36

otitis media in, 88

DIAGNOSTIC INDEX.

Diplegia, cerebral, 74
Dirt eating, 24
Discharge from nose as symptom
of syphilis, 50
purulent, from nose, 49
Disease, abdominal pain as symp-
tom of Pott’s, 46
chest, 99
cervical Pott’s, 30
constipation in brain, 110
diagnosis of heart, 62
differentiate abscess from joint,
101
differentiate Graves’, from
chorea, 81
Graves’, 30, 62
headache in ear, 84
in eye, 84
in nasal, 84
hemoglobin in chronie, 63
hookworm, in anemia, 63
Little’s, 77
polymorphonuclear leucocytosia
in septice, 63
Pott’s, T9
quantity of urine in, 64
quinin in infectious, 92
red corpuscles in chronie, 63
serum, 70
spleen in Banti’s, 48
vomiting of blood as symptom of
hemorrhage, 39
Diseased bronchial tubes, 57
Diseases that are not especially
dangerous, 126
that are promptly cured, 130
that are usually fatal, 129
that have recurrence of short
paroxysms, 130
that leave dangerous  conse-
quences, 125
that may assume malignant
forms, 127
that may be fatal in infants, 126
that may recur, 130
that may improve by treatment,
129
that predispose to complica-
tions, 127
that present uncertainty in
prognosis, 128
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Diseases—cont’d
that run an indefinite course,

126

that usually end in recovery,
125

that yield to careful nursing,
128

Distended abdomen, 44
caused by hypernephroma, 45
caused by sarcoma of kidney,
45
caused by tuberculosis of lym-
phatic nodes, 45
distended bladder as cause of,
44
in peritonitis, 44
bladder as cause of distended ab-
domen, 44
differentiate, from ascites, 109
Distention by ascites, differentiate,
from tympanites, 44
Disturbance, teeth eausing, in den-
tition, 32
Drooling as evidence of teething,
32
Dull apex of lung, 58
base of lung, 58
Dullness, differentiate, of liver
from pneumonie consolida-
tion, 56
in Traube’s semilunar space, 62
Duodenitis, 116
Dysentery, stools in, 41
Dyspnea, 52
differentiate,
stenosis, 51
Dyeuria, 67
in fever, 101

from laryngeal

E

Ear, changes about, 87
disease, headache in, 84
enlarged glands below lobule of,
30

examination of, in fever, 96
swelling in front of, 29
suggests parotitis, 29
Earache, adenoids in, 88
Eating, dirt, 24
Ecchymosis around eye, 29
of eyelids, 87
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Ecthyma, 72
Eczema of children, 71
Edema, 107
differentiate puffiness of skin
from, 108
Effusion, differentiate pericardial,
from pulmonary infiltra-
tion, 59
into pericardium, 62
into pleural cavity, 57
pericarditis with, 31
pleuritic, in heart failure, 119
Eleetric chorea, 82
Elliptiform ulcer on mucous mem-
brane, 34
Fmaciation, 23
as symptom in tuberculosis, 118
Embolism, cerebral, 28
Empyema, differentiate, from ty-
phoid fever, 58
differentiate interstitial pneu-
monia from, 59
differentiate subphrenic abscess
from, 58
Enanthem, 33
of varicella, 34
Enanthemata, 33
Endoeardial murmur, differentiate
perieardial frietion rub
from, 61
Endocarditis, 120
acute, 100
in fever, 100
Enlarged bronchial glands, 59
cervical nodes in fever, 101
glands below lobule of ear, 30
heart, differentiate, from pul-
monary infiltration, 59
liver, 47
lobe of thyroid gland, 30
lymphatic nodes, 88
spleen, differentiate, from sar-
coma, 45
tonsils, 51
Enlargement of kidneys, 48
of liver, 48
of spleen, 48
Enteritis, differentiate follicular,
from indigestion, 133
differentiate mucomembranous,
from worms, 46
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Enteritis—cont’d
polymorphonuclear
in, 64
stools in follicular, 40
Enuresis, 67
Eosinophiles in asthma, 64
Epilepsy, 27
Erb's paralysis, 79
Erosions on gums, 35
on hard palate, 34
superficial, of mucous membrane,
34
Eruption as symptom of smallpox,
68
differentiate acute from chronie,
68
differentiate febrile from
hrile, 68
in fever, 102
of teeth, estimate of age from, 32
of teeth, rule for, 32
punctiform, on soft palate, 34
Eruptions, 19, 68, 73
Erysipelas, 70
Erythema multiform, 71
neonatorum, 71
Erythemata, 71
Erythematous patehes, 70
Estimate of age from eruption of
teeth, 32
Estimating nutrition, 20, 22
Eustachian tube, 88
Examination, bacteriologieal, of
throat, 36
in diarrhea, 42
of blood in anemia, 107
of blood in cachexia, 64
of blood in fever, G4, 90, 93
of chest, 55
of ear in fever, 96
of heart in aseites, 108
of mammilla of mother, vomit-
ing indicates, 39
of rectum, 43
of skin in pseudomembranous
angina, 306
of stools for ova, G3
of stools in chronic indigestion,
113
of sputum, 55, 58
of sputum in tuberculosis, 118

leucocytosis

afe-

DIAGNOSTIC INDEX.

Examination—cont’'d

of throat, 35

of urine, 27, 65

in anemia, 107

physical, 17, 18
Excessive thirst, 24
Exhaustion, differentiate synecope

from terminal, 120
Expiratory moan, 100
Expression of face, 18
Extremities, cold, G0
Exudate of throat in scarlet fever,
37

on tonsil, 35

on vulva, 36
Exudative diseases of throat, 35
Eye, black, 29

disease, headache in, 8B4

ecchymosis around, 29
Eyelids, eechymosis of, 87
Eyes, changes about, 86

changes in pupils of, 86
Eye-strain, headache in, 84

F

Face, adenoid, 114
cretin, 114
expression of, 18
hatchet, 114
Facial paralysis, 78
Failure, differentiate symptom of
heart, 119
heart, 119
in pertussis, 119
pleuritic effusion in heart, 119
vomiting as symptom of heart,
38
I'ances, 35
Fauecial obstruetion, differentiate,
from laryngeal stenosis, 37
Febrile eruption, differentiate,
from afebrile, 68
Feeding of infant, 18
Fetid breath, 35
IFever, 88
abscess in, 91
acute, 89
adenoiditis in, 96, 98
anemia in, 93
angina in typhoid, 95
catarrh in, 97
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Fever—cont’d
cardiac symptoms in, 100
chill in, 93
chronie, 102
convulsion in, 93
coryza in, 98
cough in typhoid, 54
diarrhea in typhoid, 43
differentiate empyema from ty-
phoid, 58
differentiate rdétheln from sear-
let, 69
dysuria in, 101
endoearditis in, 100
enlarged cervical nodes in, 101
examination of blood in, 64, 90,
93
of ear in, 96
exudate of throat in scarlet, 37
glandular, 93
hyperesthesia in searlet, 84
inflammation of throat in scar-
let, 95
influenza in typhoid, 97
in mucous colitis, 103
in suppurative arthritis, 103
joint swellings in, 101
lamellar desquamation
scarlet, 70
laryngitis in fever, 98
leucoeytes in typhoid, 64
leukemia. in, 93
malaria in, 103
osteomyelitis in, 93
otitis media in, 98
in scarlet, 88
in typhoid, 88
pericarditis in, 93
pleuritis in, 93
pseudoleukemia in, 93
pulmonary symptoms in, 99
purpura hemorrhagica in, 93
pyelitis in, 91
recurrent, 96
severe crying with, 25
sore throat in, 94
tympanites in typhoid, 44
vomiting as symptom of scarlet,
38
Fibrillary contraction, 80
Fibrinous pleurisy, 57

after

263

Fibrinous—cont’d
rhinitis, 49
Fingers, clubbing of, 31
First heart sound, 60
Flaceid paralysis,
spastie from, 76
Flat oceiput, 19
Flatulent colie, 46
abdominal pain caused by, 45
Follicular enteritis, differentiate,
from indigestion, 133
stools in, 40
form of diphtheria, 36
tonsillitis, 94
Fontanel, bruit in, 29
bulging anterior, 29
Foreign bodies cause
stenosis, 51
Fossa, retraction of suprasternal,
19
Fremitus, 20
Friction rub, differentiate pericar-
dial, from endoeardial mur-
mur, 61
Friedreich’s ataxia, 81
Funectional murmur, 61
Furuncle, differentiate, from mas-
toiditis, 57

