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PREFACE TO THE THIRD EDITION.

THE plan of this MANUAL remains unaltered. It is designed
to aid students in the actual study of their cases, by supplying
details of the methods followed in clinical work, along with
indications of the significance to be attached to various symp-
toms. References to various treatises are likewise given,
where fuller information may be found.

Some portions of the book are adapted for continuous
reading, others are designed for occasional reference. Clinical
teachers who use this MANUAL in their courses of instruction
may indicate, from time to time, the portions useful for the
purpose on hand. By reading the second and third chapters
the student may learn for himself the kind of information
supplied and the methods followed. The first chapter may be
read with advantage by the student at any part of his career,
as well as by those who have seen much of disease and its
Physiognomy. The last chapter deals with Physical Diagnosis
from the clinical standpoint; it naturally claims attention
when this part of the subject is taken up.

In this edition the first and the last chapters have been
simply reprinted; the Bibliographies, however, have been
extended, and one new Table added to the Appendix to
Chapter L
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CLINICAL MANUAL FOR THE STUDY
OF MEDICAL CASES.

CHAPTER L
THE PHYSIOGNOMY OF DISEASE.

IN examining for medical purposes a patient affected with

some bodily disease, it is of importance for the inquirer to
have before his mind from the first the nature and the scope of
the inquiry proposed, and not to be misled by any of the
merely conventional phrases or forms of thought under which
plausible fallacies and rash generalisations are so prone to hide
themselves. This remark applies with peculiar force to the
investigation of the more external or physiognomic characters
of diseases, because it is in dealing with these that the phys-
ician is under the strongest temptations to appear wise at all
hazards, and thus to formulate his knowledge (or his ignorance)
under terms which may or may not be correct as regards the
individual case before him, but of which he would find the
exact definition extremely difficult or impossible. Thus, it is
very easy in a particular case to pronounce the patient “of a
phthisical aspect,” or “of a gouty habit,” or *strumous,” or
of a rheumatic or other “dlathes:s, or to say that he has a
well-marked “malignant,” or “cancerous cachexy”; and any
one of these expressions may, in the particular case, indicate
something that is really true, while, nevertheless, the expres-
sion itself is altogether objectionable, and devoid both of real
accuracy and scientific value. What the clinical observer has to

do is not to grasp at a hasty generalisation, but to note details of
A



2 THE PHYSIOGNOMY OF DISEASE.

positive fact, and out of these to evolve the elements of a sure
diagnosis. The statement that the patient has some peculiar
and specific constitutional morbid tendenecy or bias is not, in
any case, the statement of a fact, but of an opinion, and some-
times of a very insecure and fanciful opinion. Such a state-
ment, therefore, should never be found among the preliminaries,
probably, indeed, rarely even in the more advanced stages, of
an hospital report ; inasmuch as even when true in fact, it is an
inference based upon many, and much simpler, facts which
ought to have been separately noted. The same principle
holds, perhaps still more strongly, as regards the so-called
‘ temperaments "—sanguine, bilious, nervous, etc., and all
their more complex varieties. Without discussing here at all
the amount of truth, or of reality, underlying these expres-
sions, it may be certainly affirmed that their relation to
particular diseases is almost wholly illusory; and therefore
the statements in which the elements of a diagnosis, so to
speak, are concerned, should be as simple and precise as
possible, and should certainly not involve any general doctrine
or theory of the disease and of its causes.!

Nevertheless, it is quite true that diseases, considered as
disturbances of the physiological course of a healthy life, are
often marked by incidents which leave indelible traces not only
in the history, but on the physical structure of the body ; and
it is the study of these, properly speaking, which affords to
the well-informed physician almost the whole basis of objec-
tive fact out of which a morbid tendency, or diathesis, can be
inferred with a fair amount of probability. In other words,
diathesis, as a study of facts, in an individual case, is an

1 The admirable lectures of Mr. Jonathan Hutchinson—** The Pedigree of
Disease,” London, 1884—published since this paragraph was issued in the
first edition of the present work, do not npgeur to the author essentially to
modify anything herein set forth, but rather to confirm the methods of
procedure above insisted on. (See especially the remarks on temperament
and diathesis at pp. 3, 5, 12, 13, 14, 22,) The position taken by thizs distin-
guished investigator may be indicated by two very brief extracts, as follows:—
““We may perhaps define the term temperament as applicable to the sum of
the physical peculiarities of an individual, exelusive of all definite tendencies
to disease. . . . If there be a distinet proclivity, we must then use a
stronger term, and speak of diathesiz™ (p. 3). *‘Temperament—the original
vital endowment of the individual—is unquestionably a real force, and one
which we would most gladly recognise and estimate if we could. The
scepticism which I have been expressing a.pyli&a not to the reality of the
thing, but to our ability to discriminate it” (p. 22). The whole work, in
fact, although perhaps not suitable for beginners, may be commended to
advanced students as a commentary on the rules and methods of diagnosis
recommended in this chapter,
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inference either from previous facts in the history indicating
deranged physiological function, or from manifest structural
changes, the result of these ; whereby we are enabled to estab-
lish, but only as a presumption founded with more or less pro-
bability on the evidence, the existence of a fendency to similar
changes, or changes of some allied order, in the future. In
other words, the proof of diathesis is essentially the proof of
disease ; but, it may well be, disease in its earliest manifesta-
tions and least notable forms.

There is a whole group of diseases, for example, which affect
the human body chiefly or exclusively during its period of
growth, whether of early infancy or of adolescence ; and another
group, the first approaches of which are usnally observed only
along with, or succeeding, the physiological signs of senile decay.
As regards the latter group, it may be said with truth that
physiology and pathology are inextricably intermingled. A
too early arcus senilis, the premature development of *crow’s
feet” at the outer margins of the eyelids, wrinkles in the skin
of the face, diminished sensibility of the retina, or early presby-
opia ; still more, the well-known changes in the arteries, twist-
ing or rigidity of the radials, ete.; falling or greyness of the
hair, diminution or loss of sexual activity, and cessation of the
catamenia in women; all of these (and yet perhaps none of them
singly and unsupported by the others) may be appealed to as
evidence of a liability to diseases of the senile group generally ;
and, if further corroborated by slight manifestations of actual
disease, or of organic changes the result of disease, may form
considerable elements in the diagnosis of a diathesis, as for
example, a tendency to heemorrhagic apoplexy. Or again,
certain transverse markings upon the teeth (quite distinct
in character from those to be afterwards noticed as syphilitic) ;
curvatures, or other alterations in the form of the long bones,
and a certain well-known conformation of the thorax, may
indicate with the utmost precision disorders proper to the
period of the first or of the second dentition, when rickety
distortion, with or without bronchitis and other severe
but not permanent conditions of disease interfering with the
free expansion of the lungs, may have left an impress upon
the bony skeleton. So, too, it may be remarked that the
presence or absence of traces of past disease of the hones
and joints, or of glandular enlargements and cicatrices in the
neck, or of spinal disease, may, together with a certain conform-
ation of chest, or indeed of the body generally, form part of a
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chain of circumstantial evidence, as it were, tending to prove,
or to disprove, a liability to tubercular disease of the lungs. But
what has chiefly to be rooted out of the mind of the ill-informed,
or imperfectly trained, clinical student is the impression that
such conclusions are to be safely reached throngh mere phrases
appealing largely to the imagination without minute and careful
study of details. The popular, and to a certain extent the half-
educated, medical mind is always looking for a pathognomonic
sign, or a broad, striking, easy generalisation from a few facts ;
whereas it is only by ripened experience that we come to know
gradually the real value of common and obvious, still more, of
uncommon and not obvious, facts when seen in combination, so
as to form conjointly a basis for large inferences. Such a
diagnosis, however, is often the result of the careful study of
the Physiognomic characteristics of individual patients.

In beginning the study of this subject, it is impossible to
overlook the importance of the weight and size of the body as a
test of its physiological condition. Many diseases, perhaps
indeed all diseases attended by fever, and many or most of
the organic diseases of the viscera, whether febrile or not, are
characteristically marked by a loss of weight, which often bears
some sort of relation to the progress of the disease, especially in
cases that end fatally. This tendency is the physical expression
of a derangement of the entire textural nutrition of the body,
one which, as a rule, becomes apparent externally, in the first
instance, through the gradual wasting of the stores of fatty
material in the subcutaneous layers and in the interstices of
the muscles, omenta, orbits, ete.; but which really carries as an
ultimate resnlt the wasting of every texture in the body—the
bones, the fibrous tissues, and the nervous centres being (accord-
ing to Chossat) the last to become appreciably altered in weight ;
the brain, indeed, almost inappreciably, even in an animal
starved to death. DBut in morbid inanition (as opposed to this
physiological kind) there is usually not only deficient, but
altered tissue-formation ; so much so, that while fat disappears
from all the usual situations in which it is normally stored up,
fatty or oleo-albuminous molecules are formed in the micro-
scopic elements of the wasting textures generally, and chemical
products, also, of decomposition of the nitrogenous tissues are
found in excess in the blood, muscles, and glandular viscera.
And this may take place (as in diabetes mellitus), when large
quantities ﬂf}'r actual nutritious matter of various kinds are
passing through the organs of assimilation, and are even
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digested and assimilated, up to a certain point, with preter-
natural activity. In such cases it has been said, with a certain
amount of truth, that the body becomes autophagous, or self-
devouring ; the muscles feed upon the integumentary tissues,
the brain and nerves upon the muscles ; the new nourishment
conveyed into the system, if any, being wasted and rapidly
excreted, along with the effete matter of the wasting tissues.
This state of morbid emaciation is most easily recognised in
the living patient by gradual loss of weight, as well as by the
external characters of shrinking and shrivelling of the soft
tissues, in the order indicated above as a general rule. But
loss of weight, as a personal and individual fact, can be exactly
established only by repeated weighings of the same patient at
intervals ; and in hospital wards this ought to be done on
admission, and afterwards every week or two, so as to obtain
an accurate view of the progress of the case. In private prac-
tice, among men of the well-to-do classes, it is quite common,
nowadays, to find that the habitual or physiological weight of
the individual, and even the amount of variation in it in the
midst of apparent good health, are well enough known to
patients themselves, from actual weighings more or less fre-
quently repeated ; and by availing ourselves of these spontane-
ously provided data we are often able to form a tolerably clear
conception of the morbid changes present at the time of first
seeing the patient. But in other cases no such data exist ;
and the “ personal equation,” so to speak, of weight has to be
adjusted for the individual from more general statements, or
from actual observations founded on averages. But this is by
no means easy ; for the limits of variation in weight consistent
with health, even in the same individual, have yet to be deter-
mined ; and the extreme limits of difference in a number of
individuals of like stature are notoriounsly so wide, even under
strictly physiological conditions, as to render all averages
inapplicable to the extremes. A vast series of observations
by Dr. Hutchinson has, for many years past, been commonly
appealed to as affording the nearest approximation attainable
to the common English standard of relative height and weight ;
while a corresponding American standard has been furnished
in the reports of the Surgeon-General at Washington. The
Greek ideal of robust manhood in the well-known statue of
the (so-called) *“ Dying Gladiator ” has been made the basis of
a mathematical calculation, by the late Dr. William Robertson
of Edinburgh, by which the statue, reduced to the proportions
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of a human figure, has been rendered (as it were) into exact
terms of weight corresponding with every successive inch and
half-inch of stature over 5 ft.; the normal elements of the
human body in fixed prcup-::rtions being taken as substituted
for the marble. But all such caleulations are, owing to
the reasons stated above, of only a limited value to the
clinical observer as furnishing a standard of health. It
appears, indeed, from more extended and recent anthropo-
metric researches, that not only do the nationalities and races
examined differ in their mean proportions, but that sex and
age, social position and occupation, each in its degree, exercises
a disturbing influence on the general or standard proportion,
which is capable of being expressed in figures; so that among
boys (say) of 15, girls of the same age, men of 20, artisans,
gentlemen ; probably also for all manner of varying occupations,
certainly for English, Scotch, and Irishmen under like condi-
tions, and (by inference) for all the many diversified races
entering into the composition of these, a different standard of
weight would have to be established as corresponding with
every degree of stature existing in each of these categories.!
The almost infinite diversities which are thus shown to be
concealed under a general average must necessarily lead to
caution in the practical, or clinical, application of any of these
formulas, without due consideration of the almost unknown
limits of the diversities which in any individual instance may
be consistent even with ideal good health ; and practical
experience teaches that a very considerable latitude 1s to be
allowed in this respect, on either side of the mean. Perhaps
the following condensed summary may be adopted as an
approximation to the ordinary working rule applicable to
most adult men 2 :—

A man of 5 feet should weigh from 8§ to 9 stones.

LR et 910,
. 5} ftu- 6 in. iy 10 58 11 ¥
o 5 ft. 9 in. x5 ” » 12 5,
3% Eft'- L ] -'J'! 14 53

10ne of the tables (VIL.) given in the Appendix to this chapter appears to
demonstrate from numerical data, that the food of infants under a year old
has a most marked influence on their condition and bodily weight, and pos-
gibly even on their stature.

2The data in the text are purposely given so as not to imply too close or
too absolute an approximation to an ideal standard, but to formulate what
may be easily retained in the memory for every-day use. At the end of this
chapter will be found a number of more apparently precise calculations
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In applying these or any other relative numbers to an indi-
vidual case it will be well to ascertain, as far as possible, the
life-history of the actual patient in respect of height and weight
proportion, if not in exact fizures, at least in such terms as may
be conventionally well enough understood for practieal purposes.
Supposing, for example, that the patient is a well-grown man,
verging towards the * sere and yellow leaf,” and in advancing
age evidently tending to accumulate fat in the abdominal
wall and elsewhere,—Was he always “stout” (in the sense
of his present condition), or was he, as a youth, *thin,” or
““slender,” or * wiry,” or “a light weight”? All of these
are expressions well understood by most men as conveying
easily-appreciable relations of bodily confirmation, and the
last of them might even lead to more exact statements tend-
ing to determine the precise time of life when the sense of
an increasing burden of flesh became manifest as a subjective
fact. In the growing period of the body it is quite common
to say of persons of slender habit, that they ¢shot up very
fast,” i.e.,, that the increase in height did not carry corre-
sponding breadth along with it in boyhood ; and this expression,
or something like it, is often used by mothers as indicating a
fear or misgiving that the phthisical tendency, either as a dia-
thesis, or even as an actual disease, may have existed or been
manifested at an early period of life. * Wiry,” again, is gene-
rally open to a different interpretation ; it corresponds, in a
man, to what in a woman would be called (but not, of course,
by herself or her friends) “ scraggy” or “raw-boned ” ; viz., a
physical conformation in which bone and muscle predominate,
and the whole organisation indicates a robust and active rather
than a graceful or refined personal presence ; but, nevertheless,
a bodily organisation perfectly sound in essentials and eminently
fit, from its very hardness and angularity, to do rough work in
the battle of life. ‘Thin,” or *“slender,” in a man, perhaps
conveys the trace of an imputation of physical inferiority, or,
on the other hand, these expressions may be perfectly indifferent
as regards previous health or disease. The physical opposites
of these bodily states, within the limits of health, are usually
conveyed by the expressions “ lusty,” or “stout,” or “in good
condition,” and a little good-humoured allusion, half in joke,

(including those of Dr. Hutchinson above mentioned) ; the differences amon
these being significant of the latitude that must be allowed in an individua
un?e, a?i well as some of the more caleulable elements in the variations above
referred to.
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will often elicit most important facts for the physician ; indeed,
beginners would do well to study the facetious vocabulary of
Prince Hal, as applied to that great impersonation of vigorous
and humorous rotundity—Falstaff, in the pages of Shakespere.!
In women, and especially in those who have still reason to be
careful about appearances, it is necessary to take care not to
give offence by a too abrupt or coarsely-worded question ; but
with a little tact there is no real difficulty in getting at the
facts in a round-about way, and even without using the sickly
French slang of “ embonpoint,” which is supposed by some to
be specially polite language as applied to ladies of a somewhat
too large and substantial physigue. But in all these inquiries
and observations it is to be remarked that the experience of
years, and the eritical appreciation of the human form under a
great variety of conditions, normal and abnormal, gives to the
physician in many cases a power akin to that of the artist,
incommunicable by words; an instinet of divination, so to
speak, by which the true character and the history of the
organism may be read in the external features and physical
characteristics ; and this, not only as to health and disease,
but as to all the leading elements of character.?

There is one remark that will not perhaps quite readily
oceur to the superficial observer, but which is nevertheless of
the widest possible application to the subject of body-weight,
and of the greatest significance in respect to the physiognomy
of disease. It is natural, perhaps inevitable, to think of great
and small body-weight as being really opposed or contrasted
conditions, just as we think of giants and dwarfs as opposed
or contrasted in respect of stature and general bulk. But this

1 “King Henry IV.,” Part I.—The converse of the character of that lusty
knight, who might be supposed to be the original of the proverb, ** Laugh and
grow fat,” will be found in Cwsar’s remark on Cassius as a probable con-
spirator, and ‘‘dangerous,” on account of his *‘lean and hungry look,” his
much thought and reading ; his keen penetration * quite through the deeds
of men": and his contempt of fermﬁal gratification and amusement, A
perfect type of what would be styled in old medieal Iangua.gge the ** bilious,”
or rather ‘‘atrabilious,” or ‘*melancholic temperament.”—See ** Julius
Ceesar,” Act L., Scene 2.

* It is however here especially, because of the almost infinite complexity of
the phenomena which have to be considered, that the greatest scope is found
for errors or imaginations arising from the desire to formulate prematurely
the mere impressions of an individual, without due regard to the * personal
equation” : as in the case of a recent American medical author of some dis-
tinction, who boldly denounces the *‘ Madonna di San Sisto ” at Dresden as a
type of female beanty which Ra.]i)lhaal would by no means have committed to
canvas had he been familiar with the much more perfect models quite com-
monly to be found in American cities !
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is a false, or at least a misleading analogy ; for while a son
of Anak may be in every way as healthy and as well propor-
tioned as a General Tom Thumb, it is impossible to look
upon excessive any more than defective body-weight, per
s¢, a8 a mere question of big or little. Up to a certain
point, indeed, and within the limits of stnct- physiological
health, the increase of bulk may be a mere question of
degree ; e.g., a man of medium stature may be 140 lbs. in
weight, or he may be 180, or even, perhaps, 200 lbs.; if
the propertion of all the more important or essential bodily
parts is fairly preserved, e.g., of the muscles and ligaments
to the bones, of the viscera of the chest and abdomen to the
external structure, and of the cavities to the viscera, there will
not be necessarily, at least, any appreciable impairment of
function, or any disease. But the tendency of extremes in
both directions is very apt to be towards impaired function,
and therefore towards actual or proximate structural disease.
And in the case of excessive corpulence, still more than that of
excessive emaciation, it may be said that the morbid tendency,
once implanted, is apt to be progressive ; the functions and
structures that are oppressed by the abnormal growth of fatty
tissue being thereby permanently, though very gradually,
altered, so that most of the tissues visibly degenerate, and
what seems at first sight to be an hypertrophy of the bodily
frame becomes, in a most genuine and physiological sense, a

true afrophy of some of the most important and vital parts of
it. Thus, fatty atrophy of the heart, of the secreting cells of
the liver and kidney, and of other important organs and parts,
is extremely common in cases of excessive corpulence; and
the blood itself, there is strong reason to think, undergoes in
such cases a kind of relative atrophy, both its amount and its
nutritious quality being more or Fess impaired. Hence the old
and probably correct observation derived from the days of
large blood-lettings, that sfouf subjects (in the sense of corp
ulent) do not bear loss of blood nearly so well as those of
more slender bodily constitution. It is also notorious that
such subjects often succumb much more readily to fevers and
other exhausting diseases than those of *“wiry ” frame, or
even those who, from defectively slender development, may
have appeared to be of a much inferior physigue. It is not
at all clear, therefore, that any amount of external fat beyond
a fair average is, physmlugmlly speaking, advantageous to the
pOSSessor. “And it is just at the period of life when the first
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traces of senile decay begin, that the embarrassment caused by
an excess of rotundity is most apt to tell upon the consti-
tution. Generally speaking, a moderate accumulation of fat
up to the age of 40, or even 45, is wholesome rather than
otherwise ; and if associated with a broad chest, well-
developed and active muscle, an energetic character, and
a healthy respiration and circulation, will tend to long life,
even if the digestion should be, as often happens, rather
feeble But increase of fat to a notable degree beyond the
middle term of life is always to be regarde§ with suspicion,
as implying a probability of vital and dynamic conditions of
nutrition tending to precipitate the process of the senile decay.
And anything like marked obesity persisting to, or increasing
at, the age of 60 is a manifest invasion of the prerogatives of
that age which has been characterised as that of the “lean
and slippered pantaloon.” On the whole, it may reasonably
be doubted whether the * spare ” constitution of body, if it be
free from, or escape, the risks incidental to actual disease in
childhood and adolescence, is not in reality more favourable
to long life than any considerable amount of fat. There are
no statistics on the subject ; but the medical observation of
mankind in general shows that, as in Pharaoh’s dream, it
often happens that * the ill-favoured and lean-fleshed kine did
eat up the well-favoured and fat kine.” And the spontaneous
and instinetive expression of the late Mr. Banting as to his
excessive fatty envelope, viewing it, as he did, as a * parasite ”
destructive both to health and comfort, is not so far removed
from truth as are many popular estimates of this condition
of body.

Thus it comes to be to a certain extent recognisably true, in
a practical and clinical sense, that cverweight and underweight
constitute the physiognomic associations of certain forms of
bodily disease rather than others, and therefore are assumed as
indicating fendencies to particular diseases, or diafheses; as when
we infer (rightly or wrongly) a phthisical taint from a very
spare habit of body, or a tendency to fatty degeneration, or to
cardiac disease, or to apoplexy, from the opposite. Speaking
generally, however, all such judgments, ought to be controlled
by numerous other observations of detail (some of which will
be discussed further on) before they can be accounted as
moderately secure, or indeed, as anything better than mere
guesses at truth. There are innumerable instances of apoplexy,
for example, and of allied diseases of the nervous system, in
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habits quite the reverse of corpulent or plethoric ; and
instances could easily be adduced even of such notably emaciat-
ing diseases as tubercular consumption, scrofula, and diabetes,
in persons apparently, or originally, quite the reverse of
emaciated. Dut still it holds as a general observation that in
a group of chronic diseases too numerous to mention here, but
including all those attended by hectic fever, emaciation is the
rule ; while in another group, including most of the cardiac
and vascular diseases, and many of the senile degenerations, it
is rather, on the whole, the exception ; while, as has been
already indicated, corpulence, per se¢, may not only become a
disease, but may lajr the foundation of many others.!

The ideal of a sound perfectly organised bodily struec-
ture at the various ages of life has been so beautifully pre-
sented to us in the masterpieces of ancient and modern
sculpture, that every medical student or physician who desires
to keep his eye and mind in training would do well to spend
an hour now and then in a gallery of casts or marbles, and to
compare the perfect forms coming from the chisel of Phidias
or Praxiteles, Thorwaldsen or Canova, with those habitually
seen 1n the hospital or consulting-room. He will then come to
appreciate by his senses what is simply a physiological and,
indeed, a physical fact, that there is an ideal relation of size
and form as between every separate part of the human body :
and that every outward and inward structure contributes an
exactly-balanced proportion to the whole visible result. The
study of this proportion, as affected by disease, and as modi-
fied by action and suffering, constitutes the physiognomy of
disease.

The ancient doctrine of the Temperaments, briefly alluded to
in the commencement of this chapter, was an attempt to show
forth in language founded on the prevailing humoral patho-
logy the conception, that every detail in the external physical
appearance of a man’s body stands related to the whole of his
hereditary, and in a measure also his acquired bodily and
mental characteristics. As a general principle this needs not
to be disputed ; and some of the attempts in modern times to
pour the new wine of physiology and pathology into these old
bottles have been distinguished by great ingenuity, although
not in accordance with the methods of investigation which it

1 See on the question of overweights and underweights considered in relation
to insurance of lives—Medical Investigations in Life Insurance; United
States Life Insurance Company, year 1873,
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is the object of this chapter to set forth for the young and
unskilled observer. It may be sufficient to refer in general
terms to the excellent article, “ Temperament,” by the late
eminent anthropologist, Dr. J. C. Prichard,! for a general state-
ment of the subject, and to several other works mentioned at
the end of this chapter, as well as that of Mr. Hutchinson,
alluded to above (p. 2). What can be attempted here is
merely to set forth those facts which a really exact observation
absolutely demands to be noted in reference to well-marked
varieties of morbid conformation, without giving way to any
doubtful hypothesis or individual opinion as to the facts. For
many most interesting illustrations of idiosynerasy and diathesis,
and of the relation of diseases to climate, food, ete., as influenc-
ing the bodily organisation, and sometimes even the visible
structure of the body, Mr. Hutchinson’s book may be referred
to with confidence. No one in the present day has brought
such large and varied stores of clinical and pathological experi-
ence to bear upon these subjects in their relation to the higher
philosophy of medicine. But in an elementary treatise like
the present a simple reference to these valuable researches
is all that is either possible or expedient. What follows here
may be regarded as belonging to the cornmonplaces of medical
experience, but on that account all the more valuable to the
beginner, inasmuch as these facts of common experience are
precisely those which are of daily application to the routine of
clinical work.

In spare habits, or when there is a reasonable suspicion, a
priori, of phthisical atrophy, the following points require to
be observed especially in early adult life. The presence of
““ clubbing ” of the finger ends, or of undue curvature of the
nails ; the red line on the gnms, said to be more or less char-
acteristic of tubercular disease ; the peculiar momentary start-
ing and elevation of the skin produced by a tap of the finger
pmnt over the costal cartilages, and described as “myoidema” ;*
any undue, and especially any unilateral, flattening below the

14 Cyclopsedia of Practical Medicine,” by Drs. Forbes, Tweedie, and
Conolly, vol. 4, p. 159, London, 1835.

¢ Myoidema ” is the name first applied by Mr. Lawson Tait (*‘Dublin
Journal of Medical Science,” vol. 52, p. 316) to a phenomenon observed long
ago by Drs. Graves and %trokea[“Dub in Hospital Reports,” vol. 5, p. 70), as
robably characteristic in some degree of phthisical emaciation, and as being
ound most frequently * in incipient phthisis over the seat of the irritation ”
—i.e., on the side first affected and in the supra-clavicular region. According
to Mr. Tait, the sign attends especially the so }:‘mmg stage of tubercle. ** After
each stmke of the ends of the fingers” (say the first discoverers of this sign)
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clavicles, or deformity elsewhere of the chest, and any in-
equality, or want of symmetry, in the respiratory movements ;
any rapid and too easy flushing of the face, and especially that
-limited flush of the cheek with pallid complexion generally,
which denotes fever in an exhausted constitution ; any or all
of these may in particular cases be valuable indications of truly
morbid emaciation.! In infants and children, sometimes also
in adults, it is not uncommon to observe emaciated limbs and
face, with an enlarged abdomen (almost always a sign of grave,
often tubercular disease). And in very young infants the
presence of emaciation generally, with a retracted abdomen,
and a large head, the anterior fontanelle (if still open) being
protruded instead of depressed, is a combination of signs of
the gravest import, as tending to reveal disease of the meninges
of tir brain, even should the symptoms otherwise be obscure
or wanting ; still more, if these indications are accompanied
by peculiarities of expression, or abnormal movements of the

s (strabismus, nystagmus) or of the pupils; or by the
Lenmmenﬂn described by Trousseau as the ‘ tache cérébrale,”
:md considered by him to denote fever with a cerebral or
meningeal lesion.?

““a number of little tumours appeared, answering exactly to the number and
situation of the points of the fingers, when they had struck the integuments
of the chest. These having continued visible for a few moments, subsided,
but could be again made to appear on repeating the percussion.” [My obser-
vations, in very numerous instances, lead me to concur with the unﬂmal
deumphnn here given more closely than with the details of fact and uf
cedure in Mr. Lawson Tait’s paper. In particular, I have found that the
““little tumours”™ of Drs. Graves and Stokes, which are undoubtedly the
more important part of myoidema, are produced more easily, and with far
less risk of fallacy, when the percussion is made, not over a voluntary muscle
at all, but over the anterior costal cartilages. The name therefore seems, in
a certain sense, a misnomer, if it is intended thereby to suggest that the con-
traction of the fibrillee of voluntary muscle has anything to do with the more
distinctive phenomena., The *‘little tumours ” are quite evidently due to a
temporary contraction of muscular fibres in the skin itself, similar in kind to
those of the dartos on pinching the serotum. I believe the phenomenon, thus
mt reted to have some, but by no means a pathognomonie, significance, —

‘Theua subjects are referred to in detail under the sections on the Nails
(Chap. iv.), General signs of Pyrexia (Chap. iii.), Gams (Chap. xi.), and in
those dealing with the physical examination of the Chest (Chap. xvi. part 1).

*0On drawing the back of the nail or the blunt end of a pencil along the
skin, we find, in the healthy subject, that a momentary whiteness of the part
is followed after a time by a distinct red streak. But in certain states this
redness is much more easily produced, and is likewise very much more in-
tense and persistent ; it is to this excessive redness that the term fache
cérébrale or memngeu.! ﬂmm.-:ia is applied, from its being frequently observed
in cases of acute meningitis. But it is now quite certain that it may be found
equally in cases of enteric fever, and in many other diseased conditions.
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A condition frequently, but not necessarily, associated with
the phthisical or morbidly emaciated habit, is Anemia ; a term
which has been variously defined, but which may be taken as
corresponding in general not so much with diminution in the
absolute quantity of the blood as with depreciation of its
quality ; a lower specific gravity of the serum, a more or
less considerable fall in the proportion of the blood-corpuscles,
and of course of the colouring matter. Physiognomically con-
sidered, an@mia is recognised chiefly or exclusively by this last
character ; and the most marked examples of it are those in
which emaciation, though perhaps present more or less, is not
extreme. If, indeed, the blood is simply reduced in quantity
as a part of the general emaciation, but remains not greatly out
of proportion to the other tissues (as in many cases of phthisical
emaciation), the characters of anemia will not be at all strik-
ingly present. The lips will remain well coloured, and the
mucous membranes may even be morbidly congested in such a
condition. But when, along with only a moderate reduction
in the amount of the solid soft tissues, and without any circum-
stance tending to the local determination of blood, there is a
areat reduction in the guality of the latter, the consequences as
regards the appearance of the patient are very striking. There
is 1n the first place an extremely pallid hue of the whole sur-
face, and especially of the face; lips not quite so pale as the
rest of the countenance, but entirely devoid of their natural
rosy hue ; the conjunctivee of the eyelids similarly pale ; the
ocular conjunctivie bluish, from the shining through of the
choroid ; and all these characteristics brought out the more
remarkably in dark complexions, inasmuch as the tints which
depend not on blood but on pifr’ment may be unchanged. Thus
the skin may be nearly as pale as that of a corpse, and yet
there may be dark circles (chloasma) round the eyes or on the
brow ; or the natural diffused pigment of the whole surface
may be so exaggerated as to give to certain parts of it almost
the appearance of the skin of a ne%ro or mulatto (the so-called
““ bronzed skin” or “ Addison’s disease’”). But in cases of
angemia, pure and simple, there is usually no special pigmentary
change, and the whole external characteristics suggest merely
an unduly watery or much impoverished blood. The skin is
cool, and the tongue may be clean, though extremely pale ;
there is often a little puffiness of the eyelids and dropsical
swelling of the ankles ; it may be (as in Bright's disease) even
general dropsy of the entire subcutaneous tissues. The muscles
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are flabby rather than much reduced in bulk ; the expression
is that of great languor, but not of suffering or of anxiety ; if
the texture of the skin is fine and delicate, the blue veins may
be seen below the surface, but reduced very much in volume as
compared with the normal ; and in the veins of the neck there
is found the well-known humming of the “angmic murmur”
or “ bruit de diable.” A special variety of this state of pure
anemia is chlorosis, in which greatly disordered or absolutely
arrested menstruation in young girls is attended by all the
circumstances above noted, often with a very remarkably green
tint of the complexion (as the name implies). In all these cases
the blood, tested accurately by instruments devised for the pur-
pose, shows a reduction in the amount of colouring matter, or
of corpuscles, equal to one-third, one-half, or even more ; and
in this way a physiognomic sign, which formerly could only be
stated in general terms, can now be reduced to most accurate
expression, and made subservient to exact observation as to
the progress of disease or the results of treatment.  (See
Chapter ix.)

When this anzemic condition is recognised, we must never rest,
satisfied in the investigation of the case till we have done our
best to ascertain the probable cause. We inquire for the his-
tory of any hsemorrhages or any of the less obvious forms of
loss of blood described elsewhere (Chap. ix.). A similar deteri-
oration may result from the chronic influence of the malarial
fevers, for example, or from the recent occurrence of some acute
illness from which the patient’s system has not fully recovered.
But too often such anwmia is only symptomatic of the serious
imroads of tubercular, s:-,rﬁhilitic, malignant, or renal disease,
and the investigation of the urine is so important in all appar-
ently causeless forms of an@mia that it must never be neglected.
Present or past suppuration of a chronic character may likewise
be responsible for the deterioration of the blood ; the extreme
pallor and the wax-like appearance of patients suffering from
the lardaceous (waxy or amyloid) degeneration of the viscera
usually arise from such prolonged suppurations, but this dis-
order may also be due to less obvious causes. The examina-
tion of the blood frequently guides to the diagnosis of Leukamia
and to the investigation of the spleen ; or the general enlarge-
ment of the lymphatic glands may suggest the presence of
“Hodgkin's disease” as the cause of the persistent an@mia. But
after eliminating all these causes of the deterioration, we may
still find ourselves in the presence of a simple Progressive perni-
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cious ancemice, the origin and pathology of which still remain
obscure, while the tendency to death is very marked.

The converse of an®mia, in medical language still current,
is Plethora ; a condition which has had a great deal to answer
for in medical pathology and treatment. But plethora, con-
sidered merely as a morbid ezcess of blood, can hardly be said
to hold its place among recognised pathological states at the
present day ; fulness of blood, in other words, can scarcely be
considered morbid unless there is some other pathological
change either as regards its quality or its distribution. The
condition to which the name plethorie is usually applied is one
in which there is stagnation of blood in the smaller veins of
the surface, giving to it, especially in the face and nose, the
rubicund and “port-winey ” appearance suggestive of the days
when two bottles of that luscious stimulant were regarded as a
moderate allowance for a gentleman at an after-dinner sitting.
This peculiarity of countenance, as well as the plethoric and
well fed condition generally, when oceurring in persons (espe-
cially males) past the middle term of life, particularly if asso-
ciated with hereditary predisposition or with known habits of
self-indulgence, has been regarded as among the notes of the
gouty habit or diathesis, and also, along with a short and
thick neck, as among the predispositions to apoplexy.

There is a very remarkable condition of the blood and of
the containing vessels, in one of its aspects allied to anzmia,
in another to plethora—that, namely, which, attended with
coldness of the surface and rapid depression of the powers of
life, corresponds with the so-called “collapse” or “algide”
stage of Asiatic cholera. In so far as this condition can be
here dealt with, it may be regarded as one in which a highly-
concentrated blood encounters resistance in being driven
through the capillaries; the great mass of the blood, there-
fore, tending to accumulate in the venous system, and produc-
ing congestion, and even ecchymosis, by rupture of the smaller
veins. It has been shown by chemical analysis that the blood
in this condition has lost a considerable proportion of its water
and albumen, owing to the enormously rapid and copious dis-
charges from the intestinal canal; but the blood-corpuscles
remain, for the most part, in the vessels. There is, therefore,
a strange combination of shrivelling of most of the textures of
the body from loss of fluid, and persistence of blood-colour,
altered, however, in the direction of lividity by deficient aera-
tion. A person in this state has the skin, especially in the face
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and extremities, of quite cadaverous coldness, and often has the
whole attitude and expression of a corpse; the ends of the
fingers are shrivelled, the features thin and pinched, the nose
and all the extremities livid in a high degree ; the conjunctiva
are bloodshot and ecchymosed ; the eyes sunk in the orbits ;
the tongue and breath cold; the respiration and ecirculation
almost inappreciable; but there is no disappearance of the
external fat, nor any true emaciation ; the breasts, accordingly,
in women, and the abdomen in corpulent men, remain well
clothed with integument even after death. A condition more
or less allied to this is seen in some cases of very acute peri-
tonitis, tending rapidly to death, as in perforation of the
bowels, which, like cholera, may cause death by collapse in a
few hours, though, of course, without the excessive evacuations
above referred to.

The traditional description of the so-called Facies Hippocratica
is not very far removed in some of its details from the state of
acute collapse as above described, and has been so often formu-
lated in one shape or other by compilers, as conveying the
elements of a fatal prognosis, that it may be well to transcribe
the words from the original source :—

““ A sharp nose, hollow eyes, collapsed temples ; the eara cold, con-
tracted, and their lobes turned out ; the skin about the forehead rough,
distended, and parched ; the colour of the whole face green, black, livid,
or lead-coloured.”

But the reader will do well to consult the other physiognomic
details in Sec. 2—4 of the Prognosties of Hippocrates (Dr.
Adams’ translation, vol. i, p. 236) for numerous vivid and
picturesque touches which are now among the commonplaces
of medical observation. And the description of the phthisical
body by Aretweus is equally deserving of perusal, as a sample of
accurate appreciation of detailed facts emanating from remote
antiquity. The most important facts of the description
referred to are as follows, but the whole chapter in the
excellent translation of Dr. Adams well merits perusal : —

““Voice hoarse; neck slightly bent, tender, not flexible, somewhat
extended ; fingers slender, but joints thick ; of the bones alone the figure
remains, for the fleshy parts are wasted ; the nails of the fingers crooked,
their pulps are shrivelled and flat, for, owing to the loss of flesh, they
neither retain their tension nor rotundity ; and owing to the same cause,
the nails are bent, namely, because it is the compact flesh at their points
which is intended as a support to them ; and the tension thereof is like
that of the solids. Nose sharp, slender ; cheeks prominent and red ;
eyes hollow, brilliant and glittering; swollen, pale, or livid in the

B
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countenance ; the slender parts of the jaws rest on the teeth, as if,
smiling ; otherwise of a cadaverous aspect. So also in all other respects ;
slender, without flesh ; the muscles of the arms imperceptible ; not a
vestige of the mammsa, the nipples only to be seen; one may not only
count the ribs themselves, but also easily trace them to their termina-
tions ; for even the articulations at the vertebrz are quite visible ; and
their connections with the sternum are also manifest ; the intercostal
spaces are hollow and rhomboidal, agreeably to the configuration of the
bone ; hypochondriac region lank and retracted; the abdomen and
flanks contiguous to the spine. .Joints clearly developed, prominent,
devoid of flesh, so also with the tibia, ischium, and humerus ; the spine
of the vertebre, formerly hollow, now protrudes, the muscles on either
side being wasted ; the whole shoulder blades apparent like the wings
of birds. If in these cases disorder of the bowels supervene, they are in
a hopeless state. But, if a favourable change takes place, symptoms
the opposite of those fatal ones oceur.”— Aretaeus, Causes and Symptoms
of Chronic Diseases, Book 1., Chapter viii., On Phthisis.

In association with the various atrophic and ansemic states
above referred to, we have to consider the physiognomic import
of another much abused word, around which, as around the
words * diathesis” and “ temperament,” a great deal of very
obscure pathology has been made to revolve. Cacheria, in
its original and etymological sense (kaxds and €iis), means any
bad or defective habit of hody—habitus depravatus—usually the
result, not the cause, of disease. The term ‘habit” here
implies, of course, chronicity ; and the word cachexia is, accord-
ingly, one consecrated by usage to the definition of states char-
acterised by chronic lesions of nutrition, as opposed to the
fevers and acute diseases. In the systematic nosologies—
Cullen’s for example—the Caclhexie form an order including all
chronic discases of nutrition which are not strictly local, and
not obviously associated with fever. Hence cancers, dropsies,
rickety affections of the hones in childhood, and, above all, the
various types of glandular, articular, pulmonary, cutaneous
diseases, known either as scrofulous or tubercular, are com-
monly enumerated among the cachexies; and more modern
authors add gout, rheumatism, scurvy, and syphilis to the list.
But the use of the thermometer tends very much to break
down the distinction between the febrile and the non-febrile
diseases—between the pyrexie and cachevie ; and in some of
the latter, e.g., in tubercular diseases and in syphilis, the febrile
element, though spread over longer periods of time, and there-
fore less intense as a rule, is quite as really, if not invariably,
associated with many of the nutritive changes as in the pyrexie
commonly so called. It cannot, therefore, be admitted, that
there is anything in the essential nature of a cachexia to differ-
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entiate it pathologically from a fever, or from an acute disease
like pneumonia. There is, it is true, the element of fime, im-
plied in the long duration and very gradual evolution of the
disease ; but the relation of the local changes to the constitu-
tional disease is, in the cachexia as in the fever, a matter of
inference from the study of the whole of the phenomena ; and
it is impossible to admit, « priori, that a specific, and latent,
constitutional taint always precedes and determines the local
affection. The safe rule of physiognomic diagnosis here is, to
make the discovery of a cachexia (as of a diathesis) an infer-
ence from individual facts actually observed and verified in the
particular case ; not a general formula such as is often implied
under the terms secrofulous, strumous, syphilitic, gouty, or
cancerous cachexia. It may be easily admitted, indeed, that
these cachectic states actually exist in connection with the
diseases named ; but what is not so easily admitted is the
proof of the cachexia apart from all positive manifestations of
actual disease of the special kind implied in its name.

The following brief indications, however, may be noted as
regards particular types of cachexia. In the Scrofulous or
strumous variety, as also in a certain proportion of cases of
tuberculosis in the adult, there may be found evidences of defec-
tive nutrition, or emaciation, extending back to childhood, and
modifying the entire form of the skeleton, as well as the integu-
ment. A slender form, and a narrow or deformed chest may
be accompanied by the cicatrices of glandular abscesses, or of
sinuses connected with the bones; a gelinate, pale skin, or one
marked by traces of eruptions on the scalp or elsewhere ; often
with retarded puberty, and imperfectly developed organs of
sex ; flabby muscles, attenuated bones, and relatively large
(sometimes anchylosed or actively diseased) joints. The upper
part of the abdomen may be increased in bulk, from waxy
enlargement of the liver ; or the whole abdomen, from disease
of the peritoneum or mesenteric glands. The upper lip may be
tumid, from often-repeated catarrhs, commencing with coryza,
in the earliest years of life ; all actual disease of this kind hav-
ing been long in abeyance. The eyes may have suffered in
infancy or early youth from ulcerations and obscurations of the
cornea, or from repeated chroniec conjunctivitis and “ophthalmia
tarsi,” leading to thickening and granular conditions of the
eyelids, or permanent injury to all or any of these structures,
or of the hair-bulbs of the eyelids; the ears may have been
affected by discharges, mucous or muco-purulent, indicating
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inflammation, either external to the membrana tympani, or in
the tympanic cavity, and, in the latter case, possibly involving
destruction of the membrana tympani, or of the ossicula auditus,
or of the labyrinth and pars pefrosa of the temporal bone ; and
thus, imperfection of sight and of hearing may tell a tale of
complicated changes, conveying, by lmphcﬂ,tmn, the note of a
scrofulous diathesis. Such patients are commonly more or less
anzmic, and are often (sometimes periodically) subjeet to febri-
cula (hectic).

In the Gouty habit there is frequently no ecachexia, properly
speaking, at all appreciable until the middle term of life is
reached, or past. There may, on the contrary, be all the
indications of strong vitality, robust conformation, and great
bodily and mental activity. At a certain period of life,
however (prematurely or not), the ordinary signs of ageing
oceur ; and along with these (and with. the cessation of the
catamenia in women) comes an increase of obesity, or the
plethoric development of the facial veins (described above) :
eruptions on the skin ; varicose veins in the lower extremities ;
manifestly diminished energy, and sometimes oppression of
breathing. Preceding or succeeding these signs may oceur
the special deformities due to the local deposits of uric acid
in the joints of the toes and fingers, or (as Sir Alfred Garrod
has remarked) in the lobes of the ears. The peripheral arteries
often present at this stage well-marked senile degeneration.
There are, however, not a few exceptions to these remarks ;
and the gouty habit may even occur with, or follow, the
scrofulous cachexia, as age advances.

It is doubtful whether any very definite cachexia can be
said to accompany Cancerous disease, apart from the local
developments of it in the organs, and their consequences.
But in the majority of cases of gastric, hepatic, omental, or
uterine cancer, and in not a few mammary and other external
cancerous growths, there are either extreme emaciation and
an@mia, or persistence of the external fat with flabby integu-
ments, and a peculiar sallow pale complexion ; the expression
of the countenance at the same time indicating habitual suffer-
ing and great despondency of mind.

Dropsical cachexia is most frequently associated with Bright's
disease of the kidney. It is marked by great pallor, a languid
expression without suffering, unless from difficulty of breath-
ing ; often puffiness of the face and eyelids ; absence of fever,
and an almost perfectly dry, cool skin, sometimes of fine, semi-
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transparent texture, at other times locally thickened and even
wrinkled or furrowed from the effects of former long-continued
dropsical effusions, especially in the lower extremities, scrotum,
and loins,

It does not appear at all clear (notwithstanding the well-
known description by Dr. Todd of the “ rheumatic diathesis ”),
that either in acute or chronic Rhewmatism there is any defin-
able cachexia or physiognomic peculiarity of bodily conforma-
tion, apart from the more obvious history and consequences of
the disease.

In Rickets, there is a precursory or incubative stage of
impaired general health or cachexia (according to Sir William
Jenner, Medical Times and Gazette, 1860, Vol. I.), extending
usually from the fourth to the twelfth month of the infant’s
life. More or less emaciation takes place, and the movements
indicate languor and peevishness or moroseness, perhaps with
hot skin and a degree of low febrile irritation. By and by it
is observed that the natural impulse of healthy children to
play about, does not exist; the child prefers to lie still, and
refuses to be amused ; the superficial veins become large, and
the jugular veins especially are much dilated; the hair con-
tinues thin upon the scalp, and the fontanelle remains widely
open. Inter-current diseases of the chest may occur even at
this stage, and may considerably modify the progress of the
rickety cachexia; but three truly physiognomic characters are
specially noted hy Jenner, as appertaining to, and distinctive
of, rickets, even in advance of the characteristic deformities of
the skeleton, which are often not easily observed until the
little patient begins to walk. The first is, profuse perspiration
of the head and upper part of the body, especially during
sleep, with large aud full veins of the scalp and sometimes
undue pulsation of the carotids. The seccond of these early
symptoms is an intolerance of covering at night: the child
insisting on kicking the bed-clothes off, and lying with naked
limbs, so as to be “always catching cold,” according to the
mother, who tries in vain to keep the infant properly pro-
tected. The fhird characteristic symptom is positive suffering
when touched, or even when approached, by strangers,
obviously from general tenderness, both of the surface and
of the muscles and bones : an exaggeration of the state above
described as existing at the very earliest stage of this cachexia.
“A child in health,” says Sir Wm. Jenner, “ delights in move-
ments of every kind. It joys to exercise every muscle. Strip
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a child of a few months old, and see how it throws its limbs
in every direction ; it will raise its head from the place where
it lies, coil itself round, and grasping a foot with both hands
thrust it into its mouth as far as possible, as though the great
object of its existence at that moment was to turn itself inside
out. The child, suffering severely from the general cachexia
which precedes and accompanies the progressive stages of the
bone-disease in rickets, ceases its gambols ; it lies with out-
stretched llmbs as (}11119151} as possible, for mluntary movements
produce pain.” e consequence of all this suffering, after
a short period, is further permanently imprinted on the
physiognomy in an aspect not only of languor, but of
premature sadness and sedateness, as of age, the effect of
which is increased by the inability of the muscles to support
the spinal column ; this, accordingly, becomes curved forwards
in the cervical region and backwards in the dorsal. The
bones of the cranium (especially the occipital) are soft and
thin (cranio-tabes of Elsaesser), yielding in some cases to
pressure like card-board ; and the form of the skull is altered,
flattened behind or at the vertex, and protuberant in front.
There is enlargement of the ends of the long bones; the ribs
are “very soft, so that there is great recession of each rib
where it joins the costal cartilage at each inspiration.” It
is easy to see in this description of the signs of a “cachexia”
a very real and present disease, the source of all the deform-
ities and permanent alterations in rickets, to which we have
already alluded as being themselves, in after life, physiognomic
evidence of disturbed health and function during the period of
childhood.

