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INTRODUCTION. 39

may be variously explained, it is in its character dryer, duller
(not so sharp) as that of fracture. It is more a creaking than
a crepitation, and more continuous.

Finally, when hydatid cysts, lying near the surface, are gently
percussed, a peculiar thrill is perceived, which is very dis-
tinctive when it can be obtained (which is by no means al-
ways the case), and which is supposed to be produced by
the contact of the acephalocysts within.

Under this head, I might also refer to the sensation commu-
nicated to the hand by necrosed and carious bone, but it will
be better to allude to that point afterwards when speaking of
these conditions,

In order to aid the touch we employ probes, sounds, bougies,
acupunecture needles, &e., all of which will be referred to again.

C. Hearixg.—The ear alone, or aided by the stethoscope,
and by such information as is elicited by percussion, furnishes
to the surgeon knowledge of the highest import, not to speak of
the valuable instruction (as bearing on other points, more im-
mediately submitted to him), which the surgeon obtains by the
auscultation and percussion of internal organs. Ile direetly
learns from the sound of the patient’s voice, in varions affec-
tions, much which guides him to a knowledge of the affection
present. We make use of the ear in examining affections
of blood-vessels; arterial and arterio-venous aneurisms ; erec-
tile, encephaloid, and other tumours; penetrating wounds of
the air-passages and lungs ; or foreign bodies in the same parts
or cavities, or fistulee therewith conneected ; air or fluid effu-
sions into the chest or abdomen j solid tumours ; or the place of
obstruction of the intestine lying in the abdomen, and (as has
been pointed out by Gendrin) affections and conditions of the
internal ear, By the ear (as supplementing the touch), we de-
tect the crepitation of fracture, emphysema, &e.—we recognize
the presence of stone in the bladder, and foreign bodies gene-
rally in accessible cavities—we determine by percussion, and the
sound so produced, the degree of distension of the bladder—
the character of a herniary protrusion (whether bowel or omen-
tum)—Dby the ear we recognize the passage of air by the eus-
tachian tube into the middle ear, or through an aperture in the
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INTRODUCTION, 41

the gnawing pain of rhenmatism—the stabbing pain in inflam-
mation of sero-fibrous tissues—the twisting pain in strangu-
lated hernia—the darting pain in affections of nerves—the
acute, rapidly invading, and as suddenly disappearing paroxys-
mal pain of neuralgia—and the nightly-recurring torment of
syphilitic bone affections. These all present to ns well-known
and characteristic features.

Again, a change in the character of the pain is often instruc-
tive, as when after a continnance of a thrgbbing pulsatile pain
in a part, a feeling of dull weight is complained of, by which
we surmise that the phlegmon has passed into abscess.

It is often most important to observe at what periods and in
what consecution pains recur, as their dependence on certain
occupations, actions, or habits, may be thus traced. The exag-
gerated expression of pain in the hysterical must always be
borne in mind, as well as the complaints of those who feign
illness. These will be again referred to.

(3) The absence of pain from growths is a point which merits
attention, as occasionally indicating their character, e.g. in the
case of tubercular testicle.

Sometimes pain is only excited when the function of the
organ or part is called into play, as when the eye is exposed
to light, or the ear to sound, or the bladder is made to expel
its contents, or when the muscle is exercised. Some strue-
tures, like bone and tendon, again, are only painful when dis-
eased, and this fact of itself may help us in recognizing obscure
affections.

Perverted sensibility throughout the whole body, or in a
part, will always claim attention. Excessive heat or cold may
be complained of, and yet the thermometer tells of no such
variation from the normal state, or, it may be, even indicates
the opposite condition—or a sensation of formication, or horri-
pilation, or tingling, or burning, is felt in a part, cansing much
uneasiness to the patient, and often puzzling the practitioner
to explain or set it right.

" The condition of the patient’s special senses may at times
assist us in recognizing his disease, Exalted or diminished
acuteness, or perversion of the epecial senses, may depend on
disease in the organ itself, or in the nerve-centres, or on reflex






































































































































































































ASCITES. 107

minent and globular, too, in ovarian disease when advanced,
than it is in ascites, When the patient is lying, the breadthen-
ing ont seen in ascites, is not observed in ovarian disease.

(2) Fluetuation is very apparent in ascites ; but little so in
ovarian disease, except when one large cyst fills the abdomen.

If there be many cysts, the fluctnation in each will not be
observed beyond the extent of its boundaries, so that we will
have several centres of obscure flnctnation in such cases.

(3) Percussion is clear at the highest part of the abdomen
in ascites, whatever posture the patient may be in, and when
recumbent it is clear in front, from the intestines floating up
(except in such exceptional cases as when the distension is
g0 great as to prevent the bowels reaching the surface, or
when they are abnormally bound down). In ovarian disease,
on the contrary, the percussion is dull in front, except at the
umbilicus, becanse of the cyst being in close apposition to the
abdominal wall, and it is clear perhaps, if at all, in the flanks.
The exception to this is very rare, and occurs when air has
gained admission into the cyst, in consequence of adhesion of
the eyst to, and perforation into, a portion of the gut; or
when the eyst remains attached to the abdominal wall after
being tapped, and the air so gaining admission. Further, in
the erect position there will be a distinct level reached by the
fluid in ascites, the line of which is even ; but in ovarian dis-
ease coils of intestine may, by careful examination, be found
to dip at some points below the level of the flnid.

Again, the dulness will shift its position in ascites, accord-
ing to the posture of the patient, but it remains fixed in ova-
rian disease.

By palpation, too, the oval outline and irregular surface of
ovarian tumours may be made out, and the freedom of the
abdominal wall from their surface often distinguished. There
is a feeling as if the fluid was not in such elose apposition with
the hand as we observe it to be in ascites,

The “os uteri” is in its normal position in ascites, but fre-
quently drawn up and displaced in ovarian disease. By
vaginal examination, too, we will likely be able to feel the
ovarian cyst. If we obtain the early history of the maladies
we will find that the ovarian tumour has begun in one iliac






















































BLADDER. 125

the bladder, in consequence of the irritation thus caused,
frequently becomes destroyed by low inflammatory action.

The symptoms of paralysis of the bladder are those of
retention of urine, frequently attended with incontinence,
for the signs of which conditions the reader is referred to
other portions of this volume,

When the catheter is inserted into a bladder that is para-
lyzed, the expulsive powers of the organ are found to be so
much diminished, that the urine flows away very slowly and
without the usual force,

In the early stages of the affection the uneasiness felt is
referred to the neck of the bladder and the glans penis; but
in the latter stages there may be little or no pain. Paralysis
leads, if unrelieved, to death by typhoid symptoms and coma.

Occasionally small rounded growths occur in the prostate
gland, and by their projection into the canal they mechani-
cally impede the outflow of the urine. As no rectal examina-
tion can discover them, their effects are often erroneously
referred to paralysis of the bladder.

(6) Poryrus or e Brapper.—These tumours are usually
benign in their character, and are fibro-plastic in their
intimate structure. They may be soft or firm; lobulated or
smooth ; pedunculated or sessile. In none of its forms is
polypus of the bladder a common affection. It is most fre-
quently met with in children, but may occur at all ages. It
may be solitary, or there may be many such growths, and
their most frequent seat is at the neck of the organ.

The symptoms indicative of polypus are those of irrita-
bility of the bladder; frequent desire to micturate, the act
being accompanied by strainiwg and pain. There is but
little urine passed at a time, and the position of the tumour
near the inner orifice of the urethra may oceasion detention.
Occasionally (only) there is h@maturia; but this is not usual,
nor is it often severe. The urine may contain mucus, and
decompose rapidly. The pain is seated in the neck of the
bladder, in the penis, and around the pelvis. The finger,
introduced into the rectum, may in some cases assist us in
recognizing these growths, which have been known to raise
the thickened and enlarged bladder so much above the pubes










































BONE. 139

however, is less solid and firm to the touch, it is more elastic,
and is accompanied by glandular affection and constitutional
cachexia, and the overlying parts become amalgamated in the
disease. If these points are well marked the distinction may
be drawn.

From some rapidly growing cysts, cancer is recognized
chiefly by the glandular and constitutional implication, but
unless some portion of the tnmour is obtained for examination,
great uncertainty must in many cases exist as to which of these
affections we have to treat.

Osteoid cancer occurs by preference at the lower end of the
femur, and shows itself by a tumour or swelling of the bone,
which gradually enlarges from above downwards. The swell-
ing is usnally of an elongated oval shape, ending somewhat
abruptly at the condyles. It is hard and incompressible,
smooth on the surface, and attended by deep and abiding pain.
Such tumours grow rapidly. The glands are quickly affected,
and deep constitutional cachexia appears early.

I. Pulsatile Tumour or Aneurism of Bone.—This is a rare
affection ; but when it occurs, it is usually in the cancellous
articular ends of the long bones, especially in the head of the
tibia. It is in young adults that it most commonly appears.
The tumour may be developed suddenly or grow slowly. Oec-
casionally it takes years to attain any size. It is at times,
though not always, referred to an injury. It is of a round or
oval shape; is painful; pulsates expansively; and when of
any size, communicates a thrill to the hand and ear. Its out-
line is ill defined, and its base is lost in the surrounding parts.
It is continuous with the bone, and firmly attached to it. The
skin, long unaffected, gets thin and red, as it is distended, and
the veins of the limb ultimately become somewhat enlarged
and tortuous. Compression on the main vessel oceasionally
arrests the pulsation; but as the tumour seldom depends on
one source of blood supply, such pressure may only diminish,
without arresting the pulsation. When the main current of
blood is eut off, the size of the tumour is diminished, and a
soft, fluctuating feeling can be perceived, together with the
margin or setting of bone which surrounds the growth. The
function of the limb suffers both from the direct pressure of












BRAIN. 143

9, Vomiting,
Absent when fairly established. Frequent as the concussion passes off,

Lastly, all the symptoms of compression, as a rule, tend to augment; and those
of concussion to become ameliorated.