G

Gangrene of appendix, 111
Gastric symptoms in appendicitis,
103
in peritonitis, 103
Gastritis, vomiting as symptom of,
39
Gastroduodenitis, 104
(Gastroenterie infection, 105
vomiting, differentiate cerebral
vomiting from, 38
(General consideration of prognoais,
124
hyperesthesia, 83
rules of diagnosis, 17
German measles, 68
catarrh in, 97
Gland, enlarged lobe of thyroid, 30
swelling of thyroid, 29
swollen lymph, 23
(lands, enlarged bronchial, 59
enlarged, below lobule of ear, 30

differentiate

laryngeal
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Glands—cont’d

tuberculous bronchial, 59
Glandular fever, 93
Gonorrheal arthritis, 101
Granules, pigment, in leucocytes,

64

Graves' disease, 30, 62, 120

differentiate, from chorea, 81
Gravity, specifie, of urine, 66
Green stools, 39
Groin, temperature in, 89
Gums, bleeding, 33

erosions on, 35

lancing of, 32

spongy, 33

teeth and, 31

H

Hard light-colored stools, 40
palate, erosions on, 34
Hatchet face, 114
Head and neck, 28
contour of, 19
nodding, 82
retracted, 29
shape of, 19
square, of rickets, 30
Headache, 83
as symptom of tubereulous men-
mgitis, - 84
in ear disease, 84
in eye disease, 84
in eye-strain, 84
in malaria, 84
in nasal disease, 84
severe, 38
Heart and eirculation, 59
apex of, 21, 60
differentiate enlarged, from pul-
monary infiltration, 59
dilatation of, 63
differentiate symptom of, 120
disease, diagnosis of, 62
examination of, in ascites, 108
failure, 119
differentiate symptom of, 119
in pertussis, 119
pleuritic effusion in, 119
vomiting as symptom of, 38
hypertrophy of, 63
mapping size of, 60

DIAGNOSTIC INDEX.

Heart—cont’d
palpation of, 21
sound, first, 60
Heightened irritability, 26
Hematoma, 28
Hematuria, 66, 67
as symptom, 66, 67
differentiate precocious menstru-
ation from, 67
malarial, 67 ;
Hemoglobin in chronic disease, 63
Hemorrhage, cerebral, 27, 77, 123
differentiate cerebral, from tet-
anus, 123
Hemorrhagic disease, vomiting of
blood as symptom of, 39
Henoch’s purpura in abdominal
pain, 46
Hereditary syphilis, 74
Hernia, strangulated, 115
Herpes, 72
Herpetic stomatitis, 34
Hookworm in anemia, 63, 107
Huntington’s chorea, differentiate,
from chorea minor, 81
Hutchinson’s teeth, 33
Hyaline casts, 66
Hydatid cyst of liver, 48
Hydrocephalie ery, 25
Hydroeephalus, 29
Hydropericardium,  differentiate,
from cardiac dilatation, 100
Hyperesthesia, differentiate pains
from, 54
zeneral, 83
in scarlet fever, 84
in septicemia, 84
Hypernephroma, distended abdo-
men caused by, 45
Hyperpyrexia, 93
from insolation, 27
Hypertonicity of musecles, 82
Hypertrophied pylorus,tumor of,48
Hypertrophy of heart, 63
Hysterical paralysis, differentiate,
from spastie paralysis, 82

I

Ileocolitis, 46, 106
cough in, 54
stools in, 41
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Immunities of patient, 17
Impetigo  bullosa, differentiate
syphilis from, T4
contagiosa, 72
Important rules of prognosis, 131
Increase in weight, 22, 23
of urine, 65
Indigestion, chronie, 113
diarrhea as symptom of, 43
differentiate follicular enteritis
from, 133
examination of stools in chronie,
113
Infant, cyanosis in premature, 29
feeding of, 18
Infantile atrophy, 104
Infection, gastroenterie, 105
malarial, 26
Infeetious disease, quinin in, 92
watery stools as symptom of, 43
Influenza, differentiate
from, 95
Infiltration, differentiate enlarged
heart from pulmonary, 59
differentiate pericardial effusion
from pulmonary, 59
of skin, Hochsinger’s, 73
Inflammation of throat, 89
in scarlet fever, 95
Influenza, 94
cough in, 54
differentiate angina from, 95
in typhoid fever, 97
otitis media in, 88
Insolation, hyperpyrexia from, 27
Inspection, 18, 19
of throat, 20
Interstitial nephritis, 66
pneumonia, differentiate, from
empyema, 59
differentiate, from phthisis, 59
Intertrigo back of auricle, 88
Intestinal infoxication, 122
obstruction, 115
differentiate colic from, 115
differentiate eyelic vomiting
from, 115
differentiate peritonitis from,
115
Intoxication, internal, 122
Intussuseeption, 24, 115

angina |
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Intussusception—cont’d
abdominal pain suggests, 46
stools in, 41

[rregular respiration, 53

Irritability, heightened, 26

Irritation, cerebral, 121
peritoneal, 110

in appendieitis, 110
renal, 65
J

Jaw, lymph nodes at angle of, 36
Jejunitis, 116
Joint disease, differentiate abscess
from, 101
swellings in fever, 101
Joints, pains in, 72
Junetion, beading of costochondral,
31
K
Kernig's sign, 80
Kidney, distended abdomen caused
by sarcoma of, 45
enlargement of, 48
movable, 48
sarcoma of, 47
Klebs-Loffler bacillus, 94
Knock-knees, 31
Koplik’s spots, 69, 97
on mucous membrane of cheek,
33
L

Lamellar desquamation after secar-
let fever, 70
after typhoid, 70
Lanecing of gums, 32
Laryngeal cough, 50, 54
stenosis, 119
differentiate dyspnea from, 51
differentiate faucial obstrue-
tion from, 37
differentiate stenosis of nasal
meatus from, 51
foreign bodies cause, 51
stridor, 50, 51
Laryngitis, 98
differentiate catarrh from, 99
in fever, 98
Laryngospasm, 26, 27, 50, 52, 83
Larynx, 50
papillomata of, 51
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Larynx—cont'd
syphilis of, 51
stenosis of, 50
Leptomeningitis, 29
differentiate, from meningismus,
131
Leucoeytes in typhoid fever, G4
pigment granules in, 64
Leucocytosis in miliary tubereulo-
sis, 64
in tuberculous meningitis, G4
polymorphonuelear, in enteritis,

in septic disease, 63
Leukemia in fever, 93
Light-colored stools, 40
Limb, tonic¢ contraction of, 27
Limbs, movements of, 18
Little’s disease, 7T
Litton's phenomenon, 19
Liver, abscess of, 47

amyloid, 47
cirrhosis of, 47
in ascites, 109
differentiate dullness of liver
from pneumonie consolida-
tion, 56
differentiate subphrenic abscess
from abscess of, 47
enlarged, 47, 48
hydatid cyst of, 48
palpation of, 20
Lobe, enlarged, of thyroid gland,
30
Lobule of ear, enlarged glands be-
low, 30
Long bones, swelling of, 31
Lordosis, 31
Loss in weight, 22
Lung, abscess of, 112
percussion in, 112
dull apex of, 58

base of, 58
Lungs, 55
Lymph gland, swollen, 28

nodes at angle of jaw, 36
swelling of cervical, 29
Lymphatie nodes, distended abdo-
men caused by tuberculosis
of, 45
enlarged, B8

DIAGNOSTIC INDEX.