The Syphilitic cachexia is so plainly a part of the actual
disease, defined and demarcated by the well-known succession
of the various stages and external and internal lesions, that it
seems unnecessary here to treat of it in detail, as the evidence
of its presence is dealt with under special sections in connection
with the throat, the skin, the bones, the joints, etc. But in
long-standing cases of syphilis its deep influence on the system
is often manifested, not merely by an appearance of bad ﬁ:ealth
and general delicacy, but also by a dingy, sallow, and some-
what discoloured appearance of the skin ot the face ; this may
impart to such patients something of the physiognomic aspect
of malignant disease already referred to.

In all bodily conditions involving Fever, whether classed
among the specific fevers or not, %ere are certain physio-
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gnomic characteristics which ought to be constantly present to
the mind of the physician, not only as throwing light on the
diagnosis, but often also on the prognosis and treatment.
Thus, in the earliest periods there are the somewhat collapsed
appearance, the pallor, the shivering, and cufis anserina which
belong to the cold stage. At a later, but still early, period,
the face is flushed, the expression is that either of languor or
of pain, according as there is or is not a local disease; very
often the attitude indicates restlessness, as when the patient is
found overnight or in the early morning with the bed-clothes
tossed and disordered, and the body more or less exposed. In
this stage the skin may be dry or moist, or it may be dry on the
exposed parts and moist under the clothes, or vice versa.! In
certain fevers, as in the rheumatic and pyzemic kinds, moisture
of surface and often profuse sweating predominate throughout ;
in others, as in scarlet fever and most of the eruptive fevers, a
dry hot skin is more characteristic of the early stages up to the
height of the fever. In phthisis, and in most of the fevers
accompanying organic disease, sweats of considerable intensity
alternate with hot and dry skin, often repeatedly in the course
of twenty-four hours (hectic fever). In fevers which accom-
pany diseases gravely affecting the respiration. as in pneumonia
and broncho-pnenmonia, the flush on the cheeks has a peculiar
duskiness or lividity ; this is very notably the case, also, in
acute tuberculosis, In some cases of pysemia, as well as in
acute pulmonary affections not pyzmic in origin, a yellowish
colour of the integument, sometimes amounting to jaundice,
may take place without any evidence that the liver is
directly involved in the disease; and in acute and febrile
diseases of the liver itself (abscess, etc.) the combination
of the febrile physiognomy with jaundice is more easily
explained. Fevers depending on septic poisoning of the
blood are recognised by the peculiar odour, as of putrefac-
tion, which exhales from the body even at an early stage,
before the cadaveric odour or the symptoms of approach-
ing death have appeared ; such cases may have a traumatic

! A remarkable contrast to these irregularities of the eutaneous transpira-
tion in fevers is to be found in most cases of diabetes mellitus, in which, with
great emaciation and disorder of nutrition and of the urinary excretion, the
surface often remains throughout harshly dry and cool, the natural perspira-
tion, even under severe exertion, being suspended. Generally speaking, a dry
skin which does not very easily perspire, and maintains an equable tempera-

ture, is the sign of a ** wiry " frame and of good health. Corpulent persons,
on the other hand, perspire easily.
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origin, or they may occur spontaneously, as in some instances
of enteric fever, of erysipelas, of dysentery, and of septic
poisoning from infection. Fevers depending on abscess, or
upon profuse suppuration in connection with mucous or serous
surfaces, are often very specially characterised by the tendency
to intense and repeated shiverings, which can be compared
only to the commencing sta%e of the ague-fit. A like disposi-
tion to rigors sometimes follows the passing of a catheter or
bougie into the bladder, and this without any appreciable
injury done to the mucous membrane. All these phenomena
may be fairly included in the range of physiognomic diagnosis;
the more precise appreciation of temperature through the
thermometer will come under consideration hereafter (see
Chapter iii.). In all fevers which continue for more than a
brief period, the tongue becomes more or less coated with a
white or yellow fur; in the hectic of phthisis, however, and in
some cases of enteric fever and of mild intermittent, the tongue
remains surprisingly clean and natural. As the fever ad-
vances the fur increases, the papillee enlarge and become con-
gested, the dorsum of the tongue becomes dry, usually first in
the neighbourhood of the raphé. At a still more advanced
stage, the tongue becomes dry all over, brown, and roasted-
lnuking, while incrnstations of brown epithelial debris (sordes)
gather upon the teeth, alveoli, and lips; this condition is
spemally characteristic of typhus and similar fevers, typhoid
pneumonia, and generally speaking of the more severe con-
tinued fevers from the middle of the second week onwards;
it yields very gradually after the crisis, the fur being thrown
off sometimes in patches, sometimes more evenly, and the
natural moisture returning (see also Chap. xi.). At the stage
indicated by the phenomena just described, there has usually
been more or less of mental disturbance, and the whole
attitude and manner of the patient, as well as his words,
indicate a wandering mind and semi-unconsciousness, or even
an advance into coma, with great and increasing weakness ;
the posture being in the more extreme cases absolutely
prostrate on the back, with the mouth more or less open,
the eyes half closed, and sometimes a film of dried mucus
and lachrymal secretion on the conjunctivee; the pupils
being often contracted so as to resemble pinholes, and
insensible to light. When associated with profuse sweating,
or, even apart from this, with cold extremities (the febrile
heat remaining in the central parts of the body), the prognosis
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is as bad as it can well be in any fever. A very unfavourable
sign is a starting or twitching movement of the tendons of
the wrist (subsulfus fendinum), and tremor of the muscles
generally ; still more unfavourable, if possible, are the move-
ments of the hands described by Hippocrates, and reproduced
by countless authorities with more or less conscious imitation
for more than 2,000 years under the names of carphologia,
Soccitatio, ete.:—

““When in acute fevers, pneumonia, phrenitis (acute delirium), or
headache, the hands are waved before the face, hunting through empty
space as if gathering bits of straw, picking the nap from the coverlet,
or tearing chaff from the wall—all such symptoms are bad and deadly.™”*

The peculiar deadliness of such symptoms, it may be re-
marked, depends upon the fact of their indicating at once
two apparently contrasted states of the nervous centres and
especially of the basal ganglia and mesencephale, if not
also of the medulla oblongata—viz.,, restlessness, with
greatly lowered, if not lost, sensibility to external im-
pressions ;  unconsciousness, with disturbed excitomotor
activity, and almost always with entire absence of real
sleep (coma vigil); the movements are absolutely automatic,
and yet they are continuous, being excited by some purely
physical irritation of the motor centres arising apart alto-
gether from consciousness, and acting feebly through the
efferent nerves upon those groups of muscles especially which,
in the normal condition, exhibit the most highly differenti-
ated and exquisitely combined movements under the influence
of the will. To the same order of phenomena belong the
constant mutterings ({yphomania or typhoid ? delirium); the
wordless, and sometimes even voiceless, movements of articu-
lation (mussifatio) observed in the latter stages of many severe

! Prognostics, IV, ; Adams’ translation, Vol. L, p. 238.

31t should be particularly remarked, as necessary for the reconciliation of
old and new terms, that the word *typhoid” is not used here in the special
and limited sense given to it by Louis and the French school of the present
century, as a designation of enteric fever, but in that larger and more general
meaning which it had from at least the time of Galen, of typhus-like
(riipos, €ldos). Typhus and most of its derivatives, including typhomania,
are Hippocratic words, used in a figurative sense, from 7iUgos, smoke, as
indicating the stupor which attends the graver kinds of fever; and, in the
case of typhomania, the eombination of stupor with restless delirinm—exactly
the functional contrast referred to above. The etymological facts are
interesting, as showing how, even in the most remote period to which the
literature of medicine extends, elinical phenomena which only receive their
physiological interpretation from modern science were, nevertheless, some-
timeg very exactly noted.
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fevers, conveying to the mind of the observer merely the
idea of unrest, without the faintest suggestion of meaning
or even of consciousness. (Compare sections on Delirium
and Sleeplessness at the end of Chapter vi.)

The specialties of physiognomic diagnosis bearing on diseases
of the Chest are so interwoven with the subjects to be discussed
at length in Chapter ix. of this work (Dyspneea, Orthopneea,
ete. ) that a few preliminary remarks here are all that seem to
be required in order to preserve the continuity of the present
chapter. It is impossible to define with precision, in many
cases, what is of cardiac and what is of pulmonary origin, in
any particular combination of physiognomic peculiarities ;
because in point of fact cardiac lesions almost always bring
pulmonary diseases in their train ; and it is also the case that
certain pulmonary derangements are quite sure to be followed,
after a time, by cardiac diseases both functional and organic,
which form their necessary and logical supplement. The
intimate association of the functions of respiration and cireula-
tion in health is the evident cause of their usunal, and even
necessary, association in disease. One brief statement will, it
is hoped, make this perfectly clear, even to the merest tiro in
medical observation. The chemical changes in the blood,
which constitute the ultimate act of respiration, may be inter-
cepted equally—(1) by a cause mechanically hindering the
access of air to the blood ; or (2) by one which obstructs the
flow of the blood generally through the capillaries of the lungs,
and thus prevents the access of the blood in cireulation to the
oxygen which awaits it in the pulmonary air vesicles. The
familiar example of asphyxia, or suffocation, is the typical
illustration of the first, and obstruction of the pulmonary artery
by a large embolus, or thrombus, of the second mode of detri-
ment to the function of respiration ; and in both of these cases
we have, among other things, the rapid development of
cyanosis, or lividity, as the index of the functional lesion.
But it is only in cases in which the change is rapid and com-
plete, from unimpaired to nearly abolished, or very greatly im-
paired, function that cyanosis can be relied upon as mdma,tmg
accurately the nature and extent of the detriment. As a
matter of fact and of daily observation, very grave destructive
diseases of the lungs, and also of the heart, may exist alto-
gether without cyanosis ; and cyanosis may exist, as a chronic
condition, with far less than could have been expected of
respiratory difficulty and apparent effort. Hence it becomes
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necessary to qualify the first, or a priors, apprehension of the
physiological facts above referred to by many details of
diagnosis resulting from clinical observation ; and although it
is perhaps true that there is in nature (hypothetically at least)
a typically cardiac, and a typically pulmonic, physiognomy
known to the highly-skilled observer in certain forms and
aspects of disease of the heart and lungs respectively, it is im-
possible to state the details of these in such a way as to cover
the whole ground of diagnosis in these two departments. In
advanced pulmonary emphysema and asthmatic bronechitis, for
instance, there is commonly a cyanotic countenance, the
apparent lividity being greater or less according to the greater
or less amount of blood permeating, or detained in, the smaller
vessels. In severe and acute pneumonia, cyanosis is associated
with the febrile flush so characteristic of a disease where the
temperature frequently rises in a few hours to 104° F. or 105°
F., or even higher in some cases. But in very many chronic
pulmonary diseases more destructive and fatal than these, and
in many cases also of these diseases themselves, cyanosis is
either absent or not notably present ; because the absolute re-
duction in the mass of the blood, and especially of its red
corpuscles, permits of such an amount of aeration, even with a
damaged lung, as to exempt the patient under ordinary ecir-
cumstances from this particular manifestation of a disturbed
respiration.

In many cardiac diseases, and also in such affections of the
respiratory system as are characterised by difficulties of
breathing amounting to an agony, the patient remains almost
constantly in the semi-erect, or even in the erect posture owing
to the difficulty or impossibility of lying down with comfort.
To this condition the name of orthopneea (dpflos, erect) is
applied ; to be distingnished from dyspneea (dve-, difficult,
rvew, I breathe) in respect that the latter is, essentially, a
mere subjective sensation of breathlessness, whereas the former
is a quite special kind of difficulty, marked by a character-
istic affitude, and therefore coming clearly within the range
of physiognomic diagnosis. But even in dyspneea, not thus
characterised, there may be differences of detail, directly in-
dicated in the physiognomy. Thus, the breathing may be
simply accelerated, as in simple uncomplicated pneumonia,
and in some cases of pleurisy; or laborious, as in most cases
of severe bronchitis and asthma, and almost all of obstructive
laryngitis, or of pressure from without upon the air-passages.
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Or, the breathing may be at once slow, and laboured or noisy,
as in apoplectic coma ; or simply slow, and with diminished
extent of movement (shallow), as in the painless extinction
of chronic exhausting disease ; or slow and sighing, at inter-
vals, as in many states of disordered innervation; or it may
present the more developed form of this, or what has been
called the ¢ Cheyne-Stokes breathing” (to be discussed in
Chapter ix.), when a succession of gasping and rapid acts
of respiration alternates with a period of apparent failure
of the impulse to breathe (apncea), the frequency and the
depth of the successive inspirations diminishing till breathing
appears to be about to cease altogether.! All of these characters
of the respiratory movements are thus far typical, that they
indicate, not perhaps the particular disease under which the
patient is suffering, but the whole bearing of the morbid
phenomena, wherever they may take origin, upon the function
of respiration; the further examination of which in detail,
including the physical diagnosis of heart, lungs, ete., may,
or may not give the key to what would otherwise be an
indeterminate position.

In some cases, perhaps, of grave and complicated disorder
of the respiration, but still more characteristically in certain
extreme. forms of disease of the Heart (which may or may not
be attended by dyspncea properly so called) there is a very
peculiar restless and often sleepless form of anguish, which
communicates itself, in an all but indescribable way, to the
whole attitude and manner of the patient. This may amount
to positive pain, or it may not; the peculiar note of its ex-
istence, however, is the evident dread of something immediately
impending, a feeling which in the most severe cases prints itself
upon the countenance, and is further revealed by the uneasy,
agonised shiftings of position, and the utter disability for
the repose of quiet, natural sleep. Patients in this condition
will pass whole nights in a state of restless agitation (per-
vigiliwm) without delirium, but with a constant dread of
falling asleep; or they will yield to long-continued fatigue, by
falling into short, uneasy snatches of sleep, broken by sudden
starts and alarmed awakenings, and with an almost expressed

! What has been provisionally termed ** Ursemic dyspneea ™ is a phenomenon
far too much involved in questions of rather dnubtfuT pathology to be more
than merely alluded to in this place; nevertheless, the ingenious researches of
Cuffer, though still unconfirmed, may be mentioned as probably of importance
in this connection. ** Recherches cliniques et expérimentales sur les altérations
du sang dans l'urémie et sur la pathogénie des accidents urémiques.” Paris, 1878,
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sense of the instant danger they ever seem to experience
that a very deep sleep might at any time become, or pass into,
““the sleep that knows no waking.” All this makes up
(when watched carefully with a skilled and observant eye)
a physiognomy which is usually sufficiently distinctive of what
may be in general terms described as cardiac suffering; and
when this is enhanced and rendered definite, or its locality
clearly indicated by pain, and especially by very severe and
paroxysmal pain following a certain course, and bearing a
certain relation to bodlly exertion, ete. (as w1]l be afterwards
described in detail), it constitutes the phenomenon, or symp-
tom, or disease, which has been termed ‘ Angina pectoris,”
and is known to be frequently associated with sudden death.
But here the physiognomic characteristics above mentioned
may present themselves apart from positive pain; or again,
the latter may be extreme, in the absence of the former.
But patients may conceal, or misrepresent, their internal
sensations, while the functional distress they suffer is clearly
manifested through its outward tokens in the countenance,
manner, ete. ; the study of the truly physiognomic traits
briefly indicated above is therefore of great advantage to the
physician, in his diagnosis of such cases.

In all diseases of the Nervous system it is of paramount im-
portance to observe the attitude and bearing of the patient,
his manner of answering questions, of putting out his tongue,
of speaking, eating, hamfl]ling familiar objects, walking, ete.
There should be no hurry in making these observations ;
sometimes the abnormal facts can be taken in at a glance,
as it were ; at other times the disease may elude observation
altogether, until brought into full view by some particular
abnormal act. This applies in a very special sense to dis-
orders supposed to be of the mind, which have often a very
distinet physiognomic expression, while in other cases they
require to be sought out through tedious processes of detail,
amid many difficulties and possible fallacies, or even as under-
lying positive deception. In all disorders attended with
paralysis, tremor, or convulsion, there will be at some time
or other visible phenomena aﬂ“ectmg one or other of the
modes of ordinary activity above enumerated ; or there may
be deficient power of evacuating or of retaining the excretions
of the bowels and bladder. A slight tremor of the lips, and a
hesitating utterance, as if the lips and tongue had no grip (so
to speak) over the consonants, will, along with a peculiarity
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n the gait, an unusual stillness in the muscles of expression,
and a slight disparity of the pupils, reveal with almost
absolute certainty an early stage of one of the most hope-
less of diseases—general paralysis of the insane. A similar
but more complete absence of facial expression, without any
of the other characters just mentioned (unless it be a flaw in
the articulation absolutely limited to the labial consonants), will
give the key to a more rare, but far less dangerous disorder—
double or bilateral paralysis of the portio dura: while a one-
sided action of the face and brow, with a permanently open or
half-open eye on the side of the paralysis, and a twist of the
mouth towards the opposite side, will show forth the much
more common, and equally isolated, paralysis of the portio
dura on one side only. An open mouth, dribbling saliva,
an awkwardly-moving or nearly motionless tongue, with very
indistinet articulation, will reveal the lahin-gfnssn-laryngea!
paralysis of Trousseau and Duchenne, the bulbar paralysis
(so called from the seat of the lesion in the Pons Varolii)
of other authors. The trailing walk of the hemiplegic
patient,—in which the weight of the body is supported on
one limb, while the other (the paralysed) limb is either
dragged on the ground, or lifted by a movement of circum-
duction proceeding from the pelvis, and favoured by a hitch
of the whole body,—is a sign which can be noted at once,
along with the motionless, sometimes rigid, hand and arm of
the same side, semiflexed, and with the fingers bent into the
palm. The slow, shuffling, and evidently enfeebled gait of
the true paraplegic, arising from sheer deficiency of muscular
energy ; the controlled and, as it were, leaden movements of
spastic paralysis, when the feet are lifted with difficulty,
clinging to the floor, and tending in progression to fall foul of
cach other, but still obviously moved deliberately, and without
any loss of co-ordination ; and, contrasted with both of these,
the inco-ordinate, erra,bl-::, stumblmg, and staggering gait of
locomotor ataxy, with its evident loss of balancing power ;

all of these types are equally characteristic, almost at first
sight, and easily distinguishable from the limping of hip-joint
or other articular disease, and from the reeling, serpentine,
plainly bewildered course of the man tending homeward after
a debauch, and ready at any time to lie down in the dirt, to
save the trouble of further picking his way. More difficult
to distinguish from the latter are some forms of apoplexy or
or of cerebellar disease, of the diagnosis of which, however, it
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is impossible to treat in this chapter. The wrist-drop of lead
paralysis, the irregular manipulations of writer's cramp and
other peripheral nervous disorders of the fingers, must also
be omitted here, though essentially of the nature of really
physiognomic diagnosis. The peculiar jerkings and general
“insanity of the muscles” which characterise chorea must
also be dismissed with a reference to special articles and
treatises ; as also the whole subject of tremor, paralysis
agitans, and spinal sclerosis.!

Reverting to the disorders which seem to have more relation
to the mental functions, it may be affirmed with truth that
almost every distinet type of insane aberration has its peculiar
physiognomy ; from the extravagant and excited gestures,
shouts, and destructive violence of the maniac, to the mutter-
ing and moaning of the victim of pure melancholia, nursing
his secret sorrow alone ; or the mindless, speechless, slouching,
purely animal characteristics of the extreme demented patient,
pushed about almost like a chattel by his keeper, without
spontaneity, and only capable of being excited into a tem-
porary sense of apparent enjoyment by the sight of food, or
of tobacco, or perhaps, in some instances, by ub]ects of sexual
desire. And within these divisions lie almost endless varieties;
e.¢-, the hysterical maniac, incoherent, extravagant in speech,
laughing and weeping by turns, erotic and shameless in her
behaviour at times, and with lucid intervals, it may be, of long
duration; the harmless and good-humoured, half-demented
creature, pleased with every slight attention, easily amused,
and always busy with some mechanical or artistic occupation
—knitting, or drawing, or writing long snatches of nonsense
in verse, or playing the fiddle ; the suspicious monomaniac,
who follows you with his eye at every turn, grumbles and
mutters audibly his suspicions, and would no doubt at times
lay violent hands on you if permitted ; the egotist, who adopts
the manner and style of the Emperor of Inﬁm or the Queen
of Sheba, or of more sacred characters than these or, it may
be, of the Creator of the Universe! Each of these insanities
tends to produce, as it were, a physiognomy for itself; the
whole physical habit becomes so moulded upon the prevalent
delusion, that it may almost be said that a glance at the

' These subjects are discussed in special seetions of Chapters v., vi., and
viii. Consult the index for the names of the various diseases and b}rmptums
referred to. See in particular the sections on Speech, Walking and
Balanecing, Twitchings, ete.
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patient and his surroundings gives some considerable insight
into the special character of his mental unsoundness. Still
more curious, because more inexplicable, are the physiogno-
mical individualities that lie within the apparently narrow
bounds of idiocy and imbecility. There is the congenital
idiot, often dwarfish in body and infantile in expression and
habits, sexually undeveloped, with a A shaped palate, and one
or more apparently accidental bodily deformities, living the
life almost of an infant: the créfin of the Alpine valleys,
goitrous and otherwise physically deformed ; the epileptic
idiot ; the hydrocephalic idiot; the miﬂrocephalic idiot ; the
para!ytw idiot. Of all these and of other varieties, the
physical and physiognomic characters have been admirably
niesc.rihed by Dr. Ireland in his well-known work on Idioey.
(For further details, see also Chapter viii. on Insanity, in this
Manual.)

As, in the insane and the imbecile, physiognomic diagnosis
assumes a special importance from their inability, in many
instances, to give a coherent account of themselves; so it may
be said that in infancy and early childhood the physiognomy of
disease constitutes by far the most important aspect of diag-
nosis considered as a whole, unless in the case of positive
physical signs directly bearing on the state of the internal
organs. If a healthy infant of from four to six months is
carefully studied from the medical and physiological point of
view, it will be found, of course, to have increased consider-
ably both in stature and weight since its birth ;1 but in
addition to the mere growth and increase of bulk a skilled
eye and touch will easily determine the fact that the museular
structures of the limbs have acquired much greater firmness,
plumpness of outline, and with these more apparent spon-
taneity and definiteness, so to speak, of physiological activity.
The cause of this change is partly the constant exercise of
the muscles themselves, and partly the rapid development
of the nervous centres presiding over the muscular move-
ments. As yet, the movements are mostly automatic; there
are few, if any, purpose-like acts of prehension with the hands,
for instance, until nearly six months old, although an object
conveyed into the grasp is held, just as the nipple is held
when placed between the lips. There is, however, a constant
activity of the limbs, both upper and lower; and a gradual

18ee Tables vii. and viii. at the end of this chiapter.
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education of all the voluntary muscles, including those of
expression and voice, to the functions afterwards to be per-
formed under the influence of the intelligent will. The child
is obviously a sentient and emotional being, and one of the
half-conscious impulses which gnide its movements when
awake is the positive delight which it experiences in giving to
every individual voluntary muscle, down even to the smallest
of those which move the toes and fingers, a fair share of daily
and hourly exercise. Watch an infant four, or six, or eight
months old erowing with the mere physical enjoyment of
perpetual motion, kicking its arms and legs about as it is
removed from its bath and lies naked in its nurse’s arms,
and you will be compelled to recognise the force of this
healthy, but apparently, as yet, unintelligent instinct. It is
the same instinct as, in the more developed system of the
kitten at a like or yet earlier age, leads it to chase its own
tail, and to do a thousand pranks that seem aimless, but are
in fact surely guided towards a definite end in the evolution
both of the bodily and the mental faculties—viz., the instinct
of Play! Next to the yet more absolutely necessary, and
therefore earlier displayed, instinet of suction, this is the
faculty that, more and earlier than any other, rules the life
and determines the physiognomy of the infant. We have
seen, in the graphic words of Sir William Jenner, how this
power of spontaneous and wholesome bodily movement is
disturbed in the rickety cachexia. It might be added that
in almost every serious disease of early infancy and child-
hood it is possible, by studying carefully the relation of the
spontaneous movements to each other, and to the attitude
and expression of the child, its cries, smiles, inarticulate
noises, its colour, state of general nutrition, behaviour in
sleep and in waking, to arrive at a reasonable, and often a
perfectly just, conclusion, as to the general nature and locality
of the disease. If there is paralysis in any limb ; if the spine
or any individual joint is weak or pained; if the breathing
is obstructed ; if the abdomen is pained and tender, or dis-
tended ; if the bony skeleton is too yielding, and does not
afford the requisite support, or affords it only with pain; in
each case there is a typical departure from the normal atti-

1 Dr. John Strachan has discussed the physiological and educational aspeects
of this subject in an admirable little treatise—** What is Play?” Edinburgh,
1877 ;3 a work which may be recommended to the perusal of every student
and practitioner of medicine.

c
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tudes and modes of activity, as displayed in the waking
moments ; or from the happy, quiet, sleeping existence of
the healthy infant. Of course it 1s absolutely necessary that
the survey should be, as far as possible, complete and de-
liberate ; do not, therefure, confine the observation to the face,
or be satisfied with feeling the pulse, and looking at a bundle
of clothes. Note the colour of the cheeks, the heat of the skin
all over the body, the presence (especially in sleep) of twitch-
ings, startings, sudden catchings of the breath, or breathing
with effort and with imperfect expansion of the chest ; observe
the descent of the diaphragm, the elevation of the ribs on both
sides, the state of the abdominal wall and its contents, the
state of the fontanelle, the size of the head as compared with
the body, and any abnormal flattening of the vertex or projec-
tion of either frontal region; the fulness of the veins of the
head and neck, the presence or absence of local, or undue, per-
spirations ; observe if the eyes are completely closed, as in
healthy sleep, or half-closed, as in some febrile and cerebral
diseases ; if the child buries its head in the pillow, or has the
hair worn away, as it were, on some parts of the head, or has
the neck twisted backwards, and stiff ; or, at a more advanced
age, if he grinds the teeth, or picks the nose habitually ; if the
nostrils are dilated in inspiration, and if there is any noise in
the larynx, or in the chest ; if the surface shows any eruptions,
the mouth and anus any mucous patches or condylomata, or
other evidence of syphilitic disease ; if the muscles are flabby,
or well-nourished ; if the abdomen is retracted, or tumid and
resistant, or soft, natural, and easily manipulated. All or
most of these observations can be made even in a sleeping
child without disturbing it too much ; but of course it will be
best to take them in the order most convenient for this end.
The pulse and respiration should also be numbered, if possible,
during sleep. Other observations, as on the mouth, gums,
teeth, tongue, throat, nostrils, ears, as also all detailed physical
explorations, should be postponed until all the information
that can be procured during sleep and waking, from these
physiognomic data, has been carefully gathered and noted, and
until some questions as to previous history have been put.

Most of the inferences to be drawn from the preceding
observations will be commented on in other parts of this
book. We may here, therefore, fitly close our chapter on
the physiognomy of disease.
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APPENDIX.

TABLE I.

RELATION OF HEIGHT AND WEIGHT IN HEALTHY MEN.

ACCORDING TO VARIOUS AUTHORITIES.

: . Dr. Robertson ;
Hutchinson ; American & ¥
Height. l Common English insurance M‘*‘;‘;f_g]i‘:lgtﬂdm Height.
| Standard. Btandard. 'Grcl:k Model.

aft. 1 ! 8 st. 8 (120 lbs.) 120 lbs. 61 ins.
—5 Y 1] {126 i ]' 125 15 R 62 LH]
— 3 | ERRR il 6 - - P 130 125 lbs, 63 ,,
— 4 8 13 3300 50 ) 135 ,, 131 ,, 64 ,,
— b MWy - 20342 4 ) 140 ,, 137 ,, 66 ,,
Saliliae o Bl { 3% 144 ,, 66 .
) T N T 145 ., 150 ., 67 ..
=t N 11 b 1 [155 L ] 148 ” 157 L] 68 LE
— 9 My (8 (162, } 155 ,, 164 ,, 69 .,
— 10 12 .. 1 (169 , 160 ,, 172 ,, T0 o
— 11 j A [1?4 L 165 ,, 170 ,, * i iyl
- 6 ft. £ 170 ,, 187 .. e
S | 175 .. 195 .. e
. '2 180 L] 2‘}3 13 ] ?4 »n
— 3 186 ,, 211 ., 7 ,,
— & 219 11 76 L

Hutchinson’s figures are found in his celebrated dpa.per on Respiration,
in the Medico-Chirurgical Transactions, vol. 29, London, 1846; and in his
article ‘‘Thorax™ in Todd’s Cyclopmdia of A.natﬂm]r and Physiology,
London, 1849-52,

The American Standard is given in the Medical Investigations of the
United States Life Insurance Company.

Dr. Wm. Robertson’s calenlations are referred to in the text : they were
hm&de for the Scottish Widows’ Fund : his table is somewhat abbreviated
£2re. ’
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TABLE II.

AVERAGES OF HEIGHT AND WEIGHT OF BOYS AND GIRLS OF
ENGLISH-SPEAKING RACES.

Calculated from the Totals of British and American Statisties.
Dr., WiLLIAM STEPHENSON, ABERDEEN, The Lancet, Sept. 22nd, 1888.

BOYS. GIRLS.
H I ]

Height | Gain | Weight | Gain Height | Gain | Weight | Gain

Age. in in in in Age. in in in in
Inches. [Height.| Pounds. Weight. Inches. Height.l Pounds. (Weight.

5 | 41-30 40-49 5 | 4105 3963
6 | 43-88 | 2'58 44°79 | 430 6| 4200 | 194 | 4284 | 321
7 | 4586 | 1'98 4939 | 460 7| 4498 | 109 | 4708 | 4'H
8 | 4741 | 165 | 5441 | 502 8 | 4709 | 2711 | 5212 | 504
9 | 4969 | 228 5982 | 541 9 | 4905 | 196 5628 | 416
10 | 51-76 | 2°07 66°40 | 658 || 10 | 51'19 | 2'14 62°17 | 589
11 | 5347 | 171 Tl'ﬂﬂ, 460 | 11 | 53-26 | 207 6847 | 630
12 | 5506 | 168 76'81 | 572 || 12 | 5577 | 251 7735 | 888
13 | 5706 | 201 8372 | 691 13 | 6796 | 219 8782 | 1047
14 | 5960 | 254 9346 | 974 || 14 | 59°87 | 191 9756 | 974
15 | 6227 | 267 | 104790 | 1144 || 15 | 6101 | 1'14 | 10544 | 788
16 | 6466 | 2'39 | 120700 | 1510 || 16 | 6167 | 066 | 11236 | 692
17 | 66°20 | 154 | 12919 | 9719 || 17 | 6222 | 065 | 11621 | 285
18 | 6681 | 061 | 13497 | 578 || 18 | 6219 11645 | 1-22

|
TAEBLE III.

MEAN HEIGHT AND WEIGHT, FROM 10 TO 30 YEARS.
Public School Boys, Naval and Military Cadets, Medical and University

Students : most favoured classes in England.

ABSTRACT FROM BROBERTS' ANTHROPOMETRY.

Ape

g
last birthday,

11

10 years.

1"
L]
ak
¥
1
e
"
L8
bR
Ir
¥
1%

Mean Height,

without S8hoes.

53

5450
5650
5850
6100
63°50
66°50
68°00
68°50
68°75
69°00

b

inches,

L1
m
3
L1}
»
"
3
LR
iE]

T

L]

e ——

=0

Mean Weight, |
im:l‘s,u:limg1 Clothes
ha.

¥
¥
Lk
L]
¥
¥
¥

Py

L]
i
L3

]

67 1bs.

(7,709 Observations.) _
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TABLE 1V,
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MEAN HEIGHT AND WEIGHT OF BOYS AND MEN BETWEEN

English Artisan Class,
ABSTRACT FROM ROBERTS' ANTHROPOMETRY.

4 AND 50 YEARS.

(13,931 Observations.)

Weight,
A Height,

last bisthday. without Shoes, | including Clothes
4 years. 38°50 inches. 44 lbs.
b e 4100 ,, 50 ,,
E mn 43.m LR 1 54 L L]
7 iz 4500 ,, 0.
8 &t 4700 ,, 59 ,,
9 s 4900 = 62 ,,
10 T 50050 66 ,,
11 13 51’% bd ] ?u Ty
]'E ¥ 53‘5ﬂ bR ] ?4 £ S ]
13 i 55‘5“ bR ] ?8 ES ]
14 1" 5800 1 84 EY)
15 " 6050 13 94 1
18, 6300 ,, 106 ,,
Tl g e 6450 118
BB RN 65'60 122 ,,
19 2o 6600 ,, 128 ,,
20 . 6625 18
e 6650, 136 ,,
23-30 ., 8830 ,, 138 ,,
ﬂq’m " Eﬂm L 140 1

TAELE V.

MEAN HEIGHT AND WEIGHT OF 10,904 GIRLS IN THE
UNITED STATES OF AMERICA.

3,681 American, 3,623 Irish, 585 German,

[Includ'u:%n

glish, Irish, and American Parentage.)

and 1,397 Mixed

Dr. Bowditch.

ABSTRACT FROM ROBERTS' ANTHROPOMETRY.

I
I
|
I
|

Heigh Weight,
last h?ft?:day. withul.tg E%D&H | includingg': Clothes.
5 years, 410 inches. | 40 lbs,
6 19 435 1 44 "
7 " 455 13 48 1
8 1 47°5 13 52 "
9 1 49'5 L ! 36,
10 » g , 60 ,,
11 o 535 i | 66 ,,
o B - b ML 3P trvs g £
13 e 580 i | 88 ,,
14 4 GO0 A ! 9% ,,
B B | 104 ,,
16 ch 615 s I 110 ,,
17 T 620 e 12 ,,
T 620 T e
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TABLE VI.

HEIGHT AND WEIGHT OF BOYS BETWEEN 13 AND 20 YEARS.
(3,695 Boys in Telegraph Service in England.)

ABSTRACT FROM ROBERTS' ANTHEROFPOMETHY.

Average Weight in Lbs., without Coat, Hat, and Shoes.

|
AcE AT LAST BIRTHDAY. i % Lo
N veria
Height. d B i [N ol P
13 id 15 16 | 17 18 19 |
Ibs. | 1ba. | lbs. | 1bs. | 1bs. | lbs. | 1ba.
i R R T S R Y 620 51
i - e T | B e R R 70°0 52
— b T2 69 70°5 53
— BN e TE BT el L 722 4
— T 75| 76| TT| 76 LT 760 55
— 8l T Bl TA 8 8| e 8078 56
— 91 82| 85| 83| 88| .. | .| .. 835 57
— 10| 86| 8| 87| 83| 94| ...| .. 882 58
— 111 8| 8| 91| 93| 93| 91| .. 907 59
b ft 90 | 93| 92| 96 | 101 | 109 970 G0
— 1 96 098 99 | 101 | 106 | 102 11‘9I 1030 Gl
Em el 96 | 101 | 104 | 106 | 109 | 111 | 113 1057 62
— 31108 | 108 | 108 | 110 | 115 | 117 | 117 1111 63
— 4| 111 | 112 | 115 | 115 | 116 | 115 | 120 1150 fi4
— b - 107 | 117 | 116 | 120 | 127 |'121 1180 65
— 6 119 | 117 | 122 | 126 | 126 | 130 1233 GG
— 7 123 | 120 | 125 | 132 | 129 | 138 12580 67
— B .. | 131 | 126 | 131 | 142 | 144 1348 68
— 9 129 | 142 | 132 | 138 | 144 | 140 1394 69
— 10 wee | ... | 136 | 144 | 147 | 151 | 137 1430 70 |
— 11 ” o | 149 | 120 | 150 1426 71 ]
1

This table shows not only the average weight and average height of boys,
but also the variation of weight in boys of the same height, according to age.
For example, there is a steady progression with age at t-he height of 5 ft. 2,
boys of 13 bemg only 96 lbs. and those of 19 being 113—a range of 8 or 9 1bs.
above and below t-hE mean of 105°7.

Further information as to the combined mﬂuence of height amu:l age on the
weight, both for boys and girls, may be found in Dr. Stephenson’s Article in
The Lancet, Sept. 22nd, 18.%
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WEIGHT AND LENGTH OF INFANTS ACCORDING TO THEIR AGE
AND THE CHARACTER OF THEIR NOURISHMENT.

{Russow : from Gerhardt’s Handbuch der Kinderkrankheiten. )

Crass I.—CHILDREN OF AVERAGE WEIGHT AXD UPWARDS,

WEIGHT I¥ GRAMMES,

| LENGTH 1¥ CENTIMETRES,

NOURISHMENT. _ | . ; |
ilﬁ D.a-,:,-s.l 2 Mos. 6 Mos. | 9 Mos. 112 Mos. '»il.EDnys. 6 Mos. ll!Mus.

—— e { | |

Breast Milk, . . || 3,504 | 5,701 | 7,072 | 8,401 | 9,980 | 51 | 67 | 78
Breast Milk, with | .

some Cow’s Milk | | :

and Starchy Food, | 3,525 | 5,310 6,317 | 7,916 .l 8,480 | 49 | 64 60

CrLAss II.—CHILDREN UNDER THE AVERAGE WEIGHT.

Breast Milk, . . || 8,027 | 4,225 | 5,775 | 6,490 | 7,910 49 59 69
Breast Milk, with | | '

Cow’s Milk and | | -

Starchy Food, . ‘ 2,998 | 4,143 | 5,598 | 5,932 (6,823

Cow’s Milk and 43 55 63
Starchy Food ex- | I '
clusively, . .1 2,900 | 4,089 | 4,744 | 5,254 (6,128 !

The original figures are here ?Wn as indicating the relative variations very
a

clearly. For those not quite
figures will serve as a guide :—1000

miliar with the Metric system the following
mmes, or 1 kilogramme = 2°2 lbs.

amirdu.puis (nearly); and 10 lbs. =4536 grammes: 1 centimetre=0"3937 inch ;
50 centimetres=19"685 inches.
The artificial feeding here referred to concerned the poorer classes of

better results might be obtained from more careful
and scientific substitutes.

society.

lh]ati'.rel;?'

TABLE VIIIL

HEIGHT AND WEIGHT OF OLDER CHILDREN ACCORDING TO

AGE AND ACCORDING TO NOURISHMENT IN INFANCY.

(Russow.)

NOURISHMENT IN
FirsT YEAR oF LIFE.

Breast Milk,

Artificial Food,

i| WEIGHT 1¥ KILOGRAMMES.

LexoTH 18 CEXTIMETRES.

e

993 | 142 | 207

748 | 139 | 283

12 Mos. | 4 Years. | 8 Years. " 12 Mos,

_-i Yn_anrs. 8 Years.
73 93 | 116
66

87 l 113
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CHAPTER 1II.

EXAMINATION AND REPORTING OF MEDICAL CASES.
CASE-TAKING.

N examining cases brought under his notice, a physician
is guided by the circumstances in which he finds the
patient, and by his knowledge and experience of the condition
with which he has to deal, and so, while one case is approached
in one way, another is dealt with in quite a different manner.
No one method can actually be applied to all cases ; indeed, no
one method could possibly be the best if used indiscriminately.
When a patient is gasping for breath and scarcely able to speak,
we must reserve our questions for a few important points.
When a patient is delirious, muddled, or obviously unreliable,
it is vain to try to procure from him a connected statement of
his history and his sensations. If actually insensible, or in a
fit, we dare not delay our examination of his condition, so far
as this can be ascertained, simply because we might prefer to
learn what might be recalled as to the previous history or as
to the symptoms leading up to the present attack (Anamnesis) ;
such delay (even apart from all practical questions of treat-
ment) might deprive us of the only opportunity of ascertaining
the nature of the ailment. Nor would a physician explore
the family history of a person with suspected scabies in the
same way in which he might investigate this part of a
phthisical case; his questions directed to the patient with
scabies on this matter would probably be limited to a few
pointed inquiries to elicit any evidence bearing on the
infectious character of the eruption, from its presence in
other members of the family.
Usually we begin by inquiring, more or less fully, what the
patient feels to be wrong ; this serves to direct the first part of
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our physical exploration of the organs, and the mischief
detected there often sends us back to inquire into the exact
way in which the illness began, into the previous health, and
the family history; certain points thus ascertained may
demand a renewed examination of the organs, or the ex-
ploration of other parts of the case.

In urgent cases we seize upon the severest symptoms, the
dyspneea or pain, for example, and try to get the greatest
information attainable, at the least cost to the patient,
sparing him as much as possible the fatigue of questioning
or of physical examination, according as the one or the other
causes the greatest annoyance or danger, filling up the gaps
as well as possible from the information supplied by the
attendants.

When there are obvious features of capital importance,
such as ]aundme, febrile erupt.mns, bronzing of the skin,
pulsating tumour in the neck, serious heemorrhages, profound
anemia, and the like, we often begin with these facts, and
having ascertained their origin, proceed in our inquiries to the
other parts of the case and its earlier history.

When the illness is obscure, a more systematic examination
of all the organs and functions of the body, and an equally
careful inquiry into the personal and family history of the
patient may be required to unravel the diffienlties.

In reporting cases, likewise, very different methods may be
pursued by the same physician, according to the varying
peculiarities and the different points of interest and im-
portance in each case, and also according to the special object
he has in view in making the record, whether for the purpose
of treatment, of clinical teaching, or of scientific research.

The student in the medical wards, however, is not placed
in exactly the same position. The cases assigned to him for
reporting are usually selected by those in charge of the
patients, and they seldom fail to warn the student when pro-
longed physical examinations would be dangerous, or when
special parts of the investigation must be omitted or passed
over slightly. To the student, therefore, a more uniform plan
may be remmmended, and it is the more useful to him, as with-
out some method to gunide him he is apt to omit noticing
various important features of the ailment. This may arise
from forgetfulness, or from there being so many points which
have to be investigated ; but the student is likewise apt to
omit important parts of the inquiry from supposing that the
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indications of disease found by him in one part are sufficient to
account for the whole illness ; having found, for example, the
presence of albumen in the urine, and other evidence of renal
disease, the beginner may never think of examining the heart,
and may pass over a distinet loss of vision without remark,
supposing it to be a mere accidental coincidence.

It is in the examination of the actual state of the patient
(Status preesens) that the student chiefly requires the assistance
of some method in his investigation of the various symptoms
and physical signs. Many clinical teachers have forms drawn
up to guide their students in the reporting of cases in their
wards. As furnishing a memorandum, to refresh the memory,
such forms are useful for beginners, but the slavish following
of any such form is objectionable.

The examination of patients demands a review of the
manner in which the various functions of the body are
performed. It is usual to divide the manifestations of dis-
order into two classes—the “Subjective” and the *“ Objec-
tive.” The ‘“Subjective” comprises those of which the
patient himself is conscious and for a knowledge of which
we have to rely on his statements. The “ Objective ” includes
those of whose existence the examiner has evidence from his
own senses. The Subjective manifestations of disease are
those spoken of by many writers as “ Symptoms,” the
Objective being named * Signs,” or sometimes * Physical
Signs.” Some authorities, however, do not draw this dis-
tinction between “Symptoms” and * Signs”; they use the
word “ Symptom ” as including both forms of evidence, and so
they divide *““ Symptoms,” in their diagnosis, into (¢) * Subjec-
tive” and (b) “Objective.” It is well to keep clearly in view
the distinction implied above, whichever meaning may be
attached to the word *“Symptom,” the more restricted
application of which seems best for ordinary use. This dis-
tinction is, as a rule, clear and definite enough. A pain is a
“Symptom ” (subjective) ; a bulging in the chest, to which it
may be due, is a “Sign” (objective): giddiness is a “ Symp-
tom” (subjective); the staggering resulting from it is a
“Sign” (objective). Frequently, however, we find that no
very accurate distinction is possible ; coughing is both a sub-
Jective and objective manifestation of disease, and so is vomit-
ing ; bad forms of aneurysmal pulsation may constitute the
leading complaint of the patient, and may be perceived as
readily by him as by the physician. Breathlessness is really a
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sense of the want of breath on the part of the patient, and so
is purely “subjective” ; but in its extreme forms at least it is
so obvious to any onlooker that it might be classed as
“ objective.” Technically and strictly, the sense of breathless-
ness and its attendant distress are * subjective ”; the rapid
breathing, the effort in inspiration, or the posture assumed by
the patient during this breathlessness may be classed as
“ objective.”

A preliminary division which is found convenient is to
separate the *“ EXTERNAL" from the * INTERNAL” part of the
examination, and it is safer always to begin with the external
portion, as otherwise it is apt to be neglected. It can usunally
be dismissed rapidly, although there are certain cases where
this constitutes the main part of the examination.

Under the Ezternal portion may be included some of those
obvious features whic% go to form the * physiognomy of
disease.” The temperature of the body, although really an
internal phenomenon, is usually judged of by the feeling of the
skin, or by the application of a thermometer to the axilla ; it
is thus included under this division. The conformation,
weight, and muscular development, the apparent age as
compared with the real age, the expression and complexion of
the face, the presence of dropsy, the posture, and the like,
come in here. An examination of the skin for eruptmns
discolorations, scars, or tumours of any kind, and a survey of
the limbs and jnt:rim:sJ for any signs of disease., likewise fall to
this portion of the investigation. Such facts as glandular
enlargements may be stated in this connection.

The Internal portion of the examination deals with the
funetions of the various physiological systems ; on the whole
the best method is to take up these systems one by one,
stating whether they seem to be normal or in what points
they Eevlate from healthy action.

It is usually well, as recommended by the late Professor
Sanders, to mmbine, so far, the anatomical with the physio-
logical method ; to deal with the circulatory and respiratory
systems in sequence, as they both have their great central
organs in the chest: and in the same way, to keep in sequence
the digestive and the genito-urinary systems as their central
organs are in the abdomen.

We begin with the system which seems from the history
or from the general aspect of the case to be the one most
essentially affected, and we also, of course, consider it in much
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fuller detail. Hospital cases are usually so far prepared for
the student by the previous record of the temperature and
the preservation of the urine and expectoration for his in-
spection.

“If we tind orthopneea, general anasarca, and distended jugular
veins, we begin with the circulatory system.

“If we find purulent expectoration, emaciation, and clubbed finger
ends, we begin with the respiratory system.

“If we find albuminous urine and pale puffy countenance, we begin
with the urinary system.

“If we find jaundice and protuberant abdomen, we begin with the
digestive system.

“If we find paralysis or convulsive twitches, we begin with the
nervous system, and so forth.” (Sir William Roberts. )

These anatomical and physiological divisions could never,
however, preserve us from making serious omissions in our
reports, unless each detail in each system were investigated
with an absurd and, indeed, a reprehensible completeness.
The manifestations of disorder in the various systems often
appear in the most unexpected quarters. These points can
only be learned by a varied experience of morbid conditions,
such as the beginner cannot be expected to possess. The
detailed description of the symptoms dealt with in the vari-
ous chapters of this book are intended to supply, to some
extent, from the experience of others, the want thus felt by
a beginner, so that when he comes upon any of these symp-
toms he may know how to pursue the investigation in its
various ramifications, and to estimate to some extent, the
bearing of the facts on the diagnosis.

As an indication of the points to be investigated under
each heading, and the order in which the inquiry may be
taken up, the following tabular statement is appended. It
is slightly modified, for the present purpose, from the form
prepared by Dr. Leech and Dr. Judson Bury and used in the
Manchester Infirmary.
NAME—AGE—ADDRESS—OCCUPATION—DATE OF ADMISSION—

PHYSICIAN—REPORTER OF CASE—DATE OF REPORT.
Preliminary Inspection and Inguiries tending to elicit General Character

and duration of Symptoms ; definife statement as to what has brought
the patient to seel medical assistance.

Previovs History : PRESENT STATE:
1. Present illness, (a) External surface.
2. Previous health, (b) Nervous system.
3. Social. (¢) Circulatory system.
4. Family history. (d) Respiratory system.
(#) Digestive system.
(f) Genito-urinary system.
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Di1acxos1s. TEEATMENT.
ProGNOSIS. ProcrEss oF CASE,

PrEvious HisTory.

1. History of present illness,

Mode of onset.—The first sign of ill health—the date of month
when left off work, and date when took to bed.

Course of symptoms.—Give order of occurrence, with date of com-
mencement and cessation. The condition of the patient at the
time of admission, and the course of the case to the time at which
the notes are taken should be stated.

Supposed cause of llness,—Give patient’s version, treatment before
admission, and its effects (briefly).

. Previous health.—Nature and character of previous illnesses, their
dates and duration—(ailments of infancy in special cases)—
previous admissions into hospital —indications of gout, rheumat-
1sm, venereal diseases—(gonorrhwea, soft chancre, hard chancre,
sore throat, pains in bones, ete., symptoms of infantile syphilis,
if necessary)—cough—hwemoptysis.