To diagnose with accuracy the exact portion of the brain
that is compressed has been often tried ; and while in some
cases the peculiarity of the symptoms has enabled observers
to do so, yet to accomplish it with any degree of precision is,
as arule, impossible. We can, however, occasionally surmise
in a general way from the part paralyzed, where the compres-
sion is seated, as the rule is that the paralysis affects the limbs
on the opposite side to that on which the brain is injured.
The presence, too, of a puffy tumour or a wound on the skull ;
and the patient (if he is conscious) complaining of a pain fixed
at one spot; or the hand being constantly carried antomatically
to one part of the head, will further tend to confirm our opinion.
None of these indications are of much value (except perhaps
the paralysis) taken by themselves ; but if such a combination
exists as a puffy tumour on one side and the paralysis on the
other, then the evidence is pretty conclusive. The rule as to
the relationship existing between the paralysis and the place
of pressure on the brain is as stated above; but a considera-
ble number of cases are now on record in which the paralysis
and the pressure have existed on the same side. If the para-
lysis be localized and confined to one small part, then we may
be led by anatomical and physiological considerations to the
seat of the compression.

A wound becoming unhealthy, and the bone below being
bare and dry, especially if combined with paralysis on the
opposite side of the body, has been generally looked upon as
evidencing the formation of pus beneath that part, though
without the paralysis these signs are of no value. The mere
seat of the blow being apparent does not in itself indicate the
position of the effusion, as it may be on the opposite side of
the head altogether from the part struck. The blood effusion
may be accurately surmised to lie at the base of the brain if
we have signs of fracture of the bone at that part, such as ex-
tensive ecchymosis of the eyeball, severe and persistent heemor-
rhage from the ear, facial paralysis, amaurosis of one or both




















































































CHEST., 171

yet air escape freely and repeatedly by the wound during ex-
piration, then there can be little doubt but that it comes from
the lung.

The air escaping from a wounded lung may caunse emphy-
sema of the lung itself, or gaining admittance into the cellular
tissue, give rise to a like condition of the parietes, or even pro-
dnce distension of the whole body by a mechaniem after-
wards to be considered ; or lastly, it may fill the pleura and
cause “ pneumothorax.” It is in those cases in which, with a
narrow parietal wound, we have a free opening in the lung,
that air is most apt to accumulate in the chest or cellular
tissue. We have, on the other hand, emphysema of the
parietes in cases where there is no penetrating wound and the
lung is unhurt, and pneumothorax may be set up when the
wound in the parietes is so valvular as to allow of the free
entrance of the air during inspiration, but its non-escape dur-
ing expiration. If the wound of the parietes is free, then
emphysema will not occur.

(d) Dyspnaa is a symptom which is nsnally well marked in
wonnds penetrating the lungs. If the opening into the chest
is free and direct, the lung will frequently collapse (not, how-
ever, necessarily), and then the respiration will be greatly in-
‘terfered with —to an extent, in short, proportioned to the
amount of breathing space cut off. If such collapse has oceur-
red, or if blood has accumulated to any amount in the chest,
then the respiratory murmur will be very feeble, or alto-
gether absent—its disappearance being longest delayed along
the side of the spinal column. The voice will be weak and
the ribs fixed on the affected side. The pulse will be feeble,
unsteady, and rapid, and the face anxious.

If the lung does not collapse in consequene of adhesions, or
some such cause, and the wound is large, the movement of
the viseus may be seen, and the air will enter and escape with
an audible noige. The respiration, though laboured, will not
be so severely compromised, and the respiratory murmur will
be easily heard.

To these symptoms we must add, as being usually present,
irritating cough, pain deeply fixed, and loud, rough, crepitant
rilles on auscultation.
































































































































































































































































































FRACTURE. 267

carrying the hand backwards it can be made very apparent.
The projection on the front of the wrist is much less prominent
than that upon the dorsal surface, but it reaches up the fore-
arm a considerable way, and is situated at a higher level than
the other projection. It passes across the whole wrist, but is
more marked upon the radial side, disappearing as it nears the
ulnar. The tendons are tensely strung over the ends of these
projections. The antero-posterior diameter of the joint is
angmented. The wrist i8 no longer flat but round. The pa-
tient carries the injured limb in a position between pronation
and supination, in the palm of the other hand, lying on its
ulnar side, and he inclines his whole body somewhat to the
side of the injured limb. By careful measurement the radius
will be found shortened and the ulna of its normal length,
while the styloid processes retain their relationship to the
carpus. The styloid process of the radius lies higher up and
is in front of that of the ulna.

B. and C. Unnatural Mobility and Crepitation.—If com-
plete impaction has taken place then this sign will not be ap-
parent, but in ordinary cases it can be developed by fixing the
fore-arm, grasping the hand and carrying it well to the ulnar
side, and then moving it laterally and rotating it; or by bend-
ing the hand smartly backwards and forwards.

D. Loss of Function.—The function of the hand is lost, or
nearly so. Supination and pronation are impossible, unless
the fragments are firmly impacted, when these movements may
be communicated to the joint. When the patient attempts to
supinate the fore-arm, he turns the whole extremity from the
shoulder. The radius cannot be rotated.

E. Pain, Swelling, and Discoloration—Pain is great at
the inner side of the joint, and especially on the radial side
and below the styloid process of the ulna. It is increased on
attempts at supination. Swelling of the wrist and antero-pos-
terior enlargement of its diameter on the radial side exist.
Discoloration is seldom marked. :

This fracture ean only by culpable carelessness be mistaken
for a sprain or for inflammation of the articulation. In neither
of these affections is there the peculiar deformity, unnatural





















































































































































































































338 SURGICAL DIAGNOSIS.

seen as the effect of some frequently renewed irritation, as oft
renewed colds—frequent exposure to sudden alternations of
temperature—injuries of the throat—repeated over-exertions of
the voice—the inhalation of irritating dust or gases.

Intemperance, scrofula, the abuse of mercury, debilitating
diseases, and derangements of the digestive organs, strongly
predispose to it, and it is a frequent accompaniment of tuber-
cular disease of the lungs and of syphilis. The symptoms of
chronie laryngitis vary much with the severity of the seizure
and the extent of surface implicated. Its presence may be
alone signified, in the slighter forms of the affection, by a
husky and hoarse voice, a dry wheezy cough, and some amount
of dyspneea, Pain on pressing the larynx against the spine, or
on moving it from side to side, will also probably be felt.

The more changed from its normal condition the mucous
membrane becomes, the more will the calibre of the larynx be
restricted, and the breathing and voice suffer enibarrassment.
The inspiration becomes sibilant in the more severe forms of
the disease, and complete aphonia may exist. Deglutition is
occasionally interfered with, especially when ulceration is pre-
sent on the anterior surface of the epiglottis. The disease may
extend downwards and implicate the lungs, giving rise to
tubercular deposit there. Such implication is not easily deter-
mined, because of the confusion of sounds heard through the
stethoscope, but by percussion the existence of tubercular mat-
ter may be recognized.

The diagnosis will rest on the history of the attack—the
changed, hoarse, whistling voice—the hissing inspiration—the
peculiar congh—the tenderness produced by pressure on the
upper part of the windpipe—the pain or uneasiness cansed by
deglutition and by speaking—the absence of acute inflammatory
fever, but the presence of considerable constitutional irritation
or hectic. 'When there is ulceration at the upper orifice of the
larynx (as on the epiglottis), then the pain on deglutition will
be very considerably angmented, and at all times there is a fixed
pain at the upper part of the larynx, and usually a rejection of
fluids by the nose. When ulceration attacks the vocal cords,
the voice will be hoarse or suppressed.

The differentiation of chronic laryngitis, and anewrismal and









LARYNX. 341

that of polypous growths. TLaryngeal polypi, though some-
times attached by broad bases, are most frequently seen with
narrow and long stems. The muecous polypus consists of an
hypertrophy of the mucous membrane; while the fibrous
springs from the sub-mucous tissue, and either ruptures the
overlying membrane, or carries a layer of it on its surface.

Laryngeal polypi cause danger, by the mechanical obstrue-
tion they occasion in the windpipe; and this they the more
readily accomplish from their most common site being the
neighbourhood of the glottis. They also occur on the voeal
cords, in the ventricles of the larynx, and at the root of the
epiglottis. 'When present in the larynx, polypi cause embar-
rassment to the respiration, a change in the tone of the voice
and in the sound of the breathing, and sometimes they give
rise to much more serious effects by changing their position
suddenly (when loosely attached), and elosing the chink of the
glottis. Suffocation will follow such an accident if the efforts
of the patient fail to remove the impediment. If he is success-
ful in freeing the orifice, the original state of the respiration is
at once restored. The movements of these tumours within the
larynx are occasionally perceived by the patient, and their
presence can sometimes be demonstrated by means of the
laryngoscope, when the patient is placed in a good light, the
tongue well depressed, and a forced expiration made. In such
cases the tumour may sometimes be seen for a moment to pro-
jeet by the side of the epiglottis. Roux and others have,
moreover, succeeded in exploring these tumours with the
finger. These methods of diagnosis may be put into requisi-
tion in any suspected case ; and if portions of the growth are
expectorated, as they sometimes are, then there can be no
doubt as to the nature of the obstruction.