Lymphocytosis in whooping-cough,
63
M
Malaria, headache in, 34
in fever, 103
plasmodia in the blood in, 64
Malarial hematuria, 67
infection, 26
Mammilla, vomiting indicates ex-
amination of mother’s, 39
Mapping size of heart, 60
Marasmus, 23, 105
temperature test in, 23
Margin, chondro-abdominal, 52
Mastoiditis, differentiate furuncle
from, 87
Measles, eatarrh in German, 97
cough in, 54
diarrhea as symptom in, 43
German, (8
otitis media in, 88
Measuring parts of bedy, 22
Meningismus, differentiate lepto-
meningitis from, 131
Meningitis, cerebrospinal, atrophy
in, 105
differentiate congenital strabis-
mus from, 86
differentiate poliencephalitis
from, 123
differentiate tuberculous,
eyvelie vomiting, 131
headache as symptom of tuber-
culous, 84
lencoeytosis in tuberculous, 64
tuberculous, 118
Menstruation, differentiate preco-
cious, from hematuria, 67
Mental deficiency, 83, 84
Method of percussion, 21
Migraine, 84
Miliary tuberculosis, 59
leucocytosis in, G4
Moan, expiratory, 100

from

Mongolism, differentiate, from
cretinism, 114
Mouth, redness of muecous mem-

brane of, 34
vesicle in roof of, 34
uleer in roof of, 34

Movable kidney, 48
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Movements, choreiform, 80
differentiate chorea minor from
choreiform, 81
differentiate chorea minor from
irregular, 81
of limbs, 18
respiratory, 19
Mucomembranous enteritis, dif-
ferentiate, from worms, 46
Mucous colitis, fever in, 103
membrane around tooth, ulcer-
ation of, 33
color of, 18
elliptiform ulcer on, 34
of cheek, Koplik’s spots on, 33
of mouth, redness of, 34
superficial erosions of, 34
Mucus in stools, 41
Multiple tumor, 47
Multiplex, paramyoclonus, 81
Mumps, swelling in, 101
Murmur, causes of, 61
differentiate pericardial friction
rub from endocardial, 61
funetional, G1
presystolic, 61
systolie, 61
Muscles, atrophy of, 76, 78
hypertonicity of, 82
rigid, 80
tonicity of, 82
Mutism in deafness, 85
Myalgia, 111
Myatonia, Oppenheim’s congenital,

Mjrntnniaj, congenital, 75
differentiate tetanus from, 82

N

Nasal cough, 55
diphtheria, 49
disease, headache in, 84
meatus, differentiate stenosis of,
from laryngeal stenosis, 51
obstruction, 48
chronic, 49
Nasopharynx, nose and, 48
Neck, bruit at root of, 29
head and, 28
sign, Brudzinski's, 80
sinuses in, 30
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Neck—cont’d
stifflness of, 30
Needle, aspirating, 57
Nephritis, acute, 27
differentiate pyelitis from, 66
interstitial, 66
Nervous state, 120
Neuralgia, 84
Neuritis, peripheral, 75
Neuropathie children, anger in, 27
Night terrors, 83
Nodding, head, 82
Nodes, distended abdomen ecaused
}g tuberculosis of lymphatie,
enlarged cervical, in fever, 101
enlarged lymphatie, 88
lymph, at angle of jaw, 36
swelling of cervical lymph, 29
Noma, 35
Nondiphtheritic angina,
membrane in, 36
Nonfebrile convulsions, repeated,
27
Normal puerile breathing, spleen,
22
Nose and nasopharynx, 48
discharge from, as symptom of
syphilis, 50
purulent discharge from, 49
Nucha, rigid, 29
Nursing, difficulty in, 37
Nutrition, 20
estimating, 20, 22
Nystagmus, 82

0]
Obseure origin, convulsions of, 27
Obstetrical paralysis, 79
Obstruction, chronic nasal, 49
differentiate colie from intes-
tinal, 115
differentiate peritonitis from in-
testinal, 115
nasal, 48
Occiput, flat, 19
Oppenheim’s congenital myatonia,
76, 83
Origin, convulsions of obscure, 27
Oropharynx, spots on walls of, 37
Orthostatie albuminuria, 120

pseudo-
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Osteomyelitis, differentiate, from
rheumatism, 101
in fever, 93
Otitis media in diphtheria, 88
in influenza, 88
in fever, 98
in measles, 88
in pneumonia, 88
in pertussis, 88
in scarlet fever, 88
in typhoid fever, 88
Ova, examination of stools for, 63
Ovary, cyst of, 48
Overdistended bladder, 25
Overeating, 24
Overexertion, 121
Overfilled bladder,
from tumor, 47

P

Pain, abdominal, 45
as symptom of Pott's disease,
46
in sore throat, 45
caused by flatulent colie, 45
suggests intussusception, 46
balanitis in abdominal, 46
differentiate abdominal, from ab-
dominal disease, 45
from worms, 46
Henoch’s purpura in abdominal,
46
Pains, 83
differentiate, from hyperesthesia,
84
in joints, 72
Palate, erosions on hard, 34
paralysis of, 78
soft, punetiform eruption on, 34
Palpation, 20
of abdomen, 20
of heart, 21
of liver, 20
Palsy, cerebral, 74
Papillomata of larynx, 51
Papular urtiearia, 70, 71
Paralysis, T4
cerebral spastie, 77
Erb’s, 79
facial, 78
differentiate chorea from, 79

differentiate,

DIAGNOSTIC INDEX.

Paralysis—cont’d
differentiate, from atrophy, 77

differentiate hysterical, from
spastic paralysis, 82 !
differentiate pseudoparalysis

from true, 75
differentiate spastic, from flac-
cid, 76
obstetrieal, 79
of palate, 78
of voeal cords, 51
post-diphtheritie, 76
spinal, 79 ]
Paralytic squint,differentiate, from
strabismus, 86
diphtheria as cause of, 86
Paramyoclonus multiplex, 81
Paraphimosis, 25
Paraplegia, 79
Patches, erythematous, 70
Patellar reflex, 78
Patient, immunities of, 17
susceptibilities of, 17
Pemphigus, syphilitic, 73
Percussion, auscultatory, 60
method of, 21
of abdomen, 22
of chest, 20
sound, eracked-pot, 21
Perieardial effusion, differentiate,
from pulmonary infiltra-
tion, 59
frietion rub, differentiate, from
endocardial murmur, 61
Pericarditis, 100, 120
in fever, 93
with effusion, 31
Pericardium, effusion into, 62
Perinephritic abscess, 47
Peripheral neuritis, 75
differentiate, from poliomyelitis,
76
Peritoneal irritation, 110
in appendicitis, 110
Peritonitis, erying of, 25
differentiate abdominal disturb-
ance from, 111
differentiate, from intestinal ob-
struetion, 115
distended abdomen in, 44
gastric symptoms in, -103
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Peritonitis—cont'd
primary, 110
vomiting as symptom of, 38
Peritonsillar abscess, 96
Pertussis, 27, 54
catarrh in, 97
coryza as symptom of, 49
heart failure in, 119
otitis media in, 88
Phalanges, swelling of, 31
Pharyngitis granulosa, cough in,
29
Phenomenon, Litten’s, 19
Phimosis, 25
Phthisis, differentiate interstitial
pneumonia from, 59
Physical examination, 17, 18
Pigeon breast, 19
Pigment granules in leucocytes, 64
Pirquet, Von, test for tuberculosis,
59
tuberculin test, 112, 118
Pityriasis rosea, 72
Plasmodia in the blood in malaria,
64
Pleural cavity, effusion into, 57
Pleurisy, crying of, 25
fibrinous, 57
Pleuritic effusion in heart failure,
119
Pleuritis in fever, 93
Pneumococcus, 56
Pneumonia, abdominal symptom in
apical, 59
croupous, 56
crying of, 25
diagnosis of, 56