Sexual diaurgers—n&tamenia— eucorrheea.

Inquire specially for previous hwmorrhages or discharges, if there
be anemia.

Previous general nutrition and weight.

3. Social history.—Particulars concerning residence, coldness, damg-
ness, salubrity—prevalence of special diseases-—changes of resi-
dence—residence abroad.

Occupation—peculiarities of ocenpation, as exposure to heat, cold,
noxious gases, dust, etc. —changes in occupation.

Food and clothing—excess or defect, ete.—stimulants, character
and hnmuut-—-miaccn—dmg&

General or special habits and mode of life.

If married, date of marriage—issne—still-born children—mis-
carriages and times at which they have occurred.

4. Family history.

Father, Sisters,
Mother, Brothers,

Diseases and causes of death in other relatives, especially con-
sumption, insanity, gout : specify whether relative affected was
on side of father or mother.

]

} Ages, health, or cause of death.

PRESENT STATE.—GIVE DATE,

(a.) Axternal surface.—Posture—temperature—general appearance—
form of head—face, colour and expression of--worn, languid,
sallow, excited, stupid, livid in any part, flushed, ansmic—
wrinkles —nostrils — lips—arcus senilis —conjunctive — pupils—
eyelids—eyeballs—ears.

Relation of appearance to age. Nutrition—well nourished, stout,
spare or emaciated, weight.

Peculiarities of external configuration, tumours, swellings, de-
formities.

Skin—cedema, face, body, ankles, ete. Perspiration—face, head,
body—odour, if any—cutis anserina—roughness—softness—
cicatrices—rashes (macule, stains, erythemata, wheals, papules,



DETAILS OF EXAMINATION. 47

vesicles, pustules, scaliness, tubercles), ulcers— discolorations
and superficial vessels.

Hair on head, body. Nails curving—eclubbing of fingers—onychia
—structural alterations.

(:lands—superficial, back of neck, along sterno-mastoid, in axilla,
groin—parotid.

Joints — form — redness — tenderness — pain — stiffiness — deposits
around-—deformities. X

(b.) Nervous system.

2.

o

Motor disorders.—Spasm—Tonie, clonie, distribution of, whether
general, unilateral, or local, distortions resulting from spasm.

Tremor and its relation to voluntary movement.

Paralysis.—Spastic or atrophie, and distribution of, whether in the
form of hemiplegia, paraplegia, hemiparaplegia, or local, dis-
tortions of paralysed limbs.

Station—with and without closed eyes.

(fait.—Whether ataxic, spastic, paralytic, shuflling, staggering.

Strength— As tested by ability to move in bed, by power of grasp,
and of resistance to passive movements at the various articula-
tions.

Iisorders of special movements, caused by paralysis of the ocular
motor muscles, the facial, lingual and masticatory muscles.

Sensory disorders,—Acuteness of common sensibility, as tested by
pricking, pinching, touch, double points, hot and cold bodies,
faradism and different weights, change of position on the eyes
being closed, touching prescribed spot on face: pain—sense of
constriction, etc., parmsthesia, such as numbness, tingling, etc.

Spine.—Tenderness, hypermsthesia to pinch or to faradism.

Distribution of anmsthesia, whether hemianwmsthesia, paranmsthesia,
local anwesthesia.

Reflexes.—Superficial, deep.

Faso-motor and trophic disorders—redness or pallor of surface,
temperature of surface, cutaneous eruptions, glossy skin, deformi-
ties and cracking of nails, abnormal dryness or premature grey-
ness or falling off of the hair.

Electrical reactions.—Faradic, galvanie.

Psychical disorders.—Emotional condition, irritability, insomnia,
vertigo, incoherence, depression or exaltation of spirits, halluei-
nations or illusions of the senses, delusions.

. Special sense disorders.—Smell—hyperosmia, anosmia, hallucina-

tions of smell.

Vision.—Acuteness of, colour vision, hemiopia, polyopia, field of
vision, ophthalmoscopic examination.

Hearing.— Acuteness of, as tested by watch, and by tuning fork.
Physical examination of meatus and of throat. Air entering
mlgtﬂlle ear by blowing nose.

Taste.—Acuteness of, as tested by salt, sugar, bitters, ete.

Speech.—Anarthria or dysarthria, stammering, motor aphasia, word
deafness, word blindness, verbal amnesia.

(c.) Circulatory system.—FPalpitation—dyspnea—syncope—pain, its

character.

Heart.—Cardiac region, general appearance, normal or bulging ;
impulse, its area, strength and character (normal, heaving, weak),
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apex beat—note the intercostal space, distance from left vertical
nipple line, or especially in women, distance from mid-sternum—
if thrill or friction fremitus—note its site and rhythm.

Percussion.—Map out superficial cardiac dulness—give upper limit,
right limit, left limit of deep dulness. Note any prominence or
dulness of mediastinal region.

Auscultation.—Note character of sounds at apex, over ensiform
cartilage, at aortic and pulmonary cartilages, accentuation, loud-
ness, reduplication, or other special characters. If murmurs or
Sfriction, give rhythm, situation of maximum intensity, and the
direetion in which they are conducted.

Arteries.—Undue pulsation of carotids and brachials—any abnormal
pulsation above manubrium or above clavicles or elsewhere. If
a tumour be present, note if pulsation is expansile, any thrill—
tortuosity of arteries at elbows and over temples.

Radial pulse.—Compressibility, regularity, frequency, size. Are
the two radial pulses alike? Sphygmographie tracing.

Veins.—Undue visibility on chest wall—pulsation in neck. Do
jugulars fill from below ? Varicose veins and venules in different
parts of body.

Capillary pulsation.

Examination of blood.—Numeration of corpuscles by hamacyto-
meter, estimation of heemoglobin.

(d.) Respiratory system.—Cough, character of ; expectoration, charac-
ter of, presence of blood, mieroscopic examination—elastic fibres,
tubercle bacilli. Pain, tenderness, decubitus, number of respir-
ations, character of, easy, laboured—dyspucea, inspiratory, ex-
piratory. Give ratio of pulse to respiration. Is there any move-
ment of extraordinary muscles of respiration? Is there any
retraction of chest wall during inspiration? Stridor. Voice—
examination of larynx.

Physical examination of chest,

Inspection.—Shape of chest, depressions or bulgings, want of sym-
metry, muscular wasting, immobility of inter-spaces; direction
of ribs, costal angles. Movements, character and amount, want
of symmetry, whether abdominal or thoracic.

Palpation.—Again note difference of movement on the two sides,
ete., also vocal fremitus—and relative intensity on the two sides
—rhonchal fremitus—friction fremitus.

Percussion.—Relative resonance, deficiency or excess of resonance.
Note pitch—high or low; duration—long or short; quality,
hard, tubular, etc.; resistance—normal, diminished, increased.

Auscultation.—Changes in character of breath-sounds in regard to
the duration and intensity of the inspiratory and expiratory
portions, especially noting the guality, whether of the vesicular
or hrmmhiarl) type, ete. New sounds—dry or rhonchi, moist
rhonchi or riles—simple, or with special character—friction
sounds, metallic tinkling, ete.

Vocal resonance.—Increase or diminution of, bronchophony, pector-
iloquy, mgophony.

Succussion.—Splashing sounds, ete.

(e.) Digestive system. Lips — teeth — gums — tongue — fauces and
pharynx—deglutition—thirst—appetite—abdominal pain or dis-
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comfort, its relation to the taking of food, to defmecation, to
movement, micturition, ete., flatulence or acidity—nausea,
vomiting, SEE vomifed material and deseribe—frequency of de-
fiecation—character of stools, SEE stools, if possible, and describe—
hzmorrhage—piles—pruritus ani, ete.

Physical examanation of abdomen,—Shape, measurement at epigastrium
and at umbilicus—condition of umbilicus-—aortic pulsation—
superficial veins—palpation, thrill, amount of resistance, feel for
edge of liver, for edge of spleen, for mesenteric glands, for kid-
neys, for enlarged pelvic organs or tumours, and define—percus-
sion, define upper limit of liver dulness in right nipple line, in
mid-axillary line, in line of angle of scapula; define splenic
dulness, any dulness in flanks, give limits and note change with
change of position, If tumour, note percussion limits, also its
position, alteration of position with respiration, its mobility, the
character of its surface, its consistence, etc. Presence of hernia.

(f.) Genito-urinary system.—Frequency of micturition—difficulty,
pain, its character and locality.

Urine—quantity in 24 hours, colour, reaction, specific gravity,
clearness or turbidity, test for albumen, sugar, and bile—amount
of chlorides, of albumen and sugar, if present—percentage of
urea in 24 hours’ urine.

Deposits—their general appearance. Microscopic examination—
ascertain presence or absence of epithelinm, pus, blood, casts of
the urini}:mus tubes—their character, number, and variety—
fatty particles, renal cells, amorphous lithates and phosphates,
crystals of uric acid, oxalate of lime, triple phosphates, etc.

Male—scrotum—testes—gonorrhmea—stricture—syphilis.

Female—menstruation, natural, excessive in quantity, too frequent,
accompanied with much pain—lencorrheea—conditions of uterus.
Note condition of breasts.

THE PERSONAL HISTORY.

The History of the illness under observation should, as a rule,
be taken separately from the record of the general previous
health of the patient. We begin by seeking to know what
symptom, or combination of symptoms, or what circumstance
has brought the patient into the hospital, or made him seek
medical advice. The points regarded by the person himself
as important are thus obtained, and should always be recorded
at the beginning of our reports, even although they may not
seem to us the most essential features of the illness. The
subsequent course of the case has often much light thrown
upon it by this record of these indications ; for the patient may
feel the importance of certain things which may be over-
shadowed in our minds by considerations based on our theor-
etical views.

Taking these leading complaints as our basis, we try to dis-
cover the date at whic% they appeared, the order and sequence

D



/50 ' EXAMINATION OF MEDICAL CASES.
Irf.'.-: of tji& symptoms, and the relative severity of the different
> parts of the fillness at different times, and particularly the date

at_which ‘the disease laid the person aside from work and
%ﬁ.nad him to the house, or to his bed, as the case may be.

itr ced the date and origin of the present complaints,
WP see ascertain if they arose in the midst of health, or if
they sprang out of some previous illness or general derange-

If it appears that the patient regards the present
ent as definitely originating from some other illness, or if
from the known facts of disease this relationship seems pro-
bable to ourselves, we begin our history of the present illness
with an account of the earlier one out of which it has seemed
to spring. But if the present illness cannot be well defined
by a date of previous health, or if the history is entangled in a
long story of former disease or general delicacy, it usually
conduces to simplicity to begin by taking the history of the
present aggravation of the condition separately, and then to
include the former part of the illness in the account of the
previous health of the patient. For example, if we find that
dyspneea, dropsy, ete., constitute the chief complaints of the
patient, if these have existed for two or three months, and
seem to date from a second attack of rheumatic fever, six
months ago, we may begin with this second attack of rheuma-
tism ; we trace the sequence of events from it, and reserve a
detailed account of the first rheumatic attack, and any former
illness, for the other part of the case which deals with the
previous history of the patient. But if we find a serious
hemoptysis, or a violent pain in the chest, or severe headache
and vomiting to form the obvious and urgent complaint of a
patient on admission, we may deal first with the origin and
course of these, even although it may be certain that the
patient has long been the victim of chronic lung disease.
Having traced the history of these urgent features of his com-
plaint, we can go back and try to unravel the story of chronie
ill health in all its various manifestations.

In the case of children, and especially of young children, we
may often save time by ascertaining from the mother the point
in the child’s age up to which he was regarded as healthy.
We may note in passing whether the child was suckled, or
how he was fed, when he was weaned, when dentition began,
and when he was able to walk. From this period of health
we trace all the illnesses onwards, up to the present, even
although there may not be much connection between them.
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If, again, the child has been delicate from birth, or troubled
with many recurring illnesses from the beginning, it is equally
important to procure a connected history of all these, so as to
judge of the child’s prospects in the present attack of whatever
kind this may be.

In procuring the history of an illness from the patients or
their friends, we should try to get the facts as known or
observed by themselves, rather than mere names or theoretical
conceptions, such as “Inflammation,” * Brain fever,” and the
like. Calling an illness “Rheumatism,” for example, may
tend to mislead us in the history of cases which really depend
on spinal meningitis or locomotor ataxy. We must try to
learn from the patient or his friends, in such a case, what
evidence there was of the so-called rheumatic attack, whether
it confined the patient to bed, whether it was associated with
distinet swelling of the joints, where the pain was localised,
whether there was feverishness, and so forth. The story of
any so-called inflammation of the chest or lung must likewise
be recorded, with such additional information as can be ob-
tained, and in such cases the duration as well as the symptoms
should be stated ; this may tend to confirm or to throw doubt
on the name given. Sometimes, however, when the name of
the disease is given with some precision, and stated on the
authority of some medical man, or in connection with some
hospital, we may accept the name of the disease, adding in our
notes the authority on which we do so.

In following up the sequence of symptoms we also aim at
representing in our mﬁmrt the facts of the illness as actually
experienced and complained of by the patient, apart from all
theoretical views; some patients are very fond of importing
these into their narrative. The reality or severity of certain
symptoms may often be usefully indicated by stating special
facts ; for example, in a case of swelling of the belly, that the
skirts had to be widened, or that the trousers could not be
buttoned ; or in a case of weakness, that the person could
not walk across the floor without assistance; or in the case
of pain, that the patient could get no sleep, or that he
screamed out, or fainted in connection with it. Details like
these guide our estimate of the value of the history as derived
from the patient. We must, likewise, make use of our own
knowledge to check the patient’s history, particularly in
putting special questions to make sure of the real facts
when the account seems improbable or incredible. We may



59 EXAMINATION OF MEDICAL CASES.

also, after getting the history from the patient, inquire as
to whether certain symptoms were not present, as he may
have forgotten them, but we must, if possible, avoid putting
ideas into our patients’ minds; leading questions must be
sparingly used, or at least reserved for the end of the inter-
rogation, and in particular to bring out negative points in the
case with clearness and precision.

The History of the previous health should be, in part, of a
general kind, such as patients can readily supply ; the dates
and durations of previous illnesses should, as a rule, be
specified, as well as the names of the diseases; the general
state of the strength, especially as regards the ability to
work, and the date of any deterioration in this respect must
likewise be noted. But in addition to this general sketch we
must often put special questions as to special points, which the
patient might otherwise overlook. Thus, in cases of heart
disease, we should always inquire about rheumatism ; the in-
dications of this, especially in childhood, are often so slight
that they might easily be missed without some special inquiry.
In cases of spinal paralysis, aneurysm, and some other affec-
tions, we must inquire for any strain or injury, and we note
its date and the exact manner in which it happened. We
must often, indeed, go back upon the history of our patients,
especially as regards this earlier portion of it, after the ex-
amination of the case in various ways has guided us so far to
the diagnosis. Sometimes, moreover, as described in the
section on “ Family History,” (see p. 58) we must search about
in our questions for diseases allied to the one suspected to
exist, using popular names likely to be known by the patient
or his friends.

The inquiry as to previous venereal diseases is often impor-
tant, but must be approached with delicacy particularly in the
case of women, and especially when dealing with those who are
young and &P]]ﬂt'ﬂl'lt]}’ respectable. 'We may often gain some
information as to syphilis in an indirect way, by inquiring for
a history of sore throat, skin eruptions, nodes, nocturnal pains,
and falling out of the hair ; or, in the case of those who have had
children, whether any of these were born dead, whether there
had been any miscarriages, whether the children born alive
had eruptions on their buttocks, snuffles, or the like. We can
seldom glace much reliance on the mere denial of syphilis, and
it should be remembered that men frequently refuse to admit
having had syphilis although they confess readily enough to
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having had gonorrheea frequently : it is apparently the idea
of constitutional taint and not of morality which determines
such denials: with tact in approaching the subject we can
often obtain the history and date of infection. The history of
gonorrheea is important in certain arthritic affections, and par-
ticularly in cases of urinary irritation, as when stricture follows
it, the bladder and kidneys are often involved. Syphilis has
to be considered in the history of a multitude of diseases—skin
diseases, nervous affections of various kinds, disease of the
liver, amyloid degeneration of the liver and kidneys, aneurysm,
and other forms of disease of the blood-vessels, laryngeal
ulceration, ete., ete.

Social History : Habits.—Certain points not of a purely
medical character are usually inquired into, in addition to
the bare facts as to age, occupation, residence, marriage, etc.,
which are taken in :ﬁ cases for the routine purposes of the
hospital records ; special points must often be searched out.

The age often suggests a comparison between the alleged
and the apparent age of the patient.

The occupation may have to be scrutinised as to the special
peculiarities of the employment, and the exposure to evil
influences known to beset certain trades ; former occupations
sometimes explain certain ailments, and this is important in
connection with those who have been discharged from the
army and are now engaged in other pursuits.

Occupations which are apt to injure the health or to favour the
development of disease can only be roughly indicated here. Soldiers
and sailors are specially liable #o aneurysm. Hammermen, and others
using their arms violently, are frequently the vietims of aortic valvular
disease, apparently owing to the strain on the great vessels, Publicans
and others having to do with the manufacture and sale of alcohol are
liable to disease of the liver, kidneys, and nervous system : this arises
partly from the injurious influence of the vapours, ﬂpa.rticula.rl;,r in badly
ventilated places where they may work, but chiefly from the constant
exposure to temptations to excess which many cannot resist. Some of
those employed as commercial travellers are exposed to similar dangers.
Butchers have been supposed to be injuriously influenced by their
business and have been regarded as specially liable to apoplectic
attacks. (oal miners are subjected to the influences of cold and damp
in their work, which often implies constrained postures, and so they are
found to be liable to sciatica and other more distinet forms of rheumatic
disease. Agricultural labourers, fishermen, and others much exposed
to weather are also liable to chronic rheumatism. The inhalation of
dust in various forms often gives rise to disease of the lungs, and this is
specially the case when the ventilation is bad. On this account miners
suffer from a special form of lung disease from the coal dust and the
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soot resulting from blasting, etec. Pulmonary pigmentation from this
cause may be important, many years after the patient has ceased to
work in the pits, in explaining the blackness of the expectoration in
disintegrating lesions of the lung. Knife grinders, stone masons, and
ggttera are all liable to peculiar forms of pulmonary consumption.
me factory workers owe their liability to lung disease partly to dust
and partly to confinement in close rooms. Those whose work 1s among
horses and cattle may more readily contract glanders, farcy, and other
animal poisons ; they are also more exposed to anthrax or malignant
pustule ; but workers in hides, horse hair, ete., are also affected at
times by this formidable disease. The influence of metallic poisons is
shown in those who work with mercury in ‘ silverising” mirrors.
Those who make white lead are specially subject to the injurious influ-
ence of this metal ; but painters, glass workers, potters, and at times
plumbers, dyers, and others brought habitually into contact with lead
are frequently affected. It should be borne in mind, however, that lead
poisoning is often due to contamination of the water supply and certain
articles of food and drink guite apart from the occupation of those
affected. Sedentary or studious occupations are apt to be specially
injurious to adolescents of both sexes, and the effect is often intensified
by this change in their occupation coinciding with a change of residence
to a large town and living in lodgings for the first time. In such cases
the appetite and digestion are apt to fail, and any tendency to lung
disease is readily (%:velaped. Sedentary occupations in older people
favour indi%ﬁstinn, liver disorders, piles, ete. Girls exposed to pro-
longed standing, as in serving at counters, or to continuous exertion
with their feet in working sewing machines often suffer in their general
health and in their pelvic organs. Firemen on board of steamers are
apt to have disorders of the kidneys, no doubt from the profuse sweat-
ing to which they are exposed. Bright's disease seems liable to occur
in those exposed by their occupation to habitual cold and wet. Mental
strain, so notable in some forms of commercial activity, is likewise sup-
osed to lead to Bright’s disease ; of course, the same influence at
usiness, literary work, or school may lead to various disorders and dis-
eases of the brain. On the other hand, the want of due work and occu-
pation for body and mind is apt to favour hysteria, hypochondriasis, and
a multitude of nervous disorders.

The residence may raise questions as to the healthiness of
the locality, the nature of its soil, its freedom from certain dis-
eases and its exposure to others; the accommodation in the
particular house may also have to be investigated, as regards
its cubic space, its water supply, drainage, ete. ; former resi-
dences, exposure to malarious influences, to tropical climates,
etc., have often to be inquired for, and the results must in
many cases be recorded even when they are negative.

The kind of food habitually used often supplies very impor-
tant light as to certain diseases; the use of tea in excess,
especially if to the exclusion of milk, vegetables, potatoes, ete.,
often explains scorbutic, nervous, and dyspeptic disorders.
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The excessive use of tobacco is suggested in cases of cardiac
palpitation or pseundo angina pectoris, dyspepsia, dimness of
vision, quasi-paralytic disorders, and other forms of nervous
disturbance. The use of aleoholic stimulants must be inquired
into in cases of so-called * bilious attack,” in liver diseases,
especially with jaundice and dropsy, in renal affections,
dyspeptic complaints, paralysis, convulsive attacks (particu-
larly when affecting male adults), and in all diseases charac-
terised by delirinm, with or without much fever; the history
of any previous intemperance often explains the high delirium
present in acute illnesses, and has great importance in the
prognosis and the treatment. The form of alcohol used,
whether wine, beer, or spirits, is sometimes a matter of
importance ; even the exact variety of spirit used is some-
times a point of interest; the use of undiluted spirits on an
empty stomach seems to be very specially injurious : we must
likewise ascertain whether a somewhat excessive use of alcohol
was of daily occurrence, or whether the excess was only during
an occasional outbreak in the course of weeks or months.

The regular use of other stimulants or sedatives, especially
opium, chloral, cocaine, ether, and chloroform, must sometimes
be inquired into.

The fact of marriage, its date, and the number of children
born alive and dead must also be recorded, particularly in the
case of women, and in their case the number and date of mis-
carriages or abortions should also be noted in some part of the
report,

The practice of masturbation is to be inquired for with great
caution, as we must avoid suggesting the idea of this evil to
those whose minds are free from any such notions; but in
certain cases of epileptic seizures, in certain forms of cardiac
palpitation in boys, and in some cases of nervous prostration
and spermatorrheea the questions must be put with clearness
in the interest of the patients, for their warning, quite as
much as for the benefit of the diagnosis. Excessive venereal
indulgence, whether within the married state or not, is often
responsible for nervous disorders, spinal paralysis, locomotor
ataxy, and other less definite forms of disease. These effects
are more common in the male than in the female.

FAMILY HISTORY.

The importance of family history in throwing light on the
tendency to special diseases is well shown in life insurance
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studies. This inquiry embraces a note of the age of the
parents and of the brothers and sisters of the patient, and of
their state of health if alive; of the ages at which any such
relatives may have died, the nature of the illnesses they have
had, and the diseases which caused their death. Inquiries
as to other relatives are occasionally important, especially
when the number of brothers and sisters is small, or the
information regarding them obscure; the grand-parents, and
the uncles and aunts of the patient, on both sides, are the
most important in this respect. In going beyond these to
half-brothers or sisters, to nephews and nieces, to cousins, and
to the children of the patient, we necessarily introduce com-
plications from marriage; these, however, may sometimes be
allowed for in summing up the inquiry.

All this information can seldom bhe obtained with any
feeling of accuracy, and in hospital practice the deficiencies
are so enormous as to discourage the student, and perhaps to
give him an erroneous view of the value of this branch of the
inquiry. We should begin by getting the bare facts as to the
size of the family, the ages of those living, and the diseases
and ages of those who have died. In some cases, where
we can interrogate the mothers of children, with suspected
syphilis for example, we should also try to obtain the number
and dates of the miscarriages and still-births, ascertaining
whether these occurred before or after the birth of the child
under consideration. The further prosecution of the inquiry
must turn upon the facts thus elicited, and upon the other
facts discovered in the investigation of the illness. Hence we
often revert to the family history at the end of the inquiry, to
bring out information on special points as to the health or
the %istury of the living or the dead. When the causes of
death alleged are doubtful or unsatisfactory, we must sometimes
judge for ourselves from the facts of the illness supplied by our
informants. In particular, we must receive with great reserve
the deaths set down to “Teething,” ¢ Change of Life,” “Child-
birth,” “Cold,” “Inflammation,” etec. =~ Many deaths are set
down to childbirth or change of life, although really due to
phthisis. Consumption often leads to disorders of the men-
struation, or its suppression at an early age; and child-birth
is frequently followed by a very rapid progress of the same
disease which may not, up to this point, have been clearly
recognized, or at least admitted. Regard should be had to
the age at which such a death occurred, how long the parturi-
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tion had been survived, how long the weakness had lasted,
and whether it was associated with cough, spitting of blood,
or other suspicious symptoms. In these doubtﬂﬁ cases, in-
quiry as to the collateral branches of the family is important ;
e.q., if a patient’s mother is reported to have died from a cause
in doubt we may search with advantage into the history of
the maternal uncles and aunts. “ Inflammation of the Lung ”
and * Pleurisy” must be scrutinised in the same way, especially
if other deaths occurred from phthisis or pulmonary affections
in the same family ; if either pleurisy or pneumonia proved
fatal after a prolonged illness, we may suspect that these were
allied to phthisis, or that some such tendency existed in
the constitution of the victim. The name of * Bronchitis”
also covers many deaths from phthisis : the age of the subject,
the duration of the illness, and the occurrence of lividity,
dropsy, ete., may sometimes guide us. ** Worm Fever,” * In-
termittent Fever,” “the Dregs of the Measles,” and some
other terms of this kind are often merely popular names for
tubercular disease. Sudden deaths ascribed to apoplexy are
to be investigated as to whether the death was almost instan-
taneous or whether the illness lasted at least some hours: in
the former case cardiac or aneurysmal disease is more probable
than apoplexy; apopleptic attacks in early manhood, with
one-sided paralysis, are to be suspected as due to syphilitic,
cardiac, or renal disease. In fact, the name of the disease
must be regarded, unless substantiated by good evidence, as
of only little account; all the knowledge we possess of the
nature of diseases and their relative frequency at particular
ages, and in particular countries, must be brought to bear on
the scrutiny, and some familiarity with the names of diseases
in common use among the poor is also of much value in hospi-
tal inquiries.

In inquiring into the illnesses which the members of a
family may have had, it is desirable to suggest various diseases
allied to the one known or suspected to exist in the patient,
using for this purpose various names, so as to meet the limited
knowledge of our informants, and also to refresh their memories.
Thus in regard to scrofulous diseases, we ask for swollen
glands or “waxen kernels,” or runnings in the neck, disease
of the spine and other bones, bad joints, white swellings or
‘““‘incomes,” as they are termed in Scotland, chronic ulceration
of the intestines, and chronic peritonitis, disease of the glands
of the bowels, water in the head, consumption of the lungs, or
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decline, or weakness of the chest with spitting of blood, and
so on; we may in this way get at the facts when a more
gex:mral question fails. It is wise also in most cases to avoid
disagreeable words, such as scrofula, in the first instance at
least, as many peuple are so annoyed at the suggestion of such
affections being supposed to exist in their family that they
refuse to give any detailed information. In inquiring for a
family history of cancer we should likewise be chary of men-
tioning this dreaded name, particularly if our patient’s disease
is only of doubtful malignancy, trying rather to get our infor-
mants to volunteer statements on the subject, and searching
for the information wanted under the names of growths,
tumours in the breast or elsewhere, disease of the liver,
stomach, or womb, with wasting, jaundice, dropsy, flood-
ings, ete.

We must further bear in mind, in these inquiries, the varia-
tions of allied diseases which appear in different members of
the family, and in different generations; by asking for such by
name we often refresh the memory of our informants. Heart
disease, theumatism, chorea, psoriasis, and some other cutane-
ous affections, perhaps also renal concretions, and emphys-
ematous bronchitis, appear to replace each other in different
members of the same family. Thus, a patient may be said to
have inherited heart disease from his having inherited rheuma-
tism, leading, as it so often does, to an affection of the heart ;
but another member of the same family may have had heart
disease transmitted to him without any overt rheumatism in
his own history. The neurotic group includes various forms
of neuralgia, hypochondriasis, hysteria, insanity, epilepsy,
and chorea; apoplexy and hemiplegia are included by some
(perhaps doubtfully) in this group, their hereditary char-
acter seems rather to be associated with vascular disorders.
Not unfrequently the patient seems to inherit an unstable
nervous system, predisposing to all sorts of nervous disturb-
ance rather than leading to any one form of disease.  Certain
rare forms of paraljrsm, as wasting palsy and pseudo-hyper-
trophic muscular paralysis, tend to oceur in various members of
the same family. Sometimes a disease oceurs in various mem-
bers of a family without any inheritance being traceable (e.g.,
so-called * Hereditary ataxy” or “Friedreich’s disease”).
Gout, disease of the liver, contracted kidney, renal calculus
or gra.vel and angina pectoris form another allied group.
These have also some affinity with the disorders connected
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with arterial degenerations, and so may lead to aneurysmal
disease or to apoplectic attacks. Certain forms of glycosuria,
particularly in those who are somewhat stout and beyond
middle life, tend to occur in patients of this class. Syphilis,
which has, of course, marked hereditary characters, assumes
such a multitude of forms as to preclude enumeration, but the
tendency is for such syphilitic diseases to die out in the course
of time from early death or sterility. Abortions, still-births,
early deaths in infancy associated with cutaneous eruptions
on the buttocks, snufiles, and wasting, are important in many
family histories ; nervous deafness, opacities of the cornea,
notched teeth, epilepsy and imbecility are occasional manifest-
ations of the same disorder in those children in the family who
survive ; in adult subjects who have acquired syphilis we must
either put the question of infection directly or investigate their
symptoms, and condition when the question of syphilis is im-
portant in the family history we are studying. The group of
scrofulous and tubercular diseases has been already referred
to (p. 57). Diabetes has often a distinct hereditary origin, and
at times it is also mixed up with a family history of tubercular
tendencies.

Although family history is chiefly useful in determining the
tendency to certain chronic and constitutional affections, or to
premature decay of the individual, or of certain of his organs,
we find, likewise, a tendency in some families to acute diseases
—enteric fever, for example, and even to certain degrees of
severity or to special complications—as intestinal hamorrhage
—and this may guide us at times, especially in prognosis. In
diphtheria also we have an illustration of an acute infectious
disease affecting special families in various branches and at
various times and places to a striking extent. Catarrhal
tendencies are likewise inherited. Such cases are very instrue-
tive, in view of the doctrine of phthisis being due to a specific
organism (so far resembling the organisms of the infectious
fevers) when considered in reference to the admittedly heredi-
tary character of this complaint.

It is sometimes quite evident from which of the parents a
patient has acquired his morbid tendency, and in some in-
surance reports information is sought as to whether the pro-
poser resembles the male or the female side of the house in his
general conformation, so as to judge of his predisposition to
diseases which may exist on the one side and not on the other.
No doubt there is some guidance to be obtained here when the
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whole facts are well known to the physician himself, but other-
wise he cannot place much reliance on mere statements. Some-
times two perfectly distinet forms of disease are found in the

same family, the father contributing one tendency and the
mother the other.

TRANSMISSION OF TWO FORMS OF DISEASE.

Family History of a Young Lady, aet. 25 years, affected with a second
attack of Acute Rheumatism, complicated with Pericarditis and Aortic val-
vular disease : distortion of the joints supervened.

FATHER. ' MOTHER.

Has had rheumatic fever ; Healthy ; but two of her Sisters
his brother has ** Rheumatic and one of her Brothers died
Gout,” of Consumption,

Famivy.

Eldest Brother: two attacks of rheumatic fever, with pericarditis both
times : died of affection of heart and lungs. Another Brother: slight
rheumatism in knees, but no heart affection. Eldest Sister: pains in
knees and shoulders, but no serious illness.

Other five Brothers and Sisters : none of them rheumatie, but some of them
affected or threatened, more or less distinetly, with consumption.

The healthy condition of one parent may indeed tend to
neutralise the morbid proclivities acquired from the other ; and
on the other hand, similar morbid tendencies in the families of
both parents seem to tell with special severity on their off-
spring, e.g., chorea on the one side and rheumatism on the
other. It is probably in this way that the injurious influences
of consanguineous marriages come out. In remote islands
with but few families repeated inter-marriages of the natives
seem to favour imbecility in the children ; deaf-mutism has at
times, likewise, appeared to be due to similar causes. In other
cases, however, two or more deaf-mutes may be born into
a family without any such cause or without any hereditary
history being known.

A point in the family bistory to which special importance
is attached by some authorities concerns the time of appear-
ance of the disease in the parents as compared with the time
of the birth of the child. In the case of syphilis it is
obvious that if the child were born before the parent con-
tracted the disease there could be no transmission. It seems
that even in the case of gout, and some other hereditary
constitutional diseases, the children born after the pronounced
appearance of the disease in the parent are more prone to the
affection than those born before that period.

The question as to which parent is the more potent in
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transmitting morbid tendencies cannot as yet be answered
satisfactorily. In the case of consumption it would seem,
from insurance statistics, that a consumptive mother is more
likely to transmit this disease than a consumptive father ; and
when we have the history of a consumptive mother and of one
brother or sister being affected, this fact is usually regarded as
adding greatly to the risk. Probably in certain other diseases
the transmission by the mother is more potent also, and in the
case of a “ Hemorrhagic diathesis” the disease is apparently
always transmitted through the female line: this is all the
more curious inasmuch as the mothers, and indeed all their
sex, almost invariably escape. This disease affords an illus-
tration of hereditary transmission without either of the parents
being affected ; but one or other of the maternal uncles may
be “bleeders,” as they are called: even, however, when those
affected marry and have children none of them are “bleeders.”

TRANSMISSION T0 MALES IN FEMALE LINE.

Family History, showing the occurrence of the Hemorrhagic Diathesis in

three successive generations. Transmission in the female line of descent,
but only males affected.

13T (GENERATION.

A maternal granduncle (the brother of maternal grandmother) was a
BLEEDER : he died aet. 30 : was married, but had no family.

2ND GENERATION,

A maternal uncle was a BLEEDER : he died aet. 26 : he had one male child,
but he was not affected.
This man had numerous cousins, and two out of his three maternal
aunts had BLEEDERS in their families—THREE IN ALL. No Bleeders
in the families of his five maternal uncles.

JRD GENERATION.

The patient, a boy aet. 8, and his brother, who died aet. 6: BOTH
BLEEDERS. Other two brothers and three sisters not affected.
TWO male consins BLEEDERS, the children of a maternal aunt : one
female child in the same family not affected. In another large family of
cousins, males and females, by another maternal aunt, none affected.

More misleading are the facts of Atavism (afarus, a fore-
father): in this case the whole of the generation of which the
parents are members may escape, but inquiry into the history
of the grandparents or the granduncles or grandaunts of the

atient may reveal a strong family predisposition to special
1seases.
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ATAVISM—TRANSMISSION OF PHTHISICAL DISEASE.

Family History of a young man, showing a marked tendency to Con-
sumption, derived apparently from the Grandparents, without involving the
intermediate generation.

15T (GENERATION.

Paternal Grandfather, ... died of *“ Decline in hﬂwels,“ aet, 62,
———— Granduncle, ““ Consumption,” s B0
Granduncle, ... — “*Consumption,”
Grandmother, ... ——— ‘' Liver Complaint and Decline.”

28D (GENERATION.

Father : always healthy, ... ... killed by acecident, aet. 62.
Paternal Uncle : healt ;-*, accident, ,, 18.

———— Uncle, ... ... living and well, o , TN

—_— Aunt, " dlE[l three weeks ill, ** sore leg, 50.

Mother of patient: o Gunaumpt»lun <
traceable in her family, living and very hanlf.hy, ’ ?E.J

3rD GENERATION.

Patient and four of hiz Sisters all died of Pulmonary Phthisis, ages
from 23 to 45 years, A Brother died of a ‘“‘rack or strain,”
followed by purging and vomiting, aet. 23,

Six other Brothers and Sisters living and well, ages from 27 to 52
years. Of these several have families: one Cousin of the
patient’s died of Consumption, aet. 20, in one family; in
another, two Clousins died of *‘ water in the head,” and one died
of **overgrowth with swelling of the belly."

We must remember that the members of the family who
might have been affected, if they had lived, may have been
cut off by accident, or by what we might call accidental
diseases, such as fevers and some other acute diseases; or we
may encounter the difficulty of the diseases in question usually
appearing at ages beyond those available in the study of our
patient’s history. A large family, with all the living mem-
bers grown up to middle or advanced life, should show pretty
clearly the tendency of their family constitution; but even
then cancer, for example, is so notoriously disposed to appear
at the later periods of life that it may still be absent from the
family history at the time we are in search of it. A child
may die of cancer supposed to be quite unknown in the
family till perhaps his parent dies of the same disease many
years later. This defect might be supposed likely to be
supplemented by the history of the uncles and aunts, or of
the grandparents or the granduncles and grandaunts of our
patient ; but there is, first of all, the enormous difficulty of
getting information so extensive and so precise, and even
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then, unless the numbers be large in such families, we may
readily miss the evidence of a family taint. In tubercular
disease, likewise, especially in children, the family tendency
may not have had time to manifest itself in the other mem-
bers at the date of our inquiry. The number and ages of
those living come in here to enable us to guess, as it were,
at the probabilities of such a tendency having had time
and opportunity to manifest itself, if really present. A de-
ceptive appearance of soundness in the family history may
sometimes arise from there being no account of deaths or
illnesses connected with the suspected disease, when really
from smallness in the number of the family, or from deaths
due to premature birth, fevers, and other accidental diseases,
no opportunity was allowed for the morbid tendency to show
itself. Such a family history, although not “bad,” is not
“good”; it is defective in its evidence. In a larger family,
again, a stray death may have occurred from phthisis or
rheumatism, due, perhaps, to exceptional exposure or un-
fortunate modes of life, although no great tendency to such
disease existed in the family., We must, therefore, consider
all these points in trying to form a sound judgment,.

CaseE-TAKING.—The ];Ea.n of examining patients by taking up, in rotation,
the various physiological systems was popularised in this country by the late
Prof. Hughes Bennett, see his ** Lecture,” in the Monthly Journal of Mediecal
Science, Edin. Oct. 1850, and his ** Introduction to Clinical Medicine,” Edin,
1853 (and subsequent editiunal. —Sanders (W. R.), * Method of Examining
and Recording Medical Cases,” Edin. Medical Journal, Novr. 1873—Roberts
(Sir W), **Clinical Pocket-Book, an Aid to the study of Clinical Medicine,”
Lond. 1874.—Warner (F.), ** The Student’s Guide to Medical Case-Taking,”
London, 1881.—Churton (T.), ‘‘Method of Case-Reporting for Clinical
Clerks,” Leeds, 1886, —Bramwell (Byrom), ** Practical Medicine and Medical
Diagnosis,” Edin. 1887,—Allchin (W. H.), ** Scheme for Case-Reporting,”
London 1877.—Leftwich (R. W.), ““An Index of Symptoms as an Aid to
Diagnosis,” London, 1888.—Spring (A.), “ Symptomatologie, ou traité des
accidents morbides,” 2 vols., Paris, 1868-75.

FamiLy History.—Works on Heredity may be consulted on this subject.—
Hutchinson (Jonathan), *‘On the Pedigree of Disease,” Lond. 1884.—Life
Insurance Reports are valuable in this study, see Walford (C.), *“ Insurance
%lopaedin,” A-Her, 1871-80 : Art. ** Family History,” ** Consumption,” ete.,
also many references there given.—Dr. Begbie (father and son) made reports
on the **Causes of Death in the Scottish Widows’ Fund Life Assurance
Society,” and Sir Robert Christison did the same for the Standard Life Assur-
ance Company ; some of these reports appeared in the Edinburgh Medical
Journal, 1847-60, but some were issued separately by the Companies.—
* Medical Investigations,” for the United States Insurance Company, likewise
contain some interesting data.
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CHAPTER IIIL

TEMPERATURE—PULSE—GENERAL SIGNS OF
PYREXTA.

TEMPERATURE.

AN increased heat of the body is one of the oldest and most

widely recognised signs of fever. It may be estimated
roughly by applying the hand, or perhaps the back of the
hand, to the surface of the patient’s body, selecting some of
the sheltered parts, such as the axilla, the groin, and especially
the abdomen. It must be borne in mind that a certain cold-
ness of the extremities and of the exposed parts often coexists
with a great elevation of the temperature in the interior
of the body, and even in the axilla or groin. The variable
temperature of the observer’s hand, moreover, must be remem-
bered as a fruitful source of fallacy, so that when we aim at
accuracy in determining the degree of pyrexia, as febrile heat
is often called, or at certainty in pronouncing its absence, we
must have recourse to the thermometer.

Clinical thermometers should be sensitive, and should have
the bulb of such a size and shape as to be adapted for intro-
duction into various parts of the body. The graduation
should be on the stem itself. Accuracy in the instrument
is, of course, desirable in all cases, and is especially important
if any startling deviation from the usual range of temperature
happens to be discovered. Certificates of accuracy, or of the
amount of error in the scale, may be obtained by sending the
instruments to be tested at Kew Observatory. It is important
to have the observations made, if possible, with the same
instrument, in the case of a given patient; in this way,
although there may be some slight error in the instrument,
the changes in the patient’s temperature, noted from time to
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time, are really but little affected by such errors ; the variations
in a patient’s temperature, from time to time, are usually more
important in the case than the absolute height of the reading
within half a degree on either side. If the self-registering
maximum thermometer be used, care must be taken to shake
down the index below the probable temperature of the patient,
before it is applied ; if an instrument without any registering
index be used, care must be taken to read it in sifu, as, of
course, the mereury falls whenever the instrument is removed
from the body.

In applying the thermometer to the Axilla, the following points must
be attended to : if there be much sweat, the skin should first be wiped
dry ; the bulb should be introduced deeply into the axilla, under its
anterior or pectoral fold, with the point directed slightly upward, and
the arm must be kept close against the thorax ; it is sometimes a good
Elan to make the patient keep the arm in position by means of his other

and, or by lying slightly on the arm during the ohservation ; strong
muscular effort on the part of the patient in holding his arm by the side
is apt to cause a hollow in the axilla, and so to remove the soft parts
from the bulb of the thermometer. We may, indeed, require some one
to hold the instrument in position if the patient has not strength or
intelligence enough to keep the arm closely applied ; care must be taken
that no folds of the underclothing interpose between the bulb and the
skin ; it should also be seen that the instrument does not slip down or
project behind and beyond the axilla. The thermometer must be left
i position 4l the mercury maintains the same level jfor about three
minutes. The time required for an accurate measurement of the
temperature in the axilla depends on this cavity requiring to be kept
closed long enough for it to reach its maximum heat, as this may have
been reduced by exposure to the air ; it is clear, therefore, that a very
different length of time may be required in different observations ; the
only accurate method is to see that the maximum is really attained, as
judged by the stationary position of the mercury ; a stationary position
or two or three minutes is found to be sufficiently accurate for ordinary
clinical purposes, The routine method of keeping a thermometer in the
axilla for five minutes only, and then entering the reading, cannot be too
strongly condemned as often extremely fallacious ; and yet this method
of observation is sometimes resorted to in order to prove the efficacy of
antipyretic treatment by iced compresses applied to the chest! When
self-registering instruments are to be nsed by unskilled persons, who
cannot be trusted to read the index, fifteen minutes may be named as
a proper time for the application of the instrument. If the arm be kept
closely applied to the side for fifteen or twenty minutes, immediately
before the thermometer is introduced into the axilla, the necessary time
for the actual observation may be shortened. Heating the bulb of the
instrument beforehand, to a temperature near the blood-heat, is desir-
able if the weather be cold or the bulb be large, but it does not materi-
ally lessen the time required for the observation, as this depends on the
state of the axilla much more than on the coldness of the instrument.

If the Mouth be used for testing the temperature, the bulb should be

E
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placed under the tongue and the lrEe kept shut, the breathing being
carried on through the nostrils. e mouth resembles the axilla in
being sometimes open to the air and sometimes shut, and similar remarks
apply to it as to the axilla. The mouth may often be used with advan-
tage for testing rapidly the temperature, in an approximate manner, in
dispensary or private practice, as the clothes do not require to be
removed for the purpose. Care must be taken that nothing very cold
(as ice) has recently been in the mouth when the temperature is being
tried in this place ; very hot liquids recently taken are also apt to affect
the readings here.

The Rectum gives results more accurately and rapidly than either of
the preceding, and it is sometimes preferable, especially in the case of
children, where axillary measurements are often irksome, tedious, and
unsatisfactory. The bulb is oiled, and introduced two inches within the
bowel, and held steadily till the maximum is reached ; this always
oceurs in two, three, or four minutes, beca.use we have not to contend
here against the cooling influence of air, as in the case of the axilla and
mouth. If very young, the child may be placed with advantage on his
left side, in the nurse's lap, with his face to her right breast. The
uhjec:tions to the rectum (apart from the annoyance and exposure
involved) are the possible compression of the bulb by the muscles of the
bowel which may force the mercu ri; mechanically up the stem of the
instrument; the chance of the bulb being inserted into hard faces and
80 prevent-a{l from being in contact with the bowel ; and the poasibility
of its being affected by the descent of fluid feces from a higher and
warmer level : in any of these cases the temperature of the rectum itself,
which is what we are seeking to obtain, may really be missed. The
temperature of the rectum as compared with the axilla may be quoted
roughly at three-quarters of a degree Fahr. or nearly one-half degree
centigrade higher than that of the axilla.

The Vagina yields accurate and rapid results with the thermometer,
bunt is only seldom to be recommended for elinical observations; the
temperature in cases of labour, uterine diseases, etc., may sometimes be
thus tested with advantage.

The Urine sometimes affords rapid and useful information, if it be
passed directly on to the bulb of tlpe instrument ; or it may be
into a vessel slightly heated, and the temperature immediately taken
with a sensitive registering thermometer.

The time of day at which the temperature is taken should be
noted, or at least clearly understood. The human temperature
has a daily range, during health, of nearly two or three degrees
of Fahrenheit’s scale (say a degree or a degree and a half centi-
grade), taking the extremes in both directions reached during
the 24 hours, and putting the mean at 9876 F. or 37" C.: the
range is more ample in “children than in older persons ; the
temperature rises in the morning hours, attains a maximum in
the afternoon, and falls so as to be at its minimum an hour or
two after midnight. In fevers, likewise, there is a daily range,
although the temperature is persistently above the normal : the
minimum oceurs usually sometime about 4 A.M.; the daily
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ascent varies somewhat, beginning usunally earlier in the day
in severe than in mild cases, but as a rule it is distinctly
manifest about mid-day or towards the afternoon: the maxi-
mum may be expected most frequently about 8 p.)M., or some-
times an hour or two earlier. In hectic fever, and towards
the convalescence in enteric fever, the morning temperature
is often nearly normal, although the afternoon and evening
readings may be very high. (See Figs. 3, 4, and 5.) Some-
times, however, the type is “inverted,” the temperature being
low at the hours at which in ordinary cases it is high, so that
it is high in the morning and low in the evening. The
importance of having the observations made at the same
hours, so as to have them fairly comparable with each other,
becomes thus very apparent, as otherwise we might mistake
the diurnal variation for a real aggravation or diminution of
the fever. This likewise shows the danger of relying on one
observation (especially in the morning or forenoon) as proving
the absence of pyrexia. Frequently repeated observations in
the course of the day reveal some curions and important
facts in the history of the temperature. This sometimes
dips down to the normal, or even below the normal, for a
few hours in the midst of a raging fever, or shortly before
the crisis is reached : or equally short exacerbations may
be detected. In hospital practice only three, or four, or six
observations in the day are usually taken, even in febrile
cases, so0 as to avoid fatiguing or annoying the patients; and
In private practice, unless there are skilled nurses or in-
telligent friends to be entrusted with the observations, only
one or two records can usually be obtained : the best hours in
such cases are about 9 or 10 A.M., and 7 or 8 .M. If frequent
observations are to be made, the best hours are about 3, 6,
and 9 A, 12 noon, 3, 6, 9, and 12 r.ar ; and special readings
should also be made in connection with rigors, convulsions, or
other unusual occurrences and also in testing the effect of
remedies, or of any special anti-pyretic treatment.