It may be added that some patients affected with laryngeal
polypus have, by making rapid efforts of inspiration and
expiration, produced a valve-like sound; and a hoarse cough
and a sibilant inspiration are not uncommon accompaniments
of the malady. The symptoms occasioned by the growth will
vary with its site. Polypi are not, however, always easily
recognized or distinguished from other affections in which
there is obstruction to the respiration. Sometimes they grow
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(3) Cysts.—These probably form from a dilated gland duct,
and they contain a glairy fluid. They lie loosely in the tissues
near the mucous surface. They are small and rolling. They
may lie deeply, or project sufficiently to show their trans-
parency. Occasionally a small opening is observed at their
summit, from which the contents exude. If inflamed, they
become very painful ; but if not inflamed, they cause little
if any annoyance. If they ulcerate, a small, deep, cup-like
sore forms, which may be mistaken for a chancre or cancer.

(4) Glandular Tumours.—These tumonrs grow slowly.
They are indolent and deep-set. They are round, and project in
front, and are flattened behind. They canse deformity by their
bulk, and they are firm and elastic to the touch. They have
- occasionally bony masses in their substance. The overlying
tissues are healthy.

LYMPHATICS, Inrradnrarion oF.—* Angeioleucitis.” Usu-
ally acute.

Constitutional Symptoms.—May precede or accompany the
local affection. These symptoms may be little or not at all
apparent, or they may be very violent. They are inflamma
tory fever setting in with chilliness or rigors, and afterwards
running into a typhoid type, with probably indications of
purulent infection.

Local Symptoms—When inflammation attacks the super-
ficial Iymphatic vessels, a number of delicate red lines may be
seen leading from the wound (if one is present) up the limb
towards the lymphatic glands. These lines may not com-
mence at the wound, but a considerable interval of un changed
surface may intervene between it and the vessels first affected.
The inflamed lymphaties are at first distinet from one another,
crossing and interlacing, and presenting slight enlargements at
the points where they join; ultimately, however, these lines
unite, so as to form broad bands of varying size, which, thongh
somewhat tortuous in their course, yet follow the axis of the
limb. Along the course of the vessels, and at intervals on the
surface of the limb, patches of erysipelas or erythema oceur,
and appear as if they communicated by means of the bands
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its weight and position. It is not clearly defined in its outline,
and not easily moved in the tissues. It increases very slowly,
and without attracting much if any attention. The skin over
it is unaffected. There are no enlarged glands in the axilla,
as a rule; though, from irritation, or as a mere coincidence,
these glands may become enlarged. The rest of the mamma
is healthy. The nipple is very seldom affected, and it is
never so retracted as it is in scirrhus. There is nearly always
adematous swelling below and to the outer side of the breast.
Fluctuation is very difficult to distinguish, as the cyst wall is
often thick from lymphic deposition, so that the tumour feels
golid. On careful examination, elasticity may generally be
discovered at some part of the tumour. The exploring needle
will determine the state of things in doubtful cases. The
general health is unaffected.

Chronic abscess, then, is distinguishable from solid tumours
by the following features :—

(1) Its occurring after some uterine derangement, some
miscarriage, or abortion, or simple functional disturb-
ance.

(2) Its formation not being attended with pain or inflam-
matory symptoms.

(3) Its smooth ill circumseribed feeling, and the rest of the
gland being apparently healthy.

(#) Though firm and hard, yet elasticity being found by
careful examination at some part of its surface, which
spot is often more tender to the touch than the rest.

(5) There being seldom any affection of the lymphatic
glands, unless slight from irritation, and then they are
not hard and bound to the underlying tissues,

(6) There being usually cedema of the sub-cutaneous cellu-
lar tissue below or to the outer side of the gland.

(7) The results of puncture.

If, after opening an abscess of the mamma, the pus which
escapes after the interval of a few days becomes sanguinolent,
we may be certain that another abscess exists, more deeply
placed than the first, and in close relationship to it.

B. Neuralgia of the Mamma.—* Irritable mamma.”












MAMMA. 351

glands are not affected unless there has been some irritation
present beyond the mere hypertrophy. The gland structure
is sometimes retained intact in these enlargements; some-
times it is considerably altered. There are no signs of inflam-
mation present.

It uncomplicated, this affection cannot be confounded with
any other. The gradual and great enlargement of both mammae
thronghout their whole substance is quite distinctive.

E. Chronic Mammary Tumour.—¢ Mammary glandular
tumour.” Oeccurs most frequently in unmarried females whose
catamenial functions are deranged. It is most common between
the ages of twenty and forty; frequently it occurs before
thirty. It is occasionally met with in barren married women.
It may apparently be caused by injury, and attention is
attracted to it frequently by mere accident. It is usually con-
fined to one breast, and may form in any part of the gland;
but it is most common near the upper and inner part and
close to the surface. It may be placed on, in, or below the
gland, the last position being the rarest. It varies much in
size. It grows slowly in general, though occasionally it has
been seen to increase rapidly. Sometimes, after attaining a
certain bulk, it remains stationary, and may even disappear
spontaneously. It is round or oval, and lobular to the hand,
and is firm, incompressible, and elastic. It has not the stony
hardness nor the weight of scirrhus. It is very movable, and
when small feels almost as if floating in the tissues. It is eir-
cumseribed, and in general painless ; though occasionally these
tumours have been known to be very painful—the pain not,
however, being of a lancinating character. There is no affec-
tion of the glands (unless by irritation), and the skin is sound.
There is no tendency to ulceration nor adhesion, nor discolora-
tion of the skin, unless the pressure on the surface is great.
In rare cases when an adenoid tumour undergoes a great deve-
lopment, and comes to burst through the overlying parts, the
protrusion is of a gray color, is elastic, and does not bleed vio-
lently, like soft cancer under like circumstances. Enlarge-
ment of the superficial veins may occasionally be observed.
At the menstrual periods, tension and uneasiness are com-
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NEUROMA.—A fibrous tumour occurring on a nerve, deve-
loped either in its continuity or at its extremity, when it has
been divided, as in a stump. These tumours may exist in
great numbers (thousands even) thronghout the spinal system
of nerves, and lie for the most part between the fasciculi of
the nerve, and may project on its one side, or present an equal
enlargement for some distance along its continuity. They may
be solid, or have a cavity filled with flnid of varying consis-
tency within their substance. They are most common on the
posterior tibial nerve, and are not so frequently met with in
the upper as in the lower extremity.

In shape, neuromata are round, oval, or fusiform. When
oblong, the long axis of the tumour usually corresponds to the
direction of the nerve. To the hand they are firm, inelastie,
and smooth. They are slow of growth as a rule. The skin
over them is healthy and free from adhesion. In size, neuro-
mata may vary from the head of a pin to the head of an adult.
They may present themselves on any part of the body, but are
most common in the nerves of the upper extremity. They
occur more frequently in males than in females, and after mid-
dle life. They are often quite painless, unless ronghly handled,
when a sharp pain may flash along the nerve, and spasm and
involuntary movements in the muscles supplied by the nerve
may be excited. Evidence of deranged enervation may, how-
ever, be present, as feelings of formication, tingling, &c., in
the parts supplied by the nerve. When painful, the pain
affects the parts peripheral or distal to the site of the tumonur.
The swelling itself may be tender, or the parts around it may
be more so than the tumour itself. The pain is usnally
paroxysmal, and may be ageravated by atmospheric vicissi-
tudes and derangements of the digestive organs.

Neuromata are movable in a direction lateral to the nerve
on which they are seated ; but they cannot be moved in the
axis of the nerve. If firm pressure is made on the nerve proxi-
mal to the position of the tumour, handling the tumour causes
no pain either in the nerve or along the distributed branches.
If the pain is not great and continuous, the general health is

unaffected.
By the above signs a neuroma can be distinguished from all
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nized, as it forms an oblong slightly elevated or flat stain on
the surface, either having a smooth or a rough and granular
appearance. It is always congenital, though it may be very
small at birth. It occurs most usually on the upper half of
the body, and causes little inconvenience, unless it is abraded
or ulcerated, when it may bleed violently.

ESOPHAGUS, Forriex Bopies v tue—They are most
apt to stick just where the pharynx ends in the esophagus,
that is, on a level with the cricoid cartilage, or at the termi-
nation of the gulletin the stomach. The foreign bodies which
may be met with are very numerous, and of the most diverse
shapes and sizes. They may consist of various alimentary
substances, or of bodies concealed among the food. They
may be composed of all varieties of substances which accident
or design may introduce into the mouth. The sharper and
the more angular a foreign body is the greater the irritation
it is capable of producing. Foreign bodies may be so large
as entirely to obstruet the passage and press on the windpipe ;
or they may (as in the case of small fish bones, pins, &e.)
merely cause pain, irritation, and subsequent inflammation.

The distress occasioned by the impaction of a foreign body
in the wsophagus is very great, even though immediate danger
may not result. There is a sense of constriction at the top of
the sternum, and pain of a remitting character in the neck. A
constant attempt to swallow or vomit ; a profuse flow of saliva,
which may be tinged with blood ; and difliculty of breathing,
are also common symptoms. If the body is large it may, in
thin persons with long necks, be felt projecting. After a
considerable time the annoyance abates, and the patient can
bear its presence without much uneasiness, if the passage is not
greatly blocked up.

The symptoms produced vary with the nature of the body
and the position it occupies. Very considerable bodies, such
as a set of false teeth, have been impacted in the gullet, and
have escaped the detection of even the most experienced
surgeons, from the manner in which they were embedded in
the walls of the tube; while, on the other hand, if in the
passage downwards of an irregular body the mucous mem-
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—

The contraction is due to spasm of the constrictor muscles of
the pharynx, and it lies high up in the tube. Besides those
symptoms more especially referable to the cesophagus, a
patient suffering from spasmodic stricture usually presents
some of the other well-known phenomena of hysteria. There
is more or less dysphagia, pain deep in the throat, or a feeling
of something being bound tightly round the npper part of the
thorax, which impedes the breathing and swallowing. The
sudden appearance and as sudden departure of the symptoms ;
the exaggerated expression the patient employs with regard to
them ; their great violence at times, especially when the mind
is directed to them ; and their oceasional oecurrence periodi-
cally, are characteristic of the malady. There is no emaciation,
and no adeqnate reason given for the occurrence of the
symptoms, which are usually referred to some trifling cause.
Sometimes it will be observed that certain articles of diet
alone induce spasm, while others, apparently as formidable, or
even more so, fail to produce such an effect. Occasionally it
is cold things alone that arouse the spasm, at other times those
that are hot excite it.