differentiate interstitial, from
empyema, 59
differentiate interstitial, from

phthisis, 59
otitis media in, 88
vomiting as symptom of, 38
Pneumonic consolidation, 56, 111

differentiate dullness of liver
from, 56
Poliencephalitis, differentiate,

from meningitis, 123
Poliomyelitis, acute, 75
differentiate peripheral neuritis
from, TG
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Polymorphonuclear leucoeytosis in
enteritis, 64
in septic dizease, 63
Polypi, 50
Polyuria, 65
Post-diphtheritic paralysis, 76
Post-pharyngeal abscess, 51
Pott’s disease, 79
abdominal pain as symptom of,
46
cervical, 30
Precocious menstruation, differen-
tiate, from hematuria, 67
Precordium, bulging in, 31
Premature infant, eyanosis in, 29
Prepuce, adherent, 26
Presystolic murmur, 61
Primary peritonitis, 110
Prognosis, 124
general consideration of, 124
important rules of, 131
Prolapse of bowel, 43
Prominent veins over chest, 19
Pseudoleukemia in fever, 93
Pseudomembrane in mnondiphther-
itic angina, 36
Pseudomembranous angina, exam-
ination of skin in, 36
Pseudoparalysis, causes of, 75
differentiate, from true paraly-
sis, 75
Psoriasis, 73
Puerile breathing, normal, 21
Puffiness of skin, differentiate,
from angina, 108
Pulmonary abscess, 59
infiltration, differentiate en-
larged heart from, 59
differentiate pericardial effu-
gion from, 59
symptoms in fever, 99
Pulse, 20
compressible, 60
rapidity of, 59
respiration, 53
Punctiform eruption on soft palate,
34
Pupils of eyes, changes in, 86
Purpura, 72
hemorrhagica in fever, 93
Henoch’s, in abdominal pain, 46
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Purulent conjunctivitis, 87
discharge from nose, 49
Pus, differentiate cerumen from, 88
Pyelitis, differentiate, from ne-
phritis, 66
in fever, 91
Pylorus, tumor of hypertrophied,
48
Pyogenic cocci of skin in serofula,
116

Q

Quantity of urine in disease, 64
Quinin in infectious disease, 92

R

Rales, bronchial, 21
Rapid respiration, 53
Rapidity of pulse, 59
Reaction of degeneration, 78
Rectal temperature, 26
Reetum, examination of, 43
temperature in, 89
worms in, G7
Recurrent fever, 96
vomiting, 38, 104
ERed corpuscles in chronic disease,
63
Redness of mucous membrane of
mouth, 34
of skin, 71
of throat, 35
Reflex, Babinski’s, 79, 80
cremaster, 79
patellar, 78
Region, swelling in cervical, 19
Renal irritation, 65
Repeated econvulsions, 27
nonfebrile convulsions, 27
Respiration, 18
Cheyne-Stokes, 53
irregular, 53
pulse, 53
rapid, 53
Respiratory movements, 19
Retracted head, 29
Retraction of suprasternal fossa,
19
Rhagades, 73
Rheumatism, differentiiate arthritis
from, 101

DIAGNOSTIC INDEX.

Rheumatism—econt’d ;
differentiate osteomyelitis from,
101
Rhinitis, 48
fibrinous, 49
Rickets, 26, 75
constipation in, 109
differentiate eretinism from, 114
square head of, 30
Rigid muscles, 80
nucha, 29
Ringworm of scalp, 72
Root of neck, bruit at, 29
Rétheln, 68
angina in, 95
differentiate, from scarlet fever,
69
Rubella, 68
Rule for eruption of teeth, 32

S

Sarcoma, differentiate
spleen from, 45
differentiate, from abscess, 131
of kidney, 47
distended abdomen caused by,
45
Scabies, differentiate,
caria, 71
Sealp, ringworm of, 72
Scarlatina, differentiate, from der-
matitis, 69
Scarlet fever, differentiate rotheln
from, 69
exudate of throat in, 37
hyperesthesia in, 84
inflammation of throat in, 95
lamellar desquamation after, 70
otitis media in, 88
vomiting as symptom of, 38
Selerosis, diffuse cerebrospinal, 77
Seoliosis, 31
Serofula, 116
pyogenic cocci of skin in, 116
Seurvy, 25, 33
Sediment, differentiate brick dust,
from blood, 67
Septie disease, polymorphonuclear
leucocytosia in, G3
Septicemia, hyperesthesia in, 84
Serum disease, T0

enlarged

from urti-



DIAGNOSTIC INDEX.

Severe crying with fever, 25
headache, 38
Shape of head, 19
Sign, Brudzinski’s neck, 80
Chvostek’s, 26, 27
Kernig’s, 80
Trousseau’s, 26
Sinuses in neck, 30
Skin, color of, 18
differentiate puffiness of, from
edema, 108
examination of, in pseudomem-
branous angina, 36
Hochsinger’s infiltration of, 73
pyogenic cocci of, in scrofula,
116
redness of, 71
Skull, asymmetry of, 30
Smallpox, differentiate chickenpox
from, G
eruption as symptom of, 68
Snuffles, 73
Soft palate, punectiform eruption
on, 34
Sore throat, abdominal pain in, 45
in fever, 94
Sound, cracked-pot, 21, 58
first heart, G0
Sour breath, 54
Spastie paralysis, cerebral, 77
differentiate, from flacecid, 76
differentiate hysterical paralysis
from, 82
Specific gravity of urine, 66
Spinal eurvature, 19
paralysis, 79
Spleen, differentiate enlarged, from
sarcoma, 45
enlargement of, 48
in Banti’s disease, 43
normal, 22
Spongy gums, 33
Spots, Koplik’s, 69, 97
on walls of oropharynx, 37
Sputum, examination of, 55, 58
examination of, in tuberculosis,
118
Squint, differentiate paralytie, from
strabismus, 86
diphtheria as eause of paralytie,
86

271

Square head of rickets, 30
State, nervous, 120
differentiate stupor from coma-
tose, 123
Status gastricus, 103
differentiate vomiting in, 103
Stenosis, differentiate dyspnea from
laryngeal, 51
differentiate faucial obstruction
from laryngeal, 37
differentiate stenosis of nasal
meatus from laryngeal, 51
foreign bodies cause laryngeal, 51
laryngeal, 119
of larynx, 50
of nasal meatus, differentiate,
from laryngeal stenosis, 51
Stethoscope, use of, 21
Stiffness of neck, 30
Stomach, ulecer of, 39
Stomatitis, herpetie, 34
uleerative, 34
Stools, 39
black, 42
casein coagula in, 41
color of, 39
examination of, for ova, 63
in chronic indigestion, 113
green, 39
hard light-colored, 41
in dysentery, 41
in follieular enteritis, 40
in ileocolitis, 41
in intussusception, 41
light-colored, 40
muecus in, 41
watery, as symptom of infee-
tious disease, 43
wiite masses in, 41
Strabismus, differentiate congeni-
tal, from meningitis, 86
differentiate paralytic squint
from, 86
Strangulated hernia, 115
Strawberry tongue, 69
Stridor, congenital, 52
laryngeal, 50, 51
Stupor, differentiate, from coma-
tose state, 123
Subphrenic abscess, differentiate,
from abscess of liver, 47
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Subphrenie abscess—cont’d