Normal and Abnormal Temperatures. A table such as the
one here given, enables us, on reading the thermometer, to
affirm the absence, the presence, or (approximately) the
degree of pyrexia in a patient at a given time; but this
really supplies but little information. The temperature may
be normal and yet the patient may be dying, or may even be in
the midst of a dangerous fever, which will manifest itself in the
course of an hour or two as a burning heat. = We often, how-
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ever, detect by the thermometer the presence of pyrexia when
we have but little expectation of doing so, judging from the
pa.tlent s pulse, skin, or general aspect ; or when, as in a rigor,
or in cholera, and some other cundltmns, from the coldness of
the surface and extremities, an inexperienced person would
think a febrile heat 1mpﬂsslble

95"  Fahr, | Very low, or Collapse Tem-
968 Fahr, | peratures.

97°7 Fahr. Subnormal Temperatures.
986 Fahr. Normal Temperature.

. 35 Cent.
Below | 365 Gent.
About 364° Cent.
Normal 37° Cent.

{5 { e e L | | 5 | |

Ak ggé“ ggg; 1%:2 g:}:; Slightly above Normal, or
35&& GEﬂt. lﬂ'lu'ﬂ FE]II' ql].b Ebﬂle r]. Emp&l‘&t-urﬂs
[39° Cent. = 102°2 Fahr. | Moderately Febrile Temper-
About | 301° Cent. = 103°1 Fahr. | atures,
About [ig; EE’I:: z }ﬁa 9 E:E:_ }HighlfFEbt‘il&'Tlempet'ﬂrt-urﬂﬂn\\

Above 41° Cent.
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Fahr. Hyper-pyretic Temperatures.

Very high or very low temperatures may, as a rule, be
regarded as evidencing, in themselves, a dangerous condi-
tion. Hyper-pyretic temperatures occur as serious compli-
cations in acute articular rheumatism, chorea, enteric fever,
and some other diseases, associated usually with great
cerebral disturbance. Very high temperatures, lasting but
a short time just before death, are not uncommon in
various diseases. (See Fig. 1.) Very low temperatures,
however, are equally or even more common just at the
end. (See Fig. 2.) Collapse temperatures, as judged by
the heat in the axilla, are sometimes due to a surface
depression ; the axilla under such circumstances does not
give such a close approximation as usual to the tempera-
ture of the blood : in such econditions, if we wish to know
whether the internal heat is really lowered, we must apply the
thermometer to the rectum or vagina ; but the internal
temperature may also be much depressed in collapse. (See
comparison of terminal temperatures in Fig. 17.) The ther-
mometer only supplies information as to pyrexia at the given
time ; its indieations, therefore, must be interpreted with due
caution, and in view of other symptoms and of the known
facts of disease.

The Periodicity of the Temperature is one of the most interest-
ing and important points to be considered. It has already
been pointed out in connection with the time of day for ta.kmg
observations that even in health, or after convalescence is
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established, constant oscillations are going on. An illustra-
tion of these small variations may be seen in the diagram
showing two relapses in enteric fever ; for a whole month the
temperature was normal, but slight variations, seldom exceed-
ing one degree F., habitually occurred. (Fig. 18, Temperature
during September, p. 82.)

In febrile diseases also the rise of the temperature from
morning to night is usually well marked—the whole range
being, of course, maintained at a higher level. (See the
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Fig. 1.—Unusually high temperature just before Fig. 2.—Very low temperature
death : great exacerbation with a rigor. in rectum just before death,

febrile stage in enteric fever, Fig. 18 ; relapsing fever, Fig. 9
pneumonia, Fig. 14 ; and other diagrams.)

In hectic fever we have not unfrequently the morning and
even the forenoon temperatures nearly normal, while at mght
a high degree of fever is reached. ~When the fever falls, but
does not completely intermit or disappear at some part of the
day, it is termed ‘remittent”; this form of pyrexia is very
common in phthisis and other tubercular diseases : it is also
often found in some stages of prolonged suppuration. The
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remissions of hectic fever are well shown in the diagram, the
highest of the temperatures noted in the evening and the

I ! o R

'

i
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HILARARARILAL 1D

Fig, 3.—Diagram showing the daily range of temperature in a boy six
years old affected with phthisis and tuberculosis: observations were
made in the rectum six times in the twenty-four hours, and the maximum
and minimum temperatures have been recorded on the diagram ; the
minimum always occurred in the morning, usually about six A.m., and
the maximum always in the afternoon, sometimes as early as two, usually
about four or six, and oceasionally somewhat later.

The pulse varied from 136 to 1438, and the respirations from 44 to G0.

T

lowest In the morning having been selected in drawing up
the above chart. (See Fig. 3; compare also the daily

Fig. 4.—Diurnal range of hectie fever in a phthisical child. Tempera-
tures every two hours in rectum.
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oscillations at the termination of enteric fever, as shown in
Fig. 15, p. 78.)

HEQTIC| rr_'w BR
PHTHIS|IS .

NGNS N AXILLA | |
VERY 4 HoURs| | | |

Ly
aaluisaal

Fig. 5.—Diurnal range of the temperature in hectic fever.

When this diurnal variation in heectic fever is studied more
closely, the temperature is found to rise with considerable
regularity at certain parts of the day, usually about mid-day

Fi6. 6.—Temperatures in a case of acute miliary tuberculosis in a boy, showing
the type of a continued fever. Pulse 130-160; resp. 40 to 60 and T0.

or in the early hours of the afternoon. This rise is often very
sudden—an elevation of three or four degrees F. may be
attained within three or four hours, or even less—so that the
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temperature may pass from the normal level to a high fever
height within that time. This daily periodicity, with a daily
or quotidian paroxysm, i1s well shown in two diagrams frem
cases of phthisis. In the one (Fig. 4) the temperatures are
those of a child taken every two hours in the rectum ; in the
other the temperatures were those of an adult taken every four
hours in the axilla. (Fig. 5.)

In other forms of tubercular disease the type of hectic fever
may be departed from, and in acute miliary tuberculosis, in
particular, we not unfrequently have an approach to the type
of a more or less severe continued fever, as shown in the chart
from a case of this disease in a child. (Fig. 6.)

Fia. 7.—Daily paroxysms in intermittent fever : Quotidian Ague :
temperatures in axilla.

The daily paroxysm constitutes the peculiarity and supplies
the name of that form of ague or intermittent fever termed
“ Quotidian.” The regularity of the paroxysms as to time, the
rapidity of the ascent and descent, and the completeness of
the intermission, are shown in the accompanying temperature
chart. (Fig. 7.)

The periodicity of intermittents is not, however, necessarily
of the daily type. One day may be omitted ; or, in other
words, the intermission may last a full day: in this way
the attack occurring on one day is followed by another, not on
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the second, but on the third day,; hence the name * Tertian
1s applied to this form of ague. (See Iig. 8.)

A further variation of the paroxysm in intermittents is
when the fever occurs not on the third but on the fourth day—
tlwre being two days of an intermission—so that the name

““ Quartan ” is applied.

This return of the fever, after it had apparently gone quite
away, sometimes assumes a different periodicity. We may
have a whole week free from fever, and the patient may seem
so well that if the regularity of the disease were not so well
known, we could scarcely believe in the return of the whole
train of symptoms on the thirteenth or fourteenth day. This

1045
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F1a, 8.—Intermittent Fever : Tertian Ague: temperature in axilla,

peculiarity furnishes the distinctive name of * Relapsing
Fever.” This remarkable disease, called also *“ Famine
Fever,” has appeared in this country on several occasions
in the form of an epidemic. The sudden collapse or fall of the
temperature, the almost equally sudden rise at the relapse, and
the week’s intermission, are shown plainly in the diagram.
(Fig. 9, p. 74.)

The permdlcit}' of febrile diseases is shown in the duration
of the pyrexial period as well as in that of the apyretic
interval. The paroxysm in a simple quotidian intermittent
can only, of course, last a part of a day; the same may be
said of simple ﬂ:}rms of the tertian and other varieties also : :
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but in bad forms the intermissions become incomplete, and

| L) !-5 & 1 8 9
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Fig. 9.—Temperature in Relapsing Fever (Wunderlich).
the pyrexia assumes the remitting type, or even merges into a

continued fever.

Fia. 10.—Temperature in modi-
fied small-pox or varioleid (Wun-
derlich). The rapid subsidence
of the temperature oecurs on the
third day, with the appearance
of the eruption.

In relapsing fever the duration
of the pyrexia is just as definite as
that of the interval, although in
both a little variation occurs. The
first attack usually lasts five to seven
days, and the relapse three or four
—the interval between them wvary-
ing also from about six to eight
days.

In small-pox the primary fever
undergoes on the third day a
material reduction, or it may be,
in the modified variety of the
disease, a complete subsidence,
coincidently with the appearance
of the eruption. (See Fig. 10.)
In lobar pneumonia the pyrexia

terminates with as much abruptness as in the infectious fevers ;
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the date of the crisis, however, may vary from the third to the
tenth or twelfth day. Very definite as to duration is the pyrexia
of typhus fever, which may be stated as about a fortnight,
with a margin of variation of a day or two on either side. In
the case of enteric fever the period of pyrexia is much more
variable, some cases terminating favourably in ten or twelve
days, most of them attaining the usual period of about three
weeks, and some even going on, without intermission, for five
or six weeks. (Compare duration of attacks in Fig. 18.)
Even this fever, however, cannot go on indefinitely ; a fever
course in this disease prolonged beyond five or six weeks can
usually be found to depend on complications, or perhaps on
recrudescences and relapses. These are, no doubt, sometimes
difficult to detect or to prove in particular cases, although the
general statement given above may be accepted. The subject
of recrudescences and relapses, however, falls to be considered
in another section of this chapter. (See p. 80.)

The absence of any recognisable periodicity in the pyrexia con-
stitutes a feature of pysemic fever which has some value in
diagnosis. In this disease we may have paroxysms occurring
daily, or sometimes twice or thrice in a day. These fre-
quently coincide with the occurrence of severe rigors. No
definite relationship to days or hours can be made out in such
cases, the temperature running up and down in the most
erratic manner, and we are sometimes afforded, on this account,
grounds for suspecting the presence of this formidable disease.

Another variety of the absence of periodicity in the tem-
perature (at least as to duration) is found in those cases where
the fever course appears to be going on indefinitely for many
weeks or months. In whatever way such cases may have
begun, we must, under such circumstances, carefully consider
the probability of their dependence on some form of tuber-
cular disease, or, it may be, chronic suppuration.

The manner of vise in the temperature and the duration of the
pyrezia, with regard to the date of the illness, are often most
valuable for diagnosis. Some diseases are remarkable for the
rapidity with which the temperature rises. Most of the short
fevers or “febricule,” as they are called, begin suddenly, and
rapidly attain their maximum. Amongst these are the sur-
gical febricule (immediately after operations), and the feverish
attacks, associated with obscure and often transient disturb-
ances of the general health, due to disorders of the digestive
organs, especially in childhood. The following likewise
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usually show a rapid development of pyrexia :—Suppurations,
and most of the diseases ushered in with severe rigors, ague
(Figs. 7 and 8), tonsillitis, acute nephritis, scarlatina, small-
pox (Fig. 10), pneumonia (Fig. 13), pleurisy, peritonitis,
meningitis of the convexity,
relapsing fever (Fig. 9), erysi-
pelas, pysmia, parotitis. All
of these may have very high
temperatures on the first day
of the illness. Occasionally
in malignant cases of small-
pox and scarlet fever the dis-
ease proves fatal so early that
the system is overwhelmed
with the poison and never
shows any febrile heat.

; = : Measles sometimes almost

Fie. 1l.—Temperature in measles : 2
{(Wunderlichk Fall of the temperature reaches 1ts maximum tem-
after the first day's fever. Great rise IJEI'E.t:III'E! on the first dﬂ.—}" of

on the fourth day, with the appearance
of rash. Maximum on fifth day, with t,hﬁ f{.,VEI‘ alt,hm]nh a, mar]{ed

full development of the rash. fall llﬂllﬂ."}?' intervenes be-
tween this and the maximum temperature reached on the
fourth or fifth day with the full development of the rash
(Fig. 11). A great and sudden elevation of the temperature
18 80 common in the diseases named above that they should
always be thought of in doubtful cases.

Other diseases are found rather to be characterised by a
more gradual and progressive elevation of the temperature :
_______ this is especially observed in enteric

DAY OF FEVER fever (Fig. 12), although exceptional

| N cases of this disease occur in which
the pyrexia attains its maximum at
what seems to be the very beginning
of the illness. But in enteric fever,
as a rule, the manner of rise is such
that during the first three or four
days every dﬂ,y marks an advance on
| the previous one, the morning tem-
| perature falling from the elevation of

Fic. 12—Gradual rise of tem. V€ previous night, but being in ex-
perature at the beginning of En- cess of that of the previous morning,
Lo movar. In typhus fever the advan f the

n typ er the advance o
temperature is somewhat more sudden than in enteric, but in
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it, likewise, several days usually elapse before the maximum,
or any wery high point is reached. In articular rheumatism,
affecting several joints, in catarrhal pneumonia, in acute tuber-
culosis, and phthisical affections, the ascent of the temperature
is usually spread over several days.

The duration of the pyrexia often assists the diagnosis.
The complete and continued subsidence of the temperature,
within a week, may serve to exclude typhus and enteric
fevers ; its prolongation for 12 or 14 days, without any febrile
rash or any evidence of local inflammatory mischief, may some-
times guide us to the diagnosis of enteric fever (see Fig. 18 for
first 15 days); or its persistence may, in a chest complaint,
lead us to the diagnosis of phthisis (see Fig. 3), or empyema.
The duration of the pyrexia is also controlled by the periodicity
discussed in a previous section.

The decline of the temperature, both as regards its date and
manner, is of the utmost importance in prognosis and some-
times in diagnosis. The favourable termination of a febrile
disease, by a rapid fall of the temperature to the normal or
subnormal level, constitutes a Crisis. This fall may amount to
3 or 4 degrees or more in 12 to 36 hours. This method of
termination is common in pneumonia (lobar), relapsing fever,
typhus, small-pox, tonsillitis, facial erysipelas, and febricule
of various kinds. Its suddenness is represented in the dia-
grams of ague (Figs. 7 and 8); of pneumonia (Figs. 13 and
19); and of relapsing fever (Fig. 9). In small-pox a critical
fall of the temperature occurs with the appearance of the rash
on the third day (see Fig. 10), although in severe cases it may
rise again. It occurs, however, in a modified and less abrupt
manner in measles and sometimes in enteric fever. (See Figs.
11 and 16.) The suddenness of the crisis varies much in
different diseases and even in different cases ; in many cases of
typhus, a gradual diminution, extending over 3 or 4 days, is
sometimes so distinct as to make the crisis in this disease much
less pronounced than is usually taught, and to assimilate it
rather to a lysis: frequently, however, the critical fall of the
temperature is very marked.

Lysis is the term applied to a more gradual diminution of
the fever, spread over several days; this may usually be
observed in scarlatina and broncho-pneumonia, occasionally
in pleurisy and pericarditis, and also in acute rheumatism.
The defervescence in the two forms of pneumonia is usually
strongly contrasted : in lobar or croupous pneumonia, we have
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a sudden crisis: in catarrhal or broncho-pneumonia, we have
usually a lysis. (See Figs. 13 and 14.)

Fia. 13.— Crisis. FiG. 14.—Lvsis.
Temperature in Lobar Pneumonia Temperature in Broncho-Poeu-
(Wunderlich). Sudden crisis on 8th monia (Wunderlich). Gradunal
day ; pseudo-crisis on 4th day. fall extending over four days.

Sometimes the lysis assumes a remitting character, the
morning temperatures falling gradually or suddenly, and the
evening temperatures preserving, for some days, nearly their
former elevation., This is not uncommon in enteric fever.

e £ B e ;
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Fig. 15.—Bemitting Lysis in Enteric Fever.

(See Fig. 15 ; compare also the gradual descent of the tem-
perature in the three attacks shown in the diagram of enteric
fever, Fig. 18, p. 82.)
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Cerfain jadhmr‘e beset the estimation of the value of a fall of
temperature. It is very often found that a high febrile tem-
perature undergoes a great diminution on the day after
admission to the huapltal this seems often to be really due
to an unusual elevation on the day of admission, arising from
the disturbance of moving the patient, etc.,, so that little
weight is attached to the temperatures of ‘the first day’s
residence in hospital. Occasionally a pseudo-crisis, as it is
called, ocenrs a day or two before the real crisis, the tem-

CAY OF I LLm:s'f'
4 I | 1
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| ENTERIC ! FEVER| l !

Fra, 16.—Collapse of the temperature in Enteric Fever, due to intestinal
hamorrhage on the 11th day,—an accident which usually oceurs later in
the illness. The erisis in this case was unusually sudden,
perature, after being low for a few hours, mounting up again
to its former height; this pseudo-crisis {Ew. 13) “atfords no
guarantee of a auhau:luent genume crisis. Collapse tempera-
tures may simulate a crisis, although really indicative of
serious complications, as in the mte'-‘«‘tuml h@emorrhage of
enteric fever, where the cause of the fall may not always at
first be quite apparent. (See Fig. 16.) The fatal termination
of some ecases of febrile disease is often associated with a
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marked fall in the temperature, and occasionally this occurs
under such circumstances as to simulate an improvement. (See
Fig. 17 ; compare also Figs. 2 and 6.) Collapse temperatures
ma.y occasionally be detected for a few hours in the midst of
a raging fever, or just before the terminal exacerbation of a
febrile {IISE}&SE, whether it be favourable or fatal. Sometimes
the decline of temperature in a tubercular subject is connected
with the supervention of cerebral complications. (See Fig. 20.)

Recrudescences : Relapses : Complications. A reascent of the
temperature, after a more or less complete subsidence, may be
due, as already explained, to the peculiar periodicity of the
disease. In other cases, however, we find 1t to be due to a

TERA P

VAGINA, I' B F.

&
IHN VACINA
OIFFERENCE MOW, 8. T F

1003111
| FHTHISIS kPULmnHAtls

z

[N

ed

3

=
it

-]

|
o

&

ad

x

™

|5

ke

o

t
0B 1 L FL“.-n‘l-n-Fq CVEAY
4 HOAURS &N H:-:H,.L,:;.

Fic, 17. —Collapse of the temperature simulating an improvement.
The relatively excessive depression of the axillary, as compared with the
vaginal, temperatures was noted during the collapse, both sets of obaer-
vations being taken with preat care. A diminution of the difference
oceurred with the rallying of the temperature.

“ Recrudescence” of the fever. By this term is meant a
reascent of the temperature after a defervescence which from
its extent or its duration cannot be regarded as complete.
Such exacerbations often depend on the extension of the
mischief; for example, from new portions of the lung being
involved in pneumonia, or from advancing intestinal ulcerations
in enteric fever. Such recrudescences are distinguished from
“ Relapses”; the latter only occur after a definite period of
complete apyrexia. Theoretically the distinetion made is that
in recrudescences we have merely the extension or aggravation
of mischief already existing : in relapses we have new mischief
ab initio,
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Enteric fever is particularly liable to both, and in this
disease we would expect to find new or recent deposits in
the intestinal glands at the date of a relapse. No doubt if
these fresh deposits in a relapse oceur before the subsidence
of the first febrile attack, we may have an overlapping of
the first febrile period by the second: in this way a relapse
might appear to affect the temperature after the manner of
a recrudescence ; and in such a case nothing but a careful
post-mortem examination, if the illness proved fatal, could
settle the distinction. True relapses in enteric fever occur
after an interval of a few days pertectly free from pyrexia, and
when the patient appears in other respects to be recovering:
usually this interval is about a week or less, but 10 or 12
days are not uncommon. A diagram is here given showing a
very prolonged period of intermission—a full month—between
the first and the second attack. This length of interval is
very exceptional, but the evidence of its reality is complete:
if the temperature had not been taken so carefully during the
prolonged interval it might have been plausibly contended
that a relapse had occurred during this month of such a slight
nature as to have escaped recognition, and this is a thing
which should be remembered as quite likely to oceur.
Between the first and the second relapse, in this same case,
the apyretic period was of the usual duration of 8 or 10 days.
(See Fig. 18.) The rise of the temperature at the beginning
of a re%apse in enteric fever is much more sudden than in
the same stage of the first attack. (See Fig. 18; compare
temperatures at the beginning of August with those at the
beginning of October and November: compare also Fig. 12.)

he reascent of the temperature may bhe due to complications.
These may occur at any stage of an illness or after convales-
cence is established. In any case, whatever may be the usual
mode of onset of the disease under other circumstances, the
rise of temperature with the complication is usually abrupt.
Complications may also, by their presence, delay a crisis, as is
often seen in bronchitis complicating typhus, and in this way
prolong the illness; or the complication may impress a re-
mitting character on the fever, as is seen in the hectic fever
of phthisis, sometimes arising out of a pneumonia or pleurisy
in a tubercular subject. The temperature of convalescents,
however, it must be remembered, is very unstable, and there
is often a serious-looking disturbance of the temperature in
them from very slight causes (indigestion, constipation, fatigue,

F
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24 TEMPERATURE.

excitement, etc.), which would not thus affect the healthy.
For this very reason, temperature observations in this stage
are highly important, as affording the best evidence of con-
tinued safety or the first alarm of threatened danger.

From what has been said, it will be seen that the temperature,
although of the utmost importance in diagnosis and prognosis,
must not be regarded too exclusively, or apart from the other
facts of the case and the general state of the patient. The
natural course of the temperature in the various diseases, as
ascertained by experience, must be kept in mind; a degree of
elevation or a special behaviour of the temperature may have
a very serious significance in one disease and very little in
another. The comparison of the temperature with the pulse
often serves to correct our views of each, and although they
usually rise and fall together (see Fig. 19), certain deviations
occasionally or habitually oceur in special diseases, or in certain
stages of such affections, which are of the greatest significance ;
(for example, at the beginning and the end of enteric fever,
and towards the end of tubercular meningitis ; see Fig. 20.)

SURFACE THERMOMETERS.

In the preceding sections the ordinary clinical thermometer is sup-
posed to be applied in such a way as to give us an approximation to
the heat of the blood. Surface thermometers are used to give an
estimate of local or surface temperatures. They are made with broad
spiral bulbs so as to expose a large surface to the part tested, and
these bulbs are enclosed in small cavities, ingeniously made, so as to
lessen the loss of heat when applied. They are sometimes sold in pairs,
80 that two parts, or two sides of the body, may be tested simultane-
ously. Hitherto their use has not been very extensive, nor have the
resuita so far obtained been very important. They enable us, however,
to record in figures differences in local temperature which may be appre-
ciable in other ways, as in cases of obstructed arteries in limbs, atrophic
infantile paralysis, local inflammation or hyperemia, ete. The diffi-
culty in usingi them depends on the length of time required to heat up
the air chamber containing the bulbs of mercury ; on the variation in
the results obtained, within similar periods of time, according as the
instrument is pressed more or less firmly on the part, if the thermometer
is tied ; on the heat of the hands of the observer complicating the
result, if the instruments are held by him ; and apparently also on a
prolonged application, carried to the extent of obtaining a stationary
condition of the mercury, ceasing to afford a troe surface temperature,
and yielding rather an approximation to the internal heat, from the part
being so long covered over by the instrument. It seems best to use
a pair of instruments (carefully compared), so as to have the applications
simultaneous, if differential observations are required ; otherwise the
loss of time and the altered conditions of heat render the results
obtained by the transference of the same instrument from one part to
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another very uncertain. In applying them they should be held in an
exactly similar manner, and pressed with as nearly as possible equal
firmness. Moreover, the readings from minute to minute during the
rise of the mercury should be noted in each instrument, as the
difference in rapidity of the rise appears to indicate the surface tem-
perature in a more striking manner than the figures ultimately attained.
In checking the results by a second application, the instruments may be
changed so as to be applied to different sides.

THE PULSE

Affords such valuable indications for the determination of the
febrile state, and for estimating the general strength of the
patient, that the noting of it is a matter of routine in all cases.
Apart from fever, however, there are other important points to
be attended to in noting the pulse, and to prevent repetition
these also will be considered here. In considering the charac-
ters of the pulse we must think both of the heart and of the
arteries. The following tabular statement by Dr. Broadbent is
useful in this respect :—

PoLsE.
[ Frequent.
\ Infrequent.

Irregular.
Heawt, . . . + Rhythm {Inteﬁmittant.
Excessive.
{L‘Iefectivﬁ.
x Large.
Relaxed Short.
Low Tension.
: }Small.
Contracted Long.
L ll{igh Tension.

( Frequency

| Forece

ARTERIES,. . |

The best way is usually to apply two or three fingers, lightly,
over the radial artery at the wrist; it has been supposed that
the index finger is best applied always nearest the heart. By
pressing on the artery with the index finger in this position, so
as to obliterate the pulsation for the next finger, some estimate
may be formed as to the strength of the pulse, or as to its
hardness from high tension. We can also judge whether each
pulsation is long or short, estimating thus the quickness or
slowness with which each wave comes and subsides. By trying
to roll the artery from side to side, under the fingers, guth
during a pulsation and during an interval, some estimate may
be formed of the hardness due to rigidity of the walls as
distinguished from that due to arterial tension. The size of
the artery may also be estimated in this way, and this has an
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obvious bearing on the apparent strength or fulness of the pulse.
It is well to practise feeling a patient’s pulse on both sides, as
a matter of routine, as this has an educative influence : it also
tends to save us from errors due to peculiarities in the artery
existing on one side, and it may also reveal differences due to
aneurysm, embolism, ete.

The frequency of the pulse is not difficult to estimate ; the
pulsations in the artery, the radial by preference, are counted
for a quarter or for half a minute, with the aid of a watch
furnished with a seconds dial, and the number per minute is
thus calculated. For delicate inquiries, the pulse should be
counted for a whole minute, or even for two consecutive
minutes, the number being halved of course in stating the
result. Other points also must be attended to when accuracy
is desired. The normal rate of the pulse varies with age,
and also in different individuals (according to temperament) ;
in the adult it is usually stated as being about 72, but it is
sometimes higher and often much lower: it is more rapid in
childhood, and in infancy is often about 100, apart from
disease. In the same individual the pulse wvaries with
position, both in health and disease, the rate being higher
when the patient is standing than sitting, and higher while
sitting than lying down : any movement or exertion tends
to increase the rate, and mental excitement is particularly
apt in some people to make it rise very high. Hence, in
estimating the pulse or its changes from day to day, in such a
delicate inquiry, for example, as the estimation of an incipient
defervescence, care must be taken to have results really com-
parable, and not to compare the rate of the pulse while the
patient is sitting up in bed with that obtained on a previous
day while he was lying still. The influence of meals is also
very great, the pulse rising considerably after a full meal, and
especially after the use of stimulants in the healthy state ; in
febrile diseases, however, the effect of stimulants is often to
reduce the pulse-rate when their influence is beneficial. Ap-
parently the habitual use of spirits for years tends to keep up
a persistently high pulse-rate, natural to the individual, quite
apart from any febrile disease or any special excess. The
time of day has a certain influence in the normal state, even
apart from food and exercise ; the pulse-rate, like the tempera-
ture, is lower during the midnight hours, and rises in the early
morning, but the exact time of these changes varies ; they are
usuall}fiater of oceurring in febrile diseases than in the normal
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state. Sleep has a tendency to reduce the pulse-rate. Con-
siderable tact is often required to secure a fair estimate of
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Fig, 18.--Crisis in Lobar Pneumonia ¢ the diagram shows
the sudden improvement in Temperature, Pulse, and
Hespiration almost simultaneously.

the pulse; in some cases we obtain the best chance at the
beginning of our visit, counting the pulse before the patient
is disturbed in any way by speaking or moving ; or perhaps,
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especially in children, during the quietness of sleep. With
some patients, again, the approach of any stranger sets up
the pulse to such a height that we must wait till it has sub-
sided. The lowest rate we can obtain is the most reliable
index in judging the degree of fever. A fit of coughing, or
the exertion of moving or sitting up for the purpose of auscul-
tation, etec., often m}mplfctnl} ﬁpm]a the value of the pulse-rate
as a gauge of pyrexia. It is in such cases that temperature
observations come in as a valuable check (see Temperature),
and these often assure us that the rapidity of the pulse is due
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Fia, 20.—Bubsidence of a high temperature from Phthisis on the super-
vention of Tubercular Meningitis: the time when cercbral symptoms
oceurred is indicated by delirium noted on the chart. The pulse, which
fell at first with the temperature, ran up towards death, although the
temperature remained comparatively low.

to excitement, general weakness, or irritability of the heart,
apart from fever. As a rule, the pulse and temperature in
febrile cases are elevated or depressed, and rise and fall
together (see Fig. 19) ; but striking differences occur in certain
cases. The pulse is often but little elevated in the beginning
of enteric fever, at a time when the temperature is very high ;
while after the recovery has begun, the pulse may be rapid
from weakness, although the fever temperature has completely
fallen. And in some patients, with febrile or inflammatory
disease, the pulse is often quite normal in rate, although the
temperature is persistently high. On the other hand, in
incipient phthisis, we may have a constant elevation of the
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pulse with but little change in the temperature. In cerebral
cases, also, the relationship of the pulse-rate to the temperature
1s subject to special variations; the terminal stage of tuber-
cular meningitis is often characterised by a high pulse and a
comparatively low temperature. (See Fig. 20.)

The ratio of the pulse-rate to the frequency of the respira-
tion is sometimes of value as an index of the existence or
supervention of respiratory disease; for although a little
acceleration of the respiration is natural in the febrile state,
any great disturbance of the rafio in this direction usually
points to such complications. (See Respiration, Chapter ix.)

Slowness of the pulse has been just referred to as an excep-
tional occurrence in the febrile state, in the sense of there not
being the usual acceleration. We sometimes find, however,
an absolute reduction in the pulse-rate in certain diseases ;
40 to 50 beats are not uncommon, and we may have 30, 20,
or even less, These low numbers are sometimes due to the
effect of digitalis nused medicinally. In fatty degeneration of
the muscular fibres of the heart a very low pulse-rate is an
important sign of this condition. Occasionally in epileptics
the pulse is very slow ; and in various brain diseases, particu-
- larly when there is pressure or effusion, the pulse-rate falls;
this fall, however, may be followed by a terminal exacerbation.
(See Fig. 20.)

The force or strength of the pulse often guides our prognosis,
and directs us in the treatment, ES]]BC]&HJ as regards stimu-
lants. It is not easily estimated by the beginner ; it requires
experience and the watching of cases (especially febrile cases),
from day to day, for the education of the fingers. Sometimes
the radial pulse gives a fallacious idea of weakness, from the
vessel being of unusually small size (high division or other
abnormality). Pressure on the arm from the patient’s position
in lying on it, or some accidental tightness of the dress, may
also interfere with the radial pulse. Moreover, the radial
arteries on the two sides are often of very different size, and
so we find that false alarms sometimes arise from our detecting
a difference due merely to an accidental change in the artery
examined—the different arm having been taken instead of the
one usually employed for this purpose. In doubtful cases
the radial, brachial, or other arteries on both sides should be
examined, and the heart’s sounds should be listened to. When
the pulse is really very weak, the first sound of the heart is
usually diminished and sometimes almost suppressed, the
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second sound remaining distinet. Differences in the strength
of the two radial or other pulses are often of value in diag-
nosis, particularly in cases of aneurysm of the arch of the aorta,
gi\’ing rise to more or less obstruction of certain branches.
Sometimes the two pulses are not perfectly synchronous from
somewhat similar causes. Occasionally, also, the diminution
or obliteration of an arterial pulse serves to indicate the
occurrence of embolism, but care must be taken to see that
these peculiarities are not due to unusual distributions of the
vessels. A survey of the arteries should be made, both with
the finger and eye, when judging of the force of the pulse, and
the examination should not be limited merely to the part of
the radial artery at the wrist; by extending our observation
we may detect any undue rigidity, twisting, or unevenness of
the vessels, Sometimes other arteries must be examined to
satisfy ourselves on this subject; the temporals and the
branches of the thyroid axis are selected for the purpose of
testing the smaller vessels, the brachials and the femorals as a
sample of the larger.

The hardness of the pulse-beat must be distinguished from the
hardness due to the state of the arterial walls just referred to.
The walls may not be rigid and yet the pulse may feel like a
cord. This is an indication of high arterial tension, and is
often noticeable in various forms of Bright's disease, and
particularly in cases of the contracted kidney.

The rhythin of the pulse is in health perfectly regular, so that
any deviation from this should be noted. Sometimes there
is a distinet intermission, a loss of a beat at regular or irregular
periods, but there may be such a loss in the radial pulse without
any corresponding intermission in the heart’s sounds or action ;
there may thus be a marked difference in the pulse-rate as
counted at the wrist and at the heart, the strength of the
cardiac contraction being unable to produce a proper beat at
the wrist : such abortive beats may sometimes, however, be
recognised by sphygmographic tracings. (See Sphygmograph,
Chapter xvi.,, under Irregularity.) Or the irregularity may
consist of two or three hurried beats followed by a succession
of slower ones, or we may have the occasional occurrence of
one or two weak or almost suppressed beats. Sometimes the
pulse-beats vary greatly in strength throughout a given minute,
without any intermission or marked t:ha.n"e in the rhythm
otherwise. This change in the strength and character of the
pulse can be made out in certain cases to be associated with
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the respiratory movements (as in deep stertor), or with the
oceurrence of convulsions, or some other visible phenomena.
(See Figs. 21 and 22 for illustrations of this in healthy and
diseased states, and in Chapter xvi,, tracings of ‘ pulsus
paradoxus.”)

EXPIRATION IMSPIRATION

Fig. 21.—This diagram, from Fosters Physiology, shows the influence ol
the respiration on the pulse in a healthy subject. The upper tracing is
the pulse, The lower curve gives the movements of the chest wall,
During inspiration the pulse-waves diminish in height and become more
dicrotic, while during expiration the height of the pulse-waves ia in-
creased, and their form tends more towards that of a pulse.wave with a
ralsed arterial pressure. This diagram shows one form of the effect of the
respiration omn the pulse, but this effect varies considerably in different
experiments and under different conditions. (Fosier.)

The significance of irregularity of the pulse is most varied.
It sometimes affords one of the first indications of brain
mischief, especially in children, or of incipient pericarditis.

Fic. 22.—This sphygmographie tracing was taken by Dr. Gemmell from
a ense of uremie coma with stertorous breathing, The variations shown
coincide with the respiratory movements, [ corresponds with inspiration
and K with expiration.

It is very common in various forms of hmirt-[lirmﬂf-zr:, at all
ages, especially in mitral disease, fatty heart, and the de-
generations incident to old age. Apart from these, however,
it is often due to functional disturbances, especially such as
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are associated with indigestion, flatulence, excessive smoking,
ete. It is likewise developed, not unfrequently, thmugi
nervous agitation, in certain persons, just as acceleration of
the heart’s action or fluttering is produced in others from the
same cause; concentration of the attention on the intermission
is apt in such cases to increase the irregularity, or the fre-
quency of the intermission. Some persons, apart from any
medical knowledge, have an obscure sensation of the inter-
mission, which causes a start or a shock. A more serious
form of disturbance oceurs in the intermittent pulse of typhus
fever and other grave diseases: this is almost always a sign
of danger from failure of the heart, but here also exceptional
cases occur of less grave import, due to the peculiarities of
the individnal, or to his habitual liability to this disturbance.
An intermission in the pulse sometimes marks the beginning
of the epileptic fit. In states of debility, during convalescence
from serious diseases, and in the case of children after enteric
fever, for example, intermission of the pulse is sometimes
associated with unusunal slowness, and is specially noticeable
at night. This does not imply any real danger, and, indeed,
in children who are practically healthy intermission of the
pulse may often be detected during their natural sleep.

Dicrotous Pulse.—Somewhat allied to the rhythm is the
curious double beat in the pulse, sometimes felt in febrile cases.
It is not uncommon in the convalescence from typhus fever.
This is best felt by applying the tips of the fingers very lightly
over the vessel, avoiding any such pressure as might extinguish
the weak second beat. The sphygmograph brings out this
dicrotism very clearly,

Another form of double beat in the pulse, for each contrac-
tion of the heart, is found in the “pulsus bisferiens.” Again, we
may have the coupled beats termed * pulsus bigeminus” due
sometimes to a lost beat. These peculiarities are best discussed
in connection with the sphygmograph. (See Chap. xvi.)

The pulse of unfilled arteries, characterised by a sudden filling
up of the artery followed by a very sudden collapse of the
vessel under the finger, often enables us to suspect, or some-
times even definitely to recognise, incompetency of the aortic
valves, on feeling a patient’s pulse. The peculiarity is brought
out in a more stukmg way by raising the patient’s arm verti-
cally while feeling the radial pulse, as this tends still farther to
lower the arterial tension in this disease. Visible pulsation
thronghout the arteries and especially in the neck is usually
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very marked. This is spoken of as the “water hammer pulse”
from its sudden slapping or jerking character; “ the pulse of
aortic regurgitation” from its cause; and “ Corrigan’s pulse”
from its describer. It also often occurs in thoracic aneurysm.

(For Capillary and Venous pulse, see Chap. xvi.)

A thrill in the pulse can often be felt in certain cases of
cardiac disease (mitral and aortic valvunlar disease), and this
may come out in the sphygmographie tracing.

The sphygmograph gives important aid in the study of the
pulse. Its indications have a certain value in diagnosis and
prognosis, but in addition to this, a little practice with it has
great educational value to the student in enabling him to
recognise by his fingers many of the peculiarities of the pulse
which it records and renders intelligible. It seems best,
however, to discuss it in connection with the physical diagnosis
of the heart, of which it forms an important part. (See Chap.
XV1.)

GENERAL OR CONSTITUTIONAL INDICATIONS OF THE
FEBRILE STATE.

In addition to an increased temperature and a rapid pulse,
there are certain general signs of fever which are of great
value. Flushing of the face 18 common in fever, but care is
required to prevent mistakes in judging of this, as the colour
of the cheeks varies much in different persons, and such an
accident as lying on the cheek often produces a local flush,
apart from fever; in all such cases the thermometer is an
invaluable guide. Sweafing is habitual in rheumatic and enteric
fever, and in the disturbances of the puerperal state, and is
common in certain stages of most febrile diseases; the total
absence of sweat, giving the sense of a dry pungent heat to the
hand as applied to the skin, is an important fact in the height
of fevers, pneumonia, ete. The critical sweats after the height
of the fever in ague is passed, or during the crisis of relapsing
fever, are only extreme illustrations of the common combina-
tion of sweating with the subsidence of a febrile temperature.
The sweating is sometimes of daily occurrence, as in the night
or early morning sweatings of phthisis, coineiding with the
diurnal variation of the temperature ; it is also often cold and
clammy, and in such cases it may be associated with bad
dreams ; this combination is common in cases of deep-seated
suppurations, diseases of the bones, ete. The profuse sweatings
of py@mic affections may also be referred to here. The in-
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fluence of remedies in favouring or checking sweating, the
nature and amount of the clothing and the softness of the bed
are details to be kept in view in judging of special cases.
Great liability to sweating on but slight exertion is a common
indication of weakness quite apart from the febrile state.
Sweating is sometimes local, as of the head in rickets; or of
one side of the body, in certain affections of the sympathetic
nerve, sometimes apart from any other obvious disease, and
sometimes connected with aneurysmal or other tumours in the
chest or neck ; the influence of nervous emotion in the pro-
duction of sweating 1s proverbial. Headache and pain in the
back are very common in nearly all the acute specific fevers at
their beginning, and one or other is usunally present, more or
less, in all febrile states. Pain in the back is very specially pro-
nounced in cases of small-pox. (Of course these pains are DRA%

due to quite different causes, see Chapter vi.)  Unequal distri-
bution of leat, a feeling of heat in the head and of cold in the
extremities; a burning heat in the hands or the feet; a sensa-
tion as of cold water trickling down the back; a feeling of
chilliness, increased on any exposure to a slight draught of
cold air, and actual shiverings in all degrees of their severity ;
all these are exceedingly common in the beginning of febrile
diseases, especially before the patient has taken to bed ; these
sensations often lead him to hang about the fire- place, com-
plaining of cold, although his temper&ture may really be very
high ; they tend to chsappear when, by proper heating and
c]othmtr in bed, the temperature of the various parts of the
body becomes more equalized. Young children seldom have
distinct shiverings. While shiverings are common at the
beginning of all acute inflammatory and febrile diseases, they
are especially frequent and repeated in ague, in serious sup-
purations, in renal inflammation, in paroxysmal hsmatinuria,
in renal colic, in cases of gall stones, in puerperal fever, and in
embolism and pywemia. The passage of instruments into the
bladder often determines a violent rigor with febrile dis-
turbance. Rigors also oceur occasionally in connection with
sudden defervescence. Many of the sensations just referred
to, and even actual shiverings, may occur apart from fever
altogether in mervous subjects; the thermometer is here,
again, invaluable. 7%e digestive functions arve almost always
impaired in febrile diseases, and especially at the onset of the
specific fevers: vomiting is very common in them, and is
sometimes very severe and persistent (small-pox, scarlatina,
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relapsing fever, and occasionally enteric fever) ; in other cases,
sickness or nausea is all that is complained of. The appetite
is almost always impaired, and often completely suppressed.
The bowels are usually disordered ; the febrile state tends, as
a rule, to produce constipation, but occasionally diarrheea is
seen to result from the action of the specific poison (as in the
beginning of malignant scarlatina), and sometimes there is a
special connection between the diarrhwea and the febrile
dl;:eaSE (as in uleeration of the bowels in enteric fever, in the
inflammatory diarrhcea of infants, and in tubercular and
dysenteric ulcerations); at times, however, the looseness of
the bowels seems related to the pyrexia as such, and ceases with
it: or it may be due to the concurrent impairment of the
digestive functions and their inability to deal with the food
foreed on the patient in his febrile state. The state of the tongue
is usually a good index of the constitutional disturbance
produced by the fever, so far as the digestive organs are
concerned (see Tongue, Chapter xi.). Thirst is almost always
present in the febrile state, especially at the beginning of
the illness, and notwithstanding the large amount of fluid
swallowed, the urine is usually scanty and high-coloured.
Muscular prostration is present in all severe cases of fever, and
is often very marked even at the very beginning of some of
the specific fevers. Delirium is usnally associated, in very
varying degrees however, with high ranges of pyrexia from
whatever cause; the degree of it, and the date at which
it appears, as well as its character, vary much in different
diseases.  Convulsions sometimes take the place, as it were, of
delirium, especially in young children, and often mark the
beginning of acute inflammatory or febrile diseases in them.
A degree of lronchial catarrh is not uncommon in nearly all
serious febrile states, and is a special feature in some.  Cufan-
eous eruptions are characteristic of certain febrile diseases (see
Febrile Rashes, p. 119): various symptoms referred to above
are dealt with more fully elsewhere (see Index).

THE CLINICAL SIGNIFICANCE OF THE FEBRILE STATE is
very great, and this remark applies both to the presence
and absence of this state in a given case. It has already been
explained how the febrile state is to be judged of; the
possibility of our observation oceurring in an apyretic interval
must be remembered hefore we arrive at a negative con-
clusion. - Sometimes the fact of fever (i.c., pyrexia) is all that
can be made out ; but without absolutely denying the exist-
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ence of the old “simple continued fever,” we are seldom
justified in resting satisfied till we either have referred the
pyrexia (1) to one of the specific fevers (typhus, scarlatina,
ague, pertussis, etc.); or have ascertained that it is sympto-
matic (2) of some special inflammation (pneumonia, pleurisy,
abscess, rheumatism, etc.); or at least that it is due to (3)
some disease known to be associated with febrile disturbance
(phth]ﬂls, tuberculosis, syphilis, septiceemia, ete.).

(1.) Specific Fevers and Rashes.—In determining the question
of Fever, attention must be directed to the presence or
absence of the “rashes” found in most of the specific fevers
(see p. 119). These must be carefully searched for in their
favourite situations, and the date of the illness must be con-
sidered particularly as to whether there has been time for the
appearance of the rash. As the exact date of the illness is
often obscure, and as the day on which a febrile rash appears
deviates occasionally from the average, some little allowance
must often be made for such variations before arriving at a
decision. The occasional absence of the rash, in nearly every
fever usually characterised by an eruption, must also be
remembered : other cirecumstances often render the existence
of such fevers very probable, or indeed certain, even when no
rash has appeared. In examining for a febrile rash, other
cutaneous eruptions (not of this class) may be detected ; it
must be considered whether the eruption discovered is of the
kind and of the extent to account for, or to be in harmony
with, the febrile movement. Some “skin diseases,” as they
are called, are associated with much fever, others with little
or none. The possibility of an eruption from the use of
medicines, and the influence of certain articles of diet must be
kept in view (see Eruptions from Medicine and Food, p. 114).
Moreover, when there is high pyrexia, a certain congestion of
the skin, especially in the dependent parts, sometimes simu-
lates a scarlet rash. Eruptions indicative, so far, of certain
diseases, although they cannot be called specific, are sometimes
found in the febrile state—such as herpes labialis in pneu-
monia, or miliary vesicles in enteric and childbed fever,
rheumatism, ete. Occasionally a rash is found in diseases
not usually characterised in this way—thus we may have a
rash in diphtheria and relapsing fever, and in the early or pre-
eruptive stage of small-pox and enteric fever,

(2.) Inflammations.—When no specific rash exists, and no
distinet history of contagion is suggested, search must be made
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for signs of inflammation, and although the case may be
admitted to a medical ward, the possibility of superficial
inflammations or abscesses, periostitis, otitis, parotitis and
other glandular inflammations, must never be forgotten,
especially in the case of children or those unable to express
their sensations. Tonsillitis, quinsy, pharyngeal abscess,
scarlatina, and diphtheritic sore throat must specially be
remembered in this connection. Pain and its situation
usually guide us to these and similar inflammations, and also
to articular or muscular rheumatism. Regarding internal
inflammations, the importance of examining the chest cannot
be over-rated, as we often find there, unexpectedly, the ex-
planation of the febrile disturbance. This must never be
neglected. Inflammations of other internal organs usually
indicate their existence by pain over the parts, or by changes
in the excretions, or by other alterations in the functions, such
as paralysis, delirium, etc. A systematic search must be made
into the state of all the important organs before arriving at a
negative conclusion.

hiverings are common in various febrile diseases, especially
at the beginning; but when severe and recurring, the idea of
suppuration somewhere is suggested, or the presence of stones
in the kidney or gall bladder, or perhaps embolism and
py@mia. Such suppurations may be in parts beyond the
reach of our diagnosis, but search must be made for tender
regions in the principal organs, and also in the joints, and for
pus in the excretions. In those who have sutfered from ague
abroad, shiverings are apt to occur, from trivial causes, for
many years,

(3.) A miscellaneous group of diseases having certain re-
lationships with the specific fevers and the inflammations, but
not definitely belonging to either, still remains. It is im-
possible to enumerate them, but traces of their presence will
usually be found on a systematic examination of the patient.

Care must be taken not to conclude at once that the febrile
state is due solely or chiefly to the inflammation which we
may thus detect by our examination. For example, bronchitis
is an habitnal accompaniment of typhus, and pneumonia is
common in many fevers. Inflammation or congestion of the
kidneys (with albuminuria) is a frequent complication in many
complaints. It is often difficult to know whether we have to
do with a primary, a secondary, or a mere coincident inflam-
mation ; the date of the illness, and the known characters of

G
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the disease, often assist us, and the want of correspondence
between the apparently slight extent or severity of the inflam-
mation and the intensity of the fever, sometimes leads us to
suspect that there is something behind the local inflammation.

The temperature in disease is discussed more or less fully in all systematic
works on medicine, and also in treatises on special diseases.—Wunderlich,
** Medical Thermometry,” translated for the New Sydenham Society, London
1871 : this work contains a mass of information as to the general behaviour of
the temperature, and details and references bearing on special diseases also,—
Lorain (P.), * Etudes de médecine clinique faites avec I'aide de la méthode
graphit;ue et des appareils enregistreurs, Tom. 1-2, De la température,”
Puaris, 1877, This work contains interesting comparisons of the temperature,
in different parts of the body, in various stages of disease.—Murchison, ** The
Continued Fevers of Great Britain,” 3rd edition, by Dr. Cayley, London,
1884. —The Pulse is discussed fully in many works on Physiology, see especi-
ally Landois, ‘‘ Text-book of Human Physiology,” translated with additions by
Dr. Wm. Stirling, 3rd edition, London, 1858.—Broadbent, (W. H.), ** The
Pul&e.., " London, 1890 : this little book is most valuable both for students and
practitioners.—Byrom Bramwell, **Student’s Guide to the Examination of
the Pulse and the use of the Sphygmograph,” 2nd edition, Edinburgh, 1883.
—=See also Chapter xvi. of this Manual, where further information and
references regurging the pulse and sphygmograph may be found.
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CHAPTER 1IV.