The passage of a bougie (perhaps under chloroform) will
clear up all difficulty in the diagnosis.

() Organic may be either simple or malignant, and usually
occupies either the highest or the lowest part of the cesopha-
gus. It is most common close to the upper end, but it may
oceur in any part of the tube. It is usually simple, and may
be due in very rare cases to congenital malformation; or it
may arise from injury or inflammation, as that caunsed by
drinking boiling water or caustic solution. The mucous mem-
brane gets thickened, and the cellular tissue beneath becomes
the seat of effusion when violent inflammation has pre-existed,
and cicatricial tissue may greatly contract the calibre of the
tube. Strictures which are at first simple may ultimately
become malignant. The thickening increases by degrees, and
its extent will depend on the violence and degree of effusion.
It may be very limited, both in superficial extent and in depth.
It may exist only on one side of the tube, and then it interferes
comparatively little with the integrity of the canal ; or it may
be so NAITOW, as to appear as if a ligature had been tied round
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rished, and becomes emaciated. The digestive organs exhibit
signs of derangement. The nervouns system loses tone. The
mind becomes prostrate, and before the fatal result, which too
surely follows, mind and body are generally reduced to the last
stage of exhaustion.

The history and symptoms of this affection are usnally
so clear as to make its recognition easy; but if any doubt
exists, a bougie may be passed, and so the stricture discovered.
If the head is well thrown back, and the point of the instru-
ment carried along the back of the pharynx, it can be intro-
duced without difficnlty to the seat of the stricture; and then,
by the degree of resistance it meets with, and the sensation
communicatéd to the hand as it passes within the strictured
part, the rigidity, and it may be the extent of the constriction,
may in many cases be determined.

Difficulty of swallowing is thus the leading symptom of both
kinds of stricture, and when present it is too apt to be consi-
dered distinetive of such an affection, whereas it may be due to
varions other conditions, the absence of which should be deter-
mined before an opinion as to its dependence on stricture of
the esophagus is arrived at. (See Dyspuacia, p. 221.) Many
of these are easily recognized; others can only be discovered
by careful investigation.

In simple organic stricture, a large amount of glairy mucns
is generally expelled; while in the malignant form of the dis-
ease, when at all advanced, pus, and blood, and sometimes
shreds of tissue, are expectorated. The neck is enlarged, the
glands become affected by secondary deposition, and the patient
has the cancerous cachexia.

In thin persons, if a stricture attended by considerable depo-
sition be present high up, it can often be recognized by the
hand when the fingers are pressed behind the trachea, and
the patient makes an attempt.to swallow.

In paralysis of the wsophagus (a rare affection), we may
have symptoms which closely resemble stricture, but the pas-
sage of a bougie will differentiate them; while the fact that in
paralysis solid substances of some size may be swallowed with
ease, while the difficulty attends the swallowing of liquids, is
just the opposite of what we find in stricture.
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pervade the whole gland. The prostate will be enlarged, and
the nearer the pus collection is to the bowel, the more clearly
will the position and size of the abscess be defined. The pus
may burst either into the urethra (which is most common) or
into the bladder, the rectum, the cellular tissue of the pelvis, or
on the perineum.

Acute prostatitis may be distinguished from inflammation of
the neck of the bladder by a rectal examination, when the pain
on the finger being pressed up against the gland is very signi-
ficant. Calculus of the bladder, impacted at the neck of the
organ, is differentiated from inflammation of the prostate gland
by a similar examination to that just referred to, and by the
retention of urine being more temporary in the case of stone,
and relieved so soon as the caleulus changes its position.

(b) Chronie Prostatitis is produced by the same causes (only
less violent and probably more prolonged in their application)
as induce the acute form of the disease. It is not an uncom-
mon affection of middle-aged men, and it may oceur in young
persons as a result of neglected or mismanaged gonorrheea.
There is a dull weight and discomfort in the perinenm and neck
of the bladder, and a feeling as if there was a foreign body in
the rectum. There is a slowly increasing difficulty in evacu-
ating the bladder. This inability to empty the bladder is often
the first sign which attracts attention. There is at first a fre-
quent desire to micturate, and this desire is so urgent that it
must be instantly complied with. The stream comes with
diminished force, and the last drops are slowly and painfully
expelled. Retention with overflow is sometimes established,
the urine dribbling away. The urinary symptoms are aggra-
vated in many cases in a remarkable manner by cold and damp
weather, errors in diet, fatigue, and the use of aleohol. The
urine is frequently thick, ropy, and smelling ; the muco-pura-
lent mixture coming only with the first portion of the urine, if
the bladder is not implicated. The general health becomes
impaired and the strength diminished. When the finger is
introduced into the rectum, the whole gland, or one of its lobes,
may be felt augmented in size, though such angmentation is
by no means universal in this disease. Pressure upon the
gland causes pain. There is also some pain felt when the peri-
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Enlargement of the prostate is distingnished from caleulus,
or other tumour of the bladder, from paralysis of that organ,
and stricture, by rectal and urethral examination, as above
noted. The age of the patient; the obstruction bLeing at the
prostate gland, and not in the urethra; no foreign body being
detected in the bladder ; and the succession of symptoms above
described, can leave no doubt upon the mind of the surgeon as
to what the disease is.

If the enlargement of the gland is great, and the patient
thin, we can, after evacuating the bladder and relaxing the
abdominal parietes, examine the prostate, by introducing one
finger into the rectum, and placing the other hand above the
pubes. If the prostate is of normal size it cannot be felt at all

in this way.

(. Tubercle of the Prostate is difficult to recognize. The
tubercular matter may exist in a cerude or softened condition.
It is usunally infiltrated through the substance of the gland. It
is only by observing the constitution of the patient and the state
of his other organs, especially the lungs, kidneys, and testicle,
and connecting these with symptoms of irritation at the neck
of the bladder—frequent desire to micturate and uneasiness in
the act—the passage of blood before or after the urine, or
between the acts of micturition, and sometimes the appearance
of muco-purulent and gritty matter in the urine, and by the
pain in the loins and perinenm—that we come to suspect a
tubercular condition of the gland. When, by a rectal exami-
nation, we find an enlarged state of the prostate, with soft
spots on its surface, we can, with some confidence, believe this
condition to be present.

When the tubercular matter has been evacnated, the pros-
tate gland, in place of being augmented in size, is diminished.

D. Cancer of the Prostate is a very rare affection. It is
usually as a primary disease it occurs, when it does appear,
though it may follow similar disease in the bladder or penis. It
is the encephaloid form of cancer that is met with usually in
the prostate. Scirrhus is extremely rare.

Cancer of this gland has only been seen in the very young,
and in persons who have previously suffered from hypertrophy
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of the direction in which the blow came, its force, &ec. In
falls, too, an idea should if possible be formed of the amount
of violence likely to have been sustained. These points are
often useful ; but they cannot do more than supply a slight
assistance in forming an opinion of the case, as it is well
known that a feeble blow may in one instance produce physical
effects a severe fall or blow may fail to cause in another.
Further, we should learn if possible the exact part of the
head struck, and the direction of the blow, as thus a hint may
be obtained in obscure eases with regard to where the fracture
is situated.

The fracture may be a mere fissure or linear breach of
continuity, without any separation of the fragments. These
fissures may diverge from one spot, and pass far through the
bones. There may be wide and extensive disjunction of the
fragments, accompanied by displacement inwards or out-
wards ; or there may be comminution of the bone into small
particles.

Again, the external table alone may, in those parts of the
vault where the diploé is thick, or where there are cavities
between the tables (as at the frontal and mastoid sinuses), be
fractured and displaced without the inner table suffering. The
inner table may be extensively fractured while the external is
little injured, as when a pointed agent is driven through the
external table, and acts widely upon the inner. Nay, further,
in some rare cases the inner table has been fractured by
contre-coup, while the outer remained entire ; but the recogni-
tion of such a condition, thongh it may be suspected, can only
be substantiated after death.

Fragments depressed on the brain may be of many different
shapes and sizes, and so capable of producing very different
effects. They may present a smooth surface towards the brain,
or long pointed projections driven deeply into its substance.
It is most ecommon to find the edge of a fragment more or less
sunk on the brain, and thus compression may result with or
without laceration. The depression of bone may be great in
some cases, especially in the upper and anterior part of the
head, and yet little or no disturbance result. In general,
however, the gymptoms of compression are proportioned to the
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(2) That pressure on the edges dissipates them, and allows the
bones below to be felt. The edge or rim, moreover, was at
first above the level of the bone, and not on the same level asit
would be if we had had to deal with an aperture in the bone.

(3) It is impossible, thus, in mere fracture, to feel the pulsa-
tion of the brain if there is no bone removed. '

(4) There are no signs of compression.

The patient complaining of pain, increased by pressure, at a
fixed spot (especially if at a point opposite to that struck) ; or
if insensible, his carrying his hand constantly to such a part,
has been looked on by some as indicating the place of lesion ;
but while it is true, that in many cases reliable evidence is
thus afforded, it is nevertheless certain that such signs are often
quite deceptive.

If there is a wound, then we can have no difficulty in deter-
mining the state of things, in so far as the mere existence of
fracture (especially if comminuted or attended by displacement
of fragments) is concerned; but how far the brain may have
suffered is often far from being easily determined by an examina-
tion of the fracture alone. The size, direction, shape, amount of
depression, &e., of the fragments will enable us to form a tole-
rable guess, and the escape of brain matter would tell still
more. The discharge, too, of cerebro-spinal fluid in abundance
would also indicate deep injury of the brain; yet, it is to be
noted, that in fracture of the fore part of the head, the escape
of the inspissated secretion of the frontal sinuses has been mis-
taken for cerebral substance.