differentiate, from empyema, 58 |

Sucking, difficulty in, 37
of thumb, 33
Sudden deafness, 88
Superficial erosions
membrane, 34
Suppurative arthritis, fever in, 103
Suprasternal fossa, retraction of,
19
Susceptibilities of patient, 17
Swelling, abdominal, 47
in abdominal wall, 48
in cervical region, 19
in front of ear, 29
in mumps, 101
joint, in fever, 101
of cervical lymph nodes, 29
of long bones, 31
of phalanges, 31
of thyroid gland, 29
under tongue, 35
Swollen lymph gland, 28
Symptom, abdominal,
pneumonia, 59
abdominal pain as, of Pott's
disease, 46
coryza as, of pertussis, 49
cough as, 54
discharge from nose as, of syph-
ilis, 50
emaciation as, in tuberculosis,
118
hematuria as, 66, 67
in measles, diarrhea as, 43
of appendicitis, 46
of gastritis, vomiting as, 39

of mucous

in apical

of heart dilatation, differen-
tiate, 120

of heart failure, differentiate,
119

of hemorrhagic disease, vomit-
ing blood as, 39

of indigestion, diarrhea as, 43

of infectious disease, watery
atools as, 43

of peritonitis, vomiting as, 38

of pneumonia, vomiting as, 38

of scarlet fever, vomiting as, 38

of smallpox, eruption as, 68

vomiting as, of heart failure, 38

DIAGNOSTIC INDEX.

. Symptoms, cardiac, in fever, 100

gastrie, in appendicitis, 103
in peritonitis, 103
pulmonary, in fever, 99
Syncope, 83 ;
" differentiate, from terminal ex-
haustion, 120
Syndromes, clinical, 88
Syphilis, 33
congenital, 73 :
differentiate, from impetigo bul-
losa, T4
discharge from nose as symptom
of, 50
hereditary, 74
of larynx, 51
tarda, 73
Syphilitic pemphigus, 73
sore throat, 36
Systolic murmur, 61

T
Tachyecardia, 62
Teeth, 31
causing disturbance in dentition,
32
decayed, 33
estimate of age from eruption
of, 32
Hutchinson’s, 33
rule for eruption of, 32
Teething, 26
drooling as evidence of, 32
Temperature in axilla, 89
in groin, 89
in rectum, 89
rectal, 26
test in marasmus, 23
Tenesmus, 43
Tenon's capsule, 87
Terminal exhaustion, differentiate
syncope from, 120
Terrors, night, 83
Test, temperature, in marasmus, 23
Von Pirquet, for tuberculosis, 59
Von Pirquet tuberculin, 112, 118
Widal, 92
Tetanus, differentiate cerebral hem-
orrhage from, 123
differentiate, from congenital
myotonia, 82
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Tetany, 26, 75

Chvostek’s sign indicates, 26
Trousseau’s sigm indicates. 26
Thirst, excessive, 24 :
Thorax, deformities of, 30
Throat, abdominal pain in sore, 45
bf_mteriﬂlugical examination of, 36
differentiate sore, from diph-
theria, 95
examination of, 35
exudate of, in searlet fever, 37
exudative diseases of, 35
inflammation of, 89
in scarlet fever, 95
inspection of, 20
redness of, 35
syphilitic sore, 36
Thrush, 34
Thyroid gland, enlarged lobe of, 30
swelling of, 29
Tongue, strawberry, 69
swelling under, 35
tie, 85
Tonie contraction of arm, 27
of limb, 27
Tonicity of muscles, 82
Tonsil, enlarged, 51
exudate on, 35
Tonsillitis, culture in, 36
differentiate, from diphtheria, 94
follieular, 94
Tooth, uleeration of mucous mem-
brane around, 33
Traube’s semilunar space, dullness
in, 62
Tremor, 80
Trousseau's sign, 26
indicates tetany, 126
Tubes, Eustachian, 88
diseased bronchial, 57
Tuberculin test, Von Pirquet, 112,
118
Tuberculosis, 117
diagnosis of, 117
emaciation as symptom in, 118
examination of sputum in, 118
leucocytosis in miliary, 64
miliary, 59 g
of lymphatic nodes, distended
abdomen caused by, 45
Von Pirquet test for, 59
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INDEX.

Tuberculous bronechial glands, 59
consolidation, 58
meningitis, 118
differentiate, from eyelic vom-
iting, 131
headache as symptom of, 84
leucocytosis in, 64
Tumor, abdominal, 47
differentiate overfilled bladder
from, 47

multiple, 47
of hypertrophied pylorus, 48
Tympanites, differentiate disten-
tion by ascites from, 44
in typhoid fever, 44
Tympanitic note in pneumoniec con-
solidation, 56
Typhoid fever, angina in, 95
cough in, 54
diarrhea in, 43
differentiate empyema from, 58
influenza in, 97
leucoeytes in, G4
otitis media in, 88
tympanites in, 44
lamellar desquamation after, 70
state, 104

u

Uleer in roof of mouth, 34

of stomach, 39

elliptiform, on mucous mem-

brane, 34
Uleeration of mucous
around tooth, 33

Ulecerative stomatitis, 34
Uncinariasis in anemia, 107
Uncontrollable vomiting, 37
Uremia, 123
Urination, difficult, 67
Urine, 64

decrease of, 64

examination of, 27, 65

in anemia, 107

increase of, 65

quantity of, in disease, 64

retention of, 64

specific gravity of, 66
Urticaria, 70, 71, 96

papular, 70, 71
| Use of stethoscope, 21

membrane
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v

Varicella, enanthem of, 34
Veins, prominent. over chest, 19
Vesiele in roof of mouth, 34
Vincent's angina, 95
differentiate, from
36
Vocal cords, paralysis of, 51
Vomiting, 37, 104
apparently causeless, 38
as symptom of gastritis, 39
of heart failure, 38
of peritonitis, 38
of pneumonia, 38
of searlet fever, 38
differentiate cerebral, from gas-
troenterie vomiting, 38
differentiate eyelie, from in-
testinal obstruetion, 116
differentiate, in status gastricus,
103
differentiate tuberculous menin-
gitis from eyelie, 131
indicates examination of
milla of mother, 39

diphtheria,

mam-

DIAGNOSTIC

INDEX.

Vomiting—econt’d
of bile, 38
of blood, 39
of blood as symptom of hemor-

rhagic disease, 39

recurring, 38
uncontrollable, 37

Von Pirquet test for tubereulosis 59
tuberculin test, 112, 118

Vulva, exudate on, 36

W
Wall, swelling in abdominal, 48
Watery stools as symptom of in-
fectious disease, 43
Weight, increase in, 22, 23
loss in. 22

White masses in stools, 41
Whooping-cough. lymphoeytosis in,

Widal test, 92
Worms, differentiate mucomem-
branous enteritis from, 46
in rectum, 67
pain from, 46
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A

Abrasions, formula for, 254
Abscess, aseptic, 205
cervical, 174
of brain, 201
peritonsillar, 174
post-pharyngeal, 176
Acid autointoxication, 236
urie, 197
Acne, 235
Acute nephritis, 196
Addenda, therapeutic, 236
Adenitis, tubereculin in tubercu-
lous, 174
tuberculous, 174
Adenoids, 175
excision of, 175
Administering drugs, dermie
method of, 169
Adrenalin, 236
Agalactia, 144
Albumen, egg, as cause of toxie
symptoms, 154
water in vomiting, 153
Albuminoses, 163
Albuminuria, 227
Aleohol as hypnotic, 169
Aleoholies for mother, 145
Alopecia areata, 235
Ammonium chlorid in transuda-
tion of leucocytes, 178
Anemia, arsenic in, 194
fruit juices in, 164
iron citrate in, 194
pernicious, 194
splenie, 195
Anesthetie, 175, 238
Angina Ludoviei, 174
potassium chlorate in Vincent’s,
176
septic, 176
Vincent’s angina, 172
Anodynes, formulas for, 240
Antemetics, formulas for, 239
Antidiphtheritic serum, 208

(See page 255 for Diagnostic Index.)