SKIN—HAIR—NAILS—GLANDS—JOINTS—BONES.
CUTANEOUS ERUPFPTIONS,

ERUPTIDNS on the skin are sometimes brought promin-

ently under our notice as the chief part of the patient'’s
complaint, or at least are so obvious that they cannot be
overlooked ; but in other cases we have to search carefully
for an eruption which the patient may be unconscious of, or
which he may regard as quite trivial and accidental. Most
of the cutaneous eruptions serve to indicate the presence of
some more or less serious poison in the blood, or of some
constitutional affection or tendency to disease. Thus the
eruptive fevers present on the skin the evidence of a general
disturbance of the whole system. The occurrence of an early
or late syphilitic eruption likewise reveals a constitutional
affection, and the same may be said of scrofulous and perhaps
also at times of cancerous diseases of the skin. The pigmenta-
tions of pregnancy and Addison’s disease, the blotches in
scurvy and purpura, and the influence of certain medicines in
producing eruptions of various kinds, all indicate the same
thing. Eczema and psoriasis, from their symmetrical distri-
bution, their tendency to recur, and their association with
certain other diseases in the patient himself or in his family,
can usually be shown to be something more than mere loca.l
diseases. Even parasitic affections of the skin often owe their
rapid development and persistency to the general state of
the health: the vegetable parasites do not seem to find a
suitable nidus in the skin of perfectly healthy subjects.

We must, therefore, always direct our attention to both
points in the study of cutaneons eruptions—the local condition
and the general st.a.te The general derangement often mani-
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fests itself by changes of which the skin affection may be but
one out of many ; but the cutaneous disease may be the sole
manifestation, or at least the chief evidence, of the general dis-
order. On the other hand, affections of the skin arising from
local causes, or, as more frequently happens, aggravated by
local influences, may give rise to a general disturbance of the
whole system.

For the classification of skin eruptions the most satisfactory
and the most solid system would be one based on their
causation, rather than on their special forms. Hitherto this
has only been possible to a slight extent, as the causes of
many eruptions are unknown, and the causes of others are not
uniform or perhaps are complex and indirect. The real cause
of eruptions must be kept in view, however, so far as this
is possible. It is of the utmost importance, for example, to
know whether an eruption.is due to iodide of potassium, to
small-pox, to syphilis, or to scabies: any system which would

roup together such diverse affections as * papular ” or * pustu-
lar,” even although they may all present papules or pustules,
tends only to mislead. And further, any grouping of skin
eruptions based merely on the elementary lesions is rendered
impossible for any useful purpose, when we find scabies, for
example, presenting at different times, or even in different
parts at the same time, such diverse lesions as papules,
vesicles, and pustules ; or when we find eczema at one time
papular, at another wvesicular, at another pustular, and at
another somewhat scaly ; or when we find syphilis assuming
nearly every variety of form.

Still, as the causes of eruptions are often unknown, and
cannot even be suspected by the inexperienced, we avail our-
selves of the obvious distinetions afforded by the peculiarities
of the lesion; and when nothing more can be done, the
student may at least describe the nature of the lesion, the
extent and distribution of the eruption, and the general and
local symptoms associated with it.

ToeE ELEMENTARY LEsions, indeed, formed the basis on
which Willan and Bateman’s classification was built ; and,
althongh now discarded, like most of the old nosological
systems, the facts on which it rested are of great value and
are still constantly referred to: being pioneers in derma-
tology their groupings form, so far, a guide to the beginner,
and so they will be indicated here more fully than might seem
proper from the standpoint of our present ideas of classification.
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Erythema is a simple redness of the skin due to hyperemia,
fading readily on pressure, and not extending to the cellular
tissne: there is often oedema, and in one form of disease
bearing this name the lesion is deeper. (See E. nodosum,

. 103.

5 waf::tls (pomphi) are well represented by the red and white
elevated patches produced by the sting of a nettle, or the bite
of a bug, or even of a flea; they are usually rapidly formed
and quite evanescent: in slight forms the white portions may
not appear; in severer forms they may be complicated with
actual blisters. Their presence is usually associated with
itching, burning, or tingling sensations.

Papule are pimples, varying in size and form: they are
circumscribed and solid ; they may be very different in their
constitution,

Vesiculee and Bulle differ from each other in size, the former
being small blisters and the latter large ones. They may be
siml:ﬁe, or they may have divisions so as to be compound.
They may present perfectly clear fluid under the epidermis, or
they may contain inflammatory products to a variable extent,
so as to present all degrees of turbidity—the separate vesicles
passing through these various stages; they may be associated
with all degrees of redness of the adjacent skin, or they may
be free from this complication. Vesicles usually occur in
clusters, the exact grouping and position of which are
important in the diagnosis. They may pass on to suppura-
tion forming pustules, or their contents may dry up, forming
“crusts.” Several vesicles may coalesce, forming large blisters
or “blebs.” The contents of bullee may be sanious, and slight
ulecerations may be left on the separation of the crusts.

Pustule may result from the fluid in the vesicles becoming
purulent or from the suppuration of papules ; this may arise
from irritation or in other ways from inflammatory action ;
the pus is often formed so rapidly that it may seem to exist
from the beginning. There is often an inflammatory areola
~at their base, and this is a point insisted on by some in their
classification. When the contents dry up they form ecrusts
or scabs. These are often of a brt}wnisK colour from the
admixture of blood.

Squame or Scales and Pityriasis.  Scales must be distinguished
from thin crusts resulting from dried secretion. Squama are
true scales, without moisture, from the beginning. When the
desquamation is very minute the term pityriasis is used,
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Unfortunately, however, a disease of rare occurrence,
¢ pityriasis rubra,” is so named, although characterised by
the shedding of large scales or flakes.

Tuberculn are little lumps, too large to be classed as pimples
or differing from them in other respects. They have only an
etymological connection with the tubercles recognised in the
pathology of internal affections. They include various cutane-
ous and mucous growths of perfectly dissimilar kind.

Hemorvhages.  Maculee or Stains of the skin are sometimes
hemorrhagic ; or they may be parasitic; chemical agents and
various constitutional disorders produce pigmentary deposits.
(See p. 129.)

SECONDARY CHANGES may result from, or be present along
with, various forms of elementary lesion.

Desquamation, although often occurring independently (see
“Squame ”’) may form the terminal stage of an erythema, or
some other inflammatory process by which the epidermis has
suffered.

Crusting is one of the most important secondary changes.
Very thin crusts may resemble scales, but careful examination
usually shows them to be largely composed of dried secretions ;
(in ichthyosis, however, the scales are epithelial.) The dis-
charge may be very slight, and may proceed from a surface
not ulcerated, or it may proceed from an ulcer. When the
crusts are dark, this usnally points to the presence of a sanious
fluid retained in them, and this occurs frequently in syphilis.
Lupus and syphilis differ in their tendency to scabbing,—the
ulcers in the former usually scabbing slightly, those of the
latter often scabbing freely.

Limpet-shaped crusts are almost diagnostic of syphilis
(rupia). Cup-shaped crusts occur chiefly in the head, com-
posed of the parasitic growth termed favus; they are light
yellow in colour, quite free from moisture, and rather brittle.
(See pp. 115-119.)

Ulcerations are secondary changes which must be examined
and described in reference to their edges, etc., and any
attendant constitutional disturbanee, as in surgical practice.

Swelling and infiltration of the skin, the results of the inflam-
matory process there, are very important points in the diagnosis
of eczema and of erysipelas. They give, in addition to the
swelling, a feeling of undue hardness and resistance to the
skin.

Hardness of the skin constitutes the leading feature of
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scleroderma adultorum. The skin feels hard, as if bound
down, and it is often cold to the touch ; the comparison has
been made to the touching a frozen corpse ; the hardness may
be pretty general or it may occur in bands. A circumscribed
variety, oceurring in patches of circular form and pale colour,
resembling discs of ivory, is described by some under the name
of morphea. The form of scleroderma in new-born infants
affects the cellular tissue as well as the skin. It is associated
with cedema and with depression of the temperature. In
myxceedema the skin feels dry and parchment-like; the
suggestion conveyed to the observer is usunally that of a
dropsy ; it will be referred to under that section.

Excoriations, fissures, scars, and atrophic lesions are frequently
very suggestive, and must be recorded. The glossy skin
resulting from lesions of the nerves may be mentioned in
this connection, and the disfigurations described by Alibert as
Keloid (or Cheloid) resembling hypertrophied scars. .

ELEMENTARY LESIONS IN SPECIAL DISEASES
(As GrouPED BY WILLAN AXD BATEMAN).

ExaxraEMaTa : Ervraema, WaeAaLs. Willan and Bateman had an
order named **Exanthemata”—the word signifying an efflorescence :
this included two of the febrile eruptions Rubeola and Scarlatina ; and
also Roseola, Urticaria, Purpura, and Erythema. The eruptions of the
specific fevers are now separated from other forms of skin disease and
Eut into a group by themselves, Purpura is now placed in the class of

emorrhages.

Erythema may be symptomatic of adjacent inflammation or due to
mechanical or chemical irritants ; but it also occurs idiopathically, and
some forms occupy an intermediate position. Thus ** E, intertrigo ” is due
to the fretting of folds of skin against each other, often aggravated by
the decomposition or fermentation of the secretions, ‘K. leve ” arises
fromn the pressure of dropsical fluid in a part. *‘ E. gangrenosum ” may
result from pressure, as in an ordinary bed-sore, but it may likewise be
caused by grave trophic lesions in the nervous system. * E. fugax” is
usually due to digestive disorder. ‘¢ E. nodosum " differs somewhat from
other forms in presenting nodular exudations as well as redness : these
are usually situated over the tibia ; they are often painful and tender:
they appear to be frequently manifestations of the rheumatic constitu-
tion. The name erythema, as a special disease, was formerly applied
to many cases of the slighter forms of erysipelas.

Roseola, or *‘ rose rasﬁ,” may be rega.rg:z}) as an erythema, from which
it need not now be separated.

Wheals constitute the characteristic sign of urticaria or ““nettle rash,”
both in its acute and chronic forms. This disease is often produced by
special articles of diet in certain individuals, as shell fish, etec. (see p. 114),
or.at least appears due to errors in digestion, and at times to nervous
disturbance. The local irritation of parasites and exposure to the heat
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of furnaces may also set up this condition. *‘ Factitious urticaria” is
the name used for the variety produced, in certain persons, by me-
chanical irritation : this may be of such a character that the name
firmly traced with a pointed instrument, on almost any part of the
skin, comes out distinctly in wheals; these white letters may remain
for many minutes. This susceptibility may be lost by the individual
in the course of time.

Parure. Willan and Bateman included under this heading Stroph-
ulus, Lichen, and Prurigo. The term Strophulus is now suppressed by
many authorities: it is a somewhat vague term applied to eruptions
occurring in infants, loosely ascribed to teething, and termed popularly
“red gum,” ** white gum,” or ‘“ hives.” It is not always papular, and
seems often to be connected with the sudoriparous apparatus. When
not papular it should be classed with the Erythemata : when papular it
need not be separated from Lichen. Lichen, indeed, is regarded by
many as a variety of eczema, in which the exudation takes the form
of papules, and so they prefer to name it ** Eczema papulosum ” or ““ E.
lichenoides.” Some who admit this, still recognise forms of lichen under
the names of ** L. ruber ” and “* L. planus,”

Prurigo is still much disputed. A special disease described by Hebra
under this name is rare in this country ; but papular eruptions, with
the enlarged papille irritated and abrm{eﬁ by scratching, are common
enough : it is better to call this a * pruriginous eruption” to prevent
confusion, and if taken in this sense such an eruption is a valuable
indication of itching, past or present, and so we find it in scabies,
phtheiriasis, urticaria, ete.

Vesicvn® Axp Buinx. Under the former, Willan and Bateman
included Varicella, Vaccinia, Herpes, Rupia, Miliaria, Eczema, and
Aphtha : under the latter, Erysipelas, Pemphigus, and Pompholyx.
Our present ideas lead us to separate the specific fevers from ordinary
skin disease (see page 124), and so varicella and vaccinia may be re-
moved : erysipelas in its slight forms was spoken of as erythema : in its
bad forms it was so often complicated by blisters that it came under
the heading of vesicula : it has, however, really more affinity with the
eruptive fevers (see page 129). Aphthe are now spoken of only or
chiefly in connection wig mucous membrane, such as the little blisters
in the mouth and tongue (see Chapter xi., Tongue). Miliary vesicles
are discussed at p. 128,

Herpes consists of an eruption of small vesicles arranged in groups
on an inflamed base: these run their course, and are not usually

s succeeded hﬂ fresh groups of vesicles: there is generally a feeling of
tension and burning ; occasionally neuralgic pains precede or follow the
eruption. ‘ Herpes labialis” is common in ordinary colds: it also
appears in many cases of pneumonia, and in some forms of urinary
irritation and disease. ¢ Herpes praputialis”’ appears on the prepuce
and a similar eruption may appear on the glans also. * Herpes zoster”
(shingles, zona) usually girdles the trunk unila.terall{, limited pretty
strictly by the middle line, both before and behind ; but it may affect
the thigh, the face, or the arm, following ver{ accurately the course of
certain nerves. It is not infectious, and rarely occurs a second time in
a patient.

Fezema is now generally made to include several forms of skin disease
which were formerly separated from each other. It is an inflammatory
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disease with exudation and infiltration of the skin, associated with a
sense of burning or itching, and it tends to the formation of crusts.
In the ordinary form there are vesicles (eczema vesiculosum) exuding
a clear fluid, which has the property of stitfening linen ; an excoriated,
red, and inflamed surface usually remains exposed ; the discharge may
dry very rapidly into crusts which may be so thin as to resemble scales.
In some cases the moist discharge, if present at all, may almost have
escaped attention, redness and scaliness of the skin being the chief
features (eczema erythematosum and eczema squamosum). In other
cases the plastic exudation may remain below the surface, giving rise
to little papules—the lichen of older authors, but termed ‘¢ eczema papu-
losum” or “‘lichenoides ” by some. Or the exudation, either from obvious
irritation, or from debility in the subjects, may become purulent, or the
secretion of pus may be abundant from the beginning : this, which was
formerly ca.lred impetigo, is now often named ** eczema pustulosum,” or
““ eczema impetiginoides.” FEezema is also named from the parts affected,
as ‘‘E. aurium,” ete.; also from obvious secondary changes *‘E. fissum;”
or from the cause, as ** E. intertrigo ” from friction.

Rupia ; see **ecthyma ™ under the PustuLz, for although this disease
may e%in as a vesicle with clear fluid, the contents soon become bloody
or I.I}II:'I.I ent. The limpet-like crusts in this disease are diagnostic of
8 is.

Y?’gmphigus is characterised by large blisters, or bullw, varying from
the size of a pea to that of an egg, with different degrees of inflammation
at their base, and followed sometimes by ulceration. Occasionally large
thin crusts or scales are formed (** P. foliaceus ).

Pompholyz is now regarded as merely a synonym for pemphigus.

Pusrvra®. It must be remembered that vesicles readily become
%atules, and so some diseases may appear to come under both headings.
‘illan and Bateman included under *‘ Pustule,” Variola, Porrigo, Im-
Eetign, Scabies, Ecthyma. Variola being a specific febrile disease is
iscussed elsewhere (p. 123).

Porrigo was a general term applied to ‘‘scald heads,” where the hair
was matted together with crusts and scabs, arising from inflammation
set up, usually in weak subjects and especially in children, and some-
times due to or associated with the irritation of pediculi. From what
has been said it will appear that this is a pustular eczema. Another
form is due to the parasitic disease, favus, affecting the head (see

116).

?mpetiga is merged by many into eczema, the terms ** E, pustulosum,”
“ impetiginosum ”’ or *‘ impetiginoides ” being applied to it. Some retain
the name impetigo for scattered, separafe pustules without much in-
flammation at their base. A form of this disease named **I. con-
tagiosa’ is interesting as being infectious as regards others, and also
inoculable, in new places, in the patient himself,

Ecthyma is a name applied, somewhat variously, to large pustules
not aggregated together, and each one surrounded by an inflamed base.
They are said to occur in debilitated subjects apart from syphilis; but
when very distinct they are not unfrequently nF this nature, and when
they dry up they form the limpet-shell crusts of rupia. Occasionally
the pustule of a so-called *“ecthyma” is found to be merely due to
scabies,

Seabies is classed arbitrarily under *“ pustula " ; it presents, however,
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papular and vesicular lesions also. (Occasionally no distinet eruption,
apart from scratching, can be seen, especially if the hands are often in
water from the occupation of the patient. It is parasitic, and is now
removed to this class. The itch insect or *‘ acarus scabiei” is found at
the end of the little furrows characteristic of this disease, and can
sometimes be picked out with a needle from this situation for micro-
scopic examination. (See Fig, 23.) These furrows are seen as small
white lines, about a quarter of an inch in length, at most, chiefly at the
sides of the fingers near the clefts: they are usually tortuous: they are
sometimes inflamed, often interrupted by dots, or by vesicles, and are
very apt to be destroyed in their appearance by scratching. The pre-
sence of the insect sets up violent itching : this leads to scratching and
the appearance of a *‘ pruriginous eruption,” or to the development of
large pustules (so called ecthyma), or it may be to eczema. The dis-
tribution of the eruption is very important in the diagnosis (see p. 109).

Squanz, This class included, according to Willan and Bateman,
Pityriasis, Psoriasis, Lepra, and Ichthyosis.

Pityriasis, or desquamation, oceurs after erythema, febrile rashes, and
various other affections of the skin ; but it is not usual to speak of it
under this technical name when it forms only a stage in a disease.
‘* Pityriasis capitis ” is characterised h;,' the shedding of minute scales
from the head. ‘ Pityriasis versicolor ” is parasitic, and is not properly
speaking a squamous disease, although minute scales are sometimes
shed. (See Fig. 29, p. 131.) * Pityriasis rubra acuta ” is a rare disease
characterised by great redness of the skin and the shedding of large
true scales, without moisture and without much infiltration of the skin.

Psoriasis and lepra (alphos) are now classed as one disease. The
name ‘‘ lepra’ is unfortunate ; it is used frequently for true leprosy,
but was also applied to the patches of psoriasis, in which the disease
spread at the circumference (psoriasis ecircinata) while the centre was
healing ; the form of a ring was thus assumed. Psoriasis is a true sealy
disease, without moist secretions, the scales are white and often glitter-
inﬁ, somewhat imbricated and very adherent; they appear on dusky
red patches, which are slightly elevated ; all degrees of density in the
arrangement of scales are found. All parts of the body may be affected ;
the extensor surfaces of the elbows and knees seldom escape in an
abundant eruption of simple psoriasis. When it appears on the palms
of the hands, or on the soles of the feet alone, it is very often syphilitic.
A form of psoriasis, Rresenting the shape of rupia crusts, has been
named ¢ P. rupioides.

Ichthyosis. When the skin is dry, harsh and wrinkled, with thin
scales loose at their edges, the term ‘‘ xeroderma™ is sometimes used.
When the scales are thicker, more abundant, and mingled with sebace-
ous matter, the name ‘‘ ichthyosis " is applied. It is a chronic disease
dating from childhood.

Tveercvra., The diseases grouped by the old writers under this
heading have but little in common. They were Phyma (boil), Verruca
(wart), Molluscum, Vitiligo, Acne, Sycosis, Lupus, Elephantiasis,
Frambeesia.

Acne is an inflammatory disease of the sebaceous follicles and glands
characterised by pimples or pustules, often arising from *“ comedones "——
small white pimples with a central black speck. ‘‘Acne rosacea”
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affects the nose chiefly : there is much redness and hypertrophy of the
skin with more or less acne. The cutaneous surface presents dilated
vessels : although often associated with intemperance it frequently
exists quite apart from this,

Sycosis, as now recognised, is distinguished as parasitic or non-
parasitic : the latter form affects the hair follicles, chietly on the beard
and face, giving rise to pustules, papules, and crusts. The parasitic
form affects the same parts, but the mischief is due to the same kind of
parasite as occurs in ringworm. (See Figs. 27, 28, pp. 117, 118.)

Lupus 18 an inflammation and ulceration of the skin occurring in
scrofulous subjects, and characterised by the presence of new formation.
When slight and superficial, without ulceration, it is called **lupus
erythematosus.” When the deposit forms little swellings, without
uleceration, *‘ lupus non-exedens " 1s the term applied : when ulcerations
and cicatrices are present, it is called ‘‘lupus exedens”: even in the
other form, however, subeutaneous cicatricial marks may be traced.

Molluscum is a term applied to soft tumours of the skin, one variety
is fibrous, *‘fibroma mﬂlftzscum " : another variety, not exceeding a pea
in size, is epithelial, * mollusenm epitheliale” : this latter is the con-

ious variety.

Elephantiasis is a name applied to two quite different diseases :
‘“ elephantiasis Arabum " (well 1llustrated in the ‘¢ Barbadoes leg ") is a
chronic hypertrophic disease of the skin and subcutaneous connective
tissue, characterised by enlargement and deformity of the part affected,
accompanied by lymphangitis, swelling, cwdema, tl?trickening. induration,
pigmentation, and papillary growth. *‘Elephantiasis Gracorum™ (or
true leprosy, also often termed ‘‘lepra”) is an endemic, chronie,
malignant, constitutional disease, characterised by alterations in the
cutaneous, nerve, and bone structures, resulting in ansmsthesia, ulcera-
tion, necrosis, general atrophy and deformity. (Duhring.) True
leprosy occurs in the form of masses of infiltration and tubercles
(tubercular form) ; in smooth patches (macular form); and in patches
with anmsthesia (anwmsthetic form): these forms may occur separately
or in combination,

Frambesia, or ** yaws,” is a disease of the West Indies characterised
among other things by papules or tubercles on the skin : it need only
be mentioned here,

Vitiligo is an affection of the pigmentation, and will be referred to
under that heading (p. 132).

A satisfactory classification of skin diseases might be attain-
able if the causes were more fully known. As yet this method
is only very partially available. By it the eruptive fevers
are separated from other skin affections; and, indeed, in the
following table they have been removed altogether., The
parasitic diseases of the skin are likewise separated from others,
as they form a natural group by themselves. In the absence
of the etiological method, the anatomical site of the disease
and the nature of the pathological process, so far as it can
be known, seem to form the best basis. The table here given
is from Dr. Duhring’s work on “ Diseases of the Skin,” 3rd
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edition, Philadelphia, 1882. It is essentially Hebra’s classi-
fication.

CLASS 1. ANOMALLY SECRETIONIS—DISORDERS OF SECRETION.

SEBORRHEA, CoMEDO, MILIUM, SEBACEOUS CYST. Sebaceous Glands,

HYPERIDROSIS, ANIDROSIS, BROMIDROSIS, CHROMI- }
DROSIS, SUDAMEN. Sweat Glands.

CLASS II. HYPERZEMILE—HYPEREMIAS.
ERYTHEMA SIMPLEX, ERYTHEMA INTERTRIGO, Erythematous.

CLASS III. EXSUDATIONES—INFLAMMATIONS.

ERYTHEMA MvuLrtirorME, ERYTHEMA NoDosoM, UR- o
TICARIA. : } Erythematous.

|’ Erythematous, Vesi-

EczeMA. cular, Pustular, Pap-
1 ular, Squamous.

Herres, HERPES ZosTER, HERPES IRIS, MILIARIA. Vesicular.

PEMPHIGUS, Bullous.

LicHEX RUBER, PRURIGO, LICHEN SCROFULOSUS. Papular.

AcNE, AcNE RosACEA, ByYcosis NoN-PARAsIiTICA, IM- } Pasblas
PETIGO, IMPETIGO CONTAGIOSA, ECTHYMA. 1

Psoriasis, PITYRIAsIS RUBRA. Squamous.

FURUNCULUS, ANTHRAX. Phlegmonous.
Erythematous, Vesi-

DERMATITIS. { cular, Bullous, ete.

CLASS IV. HEMORRHAGLE -HAEMORRHAGES.
PURPURA. Corium, ete.

CLASS V. HYPERTROPHLE—HYPERTROPHIES,

LENTIGO, CHLOASMA, NEVUS PIGMENTOSUS, Pigment.

MoLLuscuM EPITHELIALE, OCaLLosiras, CLAVUS,
CorNu, VERRUCA, IcHTHYOsS1S, KERATOSIS  Epidermis, Papille
P1LARIS.

SCLERODERMA, MORPH®EA, SCLEREMA NEONATORUM, } Clarinm
ELEPHANTIASIS ARABUM, DERMATOLYSIS, 3

HYPERTROPHY OF THE HAIR, Hair.
HYPERTROPHY OF THE NAIL. Nail,

CLASS VI. ATROFPHIE—- ATROPHIES.

ALBINISM, VITILIGO, CANITIES. Pigment.

ATROPHIA CuUTIS, ATROPHIA SENILIS, STRIE ET } Cloriam
MACULE ATROPHICE. 3

ALOPECIA, ALOPECIA AREATA, ATROPHY OF THE Hai
HaIg. %

ATROPHY OF THE NAITL. Nail.
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CLASS VII. NEOPLASMATA—-NEW GROWTHS.

KELoip, MorrusouM FIBROSUM, XANTHOMA, Connective Tissue.

RHEHINOSCLEROMA, LUPUS ERYTHEMATOSUS, LUPUS
VULGARIS, SCROFULODEEMA, LEPRA, SYPHILO- Cellular.
DERMA, CARCINOMA, SARCOMA.

NEvVUs VascuLosUs, TELANGIECTASIS, Bloodvessels,
LYMPHANGIOMA, 'Lymphatics.
NEUROMA. Nerves.
CLASS VIII. NEUROSES —NEUROSES,
HYPERESTHESIA, DERMATALGIA, PRURITUS. Hyperssthesia.
ANESTHESIA. Anmsthesia.

CLASS IX. PARASITE—PARASITES.

T. SyYcosIs.
TiNEA VERSICOLOR.

Scasies, Pepicurosis CariTis, PeEpicunosis Cog- } A tal
PORIS, PEDICULOSIS PUBIS. ;

TINEA FAvOsaA.
TiNEA TRICHOPHYTINA,—T, CIRCINATA, T. TONSURANS, Vegetable.

[ERUPTIVE FEVERS. See p. 119,]

Distribution of Eruptions.—In examining a cutaneous erup-
tion it is a great advantage to see the surface of the whole
body, or as much of it as possible. Special abundance of the
eruption on certain parts, or the special exemption of others,
affords at times considerable assistance in the diagnosis. We
can in this way also see at a glance the symmetrical character
of many eruptions, or the essentially local disposition of
others—as when the hand or forearms are affected by some
irritant encountered in a trade, or when the eruption is
limited to the legs and caused by stockings with aniline or
arsenical dyes. Some eruptions, again, follow the course of
certain nerves, and in zona we have usually a pretty strict
limitation to one half of the body, the eruption stopping at
the middle line both before and behind when the trun%c
involved. But in addition to this general view of the surfar:.e,
special regions must be examined for special eruptions. Of
the febrile rashes, some show first on the face (variola and
morbilli), but most of them appear first on the trunk, so that
we must search the chest, abdomen, and back, and we should
also examine the arms at the anterior aspect of the elbows,
etc., where the skin is delicate. We look at the extensor
surfaces of the elbows and knees particularly in psoriasis; at
the chest and back in syphilis; at the clefts of the fingers in
scabies, to see if any little furrows are present with acari at
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their extremities (see Fig. 23); and also at the inside of the
thighs, the external genital organs, the mammsz, the wrists,
ankles, and umbilicus in this affection: the face is almost
always exempted. We examine specially the chest, armpits,
and between the shoulders for phtheiriasis ; over the chest for
pityriasis versicolor; on the head for ringworm and favus;
over the shins for erythema nodosum; on the face and
shoulders for acne; on the cheeks, nose, and ears for lupus,

ete.

Fi1a. 28.—The itch insect, Adcorus Scobiei. Female ; ventral aspe;:t.
(Drawn by Dr. John Wilson.)

The constitutional disturbance and the general symptoms
associated with cutaneous eruptions must be carefully inquired
into. Pyrexia, headache and perhaps delirium, pain in the
back, sickness, vomiting or shiverings; and pain, burning,
tingling, and itching in the parts affected are the most im-
portant. Intense pyrexia often precedes the appearance of the
rash in the eruptive fevers and erysipelas, and (as mentioned
in the chapter on Pyrexia), the skin ought to be carefully
examined by good daylight, if possible, for any appearance of
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a rash. The inspection of the skin for a febrile rash should, in
the first instance, be made at such a distance (2 to 3 feet) that
the general appearance of the surface can be seen, rather than
any minute alterations in the skin; these may be subsequently
examined if necessary. Pain in the back and vomiting are
especially suggestive of small-pox; intense headache of typhus;
sore throat and vomiting of scarlatina; coryza and bronchial
catarrh of measles: shiverings may occur in the early stage of
any of these, and also in erysipelas. But even in those erup-
tions, usually spoken of as diseases of the skin, there may be
much constitutional disturbance, with considerable pyrexia
and some gastric disorder, as in eczema and urticaria. The
mtensity of the general symptoms bears a much more distinct
relation to the extent of the cutaneous affection in these cases
than in the eruptive fevers. Severe neuralgic pains sometimes
precede, sometimes follow, the eruption of herpes zoster.
Considerable pain is often experienced in eczema, but in such
a case its cause is apparent.

ltching is an important fact in cutaneous disease. It is
seldom very troublesome in the eruptive fevers, although often
present to some extent in measles, small-pox, and chicken-pox.
It is seldom marked in syphilitic eruptions, so that its absence
counts for something in the diagnosis. In urticaria, psoriasis,
and eczema, itching is often very troublesome. In parasitic
diseases it is a very prominent feature, especially in scabies
and phtheiriasis. The existence of itching can usually be
recognized by the presence of a ‘pruriginous eruption” due
to seratching, and the marks of the nails often tell the same
story; this irritation alters the appearance of an eruption very
materially, chiefly by causing inflammation. Itching, however,
may exist without any eruption and for this the term Prurifus
is specially employed. In some of these cases it is obviously
due to a nervous affection, as in “pruritus senilis,” the
itchiness varying much at particular times. Pruritus, especially
at the intestinal and genito-urinary orifices, may be symptom-
atic of pregnancy, or of disease of the womb, stone in the
bladder, saccharine diabetes, piles, or other affections of the
rectum. In many cases, especially (although not exclusively)
in children, itching at the anus is due to the presence of
thread worms ; in them it is often associated with itching at
the nose also, as manifested by picking at the nostrils. But
this picking occurs also in diarrhcea and other forms of
intestinal irritation.



112 CUTANEOUS ERUPTIONS.

Itching is occasionally present to a troublesome extent in
jaundice; it is not unfrequently produced by the internal use
of opium and morphia in all their forms. Some persons are
especially liable to this inconvenience from the use of opium.
An itehing of the eyelids is one of the indications of the action
of arsenic.

Cavses oF CUTANEOUS ErUpPrions. INFECTION, MEDICINE,
Foop. In inquiring as to the cause of eruptions, we may
ascertain the patient’s ideas on the subject, but we must also
interrogate him as to special points in connection with special
forms of disease.

lifection.—In the group of eruptive fevers we inquire for
any similar illnesses in the same family or neighbourhood.
Some assistance, in excluding a disease, is at times obtained by
learning that the patient has formerly had certain specifie
fevers, as a second attack in some of these is but rarely met
with. (See p. 121.) In suspected erysipelas, we inquire for
exposure to this disease in surgical wards, or otherwise ; and
for any contact with puerperal Tever or pymia, espeniall}r if
our patients are predisposed to infection by recent parturition,
open sores, etc. In children, and especially in hospital
practice, where infection may be present, wounds or open sores
predispose to the occurrence of scarlatina, which may be
mistaken for erythema or erysipelas.

In syphilitic eruptions we may inquire for the history of the
original infection in the patient. Sometimes we inquire as to
the husband in the case of a suspicious eruption in a married
woman ; of course, in doing so, care and discretion must be
exercised. Or in the case of congenital syphilis we may have
to search for the evidence of infection in the parents, and in
the brothers and sisters; in this last variety, the occurrence of
abortions before the birth of the patient is often an important
indication of syphilis. But in addition to cases of this kind,
we can sometimes trace the infection of a patient from
secondary or congenital syphilis. A nurse’s arm may be
infected from the sores on an infant’s anus, or the nipple from
the sores on the child’s mouth, or vice versa. (See Syphilitic
eruptions, p. 132.)

In “impetigo contagiosa ” the patient may inoculate one
part from another by means of seratching, or may communicate
the disease to another person.

The occupation is important in connection with cases of
suspected glanders, malignant pustule, ete.
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In parasitic diseases, we often gain considerable assistance
from the knowledge of their having spread by infection. Thus,
if two persons sleep in the same bed, scabies in the one is
almost certain to be communicated to the other. This disease
is also ecommunicated by infected bed-clothes, apart from any
direct contact with patients so affected. In ringworm, the
affection often spreads from the use of the same hair-brushes,
although the patients may not otherwise be much associated :
ringworm of the body may appear in those who are attending
on children whose heads are affected. In favus, the contagion
may be derived from some pet animal as well as from a patient.
The “pediculus pubis ” is sometimes found in persons of good
social position from their consorting with prostitutes. Its
presence usually gives rise to great itching and irritation of
the parts, but does not always do so. This parasite may affect

Fig. 24.—Pediculus pubis, or Crab Louse, with ova adhering to
the hair. (Drawn by Dr. John Wilson.)

other portions of the body as well as the pubes : it is found in
the axilla, and also on the eyelashes or eyebrows, particularly
in the children of the poor: the ova may be found at the roots
of the hairs, presenting a definitely roundish contour on
examination with a hand lens, and so distingnishable from
small scabs or crusts which they closely resemble. On pulling
out a few hairs, they can be examined microscopically on a
slide.  (See Fig. 24.) The itch insects, anE “ pediculi
corporis ' and their ova often continue to act on the patient
through the medium of the underclothing and the bed-clothes,
even after those on the skin may have been got rid of. Indeed,
the clothes of the patient are the special habitat of the pediculi
referred to, which are on this account sometimes named

“ pediculi vestimentornm ”: they often lurk in the seams,
H
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where they also deposit their ova, which thus escape destruc-
tion. Certain varieties of the same parasitic disease must be
borne in mind while searching for the history of infection :—
thus we have ringworm of the head, of the body, and of the
beard.

Many cutaneous diseases have been found to be associated
with and presumably due to specific micro-organisms. The
bacillus of tubercle and of leprosy and the microbes of the
eruptive fevers, erysipelas, and syphilis may be mentioned ;
but the subject is too complicated, and in some phases of it
too uncertain, to demand more as yet than a mere reference
to it in such a book as this.

Certain medicines and articles of diet are apt to produce
cutaneous eruptions. Shell fish, preserved salmon, cucumbers,
walnuts, game, sausages, pickles, spices, strawberries, and
various other articles produce, at times, an eruption of urticaria
or erythema. Some persons, indeed, are particularly liable to
this effect from special articles, so that it is almost certain
with them to follow their use: in others, the effect is less
constant. These eruptions sometimes simulate the specific
fevers ; the absence of constitutional disturbance in proportion
to the abundance of the rash, and the absence of the special
features of the specific fever simulated, may sometimes guide
us in the discrimination. Of medicines, iodide and bromide
of potassium, belladonna and atropine, quinine, salicylic acid
and its salts, chloral, sulphur, arsenic, tar, and copaiba may be
named as all producing at times cutaneous eruptions ; and the
application of carbolic acid as a dressing sometimes determines
an eruption of erythema which may simulate scarlet fever.

Iodide and bromide of potassinm produce pimples (acne) which appear
chiefly on the face and shoulders : occasionally the eruption is more
distinetly pustular, and has repeatedly been mistaken for small-pox.
The eruption is sometimes heemorrhagic. The affection of the mucous
membrane of the nose and eyes, and the swelling of the glands behind
the jaws, sometimes guide us in the recognition of iodism.

Belladonna and atropine produce at times a distinet erythema some-
what resembling that of scarlatina: a certain similarity to the eruption
of measles is found in some cases. This rash may result from the
internal use of the drug (usually in full doses), or from the action of
external applications in the form of plasters, especially if excoriations
exist on the skin, Dryness of the fauces and more or less dilatation of
the pupils are usually present and assist in the recognition of this
eruption.

Quinine sometimes gives rise to a very pronounced red efflorescence :
this effect is not common.

Chloral often produces a congestion of the skin, and this may assume
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the character in certain cases of patches of redness like scarlatina or
urticaria.

Salicylic acid and the salicylates sometimes determine patches of
erythema and blotches of ecchymosis, which are liable to be further
complicated by the effects of profuse sweating.

Antipyrin, antifebrin, thallin, and some other of the newer anti-
pyretics, produce red rashes at times,

Opinm also seems at times to give rise to patches of redness in the
skin, and by favouring sweating, may cause sudamina.

Arsenic produces, although but rarely, an eruption somewhat resem-

oo o
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Fig. 25.—Root of hair affected with Favus, showing the spores: 250 diameters.
(Drawn by Dr. John Wilson.) See p. 117.

bling eczema, or at least a prominence of the papille with congestion of
the skin. In certain cases herpes zoster has appeared to be due to the
use of arsenie, and pityriasis rubra has also been known to supervene
in connection with its administration. Puffiness and itching of the
eyelids, sickness or pains in the bowels, and whiteness of the tongue
assist in the recognition of arsenical influence. Local irritation from
arsenic may manifest itself by ulcerations of the part affected.
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Sulphur and tar are said to produce at times an eruption resembling
a badly developed eczema. Large doses of turpentine may produce an
erythema.

Copaiba gives rise in some cases to urticaria of the usual kind, but
the white parts of the wheals may be absent, so that the rash is only
red : at times this eruption closely simulates measles, or German measles,
in its general appearance, but it does not specially affect the face and is
not associated with catarrh. Copaiba is so much used in the treatment
of gonorrheea that when we see an eruption associated with this disease
we should always think of the action of the drng. Cubebs has also
been known to produce a similar rash,

Nitrate of silver administered internally for some time may cause a
dark discoloration of the skin affecting the parts exposed to the light.

In addition to the above a great many remedies produce eruptions
from their local action, if applied to the skin.

et}
)
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Fi6. 26.—Portion of Favus Crust, showing the myecelium, with septate cellular
tubes, moniliform rows of cells, and free spores: 250 diameters. (Drawn by Dr.
John Wilson.)

AFFECTIONS OF THE HAIR : EXAMINATION OF VEGETABLE
PArAsITES. Absence of the hair is termed ““alopecia.” This
is sometimes, although but rarely, almost universal, affecting
the face and head, the pubes, eyebrows, and even the minute
hairs in every part of the body (alopecia universalis). The
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baldness of advancing years, and premature baldness, which is
often hereditary, need only be mentioned. The loss of the
hair in syphilis, and after fevers and erysipelas, is usually
only temporary, but sometimes a partial baldness becomes
permanent in this way. Limited rgatches of baldness on the
scalp, and more rarely of the beard, assuming a circular f-::urm
or at least with circular margins, are ‘termed « alopecia areata”
in this affection the hair is quite absent in the fully develnped
affection, the skin being quite smooth and even glossy. It is
supposed by some to be due to a parasite (Microsporon
Audouini), but the disease is regarded now by most authorities
as a neurosis. In ringworm and favus the hairs are not quite
absent, the bald patches present some stunted hairs. In favus
the hairs are found, in a typical case, to pierce a cup-shaped
yellow crust near its centre: this sulphur-coloured erust
frequently has a mouselike odour : patches of red, irritable,
shining skin may be found where the hair follicles have been
destroyed. The parasite in favus is named Achorion Schin-
leinii.

S o —
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Fic. 27.—Downy hairs found in Ringworm after treatment by blistering. The upper
hair shows the point split into filaments b:.' the action of the parasite: the lower
%mwa the shaft split up in the same way : 250 diameters. (Drawn by Dr. John

ilsom,)

In ringworm the hairs resemble stubble, being dry and
withered or sometimes half broken : the brittle hairs break off
short ; there is often white dust at their bases, and the skin
between them presents an appearance like that of a plucked
fowl. The parasite in ringworm is named Tinea Trichophytina
or Trichophyton Tonsurans.

In examining hairs, scales, crusts, etc., for vegetable para-
sites certain precautions should be used. A diseased hair
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i

Fia. 28.—Hairs from a case of Tinea Tonsterans, or Ringworm, showing the parasite
— Tinea Trichophytine. One of the hairs shows the brittle character often found in
this disease. Free spores are seen lying loose as well as in the substance of the
hair : 300 diameters. (Drawn by Dr. John Wilson.)
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should be selected, if possible, for the examination ; we judge
by its stunted, brittle appearance, and by its looseness on
extraction. In examining scales, too much of them may
render the specimen rather opaque ; the scales and even the
hairs may have to be disse.cbec}[' by needles to expose the para-
sitic growths. Digestion in a solution of canstic potash renders
the specimen more transparent. In certain cases it is desirable
to get rid of the fat about the hair or the scales, as the small
oil globules simulate vegetable spores. To remove these
sulphuric ether may be used, either before the application of
the potash or after it, the specimen being dried from the one
before the other is applied.

In examining for vegetable parasites, we search for spores
(conidia) ; these are small globular bodies, usually arranged in
groups or clusters, or in rows ; when rows ot these exist they
may give off branches (sporidia). Branching tubes, often of a
very fine thread-like structure, constitute the “mycelium” or
“thallus” of these vegetable growths; they vary much in
diameter, and often interlace in the most intricate manner.
These growths are not destroyed by caustic potash, aleohol,
ether, or chloroform ; in doubtful cases, where fat, blood, or
pus may simulate spores, these re-agents may be absolutely
necessary for the discrimination. Foreign bodies containing
vegetable fibres may sometimes simulate mycelinm, but care
in selecting the specimen and the absence of branching usually
prevent error. The various peculiarities in the parasitic

rowths and in the hairs may be seen in the drawings of
avus and Ringworm. (See Figs. 25 to 28, with the de-
seriptive notes.)

FEBRILE RASHES.

Certain specific febrile diseases are characterised by the
appearance of a cutaneous eruption. They are typhus, enteric,
and scarlet fever ; measles ; small-pox; and chicken-pox; ery-
sipelas may also be included in this list for our present
purpose. In addition to these, cutaneous eruptions, of a
varied and uncertain character, are occasionally seen in re-
lapsin% fever, in diphtheria, and in cerebro-spinal meningitis ;
some have alleged the occasional presence of an eruption in
pneamonia and acute tuberculosis, but this must still be
reckoned doubtful. In all of these diseases the eruption is
preceded by constitutional disturbance and the general signs
of fever, especially by pyrexia, shiverings, sickness and
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vomiting, headache, pain in the back, and general malaise,
delirium, and great nervous disturbance; convulsions may be
met with in cEildren. Certain of these symptoms are more
pronounced in some fevers than in others, and several of them
may be almost absent in a given case. In addition to those
which may be regarded as more or less common to all, special
symptoms are found in special fevers: as the sore throat of
scarlatina and diphtheria, the bronchial catarrh and coryza of
measles, and the diarrheea of enteric fever. The history of
infection or the presumption of immunity in the individual,
from previous attacks of special fevers, sometimes guides our
diagnosis. The date at which the rash appears, or its absence
at a given time, constitutes an important element in the
differential diagnosis. But in considering the following dates
some allowance must be made for uncertainty in fixing the
exact time when the illness began ; for a slight variation from
the average date of the eruption; and also for the occasional
delay of the eruption quite beyond its usual term, or even
for its non-appearance, its suppression, or its fugitive character
(especially in malignant scarlatina).

Subject to these qualifications, the following dates may be
given :—

DATE OF APPEARANCE OF THE FEBRILE RASHES AFTER

THE FIRST SIGNS OF ILLNESS.

Searlotina rash appears on the first or second day.

Small-pox eruption appears on the third day.

Mensles rash appears on the fourth day.

T'yphus rash appears on the fifth day.

Enteric Fever spots appear on the seventh day or later.

Chicken-pox eruption usnally shows itself within the first day after the
unnsﬁit.[llwinnal disturbance, but this is often so slight as not to be clearly
marked.

German Measles (Red Measles, Riotheln, Roseola, Rosalia, Rubella,
etc.); the rash may appear on the second, third, or fourth day, or it
may be amongst the very first symptoms recognised.

Erysipelas varies considerably as to the date of its appearance on the
skin, but the redness may usually be detected on the day after the
shiverings or other febrile disturbances have appeared. Occasionally,
however, the rash is delayed or suppressed ; or appears only as fugitive’
patches which readily escape notice, just as happens in certain cases of
scarlatina.

The period of Incubation is not always uniform, and in many
cases cannot be determined with accuracy, as the infection
may linger in the clothing or other materials (fomites), for
some time after the more obvious exposure of the patient,
and so may subsequently give rise to the disease.
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PERIOD OF INCUBATION.

Scarlating : incubation period varies from a few hours to eight or ten
days ; apparent prolongation for a longer period (which 1s not un-
common) can often be explained more naturally on the supposition
of infection through clothing and the like,,

Small-pox : twelve to fourteen days.

Varicella, or Chicken-pox : ten to fourteen days; sometimes eighteen.

Measles ; usunally about a fortnight ; said to be seven days when inocu-
lated from nasal mucns ; variation in extreme from seven to twenty-
one days.

Grgmmr. measles (Ritheln) : varies from seven to fourteen or eighteen

ays.

Ty}f) us fever ; varies from a single day to nearly three weeks ; usually
about seven to fonrteen days.

Enteric fever : about two or three weeks.

Eirysipelas : period very uncertain ; probably short, as a rule.

LIABILITY T0 SECOND ATTACKS.

Searlating : an indubitable second attack although rare, is not un-
known: dubions illnesses (such as Ritheln) erroneously called
scarlet fever, may account for many of the so-called second attacks.

Varicella, or Chicken-poz : a second attack extremely rare.

Typhus fever ; a second attack extremely rare, but not unknown ; the
common confusion between typhus and typhoid (enteric) fever must
be remembered in judging of the history given by patients.

Small-pox : a second attack by no means rare ; errors in the diagnosis
from other forms of pustular eruptions are qluite possible. Traces
of former attacks, if severe, are usually visible,

Measles ; a second attack, as alleged, is very common ; possibly this
may arise from there being two forms of measles with quite distinct
powers of infection (see Rotheln or German measles).

Enteric fever : one attack does not seem to afford much if any protec-
tion from a second (relapses are also very common).

Erysipelas : one attack seems rather to predispose to a second than to
afford exemption.

The Scarlating rash, when well developed, presents a bright

uniform redness very similar to that of a boiled lobster. In
the early stage, a multitude of minute red points can often be
recognised, but these soon coalesce and present an uniform
redness. The rash usually appears first on the chest, abdo-
men, neck, or back. It sometimes comes out first on the legs.
It disappears on pressure— pressure with the fingers, or strokes
with the nails leaving white marks. In the progress of the
rash it extends from the trunk to the arms and legs, and
frequently can be seen to have, as it were, fresh developments,
fading in one part while extending to others, and varying in
brightness at different times. Towards the end of the first
week it usually begins to fade, and disappears as a rule before
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the tenth or twelfth day. After the rash fades desquamation
begins, and this is usually in proportion to the severity of the
rash. (Desquamation, arthritic pains, and albuminous urine
often point to the scarlatinal nature of a rash previously
regarded as trifling.) . At times the scarlatina rash is so faint
and evanescent as to elude recognition. Examination by good
daylight is very important in such cases. In malignant forms
the rash is sometimes very dusky or almost petechial ; in other
cases it is patchy and shifting in its appearance. In the puer-
peral form the rash may not be noticeable, or may only be
traceable as slicht patches on the hands or elsewhere.