Fractures of the base of the skull are well known to be very
fatal. These fractures are almost always the resnlt of indireet
violence ; yet weapons thrust in by one of the apertures of the
skull, or the condyle of the lower jaw being forced upwards,
may, by direct violence, occasion fracture at this part of the
head. There may be most extensive fracture of the base of
the skull, and yet no immediate symptoms of the occurrence ;
but usually the effects are early and profoundly manifested.
The important parts lying at the base of the brain, the great
nerves which there arise, and the large supply of blood-vessels, °
render the lesion almost certainly fatal when the fracture 1s






SKULL, 413

and sphenoid bones that blood gets most readily into the
orbit; and while it may appear in rare cases in fracture of the
malar or superior maxillary bones, yet when, with head symp-
toms, and after such a blow as would occasion fracture, we
have effusion on the second or third day below the ocular
conjunetiva, passing backwards into the orbit beyond our limit
of search, there is every reason to suppose that we have a
fracture of the fore part of the base of the skull to deal with.
The effusion also extends under the lining of the eyelids, and
is more frequent in the lower than in the upper lid; or, if
in both, it is usunally earlier seen in the former. There is
no bruising of the skin of the eyelids as in ecchymosis, follow-
ing blows upon the lids themselves; but the blood shines
throngh the uninjured skin, and in this way discolours them.
Such effusion into the orbit or eyelids does not necessarily
attend a fracture of the fore part of the base of the skull;
but when present, it is a most valnable indication of its
oceurrence.

Bleeding by the nese may be due to mere laceration of its
lining membrane, and the blood so escaping may be swal-
lowed, and afterwards ejected by vomiting or passed by stool.
It is only when the bleeding by the nose and mouth is severe
and prolonged, in a case in which injury to the base of the
skull is suspected, that it would imply fracture of the bone
at that part. The author once witnessed an accident in which
the wheel of a loaded cart went over a man’s head, and
fractured the base of the skull obliquely from one side to the
other, the basilar process of the occipital bone being broken
across. The patient spoke a few words quite sensibly, rose to
his feet, as arterial blood poured from his mouth and nose
in great gushes, fell down, and was dead in twelve minutes
from the occurrence of the accident.

Bleeding from the ears has always been looked on as a most
valuable sign of fracture of the base of the skull, and so it
undoubtedly is, if it is severe and continued. The lining mem-
brane of the ear not being so vascular as that of the mouth or
nose, is incapable of itself yielding a violent discharge of blood.
Rupture of the tympanum alone may cause a slight heemor-
rhage; but when, with brain symptoms, and after such an
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Eechymosis of the tissues over the mastoid or occipital bones,
or on the side of the neck, appearing some hours after such a
blow as was capable of producing fracture of the base of the
gkull, would be confirmatory of the other symptoms, always
supposing that there was no adequate explanation of the effu-
sion at the part where it appears.

Paralysis of the cerebral nerves is sometimes a very valuable
confirmatory sign of fracture of the base and its special seat.
Amaurosis, loss of taste, or sensibility in some part of the
integuments of the head, may be observed; but the seventh
pair of nerves are most frequently implicated, from the line of
fracture being commonly such as to injure them, and thus
facial paralysis and deafness are not unusual indications of
fracture of the base of the skull.

In conclusion, it may be said that if after such an accident
as may cause fracture of the base of the skull, we have symp-
toms of compression (see p. 140) setting in early, and continu-
ing ; if there is escape of blood into the eyelids and orbit; or
if there is profuse and continuous hemorrhage by the mouth
and nose, or by the ears, followed in the latter case by pro-
longed discharge of cerebro-spinal fluid ; and if there is para-
lysis of the seventh pair of nerves—the diagnosis of fracture of
the base of the skull is certain ; whereas the absence of these
symptoms does not entitle us to say positively that no such
injury to the base of the skull has been sustained.

SPINA BIFIDA.—This is a congenital imperfection of the
spinal canal at its back part, by which a hernia or protrusion
of the membranes (and more rarely of the nerves or cord)
takes place. There may be an opening the whole length of
the canal, and the protrusion may be elongated, and not cir-
cumscribed, as it most usunally is. Spina bifida is frequently
combined with other congenital deformities, such as hare-lip,
cleft palate, imperforate anus ; and its combination with hydro-
cephalus is not unfrequent. There may be several tumours at
different parts of the column, and that they are occasionally
connected may be proved by alternately pressing the serous
contents of the one into the other. So, too, pressure applied
to a spinal tumour, having a free communication with the
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(11) If the coverings are thin the tumour is translucent to
transmitted light.

(12) There is weakness or paraplegia of the lower limbs,
incontinence of fwces, retention of urine, and afterwards over-
flow. These symptoms are observed, when the spinal canal is
perforated, and the funetions of the cord interfered with above
the second lumbar vertebree. Lower down the paralysis may
be more slight and more limited.

(13) From defective nutrition the lower limbs remain small
and undeveloped.

Cysts formed over the vertebrs, and having no connection
with the canal, are occasionally met with, and are to be dis-
tinguished from spina bifida, by the fact that pressure has no
effect upon them ; and also by the absence of those indications
of interference with the function of the cord mentioned above.
Such eysts, too, are very seldom congenital.

A congenital fatty tumouwr, in very rare cases, has been met
with over the lower part of the spine, passing through a hole
in the bone, and being connected with the membranes of the
cord. Its peculiar doughy feeling and pressure (if no traction),
having no influence on the funetions of the cord, nor in dimi-
nishing the tumour, are the only signs by which it can be
diagnosed from spina bifida.

When in spina bifida the communication with the canal is
very small, or has become altogether closed, there is consider-
able difficulty in recognizing the true nature of the tumour,
except by its history and the persistence of defective funection
in the cord. If long-continued pressure succeed in reducing
its size, then we can at once recognize its nature, though such
pressure should not needlessly be put in force, as there is great
fear of irritation and inflammation of the cord being thereby
excited.

Further, it is very difficult to discover whether any part of
the cord is inclosed in the tumour; but if great pain follows
pressure, especially at particular points and lateral move-
ments; if by transmitted light an opaque portion can be
discerned (like the testicle in the tunica vaginalis); if after
puncturing, a consistent body remain in the sac, which gives
rise to much pain on being compressed—then we may conclude
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Caries is seen by the surgeon before and after excurvation
has taken place. If he does not see the case till after defor-
mity has occurred, he can have no difficulty in recognizing the
disesse he has to deal with ; but the symptoms which attend
the early stage of the ma]ady before the bones have fallen
together are occasionally somewhat confusing. Pain is one of
the earliest signs. It is more or less severe at a fixed spot in
the back, and shoots round the body. It is increased by firm
pressure, by tappmg firmly on the bone, by contact with a
hot sponge or a piece of ice, and by sudden jerks, as in jump-
ing down off a height, or suddenly turning. The patient tries
to relieve the pain by assuming a position in which the part is
best supported, and the weight relieved. There are evidences,
too, of declining health, and it may be feebleness in the gait.
The steps are shuffling and uncertain, and the patient soon
tires in the erect posture, and can no longer, as formerly, walk,
run, or stand with ease and freedom from fatigne. The dis-
ease begins and augments with great insidiousness, so that it
has frequently obtained a firm hold before it is observed.

The pain referred to above is distinguished from mere
neuralgia by its persistence ; by its combination with muscular
weakness ; by its usually occurring in the young; and by an
examination of the spine, when, thongh no excurvation is
present, the column will be found to be more rigid than
normal ; it has not, throughout the affected portion at least,
the flexibility and beautiful adaptability to various positions
that the spine possesses when in a normal condition. The
patient tries to keep it stiff, so as to escape the pain which
follows movement. In walking he keeps the part as rigid as
possible, and allows the affected portion to participate as little
as can be in all bending or turning movements.

The “irritable spine,” again, is an affection of hysterical
females. The pain is described usually as very severe, and
flashing round the body. If the attention is distracted, move-
ments inconsistent with disease are performed, and the general
health remains good. No deformity takes place, and no
abscesses form, even though the malady has lasted long.
There is no abnormal rigidity of the spine, and no real
paralysis. The catamenia are usually arrested or deranged.
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pain passes up the back of the head, over the shoulders, and
down the arm, accompanied by weakness of the arms, possibly
some feebleness in walking, or even paraplegia if the disease
is severe. The head falls forward, and the forehead is pro-
Jected, and perhaps turned to one side. The spinous process
of the axis becomes frequently abnormally prominent. The
movements of the head are partially or wholly abolished.
The sterno-mastoids are tense and contracted. Any voluntary
motion or communicated movement, as in tapping the crown
of the head or turning the head, causes exquisite suffering.
The head is supported and fixed by the hands, or an attitude is
assumed which prevents all motion and takes the weight off
the part.

‘When pus forms and passes down from the affected vertebre,
the symptoms frequently undergo a marked amelioration. This
is not always the case ; but often, under these circumstances,
both the pain and paralysis are relieved. The abscess may
form early, even before apparent deformity; but this is un-
common. It is usnally late in the disease that abscess appears.

Abscesses forming in connection with disease of the cervieal
vertebr@ most commonly burst into the pharynx (¢ post-pha-
ryngeal” abscess); or on the side of the neck between the
scaleni ; or above the clavicle; or into the axilla; or into the
anterior mediastinum ; or the pleura (rare).

When the abscess comes from the upper dorsal vertebre, it
may fuse along a rib, and point on the parietes of the chest or
abdomen ; it may burst into the cesophagus or lungs, and may
appear in the loins; but more usually it passes downwards
internally, and comes to the surface above Poupart’s ligament
in the groin.