. Antipyretie, coal tar, 167, 168

cold bath as, 167
pack as, 167
Antipyreties, formulas for, 240

| Antipyrin for mother, 145

Antiseptics, intestinal, 170, 186
formulas for, 241
on nipples, 145
Antispasmodies, formulas for, 242
Antistt;)eé]‘;omcﬂic serum in chorea,
Antitoxin in diphtheria, 176, 208
Apparatus, vasomotor, 192

. Appendieitis, 189
| Arsenic in anemia, 194

Arthritis, rheumatoid, 237
Artificial feeding, 147, 160
Asafetida, 170

| Aseptie abscess, 205

Astringents, formulas for, 243
Autointoxication, acid, 236

B

Baby, playing with, 142
rocking of, 142
toys for, 143
Bacillus, typhoid, 202
Bacon as food, 161
Baner’s milk formula, 154
Barlow’s disease, 190
Bath, 140
Bed-wetting, 198
Belladonna for mother, 145
Bismuth subnitrate in diarrhea,
187
Blood, 194
iron in, 194
pressure, posture in, 192
Bone, tuberculosis of, 213, 217
Bottles, sterilization of, 149
Brain, abscess of, 201
tuberculosis of, 213
Bromids, 170
Bronchitis, formula for, 252
opium in, 182
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Bronchitis—cont’d
quinin in, 178
Bronchopneumonia, mustard bath
in, 169
quinin in, 178
Broths, salted, 170
Buttermilk, 156

C

Caffein in pneumonia, 180
Calomel, 170
Camphor as cardiac stimulant, 231
as stimulant, 168, 179
for mother, 145
in pneumonia, 180
Cane sugar as carbohydrate, 165
Caput succedaneum, 171
Carbohydrate, cane sugar as, 165
wheat flour as, 165
Carbohydrates, excessive, 163
for sick, 165
in fever, 231
Carbonated waters, 185
Cardiae sedatives, formulas for,
243
stimulants, formulas for, 244
Carminatives, formulas for, 244
Casein, 153
Catarrhal jaundice, 188
vaginitis, 197
Cause of colie, 158
of diarrhea, 159, 183
of enterocolitis, 186
Cephalhematoma, 171
Cereal decoctions, 153, 170
Cereals as food, 160
Cerebral hemorrhage, 171
palsies, 200
Cerebrospinal fever, 207
Cervical abscess, 174
Change of climate, 167
Cheese, tyrotoxicon in, 142
Chicken-pox, 225
Children, teeth of, 173
Chloral hydrate as hypnotie, 169
Chlorate, potassium, 172
Chlorosis, 194
Cholera infantum, 185
Chorea, 200
antistreptococeie serum in, 200
endocarditis of, 193

THERAPEUTIC INDEX.

Chorea—cont’d
formulas for, 249, 253
Cinchona, tineture of, 206
Cireulation, 191, 232, 233
peripheral, 193
Cireumecision, 140, 197
Citrate of soda in indigestion, 183
Cleansing mouth, 143
Climate, change of, 167
Clothing, infant’s, 141
Coal tar antipyretic, 167, 168
Codliver oil in eolds, 178
Coffee as stimulant, 168
Cold bath as antipyretic, 167
in eolds, 178
pack as antipyretie, 167
Colds, codliver oil in, 178
cold bath in, 178
contagiousness of, 176, 177
phosphorus compounds in, 178
Colie, 172
cause of, 158
caused by milk, 147
Colloidal silver as stimulant for
phagoeytosis, 207
Complaint, summer, 186
Condensed milk, 148, 156
indigestion from, 148
Congenital syphilis, formulas for,
252
Congestions of mucous membrane,
254
of skin, formula for, 254
Constipation, 159, 204, 237
Contagiousness of colds, 176, 177
Contusions, formula for, 254
Convulsions in pertussis, 219
Cord, umbilical, 140
care of, 140
Coryza, quinin in, 178
Cradle, 141
Cream, 150
ice, 142
Creosote in respiratory infections,
179
Cretinism, thyroid extraet in, 200
Croup, iodids in, 181
kettle, 180
spasmodic, 181
Cystitis, 197, 198
hexamethylenamine in, 197
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D

Deafness in mumps, 219
Decayed fruits, 142
vegetables, 142
Decoctions, cereal, 153, 170
Deminglﬁgementage milk modifier,
Derivatives of quinin, 206
Dermic method of administering
drugs, 169
Desiccated foods, 164
Diabetes insipidus, 236
mellitus, formula for, 253
Diaphoretics, formulas for, 245
Diarrhea, 172, 184, 204
bismuth subnitrate in, 187
cause of, 159, 183
formulas for, 251
in septicemia, 221
in tuberculosis, 214
simple, 185
Diet in infectious diseases, 230
in scarlet fever, 226, 227
in tuberculosis, 214
Dieting of mother, 145
Diffuse nephritis, 197
Digestive disorders, 187, 190
Digitalis in pneumonia, 180
Dilution of milk, 149
Diphtheria, 208
antitoxin in, 176, 208

laryngeal, 209
nasal, 209

Disease, Barlow’s, 190

Graves’, 236

hip joint, 214

Hodgkin’s, 195

Pott’s, 216
Diseases, gastroenteric, 182

human milk in nutritive, 159

infeetious, 229

of mouth, 172

skin, 233

specific infectious, 202
Disorders, digestive, 187, 190
Diuretics, formulas for, 245, 254
Drugs, dermic method of adminis-

tering, 169

Dyspepsia, 183

dry stools in, 183

fat as cause of, 183
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E
Eating, 143
Eclamptic seizures, 199
Eczema, facial, 234
formula for, 254
Egg albumen as cause of toxic
symptoms, 154
Elongated uvula, 176
Endocardial inflammations, quinin
in, 192 '
Endocarditis, 191, 221
of chorea, 193
strychnin in, 192
Enterocolitis, cause of, 186
Enuresis, 198
formulas for, 249, 253
Epilepsy, 199
formula for, 254
Eruptions, skin, 233
Erythema, 233
multiform, 234
Eskay’s food, 188
Exanthemata, 223
Excision of adenoids, 175
of tonsils, 175
Excessive carbohydrates, 163
Exercise, 141, 143
Expectorants, formulas for, 246
External applications, formulas
for, 249
Extract, thymus, 236
Eyes, 140
F

Facial eczema, 234
Faulty feeding, 163
Feeding, artificial, 147, 160
faulty, 163
infant, 140
mixed, 157
of sick, 162
Fermentative conditions, formula
for, 250
Fermented milk, 1506
Fever, carbohydrates in, 231
cerebrospinal, 207
glandular, 236
hydrotherapy in, 192
scarlet, 225
severe infectious, 228
stimulant in, 192

typhoid, 202
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Fireworks, injury by, 221
Flaceid paralysis, 201
Flies, 141
Food, bacon as, 161
cereals as, 160
desiceated, 164
Eskay's, 188
for mother, 144
fruits as, 161
intoxication, 154
proprietary, 157
vegetables as, 16
Follieular tonsillitis, 175
Fomentations, hot, 174
Foreign bodies, swallowing, 176
Foreskin, 197
Formula, Baner’s milk, 154
Formulas, 239
for abrasions, 254
for anodynes, 240
for antemetics, 239
for antipyreties, 240
for antiseptics, 241
for antispasmodics, 242
for astringents, 243
for bronchitis, 252
for cardiac sedatives, 243
for cardiac stimulants, 244
for carminatives, 244
for chorea, 249, 253
for congenital syphilis, 252
for eongestions of mucous mem-
brane, 254
for congestions of skin, 254
for contusions, 254
for diabetes mellitus, 253
for diaphoreties, 245
for diarrhea, 251
for diureties, 245, 254
for eczema, 254
for enuresis, 249, 253
for epilepsy, 254
for expectorants, 246
for external applications, 249
for fermentative conditions, 250
for galactagogues, 246
for gastroenteric infeetion, 250
for hematuria, 254
for hemorrhagic nephritis, 254
for hypnotics, 247
for inhalations, 247

THERAPEUTIC INDEX.