The rashes most likely to be mistaken for scarlatina are the
belladonna rash, the eruption of urticaria when the white parts
of the wheals are absent, and some forms of erythema. This
last disease has probably been the real affection in some patients
said to have been repeatedly attacked by scarlatina. In young
infants a transient erythema or roseola sometimes simulates
scarlatina : its repetition and the absence of sore throat serve
to distinguish it. The bright redness and the copious desquama-
tion in “Pityriasis rubra acuta” have sometimes been mistaken
for scarlet fever. In “German measles,” the rash often
resembles scarlatina so closely that it cannot be diseriminated
in the later stage of the eruption. In all cases of doubtful rash,
the character of the tongue, and especially the presence of sore
throat, with patches on the tonsils or ulcerations, constitute
most important guides ; indeed, when the rash is copious we must
have great hesitation in admitting its scarlatinal nature if there
be no sore throat. Constitutional disturbance and pyrexia are
present in all degrees in scarlatina, and sometimes are so slight
as to evade our recognition. Subsequent desquamation or
peeling of the skin about the fingers or elsewhere, and the
occurrence of albuminuria about the tenth to the twentieth day
often clear up the nature of a doubtful rash ; but occasionally,
after an undoubted attack of scarlatina, no definite desquama-
tion may be noticeable. A previous attack of scarlatina is not
an absolute protection from this disease, but it is rare to find
clear evidence of a second attack. There is great variety in
the predisposition to take scarlet fever. A person may have
been exposed to the disease, even in the same bed, and escape
the infection, but may be attacked on much slighter exposure
later on,

An eruption of roseola, resembling, to some extent, that of
scarlatina, sometimes appears before the small-pox rash comes

=
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out. It is likewise found after vaecination, and re-vaccination.
A similar redness is noticed occasionally in enteric fever in
its early stage, and in connection with relapses. (Roseola
exanthematica. )

The Small-pox eruption (Variola) appears as a rule on the
third day, but sometimes on the second, fourth, or fifth. In
serious cases it appears early as a rule. The stage of incuba-
tion is usually about a fortnight. Occasionally a *roseola”

recedes the true small-pox eruption, giving rise to the idea of
scarlatina. The appearance of the small-pox rash is usually
associated with a distinet, and often with a very great diminu-
tion of the previous febrile disturbance (see Fig. 10, p. 74),
unless, indeed, in the graver forms, where the decline may be
scarcely noticeable. The eruption appears first on the face and
neck in most cases, but sometimes on the palate, the wrists, or
the trunk ; it spreads to the other parts in a day or two. At
the beginning, the eruption consists of red papules: these can
be felt to be hard, like small shot embedded under the skin.
The pimples in the course of a day or two become vesicular,
but the contents rapidly become purulent, and an area of
inflammation (areola) appears around the pustules; consider-
able swelling and itching of the skin usually accompany a
severe eruption. When the pustules run into one another they
are called “confluent” ; when they remain quite separate the
term “ discrete ” is applied. A depression in the centre of the
pustule usually becomes apparent soon after it is formed, but
this “umbilication,” as it is called, does not always oceur, and
sometimes it becomes effaced. Each pustule is multilocular.
The ““maturation ” of the pustule oceurs about the ninth day.
As the pustules shrink scabs are formed, and when these sepa-
rate dark-coloured stains remain for a time. Depressed marks
or “pits” are left in proportion to the severity of the case.
The small-pox papules may often be felt in the roof of the
mouth, the soft palate, and the tongue; the eruption occurs,
also, in other parts of the mucous surface. In severe cases,
hzemorrhages are seen under the skin as well as inside the
pustules. H@emorrhages from the mucous membranes and a
few papules may be the only visible manifestation of hszmorr-
hagic small-pox.

In small-pox modified by vaccination (Varioloid), the eruption
is usually less abundant and is not often confluent. The con-
stitutional disturbance may be considerable or but slight. The
eruption may closely resemble that of unmodified small-pox, or
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it may consist simply of a few abortive pimples without any
proper vesication or pustulation. Vaccination and re-vaccina-
tion lessen the chance of contracting small-pox very materially.
(For diagnosis see below.)

Chicken-poxr (Varicella) resembles small-pox in many respects,
but it is essentially vesicular, although it may be pustular where
irritated ; the hard nodular papules are usually absent. The
eruption has no special preference for the face, but rather for
the shoulders, back, and hairy scalp. The vesicles are pre-
ceded by an eruption of red spots, but slightly elevated : the
lesion is altogether much more superficial than in small-pox
and there are no dissepiments in the vesicles. The eruption
usually appears within twenty-four hours of the preceding dis-
turbance, it there has been any, but frequently this is slight. A
succession of separate crops of the eruption can often be
recognised from their being present in different stages. It is
an infectious disease, but usually attacks children only. It is
not prevented by vaceination, and does not protect the patient
from small-pox

The chief difficulties in the diagnosis of small-pox arise in the
slighter forms, occurring in vaccinated persons, as the few
pimples which appear may be regarded as trivial, especially
if the patient be subject to acne. In some forms of measles
a certain resemblance to small-pox arises from the spots in
the early stage being unusually hard, or from the dusky hue
and hemorrhagic tendency of the rash. In some forms of
small-pox also, the rash resembles measles from a transient
efflorescence forming a basis for a subsequent papular eruption.
The presence or absence of the shot-like papules peculiar to
small-pox, and the subsequent course, usually guide us aright.
A pustular eruption in syphilis sometimes resembles small-pox
very closely, especially when it appears after great general
disturbance. An eruption from iodide of potassium, usually
papular but sometimes pustular, occasionally simulates small-
pox. The presence of the loculi and the umbilication in small-
pox pustules are often useful in guiding us.

Chicken-pox, although usually differentiated easily enough
from small-pox, is sometimes quite undistingunishable from the
modified form of the disease, at least in isolated cases.

The Measles eruption (Rubeola, Morbilli), appears usually on
the fourth day, and corresponds with an exacerbation of the
prodromal fever. (See Fig. 11, p. 76.) It appears almost
always on the face first. It consists of elevated red spots or
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patches, which tend to assume a circular or crescentic outline,
Av first the skin between the spots is not red, but it usually
becomes so in some parts, and the elevated patches often coal-
esce. The eruption spreads from the face to the trunk, and
from the trunk to the limbs. It may be three or four days
Before the rash attains its maximum extent, and it may be
fading in some parts as others become affected. 'The rash
fades on pressure in ordinary cases, but in grave forms the
eruption may be dusky and even petechml Considerable
swelling of the skin of the face is usually obvious in measles.
The coincident phenomena generally guide us aright in the
early stage or in doubtful cases ; running at the nose and eyes,
sneezing, cough, and bronchitic riles are very common. In
cases with a receding or undeveloped rash we have, at times,
grave nervous disturbance.

The eruptions most likely to be confounded with measles
are copaiba rash (see p. 116), typhus, roseola, and ha@morrhagic
small-pox in the early stage.

The German Measles rash (Rubeola Notha, Roseola, Ritheln,
Rosalia, Rubella) resembles at times measles and at times
scarlatina, or it may begin with a resemblance to measles and
become very like scarlatina. It does not show such a pre-
ference for the face as measles, and the erescentic character is
less marked. The rash may be very abundant with but a
moderate temperature (102° or 103° F.). It usually appears
about the same time after the beginning of the febrile dis-
turbance as a scarlatina rash, but may be somewhat later.
There may be slight sore throat, but seldom any distinct
patches or ulceration. There may be coryza and slight
bronchial catarrh. The symptoms, like the rash, present a
combination of the peculiarities of scarlatina and measles, but
the whole disease is usually mild and of short duration, and
the rash disappears in three or four days. The disease is
communicated by a special infection, evidently different from
that of either scarlatina or measles, and a previous attack of
one or both of these diseases does not protect the patient from
(German measles. It is probable that this disease is often
involved in the not uncommon reports of children having had
measles twice. This form of eruption is sometimes confused
with a copious typhus rash, as well as with scarlatina and
measles. It also resembles the copaiba rash.

The Typhus rash appears from the fourth to the seventh day,
usually about the fifth day from the first signs of acute illness.
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The rash is but rarely absent in typhus fever, except in mild
attacks in young patients, and its extent and depth bear a
distinet relation to the severity of the case. It is, however,
very apt to be overloocked by the inexperienced, owing to its
delicate tint, to its brief duration in some cases, or to the
absence of good daylight for the examination. Sometimes
the inexperienced look too closely into the skin, and so fail
to see the mottled rash, which becomes more evident when
looked at from a little distance. A dirty condition of the
skin, and the presence of flea bites, also render the recognition
of a typhus rash more difficult. Flea bites, indeed, present a
considerable resemblance to typhus spots in certain stages, but
the central minute dark dot or bite can often be recognised ;
flea bites also are generally aggregated on covered parts of the
body, while typhus spots are often seen on the back of the
hands. Before the rash appears in a definite form there is
frequently a congestion or redness of the skin, well shown on
pressing with the fingers, especially over the back, the chest,
and the belly. This condition is associated with suffusion of
the eyes, and a dingy complexion.

There are two elements in the typhus rash, which, however,
are not always both present—these are definite spots and a
more general mottling. The spots, when seen immediately
after their appearance, are usually red, perhaps slightly ele-
vated, and they disappear on pressure. They vary in size up
to about a quarter of an inch in diameter, and are irregular in
their form. In a day or so they become dirty looking, and
cease to disappear on pressure. Fresh spots may appear
during the first two or three days of the eruption, but these
are superadded to the first lot, which remain. The spots ulti-
mately become bluish or reddish brown in colour, and distinet
petechise or subcutaneous hwemorrhages are not unfrequently
developed in the typhus spots. In addition to the distinet
spots just described, we usually have soon after they appear a
general mottling of the skin, as if there were a *subcuticular ”
eruption of minute spots. This, indeed, may be the only
eruption visible in certain cases, especially in the mild forms.
This mottling requires a good light for its observation, and the
chest and abdomen should be well bared for the examination ;
pressure of the fingers is useful in ascertaining the presence of
this rash. The term *““mulberry rash” has been used as
descriptive of the general appearance of the typhus eruption.
The parts on which the eruption first appears are the trunk,
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more especially on the front, the parts about the front of the
shoulders, and sometimes even the arms and hands. The legs,
and particularly the face, are less affected, but when the rash
is copious the distribution may be very general. The rash
persists for about a week after its appearance, fading somewhat
as improvement begins, or becoming blue, dark, or petechial as
death approaches, and the spots continue to be visible on the
dead body if the rash has existed for some time.

A second attack of genuine typhus is very rare, but owing to
the frequent confusion of enteric fever, and perhaps pneumonia,
with this disease, the mere fact of a former attack being alleged
cannot be much relied on, but special inquiries as to the cir-
cumstances under which the illness occurred, and as to its
symptoms, may clear up the doubts.

The eruptions most likely to be confused with typhus by the
inexperienced are those of measles, German measles, and flea
bites. A rash somewhat resembling that of typhus appears
occasionally in relapsing fever. A much more common error,
however, consists in overlooking the presence of the rash alto-
gether.

The Enteric Fever eruption is almost never very obtrusive, and
so it is seldom noticed by the public: as a rule it requires to
be carefully looked for. It appears chiefly on the trunk, and
especially on the abdomen, but an examination of the back
sometimes discloses the only spots visible. The eruption con-
sists of small eircular rose-coloured papules (lenticular spots)
not exceeding one-eighth of an inch in diameter; they are
slightly but distinctly elevated ; they fade, or almost disappear
on gentle pressure, and they fade in this way so long as they
last, differing in this respect from the typhus spots. The
number of these spots in a case of enteric fever varies exceed-
ingly ; in some cases only two or three such papules can be
found on a careful search of the whole body, and in others
there may be twenty or thirty on the abdomen. The abund-
ance of the eruption bears no relation to the severity of the
case. Some cases present only one or two spots, although
carefully examined every day, and frequently no eruption can
be found at all. The spots appear in successive crops, each
crop lasting about four or five days before disappearing. This
feature of a succession of rose spots is most important in the
diagnosis. It can be demonstrated by marking with ink all
the spots visible to-day, say with a circle, those which appear
to-morrow with a triangle, and those which appear next with a
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square ; by the time these last appear, the first marks will be
found empty or containing only the merest trace of a spot.
This eruption seldom appears before the seventh day of the
fever, but its appearance is often much later. Fresh eruptions
may continue to appear until convalescence is fairly estab-
lished, and they may appear during a relapse, even although
none were present in the first attack.

In addition to the rose-coloured lenticular spots, very delicate
blue patches (taches bleunatres) have been described in this
fever as appearing on the abdomen, and an eruption of
sudamina used to be regarded by some as very characteristic of
this disease, but these last are found in various other affections.
(See Sudamina below.)

The chief sources of fallacy in connection with the eruption
of enteric fever are:—(1) An imperfect examination of the
trunk of the body. (2) Mistaking the presence of accidental
pimples for true “rose spots”; the marking and subsequent
observation of these bring out their difference. (3) T:,rphus
spots when freshly out sometimes resemble “rose spots,” as
they fade on pressure at this time, but they become persistent
after a day or two. There is no mottling between t]I‘-? enteric
rose spots. (4) An abundant eruption of “rose spots” has
sometimes been confounded with a typhus rash.

(Enteric fever is contagious no doubt chiefly through the
intestinal excretions: it frequently affects various inmates of a
house about the same time, and arises very often from bad
drains or leaking soil pipes and contaminated water supply.
This may operate in poisoning milk, which seems to be a
very suitable vehicle for the propagation of the poison. A
previous attack does not seem to afford much, if any, protec-
tion from a second. Inquiry into these matters may aid the
diagnosis.)

Sudamina or Miliary Vesicles are minute accumulations of
the secretion from the sweat ducts, arising from obstruction to
their openings. They vary in size, but are seldom larger than
a pin-head. They can be felt as giving a roughness to the
surface and can be seen in good light as glittering points.
Their contents are usually clear ; occasionally there is evidence
of inflammatory action in their contents being opaque and
their bases inflamed. This latter condition has been separated
from sudamina by some, and named *‘ miliaria.”

Sudamina are found in various diseases, characterised by much
sweating, and have no specific significance, although formerly
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they were regarded in this light. They are common in enteric
fever, acute rheumatism, phthisis, and after child-birth.

Erysipelas is characterised by redness of the skin, the in-
flammation has a deeper seat than in erythema, and there is
usually very considerable swelling and elevation of the affected
- part. The redness is usually pretty sharply defined by a line
bounding the part affected, and it extends, as a rule, in a con-
tinuous way from one part to another. Vesication is not
uncommon in erysipelas if severe, and even the deeper sub-
cutaneous tissue may be involved in the more serious forms
(phlegmonous erysipelas) which are met with in surgical
practice. Erysipelas often extends from wounds or sores,
especially when it arises from infection; but it may be
idiopathic, and it seems at times to arise from direct exposure
of the part to cold. In medical practice it is usually found
attacking the head and face, causing much swelling of the
loose tissues about the eyes and nose. Or it may attack a
limb, or beginning in one leg it may spread up the thigh,
and crossing over come down the other leg. It occurs in
newly-born children, spreading sometimes from an unhealthy
umbilicus, but it may appear in older children also, apart
from any open sore. It may attack puerperal women, who
are specially liable to such infection, and in some cases of
undoubted erysipelas no rash may be visible ; such attacks are
usually classed as puerperal fever. Sometimes in arave forms
of erysipelas the patches of redness are irregular and fleeting,
readily escaping notice. In connection with extreme dropsy of
the legs, whether the skin gives way or is punctured, and
sometimes apart from any oozing, erysipelas often forms a
grave complication.

STAINING, PIGMENTATION, AND DISCOLORATION OF
THE SKIN.

Subcutaneous hemorrhages are recognised by their being un-
affected on pressure. When small, the words “ petechiz ” or
“ecchymoses” are used; when large, the term “vibices” i
sometimes applied. These h®morrhages are found in typhus
fever, in small-pox, in purpura, in seurvy, in diseases of the
liver and spleen, and in the terminal stage of dropsy and
other exhausting diseases. We must examine for any history
of h®morrhage from the nose, gums, or bowels in cases of
purpura or of the heemorrhagic diathesis ; and we may some-

times find sub-mucous hemorrhages in the mouth. Purpura
I
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also occurs in connection with rhenmatic affections of the
joints. In suspected scurvy we inquire for a history of de-
privation of vegetables and milk; this may readily oecur in
labourers who often live on tea and bacon and bread. The
presence of spongy gums, and feetid breath, and the existence
of pain and hardness near the heemorrhagic patches, especially
in the calf, usually guide us aright. In disease of the liver,
leuk@mia, ete., the spots of haeemorrhage seem to be due to a
depraved state of the blood. The obstruction of a large vein
may lead to many hamorrhagic spots. In typhus fever, small-
pox, and measles, subcutaneous heemorrhage is an indication of
the gravity of the attack. (See also Chap. ix., Hemorrhages.)

Port-awine stains, nevi, moles, ete., need only be mentioned
here. Their existence since childhood and their general
appearance usually prevent any misconception.

Discoloration of the skin sometimes results from external
agencies, as the application of iodine or nitrate of silver.
Frequently repeated poulticing and blistering may likewise
give rise to a dark mottling or pigmentation of the skin.
On the legs, especially of old people, but also in some others,
we often find considerable darkening and mottling from the
patients sitting much with their legs near the fire. “The site of
old chronic ulcers often presents much staining.

Of medicines administered internally, nitrate of silver may
be mentioned as giving rise to a dark bluish discoloration of
those parts of the skin exposed to the light. This is a rare
accident nowadays, but with such an alteration in colour,
especially in one subject to epileptic fits, we must inquire
whether this remedy has been used.

The yellow tinge of jaundice is described elsewhere, and
some of the conditions most likely to be confounded with it
are there referred to. (See Chapter xii.) Associated some-
times with jaundice, but also occurring independently of it,
we have at times localised yellow patches, chiefily about the
eyelids, but sometimes elsewhere (xanthelasma) : occasionally
the yellow discolorations are associated with distinct firm
tumours of small size oceurring in various parts (xanthoma).

Chlorosis, syphilis, malarial fevers, and cancers may all
produce an unhealthy colour and complexion. In phthisis
also we sometimes see considerable pigmentation about the
cheek-bones and around the orbits; discoloration of the face
also occurs in some chronic renal and splenic affections.

Great exposure to the air and weather, associated with
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uncleanliness, gives rise to a darkening of the skin with
brownish spots and freckles, and sometimes a more general
and uniform discoloration (vagabondismus). Sailors and others
exposed to tropical climates have frequently a swarthy look,
and the influence of race must not be forgotten.

In “pityriasis versicolor” there are defined patches of
brownish discoloration, with minute scales, situated usually on
the chest or at least on the trunk; the parasitic nature of this
eruption can be demonstrated by scraping off a few scales,
digesting in liquor potasse, and examining by the microscope.
The branching growths of the parasite and the aggregation
of spores in bunches are shown in the diagram (Fig. 29).

Fia. 29.— Microsporon Furfur, the ve%tﬂ.b]ﬁ parasite of
Pityriasis Versicolor. Drawn by Dr. John Wilson.
(Dr, M*Call Anderson.)

Pregnancy is very often characterised by considerable pig-
mentation. It is chiefly marked around the nipple, about
the linea alba, and on the face. In uterine tumours, and in
other forms of uterine disease, there are often distinet brownish
patches on the face, chiefly on the brow, but other parts may
also be affected (chloasma uterinum).

In Addison’s disease, the pigmentation affects chiefly the face,
the exposed parts of the neck, the backs of the hands, the axil-
lary and umbilical regions, the genitals and the inner aspect of
the thighs. This discoloration, described as “ bronzed skin,”
resembles the tint of a mulatto, but in some parts the dis-
coloration is darker or almost black. In many cases consider-
- able assistance is experienced by finding brownish stains or
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black streaks on the buceal mucous membrane and on the
tongue and the nipples, although these also may occur in other
conditions. The constitutional symptoms associated with the
pigmentation in Addison’s disease are those of asthenia rather
than of emaciation, combined with great feebleness of the
muscles, including the heart itself. Pains in the back and
wmltm% are not uncommon. The disease may be complicated
with pulmonary phthisis, or disease of the vertebrz, but the

?nﬂs:s can be most safely arrived at when the prostration

typical discoloration seem otherwise inexplicable. It is
commonest in young male adults; greater care is required in
the diagnosis in the case of women, and especially if there be
any uterine irregularity. The presence of hepatic or renal
disease ought also to make us more guarded in our diagnosis in
cases of bronzing.

White patches of skin may result from cicatrices of all kinds.
White streaks are seen in connection with atrophic lesions of
the skin, which may be associated with evidence of atrophy or
defective formation elsewhere. White vertical lines on the
abdominal walls are found habitually in women who have borne
children : they sometimes guide us in forming an opinion as to
this fact. They arise from previous distension : similar streaks
are found in persons of both sexes and in children, in connec-
tion with overdistension from former dropsical swellings of the
belly. White patches from simple absence of pigment in the
skin are named “vitiligo” or *‘leucoderma”: around the
margin of the white pa,tc% there is an increase or deepening of
the natural colour of the skin. Absence of pigment in the
skin, hair, and choroid constitutes ** albinism.”

SYFPHILITIC ERUPTIONS.

Syphilitic eruptions assume nearly every variety of appear-
ance found in disease of the skin. It is of more importance to
recognise an eruption as syphilitic than to define its special form.

E-D following points for such a discrimination are given by
Dr. Tilbury Fox:—1. Previous syphilitic infection, as evi-
denced by the history, by cicatrices of the primary sores, ete.
2. The symmetry of syphilitic eruptions. 3. Their so-called
“copper colour”: duli red at first, becoming reddish yellow-
brown. 4. A tendenc}r to circular form of the ]}at-ches. 5.
The scales when present are very light and small. 6. The
crusts are thick, greenish, or black, and adhere firmly ; vesicles
are flat, and do not rupture readily ; ulceration is common, the
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surface ashy grey, and the edges sharp. 7. Pain and itching
in the parts are not usually troublesome. 8. Polymorphism :
papules, pustules, and tubercles co-exist in the same subject,
or one form of eruption gradually assumes the character of
another,

As to the different periods of syphilitic eruptions he gives the
following chart :—

lst period—Syphilitic fever, with transient hyperemia of the skin,
giving rise to roseola, etc. (about the same time as the sore throat—
a few weeks after mff:ctmn}

2nd period —Hy persmia and infiltration about the sebaceous glands—
syphilitic acne.

Hyper@zmia and deposit in the hair follicles, syphilitic lichen.

——In the derma—papular, and tubercular, squamous and pus-
tular syphilis.

——About the nerves—ﬂﬁphllltm herpes and pemphigus.

drd period—Characterised changes iu pre-existing syphilitic

formations which lead to s:,'ph111t1¢., ulceration, exostosis, ete.

In congenital syphilis we look for mucous tubercles at the
anus or mouth, red patches or pustules on the buttocks, ankles,
or hands, subacute onychia, fissures at the lips; a history of
“snuffles” at birth, and the presence of notched teeth or of
old keratitis or profound deafness are important.

AFFECTIONS OF THE NAILS,

Affections of the nails sometimes serve to indicate constitu-
tional disorders: there are also, of course, local affections of
the parts.

Curving of the nails is observed along with a clubbed shape
of the finger ends, in cases of phthisis ; sometimes the curving
exists without any of the clubbing referred to. This deformity
is not limited to phthisis, but is found in various chronic states
tending to atrophy. It may be found in cardiac and aneurys-
mal disease, and in the latter is sometimes on one side only.

Atrophy of the nails, shown by much curving, yellowish-
brown discoloration, cracking, etc., may result from lesions
of the nerves, or from disease of the spinal cord, and are found
at times even in hemiplegia. Cases are reported of shedding
of the toe nails repeatedly in locomotor ataxy.

T'ransverse white marks, or thinned portions in the nails, are
sometimes clearly seen after serious illnesses, such as fevers.
We may occasionally avail ourselves of them in checking the
history or the dates supplied by a patient; a mark of this kind
half way up the nail may be reckoned as indicating an illness
three or four months previously.
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The nails are sometimes shed in pityriasis rubra, and in severe
eczema affecting their neighbourhood. In psoriasis and pityr-
iasis rubra, the nails are often affected, becoming dingy,
thickened, curved, grooved, and dirty looking.

Onychia, inflammation of the matrix of the nail with sup-
puration beneath it, and loosening of its attachments, is occa-
sionally due to syphilitic disease. Strumous disease may also
determine inflammation of the nails. Parasitic diseases some-
times affect the nails (favus and ringworm).

GLANDULAR AFFECTIONS.

Affections of the lymphatic glands afford many indications
of general constitutional states. They are often, however,
merely dependent on local irritation. Thus a sore on the foot
or leg, perhaps of a trivial nature, may by the strain of walk-
ing give rise to enlargement and tenderness in the femoral
glands ; the anatomical relationship of the lymphatics serves
to indicate the connection of these with the leg, instead of the
genital organs as might at first be supposed. In the neck,
also, the posterior cervical glands may be enlarged from the
irritation of an eczema of the scalp, past or present, and not
as the result of constitutional syphilis. A chain of small hard
glands in this situation, however, constitutes an important
indication of constifutional syphilis, in the absence of any super-
ficial cause for their enlargement. The inguinal glands are
often enlarged, and sometimes proceed to suppuration, from
the irritation of a gonorrheea, or of a soft chancre on the
penis: indeed, the history of suppurating buboes and the
presence of cicatrices in the groin are to be regarded as evi-
dence of some local irritation in the genital organs, rather than
a proof of constitutional syphilis; this may, however, coexist
with the other. The typical form of glandular enlargement in
the groin due to constitutional syphilis, consists rather in the
presence of a group of moderately enlarged, painless, and
moveable or rolling glands, which proceed to suppuration only
in exceptional cases.

Enlargement of the glands elsewhere may be due to syphilis
in the exceptional case of a primary sore being contracted in
some unusual situation: a general affection of the whole
glandular system is also found at times in constitutional
syphilis.

Enlargement of the glands serves as a valuable indication
of an affection of the system in certain forms of cancer or
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epithelioma,; malignant tumours of the breast affect the axillary
glands, malignant growths in the throat affect the cervical
glands, and so on. Even deep-seated diseases may reveal
themselves by such glandular affections, as in the case of
malignant growths at the base of the skull involving the
glands in the neck, and cancer of the abdominal organs
affecting some part of the lymphatic system within our reach.

Enlargement of the anterior cervical glands is due in the
immense majority of cases to a scrofulous constitution, and
their presence, or the evidences of their former existence, from
the scars and ecicatrices left, frequently serve to indicate this
taint. They may, however, be due to some of the other
causes referred to in this section. These scrofulous glands
sometimes remain chronically enlarged, although free from
pain. In persons of a weak constitution, the lymphatic glands
are sometimes enlarged from exposure to cold and other com-
paratively slight causes which would not affect a robust
person. Scrofulous glands may occasionally be felt through
the abdominal walls in cases of tabes mesenterica, but owing
to the swelling and tension of the belly so frequently present
in such cases, very often we cannot detect glandular swellings,
even of large size : the administration of chloroform may relax
t-hedabdﬂmen, and so allow a satisfactory examination to be
made.

A generalised enlargement of the lymphatic glands 1s so
often associated with Leukwmio, that it is well to examine the
blood microscopically when they are thus affected. The rela-
tive proportion of white blood corpuscles to the red corpuscles
varies greatly even in health, and it is often considerably
increased in angmia and also in cancerous affections, but when
the proportion, as estimated carefully in various fields of the
microscope, amounts to 1 in 20 or 1 in 10, the case may be
regarded as one of leukemia ; the proportion is often higher,
and the white corpuscles may even equal the red in number.
(See Examination of the Blood, Chapter ix.) In such cases we
must see if there is any enlargement of the spleen. Leuka@mia
may exist with enlargement of the lymphatics alone (lymphatic
leuk@mia), or with enlargement of the spleen alone (splenic
leukzmia), or both forms of eunlargement may be present.
General enlargement of the lymphatic glands may exist
without lenksemia, although dependent on some grave consti-
tutional affection; the name “Hodgkin’s Disease” is sometimes
applied to this special variety; but it is applied by others, in a
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more general sense, to cases of various kinds with lymphatic
enlargements (lymphadenosis), usually with some affection of
the spleen also, whether the white blood corpuscles are slightly
or enormously increased. In such cases there is sometimes a
complication from the presence of mediastinal or abdominal
tumours (lymphoma) of a similar nature ; these may give rise to
exudations, and so the case may be mistaken for a pleurisy or
peritonitis occurring in a scrofulous subject.

Enlargement of the cervical glands is of habitual occurrence
in scarlet fever ; 1t sometimes appears very early in the disease,
before the other symptoms have been developed, but usually
comes on about the second or third day of the illness, or even
later. It is specially marked in the grave forms with serious
affection of the throat ; in young children, the enlarged glands
may appear like a collar surrounding the neck, this is always
a very serious indication. Glandular affections in connection
with ulceration of the throat, appearing late in the course of
the fever, are always of special gravity. In scarlatina, these
glands often suppurate and lead to extensive sloughing.

Glandular enlargements in the neck, especially about the
angle of the jaw, are sometimes found in diphtheria and other
forms of sore throat and tonsillitis, but they seldom suppurate
or attain the size or extent common in scarlet fever.

Parotitis.—Inflammation and suppuration of the parotid may
be due to scarlet fever, from the general invasion of the glands
in this region. Parotitis is a sequela of typhus which is not
uncommon. It is but rarely seen in relapsing and other fevers
or in erysipelas.

Parotitis may also occur as a special affection, due to a speci-
fic infection, viz., “mumps.” It is very liable to spread in
schools : the period of incubation is about a fortnight. This
disease attacks children chiefly, but not exclusively, and
especially between five and fifteen years of age. Sometimes
it is unilateral but usually double. There is considerable pain,
especially on moving the jaws, and a certain amount of fever
and constitutional disturbance is common. This form of paro-
titis seldom proceeds to suppuration, but it sometimes sets up
a purulent otitis. Occasionally affections of the breast or
testicle, by metastasis, have been observed.

An affection of the parotid, differing from mumps, associated
with marked swelling and even suppuration, may depend on
the implication of the lymphatic glands in its vicinity rather
than on inflammation of the parotid itself.
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The Salivary Glands when much swollen or affected with
caleculi usually come under the notice of surgeons.

The Submaxillary Gland may be inflamed and enlarged from
various causes. A brawny hardness going on to suppuration
in this region is occasionally found from extension of inflam-
matory processes in adjacent parts. It occurs idiopathically
also, and seems to be closely connected with erysipelas, and at
times diphtheria. Such deep-seated cellulitis is known as
Angina Ludovici, :

Plague, Glanders, efe.—Acute glandular swelling (buboes) in
the axilla, groin, and neck are found as a rule in the Plague,
associated often with carbuncles and other evidence of serious
disturbance, but this disease is not now prevalent in Europe.

Glandular swellings are likewise found in connection with
glanders and farcy, occurring in men infected from horses,
asses, and mules ; sometimes pustular eruptions and discharges
from the nose likewise appear.

THE JOINTS,

The joints should be examined in all cases in which they
seem painful. When, from the presence of fever or any other
cause, we suspect the existence of acute rheumatism, gout, or
py@®mia, we must make a careful search in the joints for any
swelling or tenderness. In syphilis, also, the history of pain in
the joints is often important. The presence of chronic disease
of the joints, or the evidence of past mischief in them, may
often throw light on the scrofulous, rheumatic, or gouty tend-
encies of a patient; the evidence of old disease in the joints,
or former suppuration, may serve to explain the existence of
lardaceous disease of the viscera. Local disease of the joints
comes for the most part under the care of the surgeon; the
diserimination of the various lesions from one another, and
from hysterical affections, which occasionally assume this form,
must be sought in surgical works.

On the border line between medicine and surgery is the form
of disease popularly called *rheumatic gout,” but more correctly
named “rheumatoid arthritis,” or “chronic rheumatic wrthritis™;
this is characterised by more or less pain, and especially by
enlargement of the ends of the bones, and deformity or
“nodosity of the joints”; the parts involved are often twisted
out of their position. The knuckles are perhaps the parts
most frequently involved in the early stage, but all the joints
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of the limbs, and even the articulations of the jaw, may be
more or less affected. A certain crackling sensation is often
experienced on placing one hand over the joints while movi
or manipulating them with the other. Although essentially a
chronic disease, the patient may have acute or subacute attacks
superadded ; we then find redness, swelling with effusion, and
tenderness : in some cases there may be a considerable resem-
blance to gout.  Enlargement of the ends of the bones always
implies an old standing affection; osseous deposits may like-
wise exist in the adjoining ligamentous tissues, and may even
be found lying loose in the joints. The general health is
usually deteriorated, and the articular mischiet often dates
from some debilitating or exhausting illness.

Enlargement of the ends of the bones, and other osseous
growths and deformities resulting from spontaneous fractures,
are met with occasionally in cases of locomotor ataxy ; or the
cartilages may become eroded giving rise to crackling sounds
on manipulation, and even to spontaneous dislocation : the
large joints are those chiefly affected in this disease. Chalky
deposits in the joints sometimes simulate the deformity of
rheumatoid arthritis, and some doubt may remain in certain
cases till the deposits are exposed by ulceration. Enlargement
of the ends of the bones, with the appearance of ‘ double
joints,” occurs in children as one of the characteristics of
rickets. (See BONES.)

In acute articular rhewmatism (* rheumatic fever ”) pain in the
joints is usually an early symptom, although there may be
high fever for a day or two before this becomes pronounced.
When the pains are present in various joints (polyarticular)
we can seldom mistake the nature of the illness. But when
the joints of the spine seem the only parts affected, we may
indeed be in doubt, as pain of this kind often arises from
serious disease of the bones, or from certain affections of the
gpinal cord, or of its membranes. For this reason any case of
rheumatism, with acute symptoms, involving the back chiefly,
without any swelling of the joints in the limbs, must always
be serutinised carefully during its progress, as many mistakes
arise from applying the name “rheumatism” to such an
illness ; pain in the limbs, with great tenderness on handlins
them, may be present in the spinal affections referred to, an
this tends further to simulate rheumatism ; more rarely, cere-
bral meningitis may be characterised by hyperw®sthesia in this
way, and cerebro-spinal meningitis usually presents this
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symptom. When the patient is known to have had articular
rheumatism previously, the case is so far simplified ; a rheu-
matic attack may be confined chiefly to the back, but it usually
involves other joints also during some part of its course.

Acute rheumatism usually produces very marked swelling,
with considerable effusion into the joints, and along with this
there is often redness of the skin, and almost always great
pain, especially on disturbing their position in any way, so
that the patient becomes very helpless, and dreads the least
shaking of his bed. The mischief in the joints appears very
suddenly ; it is sometimes very fleeting, shifting about from
one limb or one set of joints to another, or from one side of
the body to the other. Relapses are very common in this
disease, and one attack seems to predispose to another. We
inquire in cases of this kind for the history of any previous
attacks, or any exposure to cold and wet, and also for any
hereditary tendency to rheumatism. We must always make a
careful search for the evidence of cardiac mischief, which may
exist apart from any thoracic symptoms; there is, however,
usually more or less pain in the chest when pericarditis is
present. The temperature of the patient is a very important
symptom in rhenmatism ; a strict watch must be kept on it if
it seems to be rising very high. With such elevations we may
have alarming delirium, coma, or other cerebral symptoms,
although the articular pains may be but slight or may even
have greatly diminished. Sweating is habitual in acute rheu-
matism, and the urine is usually high-coloured and loaded
with urates.

In children, the joint affection in rheumatism is often so
slight and fleeting, that the disease is apt to be overlooked,
or attributed to “growing pains.” In such cases, swelling and
pain about the feet are often the most marked features: in
older subjects, pains in the heels, of an obscure but severe
character, seem often to be essentially rheumatic in nature.
These slight attacks in children may be complicated with
endocarditis or pericarditis, and may lay the foundation of
permanent cardiac disease.

Clirondc forms of rhewmatism arve found in elderly people,
apart, it may be, from any previous acute attacks. This
affection is characterised by pain and stiffness of the joints,
and the muscles and tendinous structures are also more or
less involved. In other cases we have the complication of
rheumatic arthritis.
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Quasi-rhewmatic affections of the joinls occur in scarlotina and
relapsing fever. In the former the articular affection occurs
usually after the first violence of the fever is over, and often
coincides with the period of albuminuria and cutaneous
desquamation. There is not usually much swelling in the
joints, but the pain is sometimes very considerable. (For
more serious articular affections in scarlatina, see Pyzmic
affections of joints, p. 142.)

In relapsing fever, pains in the joints occur at the beginnin
of the febrile attack, and often add materially to the gener‘aﬁ
suffering. They may also return with the relapse. The pre-
sence of high fever and of articular pains in this disease
simulates acute rheumatism very closely, but the epidemic
character of relapsing fever, and its complete absence for
years together in this country, prevent any very frequent
errors in this respect. Here also the joints are but little
swollen as compared with the usual form of rheumatism.
Arthritic pains and swelling occur in connection with pur-
pura (see pp. 129 and 143), and also with the Hemorrhagic
Diathesis (see Chapter ix., Heemorrhages).

Gonorrheeal vhewmatism (g{mﬂrrhmal synovitis) is compara-
tively a rare affection. It must not be supposed to lnclu(_{)e all
the cases of chronic articular pains in patients who have had
at some time a gonorrhceal discharge. Gonorrheeal rheumatism
arises during the period of the urethral discharge. It is rare,
but not unknown, in the female sex. It usually attacks the
knee joint, but it may involve various joints in succession,
and even the synovial sheaths of the tendons. Its appearance
may be marked by a diminution in the discharge. It tends to
recur with a subsequent gonorrheeal infection, or even with
other forms of urethral irritation, or it may linger as a more
chronic affection associated with a gleety discharge, or even
after this has disappeared ; recurring disease is apt to lead to
serions destruction or to stifiness of the joint; although the
health suffers seriously, the patients seldom die of the disease.
Oceasionally this gonorrheeal rheumatism is associated with
ophthalmia at its commencement, and with iritis in its later
stages. As a rare occurrence we may have undoubted pyzmic
synovitis from gonorrhceea, with its usual gravity.

G'out manifests itself by pain and swelling in the joints,
associated with more or less general disturbance; and it
appears both in acute and chronic forms. Gout has a special
tendency to affect the ball of the great toe, especially in the
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first attack, but almost any joint may be involved ; previous
injury renders a joint particularly liable to the gnut} inflam-
mation, and this may determine the site of the seizure. The
joint becomes exceedingly painful in an acute attack, especially
if it be the first; there is usually great swelling, redness or
lividity, and tensmn the veins are usually much swollen, and
after t e tension su'hsides, cedema of the part remains, and the
skin desquamates. The paroxysms of pain have a marked
tendency to nocturnal exacerbations. The fever is usually
much less than in rheumatism, and its intensity seems more
distinetly related to the local inflammation. General dis-
turbance and especially gastric disorder, characterised by
acidity, may be regarderi as usual, and cramps in the muscles
are not uncommon. Alarming symptoms referable to the
stomach, heart, or nervous system sometimes occur in con-
nection with gouty attacks, or with a recession of the articular
affection. The fleeting and erratic forms of attack common in
rheumatism are not found in gout.

The personal and family histories are very important in the
diagnosis of gont in doubtful cases. Gout is rare in Scotland,
except among the upper classes, although not uncommon
amongst working men and hospital patients in London. It is
more common in men than in women, and seldom appears till
the patient is about 40 years of age. The influence of heredity
is very strongly markec{ and this may determine an attack in
those who are very careful in their living. The habits of the
patient as to excess in eating and drinking are, however, very
important ; the use of malt liquors and wines predisposes to
%{;Cut much more strongly than even a free use of spirits.

cess in the use of animal food is likewise potent in produc-
ing gout. The connection of lead-poisoning with gout seems
also to be so frequent, in London at least, as to assist in the
diagnosis. The occurrence of renal affections in gout is like-
wise common, and should be inquired into, and the state of the
heart and arteries should likewise be investigated.

Testing the gouty condition, by finding cr}rstals of urie acid
in the serum of the blood, is ‘recommended by Garrod: two
drachms of the serum of the blood are to be placed in a flat

lass dish and set aside to evaporate slowly ; it is first acidu-
ted slightly with acetic acid, and a fine linen fibre is intro
duced into it; when the fluid has been reduced to the
consistency of a jelly, this fibre is found crusted over with
crystals of uric a{:ic{ if the blood be derived from gouty
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patients, but there are no crystals from the blood of those free
from this taint.

Chronic forms of gout become developed from repetitions of
the acute affection. In gout the tendency is for the recurrences
to be more and more frequent, with less distinet causes for each
attack. The joints are also apt to become permanently changed,
particularly from the deposit of chalky masses in t{leir struc-
tures. These are called *chalk stones” (or “ tophi,” i.e., con-
cretions) ; they consist chiefly of urate of soda along with
animal matter ; their composition may be determined as in the
case of urinary caleuli. Sometimes these concretions give rise
to small abscesses, and in this way become exposed. They are
found in varions joints. Before they become visible the
diagnosis of these hard masses in the joints may be doubtful,
as they may simulate some enlargement of the ends of the
bones. Assistance is afforded at times by finding similar small
coneretions in the ear, especially in the helix, varying in
appearance from the minutest possible vesicle beneath the skin
to a bead-like nodule resembling a pearl.

The constitutional symptoms in chronic gout vary consider-
ably ; dyspeptic disorders form the leading feature in such
cases.

Pywemic afiections of the joints oceur in many cases of pyzemia
as they arise in surgical practice. With these we have no
concern here. Affections of this kind occur after childbirth,
sometimes at a considerable time after delivery, associated it
may be with evidence of suppuration elsewhere (pelvic abscess,
phiebitis, pyemia, efe.). Essentially the same kind of articular
mischief occurs also sometimes in scarlatina. This puerperal
and secarlatinal form of pywemic arthritis is limited to one joint
in some cases, but in others various joints are affected. Such
illnesses, although always serious, are not necessarily fatal.
Pywemic disease of the joints sometimes occurs also after certain
forms of pneumonia, with typhoid symptoms, and after enteric
and some other fevers. 'k‘%:hcn suppuration is known to be
going on in a case, we must always regard articular pains with
great suspicion; gonorrheea has been known to give rise to true
py@mia, and gonorrheeal rheumatism is regarded by some as a
mild form of this disease.

Py:emia, with affection of the joints, sometimes occurs in an
idiopathic form, as it may be called, that is, without any obvious
cause. In such cases the symptoms may resemble those of
enteric fever, although shiverings are usnally present in a
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more pronounced form. In obscure cases it is well to examine
the various joints as to swelling, redness, and tenderness to
pressure.

Py@mic joints are usually painful, but sometimes the pain is
not well marked ; tenderness is very generally present even in
such cases. The pywmic affection has but little of the fleeting
or shifting character of acute rheumatism, but we may see,
even in fatal cases, the implications of certain joints followed
by their recovery, and it may be the supervention of mischief
in others. Actual pointing of a pyzmic joint may take place.

Articular pains with subcutaneous hemorrhages oceur both in
purpura and scurvy. There is a disease,  Peliosis rheumatica”
or “Purpura rheumatica,” in which fresh developments of
articular pains and of ha@morrhagic spots appear together, and
there may be hxmorrhages elsewhere as well ; it is regarded
by some as a mere coincidence of purpura with a rheumatic
attack. In seurvy the articular pains and stiffness of joints,
due to the fibrinous effusions found in this disease, are often
so permanent as to lead to the idea of rheumatic instead of
scorbutic disease. Affections of the joints are also found in
the “ Heemophilia.” (See Chapter ix., Hemorrhages.)

Syphalitic affections of the joints oceur in a slight form in what
is termed the secondary stage. But the more severe and per-
sistent pains occur later, among the tertiary symptoms, when
nodes, etc., become developed. These pains usually affect
several joints, and especially involve the larger joints; they
have a very marked tendency to nocturnal exacerbations, and
the pains are often evidently present in the bones as well as
the joints. Other evidences of syphilis usually coexist with
these pains when they are severe. This manifestation of
syphilis has much value in judging of the history of a doubtful
case,

BONES.

Affections of the bones come so much more under the notice
of surgeons that we must refer to surgical treatises for informa-
tion on this subject : only a few points of special importance to
the physician claim attention here.

Congenital malformations of the skull and spinal column (Enceph-
alocele and Spina Bifida), with protrusion of the brain and
spinal cord, or of the membranes, are often important as fur-
nishing the explanation of convulsive or paralytic symptoms.

A ffections of the skull are met with in Rickets, Hydrocephalus,
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and Syphilis whether this is congenital or acquired. The
enlarged head of rickets may be mistaken for the slighter forms
of hydrocephalus: the head, however, has more of a square
shape in rickets, more of a globular form in hydrocephalus :
the top of the head is usually flatter in rickets ; and although
the sutures and fontanelles are often unduly wide in both, we
can sometimes trace the thickened edges of the rickety bones
forming distinet ridges where the sutures are. In both dis-
eases the small face often contrasts with the enlarged head,
but this is usually more striking in hydrocephalus: in this
disease also the eyes appear strikingly prominent from the
balls being directed downward, and from the exposure of a
large portion of the upper part of the white sclerotic.

Great thinning of the bones of the skull (Cranio-Tabes) is
found as an early symptom in rickets and also in congenital
syphilis. By searching with the finger over the occipital and

adjoining portion of the parietal bone, in particular, little
patches about the size of the point of the finger may be
detected so soft and thin as to feel like membrane. A more
general thinning of the bone may also be recognised, so that it
feels like parchment. On the other hand, thickenings of the
bone may be encountered in cungemtai syphilis, when it
involves the skull, so that four bony eminences may surround
the fontanelle, as described by Parrot. Syphilitic affections of
the skull in the adult, with nodes or with suppuration and
necrosis (corona veneris), are well known to surgeons: they
may likewise point the physician to mischief within the
cranium, giving rise to nervous lesions.

Old depressions of the skull or painful cicatrices have to be
searched for and considered in certain cases of epilepsy.

The examination of the head by auscultation and percussion
will be mentioned in the study of nervous symptoms in
Chapter vi.

Periostitis, Necrosis, Ostitis, Caries.—These are usually re-
garded as l}urelly; surgical, but they may have many close
relationships with internal disease. Syphilitic periostitis and
nodes affecting the skull have been already alluded to, but it
is often important to search on the tibia for evidence of old
lesions of this class in suspected syphilis. Present or past
periostitis, necrosis, and caries may throw light on the consti-
tutional tendency of the patient, or of his relatives, and ma
point to certain pulmonary or cerebral disorders being in all
probability tubercular ; or such affections may give the clue to
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the diagnosis of lardaceous disease of the kidney, liver, spleen,
and intestines. All such affections of the bones are usually so
obvious, and are almost always attended with so much pain,
that they can scarcely be overlooked. Ocecasionally, however,
in young subjects, acute periostitis and * necrosial fever ” may
simulate a general disorder, and may be readily mistaken for
typhoid or some other fever, at least for a time : the diagnosis
may become further complicated by its giving rise to pyzemic
pericarditis, pleurisy, nephritis, etc. In connection with peri-
ostitis it may here be stated that necrosis sometimes occurs as
a sequela of enteric fever. Deep-seated pains in the bones,
with marked nocturnal exacerbations, may afford indications
of syphilitic disease.

nlargement of the epiphyseal extremities of the bones is a
notable symptom in rickets : it occurs chiefly in the wrists
and ankles, but it shows itself also in “beading” at the
junction of the ribs with the costal cartilages, constituting the
“rachitic rosary.” These rickety enlargements may some-
times be confused with the swellings due to congenital
syphilis found at the epiphyses also: but while both are
affections of infancy, the syphilitic lesion is common under six
months, while rickety changes in the bones are seldom pro-
nounced till some months later. In syphilitic affections in-
volving the arms the child may appear to be paralysed from
this cause, and this * pseudo-paralysis” may assist the
differential diagnosis. These deposits may suppurate, but
they seldom open into the joints. Although the ends of the
bones are the common sites of the syphilitic lesion they some-
times lead to local enlargements in the shafts, and when
they involve the phalanges we have the wvariety termed
“dactylitis syphilitica.”

In the form of disease termed “ Acute rickets ” the enlarge-
ments are very rapidly developed, and present more pain
than the mere tenderness of ordinary rickets. This form of
disease has been shown by Dr. Barlow to depend on acute
hemorrhagic lesions due to scurvy or to some tendency allied
thereto. It may coexist with true rickets, but it may occur
without any manifestation of this disease.

Enlargement of the ends of the bones due to rheumatism
has been discussed under JOINTS. (See p. 137.)

Distortion of the long bones is found to a notable extent in
rickets. In the ribs it leads to the occurrence of various
forms of * pigeon breast” : this deformity will be referred to

K .
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and its meaning discussed in Chap. xvi. In the lower limbs it
is seldom present to any striking extent, unless the child has
begun to walk, or at least to stand, and so the worst cases of
rickets, early developed, do not show much deformity of the
legs, as the child never walks. The distortion resulting is best
understood if we imagine all the natural curves and twists of
the long bones intensified to a greater or less degree : some-
times this is enormous ; but the bones may be twisted, from
accidental causes, in quite different directions from the normal
curves, The bones of the upper extremity are also often
distinetly curved, particularly in those patients who have been
too badly affected with rickets to allow of their standing or
attempting to walk. In such cases the little patient sitting in
bed, and moving himself from side to side with his arms, pro-
duces a curving of the bones there from the weight of his
body falling upon them instead of on the legs. The clavicles
are often so sharply bent as to suggest the idea of a fracture.
Softening of the bones in adults (Mollities ossium) is chiefly of
importance from its distorting the spine and pelvis of women
during the child-bearing period. It is associated with obscure
pains, and from the distortion the woman’s stature may be
diminished to the extent of two or three inches. Although
much commoner in women, it ocecasionally affects men, and the
ribs and sternum may be implicated as well as the bones of
the limbs, pelvis, and spine.