When it proceeds from the lower dorsal and upper lumbar
vertebra, it generally presents as psoas abscess (see p. 282),
and may be single or double. It points in the outer third
below Poupart’s ligament. Further, an abscess may appear
in the lumbar region as “ lumbar abscess ;" or dissect its way
downwards to some part of the lower limb, even as far as the
ankle. It may appear in the perineum (* perineal abscess”),
over the hip, or even pass into that joint, when it has been
mistaken for morbus cox®. 1t may pass behind the peritoneum
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In afew days ecchymosis marbles the joint, and as it disap-
pears the colour passes through many shades. A joint so
sprained is long weak, and liable to subacute or chronic inflam-

mation.
Sprains are to be distinguished from dislocation. It may be

observed in this connection that those joints which are most
open to dislocation are just those least liable to sprain.

The points that we attend to, in order to distingunish these
two accidents, when we see the aceident early, are :—

(1) In sprain, the limb is frequently used in a crippled way
after the accident, while in dislocation the funection is alto-
gether in abeyance.

(2) In sprain, passive motions are possible under chloroform ;
in dislocation, movement is lost.

(3) In sprain, there is no change in the length of the limb ;
in dislocation, there is.

(4) In sprain, the articulating processes retain their relation-
ship to one another ; in dislocation, they do not.

(3) In sprain, there is swelling, causing deformity ; but it is
diffused and entirely due to effusion, hence it is even and soft.
In dislocation, the swelling is due to displaced bones as well as
effusion, and is consequently irregular and hard.

(6) In sprain, the shape of the joint is not so changed as it
is in dislocation.

() The discoloration is sometimes in sprain differently
gitnated as regards the joint from what we find it in dis-
location, where it is usually confined to one aspect of the articu-
lation. -

When seen late, and the swelling, tension, and pain are great,
we can form no safe opinion, and must wait.

Sprain of the ankle is very apt to be confounded with frac-
ture of the fibula low down; but in the latter case, careful
manipulation will discover the irregularity of the bone, and
pressure at the fractured spot gives great pain. Further, if the
leg is firmly fixed, the astragalus may be moved laterally, in
the case of fracture, with abnormal freedom, while erepitation
may be observed. If the leg is fixed, and the sole of the foot
18 rotated well inwards; or if the toes are freely moved out-
wards and inwards alternately, then nunnatural mobility and
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crepitation will be usnally found in the case of fracture, but
not of course in mere sprain.

SYPHILIS, CoNsTITUTIONAL. See CHANCRE.

Secondary symptoms appear on an average within six weeks
after contagion ; and though they may be so slight as to be
overlooked, yet they are mever delayed beyond six months,
Temperament, hygienic conditions, sex, and age perhaps, con-
stitution certainly, and climate (heat hastening and cold delay-
ing), influence to a certain degree the period of evoluntion of
the constitutional disease, and in some measure also the form
in which it appears, and the seat that it occupies.

A roseolar eruption on the skin, and sore throat, are the
most common early symptoms of constitutional infection ; and
the appearance of these, or other constitutional symptoms, may
or may not be preceded by signs of failure in the general
health, as, for example, “syphilitic fever” at night, gastric
derangement, loss of appetite, head-ache, pains in the limbs
and joints, head and shoulders. The skin frequently changes
in colour and loses its pliancy. It becomes dry and rough,
brown, dirty, sallow, and various eruptions appear upon it.

The “syphilides™ or syphilitic skin eruptions are symptoms
of secondary affection, which appear either in the individunal
himself, or in his offspring. Some of them occur in the second-
ary,some in the intermediary, and some in the tertiary stage of
the malady. The precise character of the eruption is fre-
quently very difficult to diagnose, from the fact that several
different primitive forms often concur, and are mingled toge-
ther, and so the character of each is modified and confused ;
yet, in most cases, it is of less consequence for us to be able to
give a correct designation to the form of the eruption, as clearly
to connect it with its syphilitic origin.

There are certain well-known marks of the syphilitic source
of an eruption, which will be first enumerated, it being premised
that probably none of the undernoted distinetions (unless it be
one or two of them when they are very clear and unequivo-
cal) can by themselves be considered as characteristic. When
several concur, they are, however, distinetive.

(1) Colowr. Coppery. The smoked bacon colour of Fal-
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lopins. This is not always present in true syphilitic eruptions,
and may be observed, or, at least, a very similar shade may
occur, when there is no syphilis; hence, if it is absent, there is
no sure proof of the eruption not being syphilitic ; but if pre-
sent it is valuable as a confirmatory sign. It may be present
at one stage of the eruption, and absent at others, and the tint
is usually brighter at an earlier period than the characteristic
shade; but as the eruption declines the true copper colour
appears, and may remain long after the eruption has gone.

(2) Shape of patch. Cireular, or the segment of a cirele.
It is sometimes oval, and sometimes of the fignre of 8. It is
in the ulcers which attend or follow several of the syphilides
that this circular disposition is best seen. The circular form
is not by any means a constant one in syphilig, and in some
few non-syphilitic eruptions it may be present; but if it is
marked, and combined with the eolour before mentioned, it is
very characteristic.

(3) Seab or crust is harder, thicker, drier than that which
accompanies the simple non-syphilitic ernptions. It is often
laminated, dark in colour (black even), rough, like the shell of
an oyster; or prominent, like that of a limpet. Sometimes it
is green and gummy, and is surrounded by a white line or bor-
der, which Biett considered pathognomonie.

(4) The ulcers which are present below the seabs in many
of the eruptions are round punched-out sores, having abrupt
borders, gray adherent sloughs, and coppery-coloured halo
around.

(5) Cicatriz.—Round shape, usually deep, and ultimately
becomes irregular and depressed. In colour the cicatrix is at
first violet, and then coppery, and may at last be white. The
copper colour is occasionally more evident in the cicatrix than
in the previous eruption.

(6) Ganglionic enlargements are found i different parts of
the body. The post-occipital, and those at the side of the neck,
are the most usual glands to undergo enlargement, These
glands are hard, indolent, and rolling. (See p. 167.) The
wide contamination of the lymphatic glands throughout the
body soon begins to tell on the nutrition of the tissues, and so
cachexia and an®mia follow.
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(1) Macule.—These are spots of various sizes, and of round
or irregular shape. They are brownish or gray-coloired, not
prominent or attended by heat or itching. They are isolated
or run together. They oceur on the front of the chest, and on
the side of the neck, and are chiefly observed in females.
The patches of sound skin which are inclosed by the discolora:
tion, are so white and marked by contrast, that they are apt tc
be taken for the diseased portions. This affection is nsunally a
late one of appearing, but it may be intermediary, that is, it
may occur between the outbreak of the secondary and the
tertiary symptoms.

(2) Exanthemata.—Roseola occurs as small, round, isolated,
or confluent spots, of a rosy or coppery colour, not prominent
from the surface, and disappearing on pressure at first, but not
after they have existed for some time. These spots unsnally
last only a few days, and end in a mere mottling, and finally
in desquamation. This ernption may be rapidly or slowly
developed. It is the earliest of the syphilides, seldom appear-
ing before the third week, or being delayed after the third
month from primary infection. It is the least severe of the
syphilides, and appears on the lower part of the chest, the
belly, loins, and inner surface of the limbs. It is very seldomn
observed on the face or neck. From its slight and evanescent
character this eruption is frequently overlooked by both the
patient and sargeon.

It is distinguished from measles, by the absence of all
catarrhal symptoms, and there being traces of the primary
sore, or of glandular enlargement in the groin.

(3) Papule.—(a) Lichen. This is a common and an early
syphilide. It is chronic in its course, and presents numerous
small, hard, slightly prominent pimples, sometimes in groups,
and having one papilla more prominent than the rest in the
centre of the group. It does not tend to ulcerate, but at one
period of its progress is covered with fine scales, which are
shed, and reappear in crops. It leaves a rosy discoloration,
which becomes coppery, and finally disappears. There is occa-
sionally a white line round the papules. Lichen appears gene-
rally on the back of the neck, the face, loins, and the extremities.
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(0) Mucous papule (or tubercle). This is a fleshy, round,
oval, or irregular mass, of a size varying from a pea to the
palm of the hand, discrete or confluent, occurring at the orifice
of the mucous canals on the gkin or mucous membrane, or both.
It occurs by choice, where there is moisture and heat, and,
especially where two surfaces come into contact. Mucous
papule may be moist or dry. It is usually moist, being more -
or less bathed in a very feetid discharge, which, with proper
precautions (especially long contact), will inoculate itself and
produce sores, followed by constitutional disease. It is mostly
seen in the female, and constitutes an early secondary symp-
tom. Occasionally, in place of being red and covered by a
creamy discharge, the mucous papule is white and * opaline ;”
sometimes again it occurs as a fissure or cleft, with elevated
fleshy borders ; sometimes it is fungous and elevated ; some-
times it is flat and spreads a long way over the surface; occa-
sionally it is distinctly copper-coloured, or has a border of that
colour ; sometimes it is painful and itching, while more gene-
rally it is indolent. Oceasionally it presents a small ulcer on
its surface, and rarely it takes the form of an elevated ulecer,
the edges of which remain high. In some cases the chancre
becomes converted “in situ” into a mucous papule, as the
primary gives place to the secondary or constitutional
symptoms.

(4) Squamee.—(a) Lepra. Occurs in circles or segments
of circles. A brown patch with fine scales, the centre de-
pressed, and the edges raised. The scales appear in crops. It
occurs chiefly on the limbs, chin, and lips.