Formulas—cont'd

for intestinal colie, 251

for mouth wash for uleerative

stomatitis, 253

for nasal hemorrhage, 254

for purgatives, 247

for rheumatism, 249, 253

for sialagogues, 248

for suppositories, 249

for tapeworm, 253

for tonies, 248

for tonmsillitis, 253

for top milk, 150, 152

for uleerative stomatitis, 253

for vomiting, 251

for whooping-cough, 251

for worms, 252
Fresh air as therapeutic agent, 166
Fruit juices in anemia, 164
Fruits, decayed. 142

as food, 161
Furuneculosis, 235

G
Galactagogues, 144
formulas for, 246
Gastroduodenitis, 188
Gastroenterie diseases, 182
infeetion, 183
formula for, 250
opium in, 185
intoxication, 188
Genitourinary organs, 195
Geographical tongue, 172
Glandular tuberculosis, 217
fever, 236
Glycerin for nipples, 145
Glycerite of tannin for nipples, 145
Graves' disease, 236
Guaiacol earbonate in respiratory
infections, 179
Gum, lancing of, 173

H
Habit spasms, 200
Headache, 201
Heart, 191
failure, posture in, 210
weakness, morphin in, 193

Hematoma of sternocleidomastoid,
174
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Hematura, formula for, 254
Hemorrhage, 171
cerebral, 171
Hemorrhagic nephritis, 196
formula for, 254
Hereditary syphilis, 222
Herpes of lips, 173
Herpetiec stomatopharyngitis, 176
Hexamethylenamine, 197
Hip joint disease, 214
Hodgkin’s disease, 195
Hot fomentations, 174
water bag in pleurisy, 182
Human milk in nutritive
eases, 159
Hydrocele, 198
Hydroecephalus, 237
Hydrochlorid of quinin, 205
Hydronephrosis, 238
Hydrotherapy, 166, 186, 230
in fever, 192
Hygiene, rules of, 140
H]rperpll?gia of lymphoid structure,
Hypertrophy of tonsils, 175
Hypnotie, alcohol as, 169
chloral hydrate as, 169
Hypnoties, formula for, 247

dis-

I
Ice bag in pleurisy, 182
cream, 142
Icterus, 171

Ileocolitis, 183, 184
Impetigo, 234
Indigestion, 182
citrate of soda in, 183
from condensed milk, 148
from skimmed milk, 156
Infant feeding, 140
Infant’s clothing, 141
Infected milk, 150
Infection, gastroenterie, 183
Infectious disease of mother, 146
of wet-nurse, 146
purgative in, 166
diseases, 229
diet in, 230
specifie, 202
Inflammation of throat, pilocarpin
in, 176
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Influenza, 181
[nhalations, formulas for, 247
oxygen, 181, 182
Injury by fireworks, 221
Insects, 141
Interstitial nephritis, 197
Intestinal antiseptics, 186, 170
colie, formula for, 251
Intoxication, food, 184
gastroenterie, 188
Intubation, 212
Intussusception, 189
Iodids in eroup, 181
in laryngeal stenosis, 181
Irritable stomach, 184
Iron citrate in anemia, 194
in blood, 194

J
Jaundice, catarrhal, 188

K
Kephyr, 156
Kettle, croup, 180
Kidney, tuberculosis of, 213
Koplik’s spots, 224
Koumiss, 156
L

Lancing of gum, 173
Laryngeal diphtheria, 209

stenosis, 209

iodids in, 181
Laryngitis, quinin in, 178
Laryngospasm, 199, 237
Laveran’s solution, 205, 206
Lesion, valvular, 191
Leucoeytes, ammonium chlorid in
transudation of, 178
Leulkemia, 195
Light as therapeutic agent, 166
Lips, herpes of, 173
Lumbar puncture, 207
Lymph nodes, tuberculosis of, 213
Lymphoid strueture, hyperplasia
of, 175
M

Magnesia, 172
Magnesium salt as purgative, 196
Malaria, 204
Malted milk, 156

maltose in, 156, 157
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Maltose in malted milk, 156, 157
Marasmus, 159
Massage, 170, 233
Mastitis of newly-born, 172
Materna graduate milk modifier,
154
Measles, 224
purgatives in, 225
Megaloerythema, 228
Membrane, mucous, 140
Meningitis, tuberculous, 201, 216
Menstruation during nursing, 146
Miliary tuberculosis, 216
Milk, colic caused by, 147
condensed, 148, 156
dilution of, 149
feeding rule for, 155
fermented, 156
formula, Baner's, 154
human, in nutritive diseases, 159
infeeted, 150
malted, 156
mﬂdilﬁer, Deming’s percentage,
o4
materna graduate, 154
percentage, 154
pasteurized, 148
pasteurization denaturalizes, 164
peptonized, 154
raw, 148
stagnation of, 144
sterilization denaturalizes, 164
sterilized, 148
substitute for mother's, 148
sugar, 151
top, 150
Mixed feeding, 157
Modifier, Deming’s percentage
milk, 154
materna graduate milk, 154
percentage milk, 154
Morphin in heart weakness, 193
Mother, aleoholics for, 145
antipyrin for, 145
belladonna for, 145
camphor for, 145
dieting of, 145
food for, 144
infectious disease of, 146
nipples of, 145
purgatives for, 145

THERAPEUTIC INDEX.

Mother—cont’d
spices for, 145
Mother's milk, substitute for, 148
Mouth, cleansing, 143
diseases of, 172
ulcer at roof of, 173
ulcers of, 173
wash for uleerative stomatitis,
formula for, 253
Mucous membrane, 140
Mumps, 219
deafness in, 219
Mustard bath in bronchopneu-

monia, 169
Myocarditis, 193
N

Nagal diphtheria, 209
hemorrhage, formula for, 254
Neck, 174
Nephritis, 196
acute, 196
diffuse, 197
hemorrhagie, 196
interstitial, 197
parenchymatous, 196
post-searlatinal, 197, 227
Nervous diseases not amenable to
treatment, 200
system, 199
Newly-born, 171
operation on, 140
opiate to, 168
sepsis of, 171
temperature of, 171
visitors to, 141
Nipples. antiseptics on, 145
glycerin for, 145
glycerite of tannin for, 145
of mother, 145
sterilization of, 149
washing of, 145
wool fat for, 145
Noma, 173
methylene blue in, 173
Nursing, menstruation during, 146
mother, 144
period of, 146
Nutritive diseases, human milk in,
159
ratio, 153
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0

Operation on newly-born, 140
Ophthalmia, 171
Opiate to newly-born, 168
Opium as a remedy, 168

in gastroenteric infection, 185

in bronchitis, 182

in respiratory infections, 179
Organs, genitourinary, 195
Otitis media, suppurative, 227
Oxygen inhalations, 181, 182
Oxyuris, 238