Distortions of the Spine must be studied as to whether they
are permanent, or whether they disappear on taking the
weight off the vertebral column. We also ascertain whether
they are lateral (skoliosis); or angular, with projection backward
of the spinous processes (kyphosis); or if there is a general
bulging backwards of the dorsal and lumbar regions, with
slight projection forward of the cervical portion, such as arises
from general weakness or softness of the bones, as in rickets ;
or if there is a “saddle-back” appearance, with projection
forward of the lumbar and lower dorsal region, and backward
of the upper dorsal and cervical portion of the spine (lordosis).
The lateral distortion is found chiefly in girls of poor physique;
such deformities, even when extreme, do not give rise to
paralysis. Lateral curvatures also result from piurisy with
retraction of one side of the chest, especially when this ocecurs
in childhood ; and any inequality in the lower limbs, or arrest
in growth, such as oceurs in infantile paralysis, tends to pro-
duce this deformity. Angular curvature is found in caries of
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the vertebree (Pott's disease), and is often associated with
abscess in various parts, with severe neuralgic pains, and with
paralysis. The deformity named Lordosis or “Saddle-back ”
oceurs at times as an independent affection from weakness or
wasting of the muscles of the back, but it is chiefly interesting
to physicians as one of the leading peculiarities of pseudo-
hypertrophic muscular paralysis.

With regard to skin diseases, the following works may be consulted :—
Hebra and Kaposi, ‘*On Diseases of the Skin,” translated for the New
Sydenham Society, 5 vols., London, 1866-80. — Sir FErasmus Wilson,
“ Lectures on Dermatology,” 4 vols.,, London, 1871-78.—M*‘Call Anderson,
“‘ Treatise on Diseases of the Skin,” London, 1887. —Neumanu, ‘“ Text-book
of Skin Diaeaa.es’,” translated by Dr. Pullar, London, 1871,—Tilbury Fox,
** Skin Diseases,” 3rd edit., London, 1873.—Duhring, ** Practical Treatise on
Diseases of the Skin,” 3rd edit., Philadelphia, 1882, —v. Ziemssen, “ Hand-
book of Diseases of the Skin,” by various contributors, New York, 1885.—
Jamiezon (W, A.), * Diseases of the Skin ”: with plates, Edin, 1888,

For illustrations of skin disease, see Sir Erasmus Wilson, ** Portraits of
Diseases of the Skin,” London, 1848-55.—Hebra und Elfinger, ‘“ Atlas der
Hautkrankheiten,” Wien, 1856-76.—‘‘ Atlas of Portraits of Diseases of the
Skin,” New Sydenham Society, London, 1861-84.—Tilbury Fox, ** Atlas of
Skin Diseases " (based on Willan and Bateman’s Delineations), London,
1877.—Neumann (J.), “Atlas der Hautkrankheiten,” Wien, 1890.— Leloir
(H.) et Vidal (E.), ** Traité descriptif des maladies de la peau, symptomatolo-
gie et anatomie pathologique,” 4to, Paris, 1889—.

For febrile eruptions—Murchison, * Treatise on the Continued Fevers,”
Jrd edit., London, 1884 ; this contains coloured illustrations of the eruptions
in typhus and enteric fevers.—Murchison, ** Observations on the Period of
Incubation of Scarlet Fever and some other Diseases " (Trans. Clinical Socy.,
Vol. XI.), London, 1878.—Finlayson (J.), * Collation of recent authorities
on the Infective and the Incubation period in contagious fevers and diseases,”
Glasgow Medical Journal, May, 1889.—°‘ Reynolds’ System of Medicine,”
Vol. I., London, 1866 ; and other systematiec works on medicine.—Treatises
on diseases of children also contain much that is important here, such as
West, ‘‘ Lectures on the Diseases of Infancy and Childhood,” Tth edit.,
London, 1884. —Eustace Smith, ** Practical Treatise on Diseases of Children,”
London, 1884.—Keating, *‘ Cyclopedia of the Diseases of Children,” 4 vols.
Philad. 1889-90.

The nails and hair are discussed in works on skin diseases,

The glandular diseases are treated of in surgical works ; also in works on
medicine in connection with Leuksemia, Hodgkin’s disease, ete. ; ¢.g., Gowers,
% H!Epin Leucocythsemia, and Hodgkin’s Disease,” in ‘‘ Reynolds’ System of
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CHAPTER V.

EXAMINATION OF THE ORGANS OF SPECIAL SENSE :
TESTING OF CRANIAL NERVES.

AN examination of the organs of special sense is often

called for in the study of nervous symptoms.
The investigation here, as elsewhere, resolves itself into an
objective an%l subjective division. Under the “ Objective” we
include those indications of disease obvious to the observer, or
at least capable of demonstration by some reliable test.
Under the “Subjective” we have various symptoms for the
existence of which we have to rely more completely on the
mere statements of the patient, although these also may be
susceptible of some confirmation. As these two sets of
symptoms often pass into each other, no separation of them
will be made in this chapter.

THE NOSE.

The sense of smell is tested by applying a phial charged with
very distinet odours to the nostril : one nostril should be tested
at a time, the other being compressed, and the mouth also
should be kept shut : the phial, likewise, should be kept closed
till the moment it is required. If the smell be not appreciated
in this way, the mouth may be kept open while the scent is
being sniffed up, or strongly flavoured materials may be given
to be tasted or applied in such a way as to allow the odour to
ascend by the posterior nares. The odour may be blown into
the mouth and the person directed to breathe out through his
nose. The patient may likewise be questioned regarding his
racu%mtmn of flavours in his food or drink, as it has been
clearly ascertained that much of what we discern by the mouth
is really due to the sense of smell, and that those who are
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affected simply with a loss of smell from nervous lesion
(anosmia), are incapable of discriminating the flavour of many
articles of diet (wines, coffee, cheese): such persons frequently
tell us that both smell and taste are nearly gone, and may
complain more of the loss of taste, as they eall it, than of the
loss of smell.

Electrical stimulation of the olfactory nerve, when normal, is
said to be associated with the sensation of an odour of phos-
phorus : this test is painful, and is not often used.

Certain fallacies beset our investigation of this sense. 1.
The presence of strongly pungent vapours or solids (ammonia,
snuff, etc.) may be recognised by those quite destitute of
smell, from the action of these as irritants on the branches of
the fifth nerve: such things, therefore, must be avoided as
tests : asafoetida, valerian, musk, lemon, lavender, camphor,
etc.,, are suitable for this purpose: it is well to use both
pleasant and disagreeable odours while testing. 2. Smell may
seem lost, from some imperfection in the nasal cavity, apart
from any nervous lesion: transient swelling of the mucous
membrane from a common cold, or more serious alterations in
the hard or soft parts (rhinitis, ozwena, polypus, ete.), are
frequent sources of imperfection in the sense of smell : in such
cases smells may possibly still be appreciated (especially as
flavours) by way of the posterior nares: in other cases the
nasal affection may have actually impaired the terminal
branches of the olfactory nerve in the mucous membrane. 3.
In facial paralysis, probably from some difficulty in directing
the odorous current forcibly upward to the olfactory tract, in
sniffing it, there is sometimes an imperfect sense of smell in
the paralysed nostril, without any real defect in the first nerve.
A dryness of the nostril may likewise cause a defect in smell,
—the tears flowing down the cheek instead of into the nasal
duct in certain cases of facial paralysis. Disorders of the fifth
nerve may also produce changes in the state of the mucous mem-
brane and its secretions, and so impair the acuteness of smell.

Anosmia, or loss of smell, as a single lesion, is sometimes
met with in connection with injuries to the head, especially in
fracture of the skull, probably from actual rupture of the
filaments of the nerve. When due to cerebral tumours and
the like, other nerves also are usually involved and not the
first nerve alone. Anosmia has been known to result from
exposure to exceeding powerful smells, forming thus an
interesting comparison with blindness from dazzling light.
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When anosmia is associated with hemianwsthesia, from
cerebral causes, the two are on the same side,—that is on the
opposite side from the presumed lesion in the brain. On the
other hand, when anosmia is associated with aphasia and gross
lesions of the temporo-sphenoidal lobe, the olfactory nerve is
implicated on the same side as the cerebral lesion. It seems
certain that the centre in the brain for smell is on the same
side as the peripheral organ. This centre is located by some
authorities in the uncinate gyrus.

Hyperosmia, or excessive acuteness of smell is found in
certain cases of hysteria, and apparently also at times in the
hypnotic state. It has been recognised likewise in the insane.

Perversions of smell and the associated perversions of taste, as
distinguished from a pure loss or excess of these senses, are
almost entirely limited to cases of insanity, or other serious
affections of the brain and nervous centres, including hysteria.
Such perversions are, no doubt, intimately associated with the
delusions from which the insane sometimes suffer when they
imagine that they are themselves foetid and putrefying, or that
they are asked to eat filth, or that attempts are being made to
poison their food. The occurrence of “a bad smell” consti-
tutes sometimes the aura ushering in an epileptic fit. Occa-
sionally a patient is conscious of a bad smell, really present in
his case, say from gangrene of lung or feetid eructations in
dyspepsia, when the attendants may have a difficulty in
recognising its presence, because of its only coming occasion-
ally with special coughs or eructations,

he use of certain medicines, as phosphorus and some
metallic salts, may likewise produce, at times, disagreeable
sensations in the organs of smell and taste. The use of
bismuth may give rise (probably from the presence of an
impurity) to an odour of garlic in the breath which may be
perceived by the patient and also, more commonly, by the
attendants.

Chronic discharge from the nose is sometimes simply
catarrhal, but it is usually feetid (ozena), and often depends on
disease of the bones which can be detected by the probe.
Such a discharge, in children, from one nostril only, is always
suggestive of the presence of a foreign body in the nose.
Feetor from the nose may be distinguished from fetor due to
gangrene of lung, or from that of sore throat, disordered
stomach, carious teeth, etc., by testing the breath while the
mouth and the nostrils are closed alternately.
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“Running from the nose” is one of the features of ““coryza”
or catarrh of the nasal passages and sinuses connected with
them : it is a leading feature of a *“cold in the head,” and also
forms a prominent symptom in the invasion of measles. The
obstruction to the breathing through the nose observed in
infancy, and known as “ snuffles,” is usually due to syphilis.

THE EYE.

The examination of the eye affords indications of the

greatest variety and importance. No allusion will be made
Eere to diseases of the eye itself, unless in so far as these bear
on medical diagnosis, or unless they might lead to confusion or
error.

The yellow discoloration of the conjunctiva is discussed else-
where in connection with jaundice. For the various points
bearing on the diagnosis of jaundice, and on the colour of the
sclerotie, see Jaundice, Chapter xii.

Opacities of the cornea, traces of old iritis, and the like, are
sometimes useful as indicating, along with notched teeth, deaf-
ness, and other signs, certain constitutional affections, especially
syphilis. Acute iritis may supervene in syphilitic, rheumatie,
or gouty cases while under observation. Scrofulous keratitis
and corneal opacities are also common. The cornea may
become opaque, or may ulcerate, from lesions of the fift
nerve; or it may suffer in this way, from exposure, due to
pa.ml}rsm of the seventh nerve.

The arcus senilis (gerontoxon) consists of an opaque ring, or
segment of a ring, in the cornea at its junction with the
sclerotic. It usually exists in both eyes, when present at all,
but it may be unequal on the two sides. It oceurs ha,bit-ua,ll}r
in persons over 60. When present in younger subjects (35 to
50) it is to be regarded as a sign of early degeneration of the
tissues ; it is very often associated with atheroma, gout, renal
disease, and cardio-vascular changes. The complete ring
round the cornea is less suggestive of degenerative processes
than the segment, to which the word “arcus” more properly
refers. It would seem that strain on the eyes, such as may
arise from much microscopic work, favours the early develop-
ment of this change in the cornea.

Suffusion of the eyes, with injection of the conjunctiva and
lachrymation, is often due to inflammation of the tonjunctiva
and cornea; but we also find it at the beginning of certain
fevers, especially measles and typhus. It may likewise con-
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stitute one of the early signs of meningeal and cerebral
diseases. It is often associated with photophobia.

Photophobia, or intolerance of light, is common to many
diseases of the eye (phlyctenular ophthalmia, keratitis, iritis,
and retinitis). It is also found in certain stages of meningitis,
cerebral tumours, typhus, measles, ete. It is common in many
varieties of headaches and especially in migraine. In nervous
subjects it may exist apart from any serious changes in the
eyeball, there being thus a hyperzsthesia of the retina.

Protrusion of the whole eyeball (exophthalmos) may depend
on abscess of the orbit, thrombosis of the cavernous sinus, or
tumour somewhere behind the eyeball ; in such cases it is
usnally unilateral. When it affects both eyes, and is asso-
ciated with enlargement of the thyroid, and with rapidity of
the heart’s action, it constitutes an important element in the
diagnosis of “exophthalmic goitre” (Graves’ Disease, or Basedow's
Disease). Occasionally the protrusion is much greater on one
side than the other in this disease, and in rare cases it may be
quite unilateral. When the pa.tient looks down, the upper
part. of the sclerotic is unduly visible, from the upper eyelid
not following the eyeball in its downward look, and this
feature, termed “ Graefe's symptom,” sometimes affords guid-
ance in the diagnosis when the exophthalmos is slight, or
recognisable, as yet, only on one side: it is, however, not
infrequently quite absent, even when the exophthalmos is very
marked ; a hesitating or delayed descent may be the only
trace of its presence. A certain retraction of the upper eyelid
in this disease, so as to keep it habitually at a higher level
than normal, is, in like manner, termed *Stellwag’s symptom,”
from its describer. This retraction may exist with or without
defective descent, and apart from the act of looking down. A
similar condition of the lower lid is very rare.

Complete paralysis of the ocular muscles, or of the third
nerve, may lead to a slight protrusion of the eyeball, from the
removal of the backward tension of these muscles. Con-
siderable variation exists normally in the prominence of the
eyeballs.

Inability to close the eyelids properly (lagophthalmos) is very
common, but'. not invariable, in peripheral paralysis of the
facial nerve. (See seventh nerve, p. 197.) It is uncommon,
although not unknown, in the paral}rsis of the face of ordinar
hami{) ia from cerebral causes. This exposure of the ﬂ}’ﬁbﬂf
may to irritation of the conjunctiva or cornea. From
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irﬁtplli[cation of Horner’s muscle the tears often run down the
cheek.

Ptosis, or droop of the wpper eyelid, is a sign of paralysis of
one of the branches of the third nerve. Sometimes, however,
it is not paralytie, being obviously due to some mechanical
impediment to the action of the muscles or eyelids themselves.
When paralytic, ptosis may exist alone, or be combined with
other evidences of a lesion of the third nerve or of intracranial
disease. A certain degree of drooping may be congenital, and
even traceable in families, apart from nervous disease. Associ-
ated with partial ptosis there may be an excessive action of
the frontalis muscle on the brow of the affected side, and a
peculiar upward direction of the face so as to permit of vision
through the chink.

Paralysis of the sympathetic, by implicating the tarsal
cartilages and lessening their tonicity seems at times to cause
a slight drooping of the eyelid.

The movements of the eyelids, according to Dr. Gowers, are associated
with, and to some extent due to, the movements of the eyeballs. In its
downward movement the eyeball communicates a mechanical depression
to the lower lid. In the case of the upper lid, the levator palpebrz is
made to act or relax, by an ‘‘ associated movement,” with the concurrent
action or relaxation of the superior rectus animated by the same nerve.
Hence in paralysis of the inferior rectus we may have an apparent
paralysis of the eyelids when the patient tries to look down, from the
want of the relaxation of the levator palpebra usually associated with
the contraction of the inferior rectus. e may also have in a case of
ptosis, due to cerebral disease, an upward movement of the upper lid
when the patient exerts his superior rectus in looking up, although there
may be no voluntary power over the levator palpebra apart from this
associated movement.

SQUINTING OR STRABISMUS—PARALYSIS OF THE OCULAR
MuscLES—DI1rLOPIA.—In examining for strabismus we get the
patient to direct his vision, with both eyes open, to a point
placed exactly opposite him in the middle line. The observer’s
finger held in such a position suits quite well. This is tried
at various distances, both near and remote, and we notice
whether the centre of the cornea coincides with the centre of
the palpebral fissure. If a deviation occurs (primary devia-
tion), we should notice whether this comes into more promin-
ence when near or when distant objects are looked at; we
also observe whether the eyeball is turned inwards (internal or
convergent strabismus), or whether it is turned ontwards (ex-
ternal or divergent strabismus); we can usually say at once
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which of the two eyes is the one whose axis of vision is
directed to the object, and which is the one that deviates.
Sometimes, however, the patient can “fix” the object with
either eye md:ﬂ'erentl}r, and so either the one or the other may
deviate (“alternate squint”). When the same eye is always
used to “fix” the object there is usually a distinet difference
in the acuteness of the vision on the two sides—the better eye
being instinctively selected by the patient for this purpose. If
now we get the patient to “fix” the object with the less
perfect eye, by interposing a screen of some kind before the
sound one, or by placing a piece of dimmed glass in front of it,
we may then find that the sound eye (which was quite stnught
in the former experiment) deviates inwards or outwards, ]ust
as the other did. In many cases this “secondary deviation,”
as it is called, can be ascertained, by a scale placed below the
eyelid, to be exactly equal to the primary deviation : this is
the common case when an ordinary squint depends on hyper-
metropia or myopia, apart from any paralysis of the ocular
muscles (*‘ concomitant squint”); in paralytic squint, on the
other hand, the secondary deviation is often more extreme
than the primary, and this sometimes constitutes an important
indication of ocular paralysis: getting the affected eye to
“fix” the object is thus a more delicate test in slight cases. A
deviation, however, which originated in a paralysis, in the case
of a hypermetropic or myopic patient, may be perpetuated as
a concomitant squint after the paralysis has passed away ; and
in rare cases, from the persistence of a mon-paralytic squint,
and the stretching of the fibres of the muscle, we may find a
want of proper movement from simple muscular weakness
apart from any paralysis of nervous origin.

In cases of “concomitant squint” there is no impairment of
the movement of the eyeballs; this can be shown by testing
the eyes separately—one only being open at a time, and the
object looked at being carried up and down, and to the extreme
right and left ; the free mobility of each eye in all directions
may then be ascertained. Strabismus having these peculiari-
ties is due to a want of proper adjustment in the action of the
museles, or to a certain shortening of one or other of them ;
such a squint depends, in the great majority of cases, on errors
in the refraction of the eye, convergent squint being associated
with hypermetropia, and divergent squint with myopia; in a
few exceptional cases, however, this relationship may be
reversed. These errors in refraction are in many cases heredi-
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tary, so that a tendency to squinting is also often inherited.
In such cases of strabismus, binocular or stereoscopic vision is
usually sacrificed at an early period, and so the patient is not
troubled with diplopia. Specks on the cornea, and other
defects in the vision, often seem to determine the occurrence
of squinting and the suppression of the vision in the weaker
eye. Patients with hypermetropia and myopia may have
squinting very readily induced by various acute illnesses of a
general nature ; this squint may be temporary or permanent.
It may thus suggest erroneously a cerebral disturbance, under
certain circumstances.

In paralytic squint the movement of the eyeball is impaired
in certain directions, so that it cannot be moved outwards or
inwards beyond the middle line, as the case may be ; the sound
muscle may also overbalance the paralysed one, so that, for
example, in paralysis of the external rectus we have often an
internal squint, and in paralysis of the internal rectus an
external squint. Before concluding that there is ocular para-
lysis, we must see that no merely mechanical impediment
exists to hinder the movements. In paralytic squint the
“secondary deviation” already described is often greater than
the primary, and when the vision is directed towards the
paralysed muscle, or more strictly in the direction of its
action, this is often very extreme. Thus, if a person with
paralysis of the right external rectus be tested as to his affected
eye (the vision of the other being obstructed with a dimmed
glass), and if he be directed to look at an object on his extreme
right, the nervous energy is directed to the right external
rectus and to the leff internal rectus, so as to execute this
conjoint movement ; as the paralysed muscle does not respond
properly, a still further force is directed to these muscles, and
thus the internal rectus of the sound eye is led to contract
excessively, quite beyond anything that is required, and so
produces a marked *secondary deviation ”: its pupil may, in-
deed, be buried within the pai};)ebral fissure.

Diplopia binocularis is common in paralytic squint; this double
vision may constitute the only evidence of a slight paralysis
of an ocular muscle ; for when this “ paresis” (as a slight loss
of power is called) is not great, there may be no discernible
diminution of the movements of the eyeball. Diplopia is usun-
ally complained of by patients when it is present to any marked
extent, but the “false image” is often extremely faint, and the
separation of the two images is sometimes slight, or only de-
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veloped in certain directions of the vision, which the patient
avoids or lessens by the position of his head. Moreover, it is
important to determine the relation of the two images to the
respective eyes, and so a careful test is often demanded. A
candle in a dark room, placed at different heights, and in
different positions to the right or left of the patient, may be
used. It is well also to have a piece of red glass to place be-
fore one of the eyes, so as to allow of the identification of each
image by its colour. If the vision of one eye is less perfect
than that of the other, we place the coloured glass before the
sound eye, so as to render the defective image relativel
plainer. Indeed, this method may reveal a diplopia whiuﬁ
would otherwise escape the patient’s attention. The faulty
image is usually recognised, apart from this colouring, by a
certain dimness or obscurity as compared with the other; the
false image may be placed at the side of the other; or above
or below it ; or there may be an obliquity in its pnsition; at
times also one of the images has a different projection in space,
appearing nearer to the patient than the other; these differ-
ences depend on the affection being due to paralysis of the
superior, inferior, external, or internal recti muscles, or of the
superior or inferior oblique, or to various combinations of
these lesions.

With regard to lateral displacement of the false image, we
must ascertain whether the diplopia is ““ crossed” or “direct.”
If, from the shadowy character of the *false image,” or by
alternate closing of tﬂ'ﬁ eyes, or better still by the assistance of
the coloured glass, the amagrr to the right be found to be that
which is seen with the right eye, then we call the diplopia
“simple,” ““direct,” or *“ homonymous.” If with the same test
we find that the image identified with the right eye is seen to
the left, then we call it “crossed.” * Cmsset% " diplopia occurs
in pa.ralyt.m divergent squint, or when there is a tendency to
divergence of the axes of the two eyes, from paresis of the
internal recti; “simple” or ‘“direct” diplopia oceurs when
there is convergence, or a tendency thereto.

The images may also be superimposed, the one above the
other, and this is usually associated with a certain obliquity in
the position of the i image seen by the paralysed eye; this may
be slightly “crossed ” or not in different cases. (See p. 159.)

In order to facilitate the investigation of these varieties of
}vara.l_'fsm the following details are submitted in a tabular
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FUNCTIONS OF OCULAR MUSCLES,

Rectus superior elevates the axis of vision and slightly inverts the
upper part of the vertical meridian of the eye.

Obliquus inferior! elevates the axis of vision and slightly everts the
upper part of the vertical meridian of the eye.

Rectus inferior depresses the axis of vizion and slightly inverts the lower
part of the vertical meridian of the eye.

Obliquus superior* depresses the axis of vision and slightly everts the
lower part of the vertical meridian of the eye.

Rectus internus inverts the axis of vision.

Rectus externus everts the axis of vision.

' The Rectus superior and the Obliguus inferior are thus required jointly
for a pure elevation.

*The Rectus inferior and the Obliquus superior are thus required jointly
for a pure depression.

OsLigue MovEMENTS,
Elevation with adduction. Reetus superior and internus with obliguus

inferior.

Depression with adduction. Rectus inferior and internus with obliguus
Superior.

Elevation with abduction. Reectus superior and externus with obliquus
inferior.

Depression with abduction. Rectus inferior and externus with obliguus
superior.

Hence we find that the position of the eye or of the pupil
varies according to the special muscle paralysed, when the
paralysis is of such a degree as to give rise to deviation.
Moreover, as this deviation depends on the activity of the
sound muscles quite as much as on the weakness of the
paralysed one, the results are not always uniform, as we may
have to deal with a complex paralysis. In the following
tabular statement only one muscle is presnmed to be affected,
the rest being sound.

RESULTS OF PARALYSIS OF SPECIAL OCULAR MUSCLES
WHEN THE OTHERS ARE SOUND.

Paralysis of Rectus Superior : inability to raise eyehall properly above
horizontal level ; pupil may diverge somewhat downwards, and a
little outwards (from action of the rectus inferior and the obliqui).

Paralysis of Rectus Inferior: inability to lower eyeball properly below
horizontal level ; pupil may diverge somewhat upwards, and a little
outwards (from action of the rectus superior and the obliqui).

Paralysis of Rectus Externus: inability to turn eyeball properly out-
wards ; pupil diverges inwards (from action of rectus internus).

Paralysis of Rectus Internus: inability to turn eyeball properly in-
wards ; pupil diverges outwards (from action of rectus externus).

Paralysis of Obliquus Superior : but little alteration in movements of
eyeball ; slight deviation of cornea npwards and inwards, or simply
upwards.
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Paralysis of Obliguus Inferior: but little alteration in movements of the
eyeball ; slight deviation of the cornea downwards and inwards,
(Paralysis of the sphincter of the iris, giving rise to a moderate
dilatation of the pupil, and paralysis of the accommodation,
often accompany this form of paralysis; this depends on the
branch to the lenticular %Iangliml being given off from that branch
of the third nerve which goes to the inferior oblique muscle.
Occasionally, however, the lenticular branch arises from the sixth
20, DIPLOPIA IN OCULAR PARALYSIS,

Diplopia is specially, or perhaps only, developed when the
axis of vision is turncg in the direction in which the action of
the paralysed muscle should be called into play: thus, upwards
when the elevators are paralysed, downwards when the de-
pressors are involved, and outwards or inwards in the case of
the external and internal recti. Certain actions, as climbing
or descending a ladder, may thus bring a vertical diplopia into
troublesome prominence ; on the other hand, a certain position
of the head is often assumed by the patient so as to prevent
the tendéncy to diplopia. In testing, we require, therefore, to
use various positions for the object.

As already explained (p. 157), the diplopia is “crossed”
when from paralysis or weakness there is divergence of the
visual axes or even a tendency thereto, and for similar reasons
we have “simple” or “direct” diplopia when the tendency is
towards convergence. The action of the superior and inferior
recti as tending to turn the axis of vision somewhat inwards,
when their correctors are paralysed, and of the two obliqui as
tending to evert it when the counter-balancing muscles are
paralysed, must also be remembered. (See p. 158.)

HOMONYMOUS AND CROSSED DIPLOPIA.

External Rectus Paralysed : diplopia is ** not crossed ” ; images on same
level ; displacement increased by moving the object outwards.

Internal Rectus Paralysed : diplopia is ‘‘crossed ”; images on same
level ; displacement increased by moving the object towards the
sound side.

Superior Rectus Paralysed : diplopia vertical and *‘crossed”; image
seen by faulty eye above the other, and somewhat obliquely, chiefly
when vision is directed upwards.

Inferior Rectus Paralysed : diplopia vertical and ‘‘crossed’; image
seen by faulty eye below the other, and somewhat obliquely, chiefly
when vision is directed downwards.

Superior Oblique Paralysed: diplopia vertical and ““not crossed” ;
mm%e seen by faulty eye below the other, and somewhat obliquely,
chie 3 when vision is directed downwards,

Inferior Oblique Paralysed: diplopia vertical and ““not crossed”;

1ma,gfia seen by faulty eye above the other, and somewhat obliquely,

chiefly when vision is directed upwards.
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Instinctive efforts to combat the diplopia are often observed in
patients, as the presence of the *false image” gives rise to a
feeling of distress, and is apt to lead to error anc%l confusion in
estimating the position of objects, especially while walking.
The most natural and intelligible counteracting movement is
the closing of the affected eye, and so at first sight it may
seem that the patient has ptosis: the drooping of the upper
lid, however, is readily seen to be due not to paralysis of the
levator, but to a voluntary action, or even to a spasmodic
contraction, of the sphincter.

But further, the diplopia is developed, in a case of paralysis
of the abducens, because the patient cannot direct the eyeball
outwards, and the diplopia becomes marked in proportion as
the object looked at calls for this action, But although the
patient cannot turn the eye outwards he can rotate the head in this
direction, and by maintaining the head in such a position as to
supplement the action of the weak muscle he can often mini-
mise the troublesome diplopia. These habitual deviations of
the head become in this way suggestive of special forms of
ocular paralysis,

POSITIONS OF THE HEAD IN OCULAR PARALYSIS.

In pa.rsljrsia of the sixth nerve the face is turned towards the paralysed
side,

In paralysis of the fourth nerve the face is directed downwards and
towards the shoulder of the paralysed side.

In paralysis of the third nerve the face is turned habitually towards the
shoulder of the sound side to combat the weakness of the internal
rectus, Special positions of the head upwards or downwards may
be required in ascending or descending owing to the elevators and
depressors being likewise paralysed. Sometimes, from the presence
of ptosis also, no effort is required to avoid the diplopia, as the
vision exists then only on the sound side.

The Clinical Significance of Squint, Ocular Paralysis, and
Diplopia. Binocularis.—When a squint is not of paralytic origin
it has not much significance to the physician, but on this ver
account it is important that he should be able to distinguis
such cases. Occasionally a squint originates in a pum?ysis,
although this may have passed quite away ; in such a case it
has some significance in the history. But it must also be
remembered that in subjects predisposed to strabismus by
optical defects, a concomitant squint may originate in connec-
tion with any acute illness quite apart from paralysis.

When a squint is due to paralysis of the third, fourth, or
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sixth nerves (see pp. 156-160) it has great significance. As a
rule these nerves are affected by lesions at the base of the brain,
or the base of the skull, so that some interference with the
nerve itself in ifs course is indicated, rather than a lesion at its
deep origin ; the lesion is thus on the same side as the paralysed
muscle. Hence these nerves are specially involved in cases of
cerebral tumour and basal meningitis; they are all very fre-
quently paralysed from syphilitic disease within the skull.
They may also be paralysed separately or together from
lesions involving their nuclei (nuclear paralysis). When one
of these nerves 1s involved, the other n::1'=1,nli;=;tir nerves must also
be examined, as combinations of paralysis of the sixth nerve
with patches of anmsthesia in the region of the fifth, for
example, are very suggestive of syphilitic lesions. Paralysis
of the fourth nerve is usually due to syphilis. Paralysis of
these three nerves, however, and especially of the third, may
often be classified with the so-called “rheumatic paralysis” :
that is, they seem to be induced by cold exciting a neuritis.

A form of recurring or periodical paralysis of the ocular
nerves, especially the t'Eird, but sometimes also of the sixth,
has been described : it is ushered in with headache or pain in
the eye. The paralysis lasts for a few days or weeks, and may
recur again and again. These attacks have been supposed to
be allied to migraine.

Paralysis of the third nerve, when complete, includes droop
of the upper eyelid (ptosis) ; paralysis of all the muscles of the
eyeball except the external rectus and the superior oblique ;
dilatation of the pupil ; and some defect in the power of accom-
modation. This paralysis of most of the muscles leads to
great deficiency in the mobility of the eye, as already
explained, and the pupil is directed outwards and perhaps
slightly downwards. The paralysis of the sphincter of the
iris should be specially studied in connection with any signs of
paralysis of the inferior oblique muscle. The dilatation of the

upil in paralysis of the third nerve is only moderate in
egree : 1t can be rendered much more extreme by the use of
atropine. Extreme dilatation of the pupil, therefore, may
suggest some drrifation of the sympathetic, when there is no
question of the use of atropine or other mydriatics. The
various branches of the third nerve may be paralysed
separately, so that we may have ptosis alone, or external
deviation alone, or dilatation of the pupil, or paralysis of the
accommodation, or various combinations up to the most com-
L
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plete paralysis of the nerve. The implication of separate nuclei
of the third nerve seems to account for some of these variations.

A weakness of the ocular muscles, not amounting to
paralysis, is described under the name of “insufficiency.”
The following terms are chiefly used in America: Orthophoria,
tending of the visual lines to parallelism : Helerophoria, tending
of these lines some other way : Esophoria, inward : Exophoria,
outward : Hyperphoria, upward ete. (See also p. 169.)

Diplopia (double vision with both eyes open) may be
associated with a paralytic squint, or it may furnish the only
evidence of paresis in the ocular muscles which may not be
extreme enough to lead to squinting. While diplopia is ex-
tremely common in paralytic squint, it is extremely rare in the
ordinary forms of squinting associated with optical defects :
indeed, even in ocular paralysis the diplopia may cease when
the squinting becomes very pronounced and the affection
chronie, as the patient learns to disregard the false image.
{Compare pp. 156-160.)

Diplopia is sometimes complained of by adults at the very
beginning of cerebral meningitis, probably from the inflamma-
tion leading to a slight paralysis of the nerves. It is also pro-
duced in some persons by much less serious disturbances:
derangements of the digestive organs, for example, may bring
on diplopia and the somewhat allied symptom of vertigo. In
certain cases of alcoholic intoxication there is a want of due
adjustment in the complex movements of the eyeballs leading
to double vision. A similar condition is found in the early
stages of locomotor ataxy arising from want of co-ordination,
apart from squinting or any profound, or at least permanent,

lysis of the ocular musecles: this must be distinguished
from the paralysis and squinting of a more permanent nature
found in the later stages.

Diplopia and strabismus, even when due to disturbance of
the brain, are both particularly apt to oceur in those whose
eyes are not normal in their refraction,

Diplopia monocularis can be readily distinguished from the
diplopia just referred to, as the double vision occurs while
using a single eye. This is comparatively a rare symptom, and
is almost invariably due to some error in the eyeball itself.
Irregularities of the crystalline lens or cornea and the presence
of artificial pupil are the recognised causes of this affection.
Spasmodic affections of the accommodation, hysteria, mental
disorders, and cerebral tumours have, however, been alleged as
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rare causes of the disorder. Occasionally no explanation can
be discovered for this diplopia.

Erroneous Projection, Ocular Vertigo.—An erroneous estimate
of the position of objects is common in cases of paralysis of
the ocular muscles, so that a person (say) whose right external
rectus is affected, when askedp to strike an object pi.ced on his
right, or to walk towards such an object, is often found to aim
at a point too far to the right: this probably arises from the
mind being conscious of an unduly great energy being directed
to the paralysed muscle in the vain endeavour to get it to act:
it appears probable that the position of objects is estimated
from this “out-going current,” as it is termed. This erroneous
estimate of the position of objects in certain directions leads
to constant confusion from the changes which oceur in the
apparent position of objects as the person walks along or even
moves his eyes: hence arises the *‘ monocular vertigo” which
occurs in cases of paralysis of the third nerve, for example, if
the sound eye be closed and the drooping lid be held up as the
patient walks along. An analogous confusion and vertigo may
result from binocular diplopia, or from conditions bordering
on this state : the patient often places his head in such a posi-
tion as to lessen the displacement of the images, or closes the
affected eye altogether. In paralysis of the ocular muscles,
the closing of the sound eye, although abolishing the double
image, does not abolish this monocular vertigo. An erroneous
estimate of the position of objects, or of the position of the
false image in diplopia, from an apparent forward displacement,
is found to occur in certain cases of ocular paralysis, particu-
larly when the fourth nerve and the superior oblique muscle
are involved. Vertigo from labyrinthine disease forms an
interesting comparison with ocular vertigo. (See p. 183.)

PuriLs.— Equality or Inequality.—Normally the pupils are
equal : they dilate considerably in the dark and contract when
exposed to light. Occasionally, however, the pupils are un-
equal congenitally, and the response to light diminished in the
eye whose pupil is already contracted : or both pupils may be
small from birth (congenital myosis). In examining such
cases we should do so while they are shaded from any bright
light. Inequality of the pupils is occasionally found in some
persons (congenitally 7) along with other indications of an
affection of the sympathetic, such as unilateral sweatings.
Old iritis sometimes accounts for the contraction and immo-
bility of the pupil observed : this can usually be made out by
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detecting traces of exudation, or some irregularity in the out-
line of the iris, especially on dilatation with atropine, or the
exudation may be seen on the capsule of the lens on ophthal-
moscopic examination. As iridectomy is now so common, the
student must learn to recognise an artificial pupil. The possi-
bility of an eyewash containing belladonna, atropine, cocaine,
or some other mydriatic being used must never be forgotten in
the inquiry : occasionally a little belladonna gets into an eye
quite accidentally. The action of belladonna in dilating, or of
Calabar bean in contracting, an abnormal-looking pupil, affords
assistance in the study of this abnormality in special cases.
This has been recommended as a test in distinguishing paralytic
from spasmodic changes in the pupils : the distinction between
spasm and paralysis, a.lthnun*h it should be kept in view, has
not yet been sufficiently clﬁarl:,r differentiated.

Apart from such aceidental circumstances, inequality of the
pupils is always a fact of great importance. (1) In cases of
dilatation, there may be some lesion of the third nerve, the
significance of which must be estimated by considering whether
the other branches of this nerve are involved. Irritation of
the sympathetic (as distinguished from paralysis) has likewise
been supposed to lead to dilatation of the pupil. In suspected
cases of this kind we must search for evidence of disturbance
of the sympathetic, and we must see if any of the cranial
nerves are affected. (2) Abnormal contraction of one pupil,
or, more strictly, the absence of any considerable dilatation
when shaded from the light, may be due to some affection of
the sympathetic in the neck, or of the cervical spinal cord
(spinal myosis ; idiopathic affection or wounds of, or pressure
on, the sympathetic in the neck from tumours, especially from
aneurysms); it is also common in general paralysis of the
insane. (3) The inequality may be due to some unilateral
lesion of the brain, or perhaps to unequal pressure of fluid on
the two sides of the brain in cases of i injury or effusion. Even
when due to serious disease the inequality does not always
preserve the same degree and, indeed, is not always persistent.

Alterations in the size of both pupils are likewise important.
The absolute size of the pupils may be measured by apply-
ing the holes of a catheter gauge over the pupil, taking
them in succession till one is found to agree. Or the diameter
in millimetres may be pretty accurately estimated by the
eye, on comparison with a series of black spots. Such a
scale is included in Nettleship’s pocket case of tests for
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the eye: the sizes selected by him are those reproduced here :
in his scale the black spots are printed on tinted paper to
resemble, so far, the background of the iris. On

[
holding this series of :Ec)ts by the side of the pupil, ;
the eye can usually read off the size with confidence. ®
(See Fig. 30.) A statement of the size in figures is )&

much more satisfactory than descriptive or figurative
words such as “pin hole pupils,” etc. The normal
size varies from about 3} mm. to 7} mm. according
to exposure to light, the influence of age, etc. Some-
times the pupils are unduly dilated or contracted,
and sometimes they fail to respond to light and
shade in the usual way. Contraction of the pupils
may be produced by the use of opium, and this
affords a valuable means of diagnosis in cases of
suspected opium poisoning, and also in estimating the
effect which opium, as a medicine, may have had on
the system. Belladonna and atropine, administered
internally or absorbed through the skin or mucous
surfaces, as well as applied to the eye and brow, pro-
duce well-marked dilatation of the pupil : if applied
to one eye they act only on one side. Calabar bean,
applied to the eye or given internally, causes well-
marked contraction. Atropine and Calabar bean
seem to have a special and direct stimulating in-
fluence on the radiating and circular fibres of the
iris, respectively, in addition to any paralysing effect
on the nervous supply. Alcohol and chloroform like-
wise affect the pupil, but in rather an uncertain way,
due in part, perhaps, to their dose, and to their
varying effect on the system: other agents also have
at times an action on the pupil. In profound alco-
holic coma the pupil becomes contracted when the
patient is left undisturbed : on shaking or trying
to rouse him, the pupils dilate, without other signs
of consciousness showing themselves, and after five
or ten minutes slowly return to their contracted state.
(Macewen.) A somewhat similar reaction, with more
rapid return to the contracted state, is sometimes
seen in apoplexy. In cerebral diseases the pupils . so.

are often unduly contracted or dilated, but it isfypitiometer.

scarcely possible, in the present state of our know- cxpress  the
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ject. In simple serous effusion, when severe, in meningitis
with effusion, and in many cases of apoplexy, the pupils
are dilated, and this is wusually reckoned among the

“pressure signs.” In not a few cases of apoplexy, how-
ever, the pupils are contracted, and this is seen in some of
the worst and most rapidly fatal forms of h@morrhage im-
plicating the pons and meduﬁa oblongata. In epileptic fits the
pupils are often contracted during the fit and dilated after it.
The student must content himself with noting the state of the
pupils, reserving the significance of the sign for further con-
sideration and study in view of the whole facts. In cases of
total blindness of both eyes the pupils are permanently
dilated, unless indeed there be adhesion of the iris. In typhus
tever, espemaﬂ}r in the stage of delirium, the pupils are usually
contracted : in enteric fever, on the other hand, the pupils are
rather dilated. In the uremic poisoning of renal disease the
pupils are only moderately contracted as a rule. During
natural sleep the pupils are contracted : this can often be seen
by gently raising the eyelids: the pupil then dilates as the
person awakes, and if the light be bright it immediately con-
tracts again under this stimulus. Under moderate doses of
chloral the behaviour is the same as in natural sleep.

Reflex dilatation of the pupil may be produced in the
healthy subject by pinching the skin, especially near the eye,
and this test is applied in studying the other pupillary reflexes,
—response to light, and the contraction during the act of con-
vergence and accommodation. Under the influence of great
pain the pupils often dilate, and likewise under various states
of emotional excitement. Habitual dilatation of the pupils is
sometimes noticeable in boys addicted to masturbation. Just
hefore death the pupils almost always become dilated, even if
they have been contracted before (say from opium) ; soon after
death, however, they undergo contraction to a varying extent,
followed by a subsequent dilatation. (See also p. 167.)

Rhytlanical alternations in the size of the pupils can often be
seen in * Cheyne-Stokes respiration.” (See Chap. ix.) The
pupil contracts during the period of apneea, so as to resemble
the state found during sleep : with the first few breaths of the
ascending series, the pupil begins to dilate, to contract again as
the respiration stops. Sometimes a rhythmwal contraction
and dilatation can be seen with every respiratory act durmg
the full deep breaths of the ¢ Cheyne-Stokes respiration.”
Similar alternations with each breath have been noticed during
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the stertorous breathing of coma. The pupil dilates with the
inspiration and contracts with the expiration.

The sensitiveness of the pupils to light should be tested by
first covering the eyes with the eyelids and fingers, and then
opening them suddenly ; or by keeping the lids open and shad-
ing the eyes from the light and suddenly exposing them again ;
the degree and rapidity of dilatation and contraction may be
thus observed. Light from a taper or candle held a few feet
away often suits better than daylight, as its direction is more
under control ; or the light from an ophthalmoscope may be
suddenly directed upon them. We prefer to get the patient to
accommodate for a distant object, to prevent confusion from
the contraction due to convergence and accommodation. This
test of the pupillary reflex is sometimes applied to discover
the sensitiveness of the retina in those who are unconscious or
unable to express themselves. In such cases, we may have
contraction of the iris in a blind eye through the influence of
light on the other, if it be sensitive, and there may be likewise
a sympathetic dilatation : hence it is better to test the eyes
separately. For similar reasons a widely dilated pupil on one
side may, by admitting more light, lead to an excessive con-
traction of the other. The amount of contraction on exposure
to light is usually greater in young persons, and when the
pupils are naturally large. The sensitiveness of the pupil to
light is often much diminished in apoplexy, and also when
there is effusion of any kind on the brain. In some cases of
meningitis the pupil is affected by light, but instead of
contracting it oscillates, i.e., varies between contraction and
dilatation in a curious way. (Tremulous oscillation of the iris
itself, backwards and forwards with a wave-like motion, arises
from undue fluidity of the vitreous, probably eombined with
rupture of some portion of the ligament of the lens, and is
only of ophthalmic interest.) When the pupils are much
dilated or contracted from the influence of drugs, or from
paralysis, or from congenital peculiarity, they are not readily
affected by light.

“Hemiopic pupillary reaction,” or contraction of one half of
the iris only, on exposure to light, has been described as
oceurring in some cases of hemianopsia.

Contraction of the pupil during the act of accommodation and
convergence 18 a normal occurrence. Occasionally it is found
that pupils which have lost their reflex response to light may
contract by an associated movement on accommodation for near
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objects. This is found chiefly in cases of locomotor ataxy,
and this reaction of the pupils is named, from its describer,
the “ Argyll Robertson pupil” or symptom. The pupils in
such cases are usually small. The influence of stimulation of
the skin may be tried to see if this pupillary reflex is also
absent.

The accommodation of the eyes for distinct vision of near
objects becomes defective with age (about forty-five or fifty
years of age); this “ presbyopia,” as it is called, is probably
due, in part at least, to changes in the lens itself ; such defects
become more pronounced and occur at an earlier age in those
who are hypermetropic, and so require to use their accommo-
dation even for distant vision. The accommodation may be
defective from some mervous lesions, as when the third nerve
is paralysed, and diphtheritic paralysis of the accommodation
is not uncommon. The size of the pupil is not always affected
when the accommodation is paralysed, although both are very
often involved together. When the vision is defective from
this cause, convex glasses (+ 12" or 3 D) should correct it
fully, provided the person’s refraction is normal (emmetropic).
Atropine, cocaine, etc., paralyse the accommodation pro fem-
pore.

Ophthalmoplegia externa :  Ophthalmoplegia  interna. — These
names are applied to paralytic affections involving the muscles
of the eye. The external form implicates the levator palpebrae
and all the muscles attached to the exterior of the eyeball.
It is usually bilateral, but may affect the two sides with
unequal severity., The pupils may be more or less implicated,
and there may be loss of vision and atrophy of the optic nerve.
It has been ascribed to syphilis and rheumatism. The infernal
form implicates the muscles which affect the movements of the
pupils and the power of accommodation. It is supposed to be
due to an affection of the lenticular ganglion, and can some-
times be ascribed to syphilis. Cyeloplegia is a paralysis of the
ciliary muscle : Iridoplegio, a paralysis of the reflex and
associated movements of the iris.

Strain on the eyes, a sense of fatigue readily induced, and a
great tendency to confusion of the lines and words in a book,
after reading for a few minutes, constitute the indications of
“ asthenopia.” This strain may be prolonged or intensified
to a great extent, and may give rise to headache of such a
character as to suggest cerebral mischief. This excessive
strain may be due to some specially exacting form of work
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arising in connection with the constant and extreme demands
made on the power of the accommodation or of the converg-
ence ; sometimes, indeed, the combination of different and
unnatural degrees of accommodation and convergence may
produce this strain, particularly in those who use glasses.
These excessive demands arise in connection with optical
defects of the eye—hypermetropia, myopia, astigmatism—in
the last the varying demands are incessant and most exacting ;
these defects are often complicated with weakness or *in-
sufficiency ” of the internal recti muscles. The headaches
arising from the strain thus produced, although at first in-
duced directly by taxing the eyes, may continue in a more
permanent form, so as to give little or no suggestion of an
ocular origin of the disorder. Testing the presence and degree
of this insufficiency requires the use of prisms, as described
in ophthalmic works. Of late, the theory of the occasional
dependence of epilepsy on insufficiency of the ocular muscles
has been advanced. Some of the defects referred to un-
doubtedly cause a constant strain on the eyes, which cannot
be relieved by any amount of apparent rest. (See also p. 162.)
Muscee or motes are to be distinguished according as they are
fixed or floating. “ Musce volitantes "—motes floating about
in the field of vision—may be seen by any healthy eye, and in
such cases they are due to minute opacities normally existing
in the vitreous. They may be demonstrated by looking at a
light through a minute hole in a blackened card ; in this
way the shadows of the opaque objects are projected on the
retina. Motes like strings of beads, and also motes darting in
various directions, may be seen at times apart from disease,
especially on looking at dazzling white objects : these latter
are essentially subjective and appear to be due to disturbances
in the circulation. Musce are usually more obtrusive in
myopic eyes, and in conditions of weakness and irritability
of the retina from whatever cause. Motes from normal
opacities must be distinguished from floating specks due to
abnormal opacities in the vitreous; the latter are generally
visible with the ophthalmoscope. Fixed muscae—fixed black
spots or bands—are due to opacities in the substance of the
retina. Opacities in the lens are revealed by ophthalmoscopic
illumination as black bands or streaks, but they are not
perceived by the patient as such, unless by some such device
as the experiment with the blackened card, just described.
Flashes of light (photopsia) are produced by irritation of the
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retina, or of the optic nerve in any part of its course from the
brain. Even gentle pressure on the eyeball gives rise to circles
of 11rrht or phosphenes, and blows produce more violent flashes
in the same way ; such sensations are frequent in incipient
disease of the optic nerve. Flashes of light are likewise often
complained of by those whose cerebral arteries are rigid, and
in whom disturbances of the circulation in the optic nerve, or
in the cerebral centres connected with it, may be presumed to
exist ; they are recognised as amongst the prodromata of
apoplectic and other cerebral seizures.