(b) Psoriasis.—Appears on the palms and soles, knees and
elbows, and on the trunk. Fissures are frequently present on
the palms accompanying the eruption. It may be either dif-
fuse, or in separate small patches over the part, and presents
irregular spots on reddish-brown discoloured patches, having,
according to Biett, a characteristic white border round the
patches. The scales of syphilitic psoriasis are smaller, thinner,
and finer, and the patches usually smaller, than in simple
peoriasis, and the skin between the patches is sound. :

(¢) Horny Eruptions of the palms and soles. Round, hard,
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from the bottom of the scrotum; and its greater weight.
Finally, we have the affection of the iliac glands, and proba-
bly the constitutional cachexia in cancer. '

Hematocele is diagnosed from cancer by its special charac-
ters. It is not transparent, and being of some weight and
consistency, it is easily confounded ; but it follows generally
on injury; it is of shorter continuance; attains its size at
once, and then remains unaltered, and is not attended with the
lancinating pains so common in cancer, nor the glandular or
constitutional complication of cancer. The testicle can only
be detected by pressure.

A puncture will, either in the case of hydrocele or hemato-
cele, at once clear up any doubt—the surgeon being prepared
to remove the gland if it is malignant disease.

Cystic disease, again, is slower in its growth, and is more
uniform on the surface and in consistency ; yet frequently no
certain distinetion can be made at an early period, unless a
grooved needle is employed ; afterwards the enlarged veins,
the diseased glands, and the implication of the constitution
when the disease is medullary, will distinguish them.

From syplhilitic disease cancer is differentiated by the history ;
by the past or accompanying symptoms of syphilis; by the
absence of the pain that exists in cancer; by the chronie, slow,
indolent character of the syphilitic affection, as compared with
the cancerous, and by the skin over a syphilitic testicle being
sound and not adherent. _Both testicles are usually implicated
in syphilis, and one only in cancer. Syphilis is curable by
hydriodate of potash, or a combination of mercury and that
salt ; cancer is not. Medullary disease is at first hard, and
then softens at points, and always gets (and quickly) worse,
and attains a much greater size than the syphilitic testis. The
gkin becomes adherent and ulcerates, and the glands and cord
are diseased.

In conclusion, I may add the practical remark of Mr. Paget,
having reference to the difficulties of diagnosing some cases,
that no testicle should be condemned as cancerous till the
effects of mercury, iodine, and colechicum have been tried.

Syphilitic Disease of the Testes.—This is an intermediary
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THYROID, Disease or.—DBronchocele. () Inflammation ;
(b) Hypertrophy ; (¢) Cystic tumours; (&) Scrofulous degene-
ration ; (¢) Cancer; (f) Pulsating bronchocele.

All tumours of the thyroid gland lie in front of the neck,
oceupying either the middle line, or being developed unilate-
rally or bilaterally, or covering the centre and one side. They
accompany the movements of the larynx in deglutition, and
this sign distingnishes them from those growths which, though
lying near the thyroid, have no connection with its substance.
In some of these tumours we have fluctuation apparent. Such
fluctnating tumours may either be abscesses, cysts, blood eol-
lections, or hydatids.

It there is no fluctuation (always remembering that, in the
case of such cysts as have very thick walls, or are very much
distended, fluctuation may be very difficalt to find), the
tumour may® be due to inflammation (suppuration not being
yet established), hypertrophy, scrofulous engorgement, or
cancer.

If there is pulsation observed, it may be inherent in the
tumour, as in one form of bronchocele, or it may be acquired
from the carotid.

Symptoms referable to mechanical pressure, such as dys-
pneea, spasm of the glottis, eroaking or suppressed voice, cough,
dysphagia, pain shooting up the side of the head, interference
with the cerebral circulation (dizziness, congestion of the head
and face, headache, epistaxis, &e.), may arise in any case,
when the tumour is large enough, or grows in such a direction,
as to produce the necessary pressure. Cancerous tumours pro-
duce these symptoms when they are of a smaller size than
others, from the way they mat together the parts, and from
their occasionally penetrating the trachea and @sophagus.
Pulsating tumours, also, from their rapid increase, usually
quickly produce the symptoms referred to. The enlargement
of the superficial veins, too, may attend any of these tumonrs
when they reach a large size ; but this sign is more marked in
gsoft cancerous tumours of the thyroid, than in any of the other

arowths of the gland.

(a) Inflammation.—Local signs of inflammation and con-
29
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tumours.  Engorgement of the lymphatic glands begins
usually at several distinct centres, and spreads in all diree-
tions ; and lipomata are indolent, have a doughy feeling, and
grow slowly, and without annoyance, except by their bulk.
The skin over them is unaffected. Cysts, too, may be punc-
tured with a needle. Their precise nature cannot otherwise be
determined. They are occasionally transparent, and fluctuate.
It is always to be remembered, however, that, in such cases,
blood may flow freely from a simple cyst, after its contents
have been evacuated.

TONGUE.—A. Inflammation. Glossitis.—This may be
either superficial, implicating the mucous membrane alone, or
deep, pervading the whole parenchymatous tissue. It may
give rise to such great swelling that the organ can no longer
be retained within the mouth. The tongue becomes tender,
hot and red, and mechanically embarrasses both breathing and
swallowing. The face is congested, and the brain suffers from
its circulation being impeded. Saliva flows in greater or less
profusion from the mouth. Speech is almost or altogether
impossible. The tongne gets covered with lymphie effusion,
and ulceration quickly appears. It is not in recognizing the
affection that any difficulty arises, but in discovering its cause.
This may be—

1. Idiopathie, from cold, gastric disturbance, or the sup-
pression of some cutaneouns discharge. It is in persons beyond
middle life, of full habit of body and feeble health, that glos-
gitis from snch causes is met with, and in these cases it usually
sets in snddenly.

2. From the action of steam, boiling water, chemicals,
&e.

3. From wounds or foreign bodies, stings of insects, &e.

4. In ptyalism, from the effects of mercurial or other poisons,
mineral, vegetable, or animal.

5. From hacks in its substance, being irritated by the con-
tact of acrid matters or sharp teeth.

6. From extension to the tongue of inflammation seated in
the gums or jaws, tonsils, palate, &e. Sometimes glossitis
accompanies the exanthemata, especially small-pox.
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They are very chronie, and the tongue gets thick and heavy.
The patients are evidently strumous, and the sores heal under
anti-scrofulous treatment,

2. Local Irritation,.as from a carious or sharp tooth. The
sore is on the side of the tongune opposite to a tooth (usnally a
molar) capable of causing such irritation. The patient is fre-
quently aware of having (by no means always, however) suffer-
ed from the irritation of a tooth, The sore is generally irrita-
ble, sloughy, dirty, and deep. If the irritation is long con-
tinued, the base may get hard, and the sore simulate a cancer-
ous one (of which the irritating tooth may be the localizing
cause), but the induration is never so extensive or great;
the rest of the tongne is free of disease; the glands below the
jaw, thongh irritated, do not so enlarge and become hardened
as in cancer ; and there is the local source of irritation present,
and we observe that the general health does not suffer in the
same way.

3. Syphilitic Ulcers.—May be primary, secondary, or
tertiary.

(@) Primary occur on the tip or near the point. They are
rare. In shape they are round, punched out, and have a hard
base. They are solitary. There are rolling, indurated, indo-
lent glands below the jaw. The sore begins to heal, on an
average, in a fortnight, and is followed, almost certainly, by
constitntional disease.

(b) Secondary.—These are small superficial abrasions, usually
forming over mucous papules. They have copper-coloured
surroundings, and are not nearly so common as the tertiary sores.

(¢) Tertiary ulcers may form on any part of the tongue, arfd
may be placed so far back as only to be discovered by the aid
of the laryngoscope. They may oceur as a raw, superficial, red,
or pale patch merely, or as deep, irregular, and foul sores follow-
ing a gummy tumour or a mucous papule. They are ge:llerally
multiple, painful, slow in their progress, and of oval or irregu-
lar shape. They are frequently placed along the edges of the
tongue, and have comparatively little hardness at thf—;ir. base.
Sometimes they occur as fissures or hacks, and are irritable,

hard-edged, and painful.
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Site.—Ovary, testicle, bladder, kidney, lung, below the
tongune, within the skull, and in the sub-cutaneous tissues. It
is on the eye-brow, and near the orbit, that the congenital
form is chiefly met with. They also oceur in the jaws. The
non-congenital is most frequently seated on the scalp and
shoulders.

In many cases the exact recognition of the congenital cuta-
neous cyst—its distinction from other cysts—is impossible.
The non-congenital cyst often presents a small black point on
its surface, which marks the aperture of the closed duct, and
through this opening the cheesy contents may oceasionally be
gqueezed. These cysts are common in women about middle
age, and may be very numerous upon the same patient.

Non-congenital cutaneous eysts oceasionally ulcerate, and
produce a dirty, elevated, bleeding, irritating sore, with hard
and everted edges, and sanious discharge, which in old persons
might be mistaken for cancer. It is by their history and site
that they are to be distingnished, and by the absence of those
- constitutional characters which mark eancer.

The Aorne occasionally met with on the hnman body result
from the constant exudation and drying of the contents of
cutaneous sebaceous cysts.

A cutaneous eyst is distinguished from chronic abscess, and
from nevus, by its history, by its being firmer, less puffy, and
not varying in size; by the colour of the surface being
unchanged, and by the influence of compression on it ; lastly,
there is no impulse in the cyst.

The general cystic character of these gmwthé; their sub-
eutaneous position ; their shape, mobility, slowneSs of increase
(sometimes becoming stationary ; and in rare cases, after such
arrest, undergoing rapid augmentation); their painlessness ;
the speck, in many cases on their surface, marking the open-
ing of the duct; their doughy feeling, and the surrounding
parts being nunaffected—are the points most worthy of note in
their diagnosis.