P

Pacifier, 141, 142
Palate, paralysis of, 176
Paralysis, 238
flaccid, 201
of palate, 176
Parenchymatous nephritis, 196
Pasteurization denaturalizes milk,
164
Pasteurized milk, 148
Pemphigus bulle, 172
Peptones, 163
Peptonized milk, 154
Percentage milk modifier, 154
Deming’s, 154
Period of nursing, 146
Peripheral circulation, 193, 232, 233
Peritoneum, tuberculosis of, 213
Peritonsillar abscess, 174
Perleche, 173
Pernicions anemia, 194
Pertussis, 217
convulsions in, 219
vomiting in, 220
Phagocytosis, collodial silver as
stimulant for, 207
silver salt as stimulant for, 207
Pharyngitis, quinin in, 178
Phosphorus compounds in colds,
178
Phthisis, pulmonary, 213
Physiological salt solution, 232
Pilocarpin in inflammation of
throat, 176
Playing with baby, 142
Pleurisy, 180
hot-water bag in, 182
ice bag in, 182
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Pleurisy—cont’d
salicylic acid in, 181
Pneumonia, 179, 180
caffein in, 180
camphor in, 180
digitalis in, 180
temperature in, 179
Post-nasal infection, quinin in, 178
Post-pharyngeal abscess, 176
Post-scarlatinal nephritis, 197, 227
Posture in blood pressure, 192
in heart failure, 210
Potassium chlorate, 172
in Vinecent’s angina, 176
Pott’s disease, 216
Prophylaxis of tuberculosis, 216
Proprietary foods, 157
Protein for sick, 165
Psoriasis, 235
Psychic treatment, 198
Psychical therapeuties, 170
Psychosis, 202
Psycotherapy, 273
Pulmonary phthisis, 213
Puncture, lumbar, 207
Purgative, magnesium salt as, 196
sodium salt as, 196
Purgatives for mother, 145
formulas for, 247
in infectious disease, 166
in measles, 225
Purpura, 235
Pyelitis, 197
Pyloric stenosis, 188, 238

Q

Quinin applied by rectum, 169
externally, 169
hypodermatically,

derivatives of, 206

hydrochlorid of, 205

in coryza, 178

in bronchitis, 178

in bronchopneumonia, 178

in endoeardial inflammations,
192

in laryngitis, 178

in pharyngitis, 178

in post-nasal infection, 178

succedanea of, 206

tannate of, 2006

169
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R
Rachitis, 238
Ratio, nutritive, 153
Raw milk, 148
Remedy, opium as a, 168
Respiratory infections,
carbonate in, 179
creosote in, 179
opium in, 179
veratrum viride in, 179
organs, 176
Rheumatism, 221
formula for, 249. 253
Rheumatoid arthritis, 237
Rickets, 189
Ringworm of scalp, 235
Rocking of baby, 142
Roseola, 228
Rubella, 227
Rules for milk feeding, 155
of hygiene, 140
of treatment, 166

S

Salicylie acid in pleurisy, 181
Salol in wurinary infections, 197,
237
Salt solution, 170, 186
physiological, 232
Salted broths, 170
Salts of potassium in spanemia,
195
Scabies, 235
Scalp, 174
ringworm of, 235
seborrhea of, 174
Secarlatina, 225
Scarlet fever, 225
diet in, 226, 227
scerofula, 236
Seurvy, 189
Seborrhea of sealp, 174
Seizures, eclamptic, 199
Sepsis of newly-born, 171
Septic angina, 176
Septicemia, 220
diarrhea in, 221
tetanus in, 221
Serum, antidiphtheritie, 208
Severe infectious fevers, 228
Sialagogues, formulas for, 248

guaiacol

THERAPEUTIC

[INDEX.

Sick, carbohydrates for, 165
feeding of, 162
protein for, 165
Silver salt as stimulant for phago-
eytosie, 207
Simple diarrhea, 185
Skimmed milk, indigestion from,
156
Skin, 140
diseases, 233
eruptions, 233
Eleep, 143
Snuffles in syphilis, 223
Sodium salt as purgative, 196
Solution, Laveran’s, 205, 206
salt, 170, 186
Spanemia, salts of potassium in,
195
Spasmodie croup, 181
Spasms, habit, 200
Specific infectious diseases, 202
Spices for mother, 145
Splenic anemia, 195
Spots, Koplik’s, 224
Stagnation of milk, 144
Stammering, 201
Stenosis, iodids in laryngeal, 181
laryngeal, 209
pylorie, 188, 238
Sterilization denaturalizes
164
of bottles, 149
of nipples, 149
Sterilized milk, 148
Sternocleidomastoid, hematoma of,
174
Stimulant, camphor as, 168, 179
as cardiac, 231
coffee as, 168
colloidal silver as, for phagocy-
tosis, 207
in fever, 192
silver salt as, for phagocytosis,
207 S
strychnin as nerve, 232
tea as, 168
Stomach, irritable, 184
Stomatitis, formula for mouth
wash for uleerative, 253
ulecerative, 172
Stomatopharyngitis, herpetic, 176

milk,
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Strophulus, 235
Strychnin as nerve stimulant, 232
in endocarditis, 192
Substitute for mother’s milk, 148
Succedanea of quinin, 206
Sucking of thumb, 142
Sugar, milk, 151
Summer complaint, 180
Suppositories, formulas for, 249
Suppression of urine, 195
Suppurative otitis media, 227
Swallowing foreign bodies, 176
Symptoms, egg albumen as cause
of toxie, 154
Syphilis, 222
hereditary, 222
snuffles in, 223
tarda, 223
System, nervous, 199

L

Tannate of quinin, 206
absorption of, 206
Tapeworm, formula for, 253
Tea as stimulant, 163
Teeth of children, 173
Temperature in pneumonia, 179
of newly-born, 171
Tetanus in septicemia, 221
Tetany, 199, 237
Therapeutic addenda, 236
agent, fresh air as, 166
light as, 166
Therapeutics, psychical, 170
Throat, 174
pilocarpin in inflammation of,
176
Thrush, 172
Thumb, sucking of, 142
Thymus extract, 236
Thyroid extract in cretinism, 200
Tincture of cinchona, 206
Tongue, geographical, 172
tie, 173
Tonics, formulas for, 248
Tonsillitis, follicular, 175
formula for, 253
Tonsils, excision of, 175
hypertrophy of, 175
Top milk, 150
formulas for, 150, 152

f
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Toxie symptoms, egg albumen as
cause of, 154
Toys for baby, 143
Tracheotomy, 212
Transudation of leucocytes, am-
monium chlorid in, 178
Treatment, psychie, 198
nervous diseases not amenable
to, 200
rules of, 166
Tuberculin in tuberculous adenitis,
174
Tuberculosis, 181, 213
diarrhea in, 214
diet in, 214
glandular, 217
miliary, 216
of bone, 213, 217
of brain, 213
of kidney, 213
of lymph nodes, 213
of peritoneum, 213
prophylaxis of, 216
Tuberculous adenitis, 174
tuberculin in, 174
meningitis, 201, 216
Tympanites, 204
Typhoid bacillus, 202
fever, 202
Tyrotoxicon in cheese, 142

U

Uleer at roof of mouth, 173
of mouth, 173
Uleerative stomatitis, 172
formula for mouth wash for, 253
Umbilical cord, 140
Uric acid, 197
Urinary infections, salol in, 197,
237
Urine, suppression of, 195
Urticaria, 234 =
Uvula, elongated, 176

v

Vaccination, 227

Vaginitis, catarrhal, 197

Valvular lesion, 191

Vasomotor apparatus, 192

Vegetables as food, 16
decayed, 142
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Veratrum viride in respiratory in-
fections, 179
Vincent’s angina, 172
potassium chlorate in, 176
Visitors to newly-born, 141
Vomiting, 184
albumen water in, 153
chloroform in, 184
formula for, 251 =
in pertussis, 220
phenol in, 184

W

Washing of mipples, 145
Water, albumen. in vomiting, 153
Waters, carbonated, 185
Wet-nurse, 146

infectious disease of, 146
Wheat flour as carbohydrate, 165
Whooping-cough, 217

formula for, 251
Wool fat for nipples, 145
Worms, formula for, 252
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