Coloured spectra (chromopsia) are of somewhat similar nature ;
they have been known to usher in epileptic fits.  Vellow vision
(xanthopsia) is observed in certain cases of jaundice, but it is
rare, at least in a highly marked form ; it is occasionally pro-
duced by santonine administered internally ; this predominance
of yellow renders the recognition of red difficult.

Convulsive movements of the ocular and palpebral muscles may
ocecur as independent functional affections of the eye; the
then come more properly under the notice of ophthalmic
surgeons, but they sometimes serve to indicate cerebral mis-
chief. Spasm of the orbicularis palpebrarum (blepharospasm)
oceurs ‘in cases of intolerance of light, or from other forms
of reflex irritation, and is often associated with hypermetropia ;
at other times there is a clonic spasm resembling winking
(nictitation). Twitchings and spasm of this muscle may, if
severe, be due to central causes, resembling thus certain forms
of convulsive wry neck, twitchings of the trapezius, ete.

Nystagmus {mnvuiswe rhythmlca.l movement of the eyeball)
occurring as a simple ocular affection, and dating from early
life, need not be noticed here. The movements are usually
lateral, rarely vertical : sometimes they have more of a rotatory
character, especially in children blind from hydrocephalus,
cataract, etc. They are often of but limited extent, and of
extreme rapidity ; frequently they require close observation to
detect their presence. Nystagmus seems also to be developed
in connection with particular occupations, as in coal-miners
and some others. It is'also, however, met with as a symptom
of grave disease in the nervous centres : it sometimes appears
in one eye only, but usually in both. The movements can
often be seen at the beginning of convulsions, and are then
regarded as part of the fit. Sometimes they are associated
with a peculiar deviation of the eyes, both eyes being directed
as if the patient were trying to look fixedly towards the back
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of his shoulder (conjugate or lateral deviation of the eyes) ;
associated with this there is often, if not usually, a turning of
the head also in the same direction. The significance of this
combination will be referred to in connection with these other
symptoms. (See below.) Frequently the oscillations of
nystagmus can only be detected when the patient looks
steadily in a given direction, to the extreme left or right, and
in such cases there is sometimes associated with it an appreci-
able paresis of the muscle called thus into play, e.g., of the
right external rectus when the nystagmus appears on looking
steadily towards the extreme right: sometimes, indeed, the
movements suggest a shaky action of the weak muscle rather
than a rhythmical movement. On the other hand, there is some-
times in nystagmus a point at which the eyeballs rest when
the vision is directed there : this is especially seen in miners’
nystagmus. In cases of cerebro-spinal sclerosis, nystagmus is
an important symptom ; it is sometimes present to a glaring
extent, but sometimes it requires to be searched for by direct-
ing the vision steadily to special points. Nystagmus is found
in various cerebral diseases, including tumours : its diagnostic
value is chiefly in excluding mere functional disorders.

Conjugate or lateral deviation of the eyes differs from squint
inasmuch as the two eyes have their axes of vision parallel,
although both are deviated from the middle line. With this
we have often a rotation of the head at the same time ; the
patient has then the appearance of regarding fixedly something
over his shoulder, for almost always the eyes look in the same
direction as that to which the head is turned. The deviation
of the eyes, however, may occur apart from any rotation of the
head. It is often associated with nystagmus.

This curious symptom is found in connection with the occurrence of
convulsions, and also at the onset of certain hemiplegic attacks. In the
former, the symptom appears to be itself due to convulsion or spasm of
the particular combination of muscles (on both sides of the body) by
which the movements are executed. At other times it appears that the
movements are performed by the sound muscles, which contract strongly
owing to the balancing action of their antagonists being suddenly lost
from paralysis. The symptom points strongly to a gross lesion of the
brain on one side, although it has been noted in idiopathic epilepsy also.
The side to which the deviation takes place varies a parentg}r with the
cause ; the following is the doctrine which has been fl:.lrmulat-ed —

(@) If associated with convulsions it may be presumed that the devia-
tion is due to spasm ; hence it should be towards the convulsed side
when the convulsion is unilateral, and so presumably due to a lesion on
the opposite side of the brain ; the patient will thus look away from the
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side of the brain on which the lesion may be presumed to exist, (1)
provided such lesion is in the hemispheres or peduncles @ (2) in lesions of
the mesocephalon, however, the direction is reversed, and the patient
then looks away from his convulsed limbs if the convulsions are uni-
lateral. In this convulsive form the muscles of the neck are more
rigid than in the paralytic, the head is replaced with more difficulty,
%ndl; if conscious, the patient may even complain of pain on moving it
ack.

() In the raravryTIC form of the lateral deviation, the symptom is
found in connection with somewhat sudden apoplectic attacks ; (1) if
the eyes are turned away from the paralysed limbs the lesion is sup-
}IID‘SB& to be in the hemisphere ; (2) if they look towards the paralysed
imbs the lesion is supposed to be in the mesocephalon. In this paralytic
form the rotation is attended with less rigidity of the neck, and the
head can be restored to its natural position without much trouble, and
without indications of pain if the patient is conscious.

The distinction between conjugate deviation of the eyes and strabis-
mus is usually perfectly clear, but occasionally we have a combination
of these conditions, in a somewhat imperfect form, in cases of paralysis
of the sizth nerve. When this lesion exists alone, and is due to an
affection of the nerve trunk, we have of course a convergent squint, at
least in certain directions of the vision. But when the mischief is due
to a lesion at the origin of the nerve in the fourth ventricle (‘‘nuclear
paralysis ), we certainly sometimes have a conjugate deviation of
paralytic origin, both the eyes being directed away from the external
rectus implicated. This arises from the external rectus on one side
mtingbha itually in harmony with the internal rectus of the other,
probably in virtue of some crossing of the fibres from the nucleus of the
gsixth nerve on the one side, to the nucleus of the third nerve on the
other ; such an arrangement would, of course, facilitate the synergic
action in the lateral movement of the eyeballs in the normal state. n
this view, we have the internal rectus of one side animated, in part, by
a nervous supply from the origin of the sixth on the other. If then we
have a nuclear paralysis of the sixth nerve on the right side, for ex-
ample, we will have not only {:ua,ra.lysia of the right external rectus but
weakness of the left internal rectus; and so instead of an internal
squint of the right eye (or deviation of this eye to the left), we have
conjugate deviation of both eyes towards the left side,

The acuteness of vision affords indieations as to the state of
the optic nerve, but of course the vision may be interfered
with by many local causes which have no special significance
to the physician (opacity of the media, c]nse«f pupil, glaucoma,
separation of the retina, etc.). The advance of age lessens and
abolishes the power of accommodation (presbyopia), and there
may also be a paralysis of the accommodation from nervous
lesions or the action of drugs. Optical defects (hypermetropia,
myopia, and astigmatism) often produce imperfect vision, and
so may simulate an impairment of the optic nerve. These
subjects must be studied in detail at the eye infirmaries, but
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with a few precautions the use of Snellen’s test-types! affords
a valuable and simple means of testing the vision : the differ-
ent numbers of his scale can be read fluently by an average
eye at the corresponding number of feet? or metres, thus No.
11 at a foot and a half, No. 20 at 20 feet; or 0:5 at half a
metre, etc. We then say V. = :{; If the patient requires No.
20 to be at 10 feet, we say V.=12, and so on; or instead of
“V.” for Visus, * D.” or “S.” for right and left eye respect-
ively. Lines and spots are given which may be counted by
those who are unable to spell the Roman capitals. In using
the types both high and low numbers should be used at
corresponding distances. The difference between the nearest
and furthest points at which the smaller types can be read
indicates the range of the accommodation ; but a full examination
demands in certain cases the use of lenses also.

The degree of hypermetropia is estimated by the strongest
convex glass with which the person can read No. 20 at 20
feet, or the corresponding types at 6 metres: this represents
the ““manifest hypermetropia.” But when the accommodation
is completely paralysed by the repeated application of atropine,
especially in young subjects, a stronger lens may be requlred
this addition being the index of the * latent hypermetropia.”
In the case of myopia the wealest concave glass sufficient to
render No. 20 visible at 20 feet (or the corresponding types at
6 metres) is reckoned the measure of the myopia. When such
lenses improve the vision without rendering it perfect, astig-
matism should be tested for : some circular arrangement with
radiating lines may be used, or the dial of a clock, to see if all
the figures on the circle and the hands in the various positions
are perfectly straight and equally black and distinet. When
by suitable glasses the person can read No. 20 at 20 feet (or at
6 metres in the other scale), we reckon the vision good, the
presumption being that any defects are merely due to optical
causes. In many such cases, however, the correction is not
absolutely satisfactory, especially in myopia.

It must be remembered that there may be a marked affection of
the optic nerve although the person may be able to read the smallest
types quite satisfactorily.

1Test-Types for the Determination of the Acuteness of Vision, by H.
Snellen, M.D. Fourth Edition. Williams and Norgate, 1868. Also, Opto-
typi ad Visum Determinandum. Editio Quinta. Metrico Systemate. 1875.

2 Parisian feet, which are slightly longer than English ; proportion, 46-49.

In the fifth edition the metrical system is followed, beginning at 05, 076,
and 8o on in fractions of a metre.
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Defect of visual acuteness is often spoken of as * a.mbljropla.,
and complete blindness from nervous causes as “ amaurosis.’
We often find these defects due to grave lesions of the retina
or of the nervous centres, and it is on this account that the
examination 1s so important to the physician as furnishing
evidence of Bright's disease of the retina, cerebral tumour, or
meningitis. But dimness of vision may arise from other
causes of somewhat less serious nature, as in anemia from loss
of blood, prolonged discharges as in leucorrheea, and protracted
sucklmg even suddenly assuming the erect posture in cases of
debility and feeble circulation, from whatever cause, may
bring on dimness of vision. In other cases the dimness of
vision may be due rather to weakness in the muscular appara-
tus of the eyes which regulates the convergence and accommo-
dation, and these may be weak from general causes as well
as from the local strain on the eyes already referred to
(p. 168).

The field of vision should be estimated in certain cases, as
it is often of great importance in medical practice : it is found
to be much diminished in some affections of the optic nerve,
due to cerebral as well as to more local causes. Each eye
should be tested separately : the line of vision of the patient
is to be directed steadily forwards, to meet the gaze of the
observer's eye seated immediately opposite him, and the
observer’s finger or a small piece of white paper on the point
of a pen should then be carried to the extreme left and right,
and above and below, till the limit is reached at which it is
visible while the eye is kept looking straight forward. In this
way the observer can watch whether the patient’s vision is
kept steadily fixed : at the same time he can compare the
extent of the field of vision in his own right eye with that of
the patient’s left (and vice verse)—using his own field of vision
as an approximate standard. Ophthalmic surgeons have more
accurate methods of measuring and reducing to a scale the
field of vision by means of a * perimeter,” but the above
method is a ready means of forming a general estimate. The
field of vision is sometimes contracted almost equally in all
directions, but the defect is usually in particular directions,
such, for example, as the outer or inner half.

Local defects in the field of vision may be detected in
connection with localised lesions in the retina ; such a localised
blind spot is termed a “scotoma.” Of course these are more
troublesome to the patient when they happen to be central
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(central scotoma). In the absence of a visible lesion in the
retina, a central amblyopia may be due to a latent choroiditis
or to some serious lesion of the optic nerve : it has appeared
frequently to be due to poisoning by tobacco, or perhaps
alcohol, and in a few instances to a hereditary defect.
Hemiopia, Hemianopia, Hemianopsio.—When the defect is
limited to one-half of the field of vision the affection is named
hemiopia, and patients may complain that they only see one-
half of an object. It is rare for an upper or under half to be
involved ; sometimes a less segment than a half is implicated.
It is usually a lateral half which is lost. The defect is named
according to the unseen portion : thus if the half of the object
to the patient’s right be unseen with the right eye we term
this “ temporal hemiopia” of that eye. The defect in the
retina is, of course, in the opposite or nasal half to bring
about this result, the temporal half being sound : the etymo-
logical accuracy of the term ‘ temporal hemiopia ” may there-
fore be said not to be interfered with : in speaking of a defect,
however, “ hemianopia” or ‘ hemianopsia” is a more suitable
word. One eye only may be involved, but both eyes are
usually affected simultaneously : the most common combination
is temporal hemianopsia of one side and nasal of the other
(bilateral and homonymous). When two nasal halves or two
temporal halves are involved simultaneously the resulting
defect is, of course, much less obvious to the patient ; it may,
indeed, readily escape his notice,—the deficiency in the half
of the field of vision in the one eye being supplemented by the
sound half of the other associated with it in binocular vision :
it comes out, however, on testing the eyes separately.
Ocecasionally hemianopsia is combined with hemianzesthesia,
the patient’s vision is defective on the side with which he
would try to look on his affected limbs. Hemianopsia has been
repeatedly found in cases of aphasia, especially with that form
of 1t termed sensory, and characterised by “ word blindness.”
In such cases the hemianopsia is right, bilateral, and homony-
mous ; no doubt due to some lesion on the left side of the brain.
Sometimes hemianopsia is found in hemicrania (migraine) and
passes off with the other symptoms of this functional disturb-
ance. When due to gross lesions, we usually find it associated
with tumour or hemorrhage. The optic nerve, the optic com-
missure, and the optic tract in some part of its course, are nsually
the structures implicated, but at times the mischief anears
to exist in some deeper cerebral centre. The curious limita-
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tion of the defect to one lateral half of the retina depends no
doubt in most cases on the decussation of the fibres at the
commissure : but the occurrence of some decussation at the
cerebral centre for vision would almost seem necessary to
explain the implication of both eyes in some of the cases of
unilateral cerebral lesion.

If a tumour involves the front of the chiasma, we can under-
stand that the two inner halves of the retina would be affected ;
while implication of one optic tract would give us the common
combination of an outer and inner half of each retina : thus a
lesion of the left optic tract would affect the left half of each
retina giving thus right homonymous bilateral hemianopsia,
for the pathway from the centre for sight in the brain passes to
the temporal half on the same side and crosses to the nasal
half on the other.

The rare occurrence of the two temporal halves being
affected, has been explained by some as due to symmetrical
rigidity of the anterior communicating artery, in the circle of
Willis, compressing injuriously the outer half of the chiasma
on each side. Loss of all parts of the field of vision in one eye
may obviously result from lesion of the optic nerve in front of
the chiasma.

Colour blindness (achromatopsia) is not uncommon as a
congenital or even as a hereditary defect. Red with its com-
pounds and green are the colours most commonly concerned.
No special significance can, as yet, be attached to this defect.
A degree of colour blindness, however, is often found in con-
nection with blind spots in the central part of the retina, and
so it should be investigated in cases of optic neuritis and
atrophy, and in the study of tobacco poisoning with central
amblyopia. - We may, however, have a scotoma for a particular
colour without any loss of the general visnal acuteness. Colour
blindness likewise complicates hemianegesthesia. The field of
vision for white and for the various colours is not equally exten-
sive in the normal state, and in certain nervous affections it is
notably curtailed for certain colours. The field of vision for
colours may be tested in the same way as the general field of
vision,—variously coloured objects of suitable size being sub-
stituted for the white luminous object. When this defect is
limited to one-half of the retina, it is termed “ hemiachroma-
topsia,” and this may exist without any defect as regards white
objects. Dyschromatopsio is the term applied when there is diffi-
cultyin distinguishing colours without absolute colour blindness.
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For testing the colour sense the most generally convenient
plan is to supply the patient with a large number of skeins
of coloured wools of various shades ; we then give him a good
bright sample of red and of green, in particular, and ask him
rapidly to sort all the shades of red into one lot and of green
into another. He should be placed in a good light, but he
should not be allowed to scrutinise the skeins too closely. In
supplying the samples a variety of shades must be used, and
especially pinks, rose colours, pale greens, stone, grey, slate,
and drab colours, as these are the most generally confused :
or one or two of these colours may be given for him to com-
pare : the larger the number of shades sorted accurately the
clearer is the evidence of a correct colour sense. Other colours
besides red and green may be given as samples, or the whole
bundle with all the colours may be given for him to classify
according to their colours. When the patient is known to
have haf a good colour sense, the test by getting him to name
the colours shown may be used : but otherwise this test 1s
fallacious.

Hemeralopia, called also “ night blindness,” consists in the
inability to see properly towards evening, as the daylight
declines, It is found in soldiers and others who have been
exposed to dazzling lights. It has no special significance to
the physician. This symptom is found also in the affection
known as ¢ retinitis pigmentosa.” (Hemeralopia is employed
by some in exactly the opposite sense, the term Nyclalopia
being then used for night blindness.)

Ophthalmoscopic examinations are useful (1) in determining
whether the loss of vision, which may be detected, is due to
other than nervous lesions ; (2) in distinguishing various affec-
tions of the retina and optic nerve from each other; and
further, (3) in discovering marked changes of much dia-
gnostic significance even when there is no affection of the
vision as tested by types. The use of the ophthalmoscope
must be learned practically in the dark rooms of our eye
infirmaries, and no deseription of the instruments or the
methods of using them would be here of much use. The
methods by the erect and inverted images are both used for
medical cases, but for the more delicate examination of the
nervous and vascular changes the direct method is preferable.
The student should aim at making himself familiar with both
methods, and should, by examining many eyes, apart from
any cerebral affections, learn to distinguish the varieties in

M
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the size, shape, and appearance presented by the optic nerve,
whether congenital or acquired, and in particular the changes
in the fundus so often associated with hypermetropia and
myopia. He should also learn, if possible, to estimate the
degree of hypermetropia or myopia and the presence of astig-
matism, by means of the ophthalmoscope, as in many cases in
medical practice, where the patients are ill and confined to bed,
no other method is available.

The following are the points specially to be attended to in using the
ophthalmoscope in medical cases :— T'he shape of the optic disc should be
noted ; if both discs are oval in the same direction, instead of being
circular, optical defects (astigmatism) should be tested for, before con-
cluding that there is a real change. We also ascertain the presence or
absence of the congenital cup : or any excess of cupping (as in glancoma):
or any filling up of the cup : these points can be made out by observing
the course of the vessels and by estimating the focal depth. The course
of the bloodvessels over the dise must be scrutinised ; in particular let it
be noted whether the arteries appear to project forward on the dise,
or to curve over its edge from its swollen state (‘‘choked dise,”
edematous papilla).

The size and appearance of the large arteries should be noted : whether
they seem diminished in calibre, and whether they appear glistening
and as if affected with sclerosis, or accompanied with whitish streaks.
These streaks are found associated both with intra-ocular and with
cerebral disturbances: in the former (hypermetropia) the acuteness of
vision is not diminished, but in cerebral cases giving rise to this con-
dition of the arteries, the vision is almost always affected ; streaks over
the centre of the vessels do not indicate serious changes, and are due
Embahly to mere reflection of the light. The vessels may be abolished

y embolism or thrombosis of the retinal artery or of one of its branches ;
this accident is characterised by sudden blindness ; at first there is a
whitish patch of exudation with a red spot, marking the position of the
macula ; this exudation disappears, and the colour returns in a few
days, but the vessels soon become obliterated, and the blindness is
permanent. 7he veins should be noted as to the presence of enlarge-
ment or tortuosity, and as to whether they seem specially dark and
congested where they dip into the tissue of the nerve. The size and
colour of the disc are very important ; attention must be directed to see
if it is unduly pale or of a bluish or greenish tinge, and the distribution
of pigment around its margin, if any be present, must be noted. The
disc 13 often pinker than normal, shading off so gradually into the
colour of the retina as scarcely to be distinguished %om it (neuritis) ;
or the edges may be veiled by exudation. On the other hand, the dise
may be unduly pale, with a deficiency of the minute vessels distributed
to its substance (white atrophy, Ec{emsisl. The disc itself may be
normal or pale, even although the large vessels in front of it are in-
creased in number. The size of the disc may remain normal although
the condition known as white atrophy is highly marked ; but the nerve
may be shrunken as a whole or in particular parts (atrophy with loss of
substance, or contraction). Z'races of exudation, either in patches or in
the course of the vessels, are sometimes found associated with a general
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pink and prominent aspect of the disc, which assumes a woolly appear-
ance (‘‘ choked disc”). The bloodvessels should also be examined in
their course, particularly as to the presence of haemorrhages : these
should be noted as to whether they seem true clots, or whether the
vessels seem to terminate in branching-like spots involved in patches of
white exudation ; mere dark spots from a sudden bend must be dis-
tinguished from hemorrhages. When reddish spots without any true
clot are found, miliary aneurysmns may sometimes be suspected, par-
ticularly at bifurcations of vessels. Large exudations forming irregalar
patches, partly on the nerve and partly beyond it, or connected by
streaks with the disc, obscuring the vessels and associated with loss of
vision, are to be suspected as syphilitic. Whitish pearly spots of exuda-
tion in the neighbourhood of the macula lutea are common in Bright's
disease of the kidney, and larger patches, with smaller glittering spots
elsewhere, are also found in I:-Eis affection ; somewhat similar patches
are seen occasionally in diabetes and some other affections. Shining
miliary tubercles are occasionally seen in the choroid in cases of tuber-
culosis and tubercular meningitis.

Stgnificance of Ophthalmoscopic Appearances in Medical Dia-
gnosis.—Optic neuritis and optic atrophy are the two most
important conditions discovered in the fundus in the examin-
ation of medical cases. Optic neuritis regarded as an affection
of the nerve in its course cannot be differentiated clinically
from inflammation of the ¢ papilla,” as its termination within
the eye is called. To inflammation of this part the word
“ papillitis ” is more specially applied by some. Atrophy is
often preceded by optic neuritis occurring in connection with
cerebral tumours and inflammations, and in such .cases the
disc is usually ragged or ill-defined at certain parts; in simple
white atrophy, on the other hand, the disc is sharply defined,
but this form of atrophy is less characteristic of definite
cerebral affections, being found in a variety of conditions.
Great changes in the fundus are observed from time to time
in the progress of cerebral cases involving the optic nerve and
retina ; heemorrhages appear and disappear, or give place to
patches of exudation. These sometimes become absorbed, or
they may increase in number and size. The tendency is for
all these inflammatory processes, including even eedema of the
papilla, to terminate in atrophy of the nerve.

n attempting to explain the changes in the fundus of the
eye, as bearing on medical diagnosis, we must be content
with comparatively obscure indications, as the subject has
not been sufficiently long under competent observation to
lay down general laws safely. The exudations described as
characteristic of syphilis, or of Bright's disease, and miliary
tubercles, aneurysms, or embolisms (when they can be definitely
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recognised as such) are sufficiently suggestive of their signi-
ficance. In addition to the exudations already described,
hemorrhagic spots are likewise found in Bright's disease, and
the detection of such always demands an examination of the
urine ; not unfrequently cases of Bright's disease come first
under notice from a failure of vision due to these changes.
(Edema of the retina likewise occurs in renal dropsy, and its
aggravation or subsidence may account for the great changes
in the state of the vision which sometimes occur within short
intervals. Haemorrhages may also be found to complicate
many inflammatory processes in the optic nerve and refina
whether these arise from cerebral or more local affections.
They likewise occur in pernicious angmia, leukemia, diabetes,
and in certain cases of heart disease.

In endeavouring to understand the ophthalmoscopic appearances
found in connection with cerebral tumours and inflammations, the
following different theories may be borne in mind, as they have been
a.dva.nceﬁ to explain the swollen and inflamed state of the optic nerve
known as the “ choked dise.” 1. An interruption to the return of
the blood from the eye, due to pressure on the cerebral veins by a
tumour, may give rise to congestion and sligzl:t fulness of the optic
nerve, and there may then be induced a secondary increase of this con-
gestion, from strangulation, as it were, of the vessels of the congested
and swollen nerve by its own inexpansible sheath. This view is now
%enemlly abandoned : the results of constriction are supposed to arise
rom direct pressure of the inflammatory exudations on the veins.
2. Or, the swelling, congestion, and cedema of the disc may arise from
pressure in the sub-vaginal space, either from the presence of exudation
originating there, or from the pressure of fluid forced along the sheath
of the optic nerve from the sub-arachnoid space. 3. An extension of
the inflammatory process from the brain or cerebellnm, or the mem-
branes, down the course of the optic nerve, may give rise to a * neuritis
descendens.” This explanation applies specially to cases of meningitis
and no doubt also to many cerebral tumours., 4. Vascular changes,
resulting in congestion of the optic disc, may be due to disturbances of
the circulation, brought about through an indirect influence of the
cerebral tumour, or other mischief, on the vaso-motor or sympathetic
system, apart from any merely mechanical effect, or from any continuity
of inflamed tissues.

Optic neuritis or atrophy due to cerebral causes is usually
double, although the changes in one eye are often more
advanced than in the other; if only one eye be affected, a
lesion on the opposite side of the brain may be presumed.
Localisation of the disease from ophthalmoscopic signs is
scarcely possible, but the comparative frequency of blindness
and affections of the optie nerve in tumours of the cerebellum
is well established. The mere size of the tumour seems to
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have no relationship to the ocular symptoms. Unilateral optic
atrophy (white) is not unfrequent in locomotor ataxy.

The cortical centre in the brain for vision has been referred
to the occipital lobes.

THE EAR.,

Tests of hearing. Nervous deafness.—The sense of hearing is
usually tested by means of a watch applied to or held near
one ear while the other is closed by the finger. We begin by
applying the watch closely enough for it to be distinetly heard ;
it is then removed to a distance, in a straight line from the
ear, and gradually approximated till it can be heard again ; by
measuring this distance, we have a means of comparison be-
tween the two ears, and also a rough gauge of the absolute
acuteness of hearing. The expression in figures may be made
thus : if an average ear can hear a given watch at 40 inches
and if the patient can only hear it at 10 mche with the right
ear, but at 40 with the left, we wnte Ko A0 Fole 200 0f unly
aundible on contact, we may say .5, or if not heard at all 5,
Sometimes D. and S. are used for the Right and Left ear. As
another plan, low speech, or notes of different pitch, at varying
distances, or loud sounds, are sometimes tried to test the power
of hearing. Some persons hear a watch badly, and conversa-
tion prett:,r well ; in others, again, thls is reversed, without any
intelligible cause.

The degree in which sound is conducted through the bones,
when a smmdmg body is applied directly to the head, some-
times yields valuable information, especially in d1scr1mmab1ng
deafness due to disease in the nervous structures of the ear,

from that due to disease in the conducting apparatus (external
- and middle ear). When the hearing is normal, “ bone conduc-
tion ” of sound is weaker than ‘ air conduction,” which is of
course the ordinary medium of hearing. (¢.) In the normal
state, if a vibrating tuning fork be held in contact with the mas-
toid process till the note has completely died away, and then
uickly transferred to a point near to, but not touching the
orifice of the ear, the sound will be heard for several seconds
longer—* Rinne’s experiment, positive result.” (5.) In many
cases of deafness the sound of the tuning fork is nef heard
when held opposite the ear after it has ceased to be audible as
applied to the mastoid process—* Rinne’s experiment, nega-
tive result.”

In cases of deafness with a “ negative result” it is held by
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Lucae that the disease causing the deafness is in the conducting
structures of the ear: if on the other hand, a * positive result ”
is obtained, the disease is assumed to be in the nervous ap-
paratus. These deductions from the results of Rinne’s experi-
ment are not to be relied on in all cases according to Politzer
and Barr. A more reliable test consists in applying a large
vibrating tuning fork (C) to the middle line of the head (fore-

head, vertex, or teeth), and ascertaining if it is perceived by

the patient principally or exclusively on the side on which he
is deaf: or in the event of both ears being affected, if it is
heard more loudly on the deafer side (Weber’s test). In either
of these cases, it may be assumed with great probability, that
the disease causing the deafness is in the conducting structures :
if an opposite result is obtained by this test, a lesion of the ner-
vous structures of the ear may be inferred. The watch is also
used in testing * bone conduction.” When in a case of marked
deafness the tick of the watch applied to the temple or fore-
head is heard in the deaf ear more loudly than in the hearing
ear, or more loudly than if applied to the orifice of the ear, the
nervous structures are probably unimpaired. It seems, how-
ever, that an opposite result does not, in every case, justify us
in assuming disease of the nervous structures.

EXAMINATION OF THE EAR,

When by means of the watch test, or otherwise, we are satisfied of an
impaired state of the hearing, we must examine the organs to see if any
impediment can be found, such as a plug of wax, or any growth or
tumour in the meatus, or any obstruction in the passage of the Eus-
tachian tubes. The ear is illuminated by reflecting light from a concave
mirror throngh a speculum which straightens and slightly dilates the
external meatus. Daylight is much the best, but a lamp may be re-

nired when this is defective. If wax be found on such an examina-
tion, the hearing should be tested after its removal by syringing, as it
does not follow that the wax was the sole or the chief cause of the deaf-
ness complained of. Inquiry should likewise be made as to the exist-
ence, at any period, of discharges of n.ui,' kind from the ears (pus, blood,
or watery fluid), and in such cases the likelihood of perforation, or even
of almost complete destruction of the membrana tympani, must be con-
sidered. Fracture of the base of the skull must also be remembered in
this connection. Perforations may demand a careful examination of
the ear by means of the speculum, as just described, but sometimes they
can be demonstrated by causing the patient to force air into his ear by
blowing his nose while the nostrils are tightly compressed (Valsalva's
method). In many cases of perforation of the membrane, we may, in
this way, hear a loud hissing or whistling sound due to the air rushing
through the perforation. This same experiment likewise enables us to
discover if the Eustachian tube is patent ; for when the tympanum is in
its natural state we may thus hear, by means of the aurist’s diagnostic
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tube (or even a atethuscﬂge applied to the external ear), a sharp click
from the compression of the air in the cavity during the blowing of the
nose as deseribed. This method is not available in children, or in those
adults who cannot be made to do the experiment properly. Politzer’s bag,
with its tube introduced into the nostril, is often useful in such cases, as
the air can be thus blown through the Eustachian tube during the act of
swallowing, when no obstruction is present. In other cases, again, the

roper investigation requires the air to be actnally blown into the

-

ustachian tube by an ear-catheter introduced into it, but such manip-
ulations are only to be attempted by those specially trained in aural
surgery. In examining the FEustachian tubes attention should be
directed to the condition of the pharynx, tonsils, and posterior nares, as
many aural diseases begin in these situations. A proper examination of
the orifices of the Eustachian tubes may demand the use of Rhinoscopy.
(See chapter x.)

In the examination of the ear by the speculum and reflected
light, we aim at discovering the condition of the walls of the
meatus, the appearance of the membrana tympani, whether it
is ruptured, or whether distinct alterations exist in the curva-
ture of the membrane,—such as bulging towards the meatus or
the contrary,—whether there is any abnormality in the reflec-
tion of the light from the membrane, and whether there is
undue vascularity in the neighbourhood of the handle of the
malleus or elsewhere. An exploration of the state of the
petrous bone, in cases of suppuration, can sometimes be made
by means of the probe, although this is a dangerous instrument
in such situations. All these changes point to disease of the
meatus and middle ear, and they indicate mechanical causes
for the deafness, and so may remove it from the realm of the
physician., Suppuration in the tympanum, ete., may throw a
light of the utmost value on certain cerebral or pyzmic symp-
toms in a case. Abscess of the brain very often depends on
some old suppuration in the ear: meningitis also sometimes
arises from middle ear disease, and this may have extended
upwards from the throat, as in certain cases of scarlatina.
Puffiness over the mastoid process, generally with present or
past otorrhceea, is sometimes found in connection with suppura-
tion going on in the mastoid cells, and this suppuration may
be associated with a train of symptoms indicative of septic
poisoning or other serious mischief, to which it may supply
the only clue. Facial paralysis is not unfrequently due to
disease of the middle ear, especially when this is of a suppura-
tive character. When a degree of deafness exists, and its
cause cannot be referred to any impediment in the passages of
the ear, we may infer a lesion of the auditory nerve in some
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part of its course; the test by bone conduction may greatly
assist us, and an examination of the other cranial nerves may
throw some light on the nature and position of the lesion;
the presence of subjective symptoms must also be considered
in this connection. Very profound deafness, especially when
suddenly developed, almost always implies some lesion in the
labyrinth. If ushered in with great giddiness and noises in
the ear, or developed in connection with acute symptoms re-
sembling those of meningitis in children, this may be regarded
as certain. In some cases of cerebro-spinal meningitis the
inflammation works its way up to the labyrinth; in other
cases, especially in children, inflammation there, as described
by Voltolini, seems to be the cause. Hwemorrhages there, as
well as elsewhere, have been found as a result of diseased
arteries, syphilis, and leuksemia: such lesions may oceur in
both ears, or in one only. The occupation of the patient,
and his relation in this respect to noises, the previous history
of blows on the head, of attacks of giddiness, or of noises in
the ears, and the family history as to deafness, hereditary
syphilis, etc., should all be inquired into. The coneurrence of
eye disease with deafness and notched teeth has already been
referred to as a sign of syphilis (see p. 152). Scarlatina, typhus,
and typhoid fever are often complicated with deafness during
the acute illness, and this occurs occasionally as a sequela: in
the first-named disease the mischief is usually in the condueting
structures of the ear, in the others the deafness is almost
always nervous. In Mumps, inflammation of the middle ear
occasionally occurs: more rarely we see labyrinthine disease,
with total deafness in one or both ears. Very profound degrees
of deafness may come and go so quickly as to indicate the
functional nature of the affection (so-called hysterical).
Preternatural acuteness of hearing (hyperacusis) is of rare occur-
rence, but is found in certain hysterical conditions, and ocea-
sionally at the beginning of meningitis, fevers, and other acute
diseases, although in the further course of typhus and enteric
fever nervous deafness is a much commoner symptom, as
already mentioned. Allied to hyperacusis, is an exaggerated
hearing of certain sounds of low pitch : this has been reported
in cases of facial paralysis, apparently from implication of the
stapedius musele. Improved hearing in the midst of loud noises
occurs occasionally in deaf persons, and is known as Paracusis
Willisii : the noise is supposed to loosen the stiffened ossicles.
Noises in the ear (tinnitus aurium) are often complained of :
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they are generally associated with some degree of deafness, more
rarely with no defect in hearing. The noises vary in degree
from very slight sounds, heard only when everything around
is perfectly still, up to noises so distressing as scarcely to be
bearable. = The sounds are described in the most varied
manner as ringing, humming, hissing, buzzing, whiffing, ete.
Sometimes there are two or more different kinds of sound in
the one ear. They are often traceable to some mechanical
cause, giving rise to pressure on the labyrinth, either directly
or indirectly. Thus wax pressing on the membrana tympani,
or obstructions in the Eustachian tube altering the pressure of
the air in the tympanum, can sometimes be shown (by the
effect of their removal) to have been the cause of tinnitus. It
should be remembered, however, that apparently similar
obstructions may exist without producing this symptom. In
cases of deafness, brought on by blows on the head, tinnitus is
often present. In many cases the noises in the ear seem to be
due to actual disturbance in the labyrinth itself, and especially
to pressure of the stapes on the foramen ovale ; such pressure
may arise from disease of the external, middle, or internal ear.
An affection of the labyrinth and especially of the semicircular
canals is very probable when the noises are associated with
great deafness, with sudden and violent attacks of giddiness,
and a tendency for the patient to turn or to fall to one side
(Méniére's disease). In auditory vertigo there may be chronic
ear disease with or without suppuration : the attacks may have
no explanation in any apparent change in the aural condition
at the time. Great sickness is often present, and the patient
may not be able to raise his head without bringing on the
most dreadful giddiness and sickness. He has often to lie
with the eyes closed to lessen the sense of vertigo (see Vertigo,
Chap. vi.). Occasionally the noises in the ear appear (like cer-
tain fnrms of deafness) to be purely nervous, coming and going
irregularly, or especially produced or a.ggravated in connection
with mental annoyance and over-fatigue; or developed, like
certain forms of weak sight, by prolﬂnged lactation, ete.
Noises in the ear have, in certain cases, their explanation in
disturbances existing in the brain itself, or in its circulation ;
like flashes of light, they form part of the pmdmmata of apo-
plectic attacks, or may constitute the “aura” in epilepsy.
Quinine in full doses often produces more or less noise or ring-
ing in the ears; great differences exist as to the susceptibility
of patients in respect of quinine. Salicine and salicylic acid
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may also give rise to the same symptom. Occasionally the noise
or singing in the ears is due, in all probability, to the patients
hearing sounds actually produced in their own blood-vessels,
and these can sometimes be stopped for the time by pressure
on the carotids. Possibly they sometimes hear sounds pro-
duced by the circulation of the blood in the rigid arteries at
the base of the brain in cases of atheroma.

A whiffing sound, as if close at the ear, corresponding with
the arterial pulsations, is often complained of by persons affected
with some disorder of the heart’s action (usually of a functional
character), and associated with a sense of throbbing throughout
the arteries ; this sound distresses them chiefly while lying on
the left side, and indeed often renders this posture in bed
impossible.

The centre for hearing in the brain has been referred to the
superior temporo-sphenoidal convolution on the opposite side
from the ear concerned. '

THE SENSE OF TASTE.

The sense of taste is not easily tested in a satisfactory man-
ner. The difficulties are the following. Some so-called tastes
are really appreciated by the olfactory nerve, while acrid sub-
stances may be recognised by the nerves of common sensation.
Loss of taste from nervous causes (ageustia, ageusia) is very
often unilateral, and when a sapid substance is applied to one
side of the tongue as a test, it is apt to pass over quickly to the
other side, or to the soft palate, when the tongue is taken in.
To avoid this, the substance may be applied to the tongue
while it is kept protruded, but it is found that even in the
normal state it is not easy to recognise various tastes under
such conditions. The sense of taste proper seems to reside in
the tongue and soft palate chiefly, but the movements of the
tongue against the hard palate and lips, and the intimate ad-
mixture of the substance with the secretions of the mouth,
seem to be almost essential for the proper appreciation of
tastes. A further difficulty arises from the different parts of
the tongue having very different degrees, and even kinds of
sensation. The best way is to try strong solutions of a sweet
and of a bitter substance, as these are pure sapids (sugar and
picric acid e.g.), and to rub them with the finger or with a
piece of lint, or a brush, very freely and firmly on to various
parts of one side of the tongue while it is protruded, and to
ask the patient to indicate by a movement of the head whether,
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and when, he recognises the taste before he takes in his tongue.
If we suspect a defect on one side we can sometimes demon-
strate it more clearly by applying the test solution to the
affected side, and while it is still unrecognised we may touch
the other side of the tongue with the same substance before
it is taken in ; we may thus find that the patient at once indi-
cates his recognition of the test fluid on the sound side by a
sign or a contortion of his face. Care must be taken to have
the patient’s mouth thoroughly washed out before any new
substance is tried, as also to have the brushes or other agents
used in applying the test thoroughly cleansed, and it is well to
begin with the milder tastes, as the strong bitter substances’
linger a long time in the mouth and complicate further trials.
In addition to sweet and bitter, acid and salt substances should
be tried. Acids without smell must be selected for such trials,
such as citric or tartaric acid.

The galvanic test may be applied by means of small elec-
trodes, at the end of fine wires fastened on a handle, but
insulated from each other, and connected with one or two cells
of a constant current battery. The metallic taste thus pro-
duced may be used to define the area of the gustatory sense
in the tongue, as well as to ascertain its presence,

Along with the tests by sapids, the tongue should also be
tried as to its tactile sense by the compasses (see pp. 158-160);
loss of taste with perfect tactile sensation, and loss of tactile
sense with preservation of taste, are both occasionally found,
as well as loss of both ; we must also, of course, pursue the
examination by testing the other cranial nerves, etec. The
significance of a lesion of taste, when ascertained, is rendered
somewhat ohscure by the curious differences of opinion as to
the nerves of taste and their real origin. The glosso-pharyngeal,
for special sense at the back part of the tongue, has hitherto
been generally acknowledged ; Dr. Gowers, however, thinks
that this nerve has really nothing to do with taste, although
fibres from the fifth nerve may be distributed along with its
terminal branches, and so give rise to this idea. The lingual
branch of the fifth nerve is admitted by all to supply common
sensation to the tongue, and most authorities consider it to be
concerned more or less also in the special gustatory sense ; the
chorda tympani nerve, however, which joins it from the
seventh, is now regarded as the nerve of special sense for the
anterior two-thirds of the tongue, aud it seems quite certain
from clinical experience that it has to do with the sense of
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taste. But admitting this as proved, it is not quite certain
that the portio dura of the seventh pair really contains in itself
sensory fibres ; some, indeed, allege that the sensory fibres in
the chorda tympani come from the *pars intermedia” of the
seventh pair (the nerve of Wrisberg); while others maintain
that it has some junction, through the vidian nerve or other-
wise, with the fifth nerve in ways which are not always uni-
form. It has been argued, moreover, that the lingual and
chorda tympani may affect the sense of taste by an indirect
action on the glands and papille.  We may regard it as certain
that taste may be affected, or preserved, in cases presenting
definite disorders of the fifth nerve, including among these
tactile anwsthesia of the tongue : and that taste is often affected
in cases presenting the well-known features of paralysis of the
portio dura of the seventh pair, arising from disease of the ear
and other peripheral causes. The variation as to the presence
of the affection of taste in cases of facial paralysis depends
probably on the exact locality at which the lesion of the
seventh nerve exists: when this paralysis is due to a cere-
bral lesion, the taste does not appear to be affected. Affec-
tions of taste from implication of the glosso-pharyngeal nerve
require further study.

The taste may also be affected in various ways in general
diseases, such as insanity and hysteria, and excessive sensitive-
ness of taste (hypergeusia), or perversion of taste (parageusia),
like those of smell, may be mixed up with the delusions and
hallucinations of the insane. In various forms of digestive
disorder, and after certain medicines, the patients often com-
plain of having “a bad taste” in the mouth. Local causes
affecting the tongue, such as dryness in febrile disease, foul
coating in dyspepsia, stomatitis, and the like, naturally impair
the sense of taste.

The cerebral centre for taste is still somewhat uncertain,
but is supposed to be near that for smell. (For motor affec-
tions of the tongue, see ninth nerve, p. 200).

SENSIBILITY OF THE SKIN AND MUSCLES.

The skin has various forms of sensibility which are, so far,
capable of differentiation, and as these are variously affected in
disease, different tests come to be applied. In carrying out
any of the following tests in cases of nervous disease, a certain
slowness in the transmission of the sensations may be noticed, or



ANALGESIA. 189

there may be a second and different kind of sensation trans-
mitted after the first impression.

Common sensation.— Analgesic.—The most marked differences
in disease are presented by the tactile sense and the sense of
pain : what would be felt in health as extremely painful may
be felt distinctly enough, but quite without pain : in such cases
even the slightest touch may be perceived as acutely as in
health.

The sense of pain belongs to the group of ““common sensa-
tions,” as distinguished from various specialised sensations, and
may here be taken as their type. Itching, burning, and other
conditions bordering on pain are included in this group : but
pleasurable sensations come also under this category. The
sensation of electrisation of the skin comes under it, and as
the current from an induction apparatus can be regulated to
produce the slightest perceptible effect, or the most painful
sensations, it is reckoned the best test. The electrodes of a
faradic battery are applied close together to the part, by pre-
ference in the form of a fine wire brush ; the minimum strength
which can be perceived is noted as well as the maximum
strength which can be borne without a sense of pain. We
may find that the patient perceives the application of a strong
current in the affected area, as if the brush were touching him,
with, however, no sense of pain, but at once cries out when
the brush is taken beyond the boundary of the affected part.
In the same way a needle thrust through the skin and twisted
about may be perceived by the patient, but without pain,
apparently much in the same way as any one might feel the
same process applied to the sleeve of his coat. This loss of the
sense of pain, with, it may be, preservation of the tactile sense,
1s termed Analgesia.

The semse of temperatwre seems also to be so far distinet
from other forms of cutaneous sensibility. It is best tested by
' means of hot and cold water, in two similar test tubes, applied
to the skin. The patient is then asked to say which of the tubes
is the hotter. By varying the temperature of the water an ex-
act estimate of the delicacy of this sense can be arrived at. A
hot and cold spoon serves the purpose of a rough test. At times
temperatures may be felt as painful although they are not ex-
treme. This indicates a hyperasthesia or excessive sensibility :
allied to this is the tenderness experienced in some forms of

spinal inflammation on applying a hot sponge to certain of the
vertebrze.
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The tactile sense is very unequally distributed over the
cutaneous and mucous surfaces, some parts being very much
more sensitive than others. Defects in the acuteness of this
sense are often complained of in particular parts, and so it
becomes important not only to verify the existence of this
angesthesia, but also to define with some accuracy its degree
and its distribution. Various methods are pursued. The
patient may be touched lightly with the finger or a feather in
various parts, and he should be asked, while his eyes are shut,
whether and at what part he is touched, the observations
being, of course, varied by an occasional blank experiment.
A source of confusion consists in the transmission of vibrations
mechanically from the region of one nerve distribution to that
of another ; so that in a ﬁné,m whose supply is wholly lost a
rubbing sensation may be felt by contiguity, much in the same
way as one can feel something rubbing the surface of his
glove and could even define the direction of the movement.
It is found that in angesthesia the precision of localising the
sense of impact is much diminished. If the defect be very slight
the patient may be tried with the most delicate impressions
possible, such as result from the touching of a hair ; if, on the
other hand, the sense be very dull, the point of a pin, or the
pinching of the skin, may be used to produce a distinet impres-
sion, and by the patient’s answers, or the expression of his
face, we may be able to define the area of impaired sensation.
In conducting such experiments it should be noticed if the
perception of the impact is distinctly delayed, as this indicates
a bluntness in the sense. Other methods of testing the sensa-
tion consist in trying if the patient can recognise by the hand,
and with his eyes shut, different textures of cloth, flannel from
cotton, for example, or if he can say whether a carpet, or a
rough or a smooth substance, is interposed between his bare
foot and the floor, care being taken that there is no great
difference in the temperature of these objects. The lifting of
minute objects as pins and pieces of thread or paper by the
hand, the discrimination of coins, and the manipulation of
worsted or cotton yarn in sewing or knitting, often enable us
to judge of the degree of tactile sense remaining with consider-
able certainty. Blindfolding the patients often brings out
very prominently the loss of tactile sense, as we may find them
groping about with their hands for objects of various sizes
placed in a tray before them, which are already actually touch-
ing their ﬁnffers These methuds, or at least some of them,
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are applicable to various ages and various grades of intelli-
gence, but a greater precision may often be obtained by
means of compasses or an * esthesiometer,” as it 1s sometimes

called. (See Fig. 31.)
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Fi5. 31.—.Fsthesiometer, half actual size. The figures indicate centimetres.

It is found that in anwmsthesia the sense of locality as regards the part
touched varies much, and a patient can often say with certainty that he
is touched and yet be very vague as to the locality. This forms the
basis of the test (Weber's). A person with a very dulled sense could
tell if touched simultaneously on the knee and the foot; but even a
healthy subject becomes confused if the two localities touched are suffi-
ciently approximated. The essence of the test, therefore, consists in
discovering the smallest distance at which the two points of a pair of
compasses, simultaneously and lightly applied to the surface, can be
recognised by the skin touched as two separate objects. The points
should be blunted in some way, except, perhaps, in the case of the
finger-tips and other sensitive parts, and even then anything like pain-
ful impressions must be avoided ; sealing wax or ivory points serve this
purpose, or the points themselves may be rubbed down. The patient
should first be informed, with his eyes open, as to the process of testing
to be attempted, a few trials being made to let him know the object
aimed at. The eyes should then be shut, or the vision obstructed in
some way, and the compasses or instrument widely opened, applied so
as to give a distinct impression of two separate points: the points should
then be gradually approximated till they are felt as if they made onl
one impact, or till the answers become confused and unreliable, in whic
case we may revert after a time to the same part to see if the same
result is obtained. During t