The contents of the non-congenital cutaneous cyst are gene-
rally soft, whitish, or yellowish, cheesy, sebaceous substances,
charged with epithelial and cholesterine scales, fat granules,
&e., &e. Oeccasionally they inclose caleareous matter, either
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numerous), the last phalanx of the great toe, the lower end of
tl}e femur and upper end of the tibia, humerus, ribs, and pel-
vis, and rarely on the jaws and skull, that they are found.
They may surround the shaft of a long bone, and stop abruptly
at its articular extremity, which they seldom invade. These
growths are, however, in rare cases met with in the tissues or
glands, as in the mamma (very rare), testicle, parotid, sub-
maxillary glands, and in the sub-cutaneous tissues, inter-mus-
cular spaces of the neck and lower limbs, and in the lungs.

Cartilaginous tumours are hard, firm, frequently lobed, round,
or oval, or flat masses. Occasionally they are only highly elas-
tic and compressible, not actually hard, They begin (espe-
cially on the hands) in early youth, as a rule; though in the
neck they may appear late in life. They may be hereditary.
They are slow of growth in general ; though in some of their
rarer forms, cartilaginous tumours increase rapidly. They may
become stationary, especially at manhood ; or they may go on
to reach an enormous bulk. They may partially or wholly
ossify, then their weight and hardness are increased.

On section, a cartilaginous tumour is found to cut crisply,
and to resemble feetal cartilage, both to the naked eye, micro-
scope, and chemical tests. The section is frequently divided
into lobes by the periostenm. The basis substance is of a glis-
tening, opaque, or semi-translucent compact character, and of a
grayish, bluish, or pinkish white colour; firm and elastic to
the touch, usually resistant, but occasionally soft, and almost
diffluent. Occasionally the section is coarsely granular.

Cartilaginous tumours may be mingled with glandular,
fibrous, myeloid, or bony growths, and with cancer (especially
in the testicle).

Cartilaginous tumours are sometimes full of cysts ; and may
be in part, or thronghout the greater portion of their extent,
broken down into a jelly-like consistence of a yellow or pink
colour. In such cases they are very apt to be mistaken for
colloid eancer. The microscope will, however, differentiate
them. There may be portions, also, of the tumour which have
undergone fatty or calecareous degeneration ; and these will be
yellow, or white and greasy, or dry and powdery.

A consideration of the site, hardness, resiliency, and progress
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has not yet approached the surface. In time the integnuments
become bound to the surface of the growth, and if the tumour
is seated in the breast the nipple is retracted. From the
Same cause, too, the tumour can only be moved with the part
in which it is seated, and while the superjacent tissues cannot
be slid over its surface, it in turn does not glide on the parts
lying below. As the skin becomes involved ulceration is esta-
blished in a variable time.

It is in married females, between forty-five and sixty, that
scirrhus is most liable to appear. It is very rare before twenty-
five, and it uwsually chooses robust health y persons for its
attacks. When the constitution is fairly invaded, the anxious,
sickly, sallow, leaden hue of the face too plainly proclaims the
progress of the disease ; and the derangement of the digestive
organs which attends it prevents the proper amount of suste-
nance being taken, and so the strength soon fails.

The sore which forms in the progress of the disease is pecu
liar. It has usually raised, everted, hard, nodular edges—it is
foul and dirty looking—its base is coarsely granular, it tends
constantly to augment its area, and a thin irritating ichorous
discharge escapes. In this discharge cancer matter largely
enters, yet the disease is not destroyed by this constant disin-
tegration, but on the contrary increases the more.

The section of a scirrhous tumour is usually very character-
istic. It cuts frequently with a creaking sound. The appear-
ance of the section varies much, according, chiefly, to the
degenerations which the tumour has undergone, and the rela-
tive proportion of unchanged, or little changed, tissue which
it has worked up into its own substance. In typical speci-
mens the surface is of a pale grayish white, or bluish tint—
opaline, glistening, and satiny. It is tongh, compact, and semi-
translucent, and occasionally dashed with purple. It is inter-
sected by glistening bands, and may closely resemble the sec-
tion of a turnip or unripe pear (*napiform” or % apinoid ™).
The section becomes concave from its contraction on itself, and
this disposition is quite distinctive when well marked. It is
not, however, always observed in true scirrhus. It is best
developed in old chronic tumours. Hard cancer occasionally
appears in the skin. (See p. 354.)
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(2) Loocal.—The presence of a foreign body (bone, tendon,
dead cellular tissue, d&c.), varicose veins, &e. &e.

These ulcers may present features similar to class 1, 2, or 3;
but they have other elements besides and beyond these which
demand treatment. We often recognize this latent complica-
tion with ease when it depends on a visible, local cause ; but
at other times, the past history of the patient, his constitution
and habits, have to be carefully inquired into, and the rise and
progress of the sore known and studied, before we can judge
wherein the peculiarity exists. '

Syphilitic sore.—The primary sore is described at p. 165.
The secondary is rarely troublesome or difficult of recognition ;
but the tertiary is often very easily confounded with others. It
follows a pustular or tubercular skin disease, or forms over a
gummy tumour. When superficial, it is seen mostly on the
face, back of the shoulders, nates, and limbs. It often incloses
islands of sound skin within its area. It is irregular in shape,
and often heals on one side as it spreads on the other. It is
single or multiple, and punched out, that is, having sharp-cut
borders. It has well-marked scabs and a dusky circumference.
There is also the history of the primary or secondary outbreak,
and other evidence of the constitutional disease present, to
assist us. Such sores heal under the administration of the
hydriodate of potash alone, or combined with proto-iodide of
mereury.

Sergfulous.—May depend upon a strumous constitutional
diathesis, or they may form over a local tubercular deposit.
This uleer occurs on the face, neck, axilla, hips, groin, upper
and lower limbs, and near joints. It is a superficial, irregular,
worm-eaten sore. It is often large and wide-spread; having
blue undermined edges, and a dark, irregular, and weak
cicatrix, liable to erosion. The pus is peeuliar, curdy, and
unhealthy. ~This sore is very slow and chronic in its course,
and is usnally multiple. There is evidence of the strumous
diathesis in the appearance of the patient, in the glands, &e.,
and probably outbreaks of the disease elsewhere.

Vicarious or hemorrhagic ulcer.—Occurs in females having
deranged or suppressed catamenia. These sores bleed freely,
and that chiefly or wholly at the monthly periods.
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alone. The urine, too, is thick, of high specific gravity, and
of ammoniacal smell.

Retention of urine has been confounded with ascites and
ovarian disease. (See pp. 110 and 372.)

B. Incontinence, that is, an involuntary escape of urine
from the bladder, may be constant or only occasional (com-
plete or incomplete). It is frequently associated with, and’
dependent on, retention, and then it results from an overflow
of urine. True incontinence depends on the contraction of
the sphincter of the bladder being weakened or destroyed.
This may depend on many causes; and it is chiefly in direct-
ing attention to them that these remarks are made, as the
mere recognition of the ailment is too easy to require any
description.

To distinguish true incontinence from that which attends
retention, it will only be necessary to palpate and percuss the:
abdomen, or employ the catheter.

It is in young boys, and old men, that incontinence is most
common ; and in both it may (generally in the latter) be
associated with acenmulation.

It may be due to feebleness of nervous energy from disease,
or injury of the nerve-centres, or from the action of drugs on
these centres; to general feebleness of the whole system, as
that which succeeds severe illness, or such as occurs in
scrofulous children of lax fibre; to injury of the neck of the
bladder, as after lithotomy or lithotrity, or the operation for
the removal of stone by dilatation in the female ; to contusion
of the same part from falls or kicks on the perineum; to
affections of the neck of the bladder, such as growths (in the
prostate gland), foreign bodies, ulcers, pressure on the bladder
during pregnancy, or injury of the neck of that organ during
delivery ; to affections of the bladder itself, as inflammation,
irritation, foreign bodies; to morbid states of the urine (espe-
cially the lithic acid diathesis) ; to irritation in the kidney, or
in the organs near the neck of the bladder, as the rectum (con-
stipation, worms, piles, &c.), uterus (ulcer on the neck of),
vagina ; to irritation in the digestive organs, teething, hysteria,
phymosis; to a fistula implicating the body or neck of
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impeded ; and those vessels which are not implicated in the
disease, may become enlarged from the extra duty thrown
upon them.

Phlebitis of deep vessels is very difficult to recognize. It
is by the enlargement of the superficial vessels—by the
brawny, porky, often white and tense state of the limb—by
the feeling of weight and general uneasiness experienced by
the patient, that we are guided, and even then the distinetion
from inflammation of the deep lymphatics cannot always be
made. ;

(8) In Chronic Phlebitis the veins are permanently thick-
ened and rigid. There is weight and discomfort in the part,
with a feeling of heat and fulness. The circulation is embar-
rassed, and there is pain on pressure.

If the phlebitis is diffuse, or if pus forms within the veins,
and is not circumseribed, but enters the ecirculation, then
symptoms of pysemia (which see) will become developed.

Phlebitis is distinguished from angeioleucitis by the greater
size of the veins than the lymphatic vessels ; their less tortuous
and intercrossing course; their direction; and their not being
traceable into glands; by their deeper position ; fewer num-
ber ; and there being no glandular affection.

There is no other affection with which phlebitis ean be con-
fused.

Air in Veins.—During operations about the root of the
neck and axilla, when a large vein is opened in such a way
that it is prevented from collapsing ; or when from disease in
the coats of a vessel, or the mode of its attachment to a growth
or to surrounding parts, its closure is obstructed, then air may
enter so as to cause rapid, if not instant, death by its action on -
the heart and lungs. An empty state of the veins favours the
oceurrence of this accident, and it is most apt to take place if
at the moment the vessel is opened a deep inspiration is made,
whereby a suction action is-exercised on the great veins situ-
ated in the region where the flux and reflux of the blood
exists—i.e. near the thorax. It is when the head is thrown
too far back or the arms extended, that this suction is most
powerful. When in the dissection of the deep connections of






















































